The cardiologists had argued strongly against this closure, as it was pure
cost-cutting and would blow-out cath lab Category 1 and 2 patient waiting
lists even further. Closure of the cardiac outpatients (already with 5-7
month waiting timas) was also enforced at this time, which we had also
argued against (the heart fail.ure unit felt that patient care would be
severgly compromised and more-lives would be placed at risk), and this

closure also occurred.

First Jetfter fo the Premier and ifs affermath

17
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After we had received no withdrawal of these many “life-threatening”
cutbacks in early December 2003, | wrote fo the Premier and Health

Minister on 16/12/03 (CA5).

[ made the following points to the Premier:

Cardiologists havé been directed that they cannot proceed with immediate
treatment of severe coronary lesions (stent angioplasty) except in
emergencies, but must rebook patients for a second procedure, which
may be three or months later.

Cardiac booking staff have been directed not to schedule elective stent

angiopiasty cases from 1st January 2004, and Queensland patients have

17



19

20

21

been placed in a holding pattern for an indefinite period until funds

become available.

These changes are against best-practice, put patients at risk of death or
heart attack, delay effective treatment, may require a s=scond hospital
admission and lead to increased costs! They are also in direct violation of
the Quesnsland Health 20-20 document and the Health Outcomes Plan —
Cardiovascular Health: Coronary Heart Diseasa 2000-2004.

Plans are being made to reduce coronary angiography, stent-angioplasty
and cardiac surgery numbers for Central Zone patients, despite increases

in demand in all zones.
I also apprised him of three recent avoidable cardiac deaths (Pts 3-5).

After my letters to the Health Department and Premier did not lead to any
withdrawal of the cutbacks, meétings of all the cardiclogists at PCH from
3" 5™ January 2004, discussed the prospects of the life-threatening
cutbacks which were about to begin, and in desperation they asked that I,
as the Chair of the Qld Branch of the CSANZ release details of the

cutbacks and recent deaths to the media.

The Public Sector Ethics Act (1984) and Code of Conduct (Qld Health

2000) include:

18
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» Employses should also ensure that any conflict between their personal
interest and official duties is resolved in favour of the public interest
e Empioyees should disclose fraud, corruption and maladministration of

which they ars aware
» Employees should exercise diligence, care and attention and for high

standards of administration and health care.

In my view, public disclosure of the unnecessary causation of deaths by ill-
informed and intransigent budget control was in the circumstances fully
justified and even required by the Act and the Code of Conduct. After
repeated attempts to be heard through line management, through letters
to the Premier, through direct face to face waylaying of the Minister, and
senior QH bureaucrats, the need to stem this rising rate of unnecessary
deaths was without doubt the higher public interest. As Chair of the Qid
Branch of the CSANZ, | therefore issued a press release on January 5

2004 to the Courier Mail.

On January 8, 2004, | was contacted by Qid Health bureaucrat Dr John
Scott by telephone who requested an urgent meeting to discuss the
problems | had raised (in my press ralease), and | immediately accepted
his request, anticipating that progress might at last be made. | met with Dr
Scott and Mr. Dan Bergin from Qld Health on the evening of Jan 8, and |

invited another cardiologist Dr Andrew Galbraith to also attend. The

19



meeting began with what would be best described as a vicious verbal
assault which was | felt was clearly intended to reprimand and intimidate
me from ever raising thess issues again. Dr Scott even stated to me “You
come after us with mora shots, and wea'll comé after you”. Dr Scott
refused to comment on my statement that cutbacks would lead to
increased deaths and rejected my suggestion of developing an expert
cardiac committes to diractly advise the depariment. Herewith are
excerpts of minules of the mesting (CA6) which ware made after the

meeting by myself and Dr Galbraith.

Excerpts of the Meeting 5.15pm Jan 8" 2004: Ly 3, Holv Spirit Northside

Medical Centre.

Dr Constantine Aroney (Cardiac Society)

Dr Andrew Galbraith (Invited by Cardiac Society, and Cardiac Society
Member)

Dr John Scoft (Queensland Health)

Mr. Dan Bergin (Quesnsland Health)

JS: "Your letter o the Premisr was offensive 1o Queensland Health
and personally offensive to me” "You made a lot of cheap shots”

CA  “ldon’t consider unnecessary deaths as cheap shots -~ you might”

JS -"We'ra going to investigate the 3 deaths you mentioned”
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review, which 1 supported, recommended that in future patients are
transferred as soon as they are stable. The clinical call as to whether this
patient was stable after the first or second operation would be difficult, as the
patient was very shocked, sa | was not aleri to issues about Dr Patel's inifial
post-surgical judgment needing further examination; the problems with the
boy’s health emerged after Dr Patel went on leave. As to subsequent care, |
agreed with the recommendations that major vascular injuries should be
transferred as soon as possible, so again | did not see a need to get Dr

Patel's views on that.

| agree that the severity of the patient’s condition as described in the 5
January briefing report is difficuit to reconcile with the descriptions receivad
by the Commission fiom e.g. Dr Rashford. At the fime the issue | saw was
that the infiial surgery was appropriate, but the post-surgical care was not.
Reports from the RBH may have given me a different, more damning pictura
of the postsurgical care at Bundaberg. This would not have led me fo
enquire about Dr Patel because, as explained he was on leave before the
boy's condition worsened. Even had | received reports from RBH | doubt |
would have investigated further as to their (foo lengthy) retention of the
patient with Bundaberg because that hospital had accepted that they should
transfer such patients at the earfiest stage possible — i.e., the hospital had
put'in place a policy fo prevent repetition of like occurrences and the Zone
Manager was working with RBH fo ensure the policy worked, as that hospital
woulid be the receiving hospital.

Dr Aroney in his evidence (see the siafement and the franscripts for 10
August and 24 August 2005) makes a number of comments about Dr Scott,
Does Dr Scott dispute the accuracy of those comments?

15.1

19.2

I dispute the accuracy of Dr Aroney's comments. Prior to my commencing
the role of SEDHS, work had been started to develop separate cardiac
services at TPCH, RBWH, and PAH, 1o establish services at Gold Coast and
fo enhance services: at Townsville/Cairns. | belisve this approach is
appropriate given that Queensland is a decentralised state andireating
patients close to where they live is the ideal both in terms of patient
convenience (thereby ensuring that patients are likely to attend for
treatment), and also to provide equity of access.

Dr Aroney makes reference to Queensland's coronary mortality rate. QH's
approach was to address all facets of cardiac disease not just coronary
artery disease. As well as coronary artery disease this requires an approach
to heart failure management; rheumatic heart disease; and congenital
conditions. To comprehensively address these matters it is also necessary
to consider environmental, Ifestyle and risk factors: access to primary
treatment services; prevention approaches like diabetes and blood pressure
management; access to secondary level diagnostic sernvices to identify and
treat conditions before serious outcomes develop, and access fo tertiary
level treatment. The responsibility of any health department is to ensure all of
these factors are addressed. QH is required to allocate funding within its
budget. The funds available to QH are not unlimited and must be used to
address all aspecis of public health management. To give a
disproportionately high level of funding to tertiary treatment services using
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percutaneous coronary inferventions in one location is to condemn more
people to developing what are often preventible conditions and probably to
allow more preventable deaths than those to which Dr Aroney refers. Dr
Aroney's view that QH's approach was simply to take services away from
TPCH is deeply flawed.

| believe that the development of a properly organised cardiac service across
the state was the appropriate direction to take in providing the best possible

cardiac care in Queensland.

The first round of cuts to which Dr Aroney refers (Statement page 3), was not
a cut in funding but a reallocation of funds from TPCH to the PAH atfter
construction of cardiac catheter laboratory and other facilities at the PAH.
After the construction of the cardiac catheter labaratory, the level of activity
funded at TPCH and the PAH was determined based on population figures.
Any perception that there was a cut in funding io TPCH was not real as
patient freatment aclvity had moved, with funds, to PAH from TPCH ie.,
patients who were historically treated at TPCH were now treated at PAH. QH
was not reducing services across the state and TPCH was sill receiving the
same amount per patient treated. In fact QH put significant extra amounts of
funding into cardiac services in the 2003/4 financial year - an extra $1.86
rnillion into the RBWH; $4.5 million into TPCH; $1.44 million into PAH to build
the extra catheter laboratory and other facifities and $1 million for ongoing
work, $290,000 into Townsville, and $5.1 miltion into the Gold Coast. In
addition approximately $1 milion exira beyond the population-based
estimate was put into TPCH budget based on work done by an independent
external consultant Mr Jim Lowth {currently assisting Mr Peter Forster).

' was not involved in the issues Dr Aroney describes prior to Novemnber 2003
as | was not in the SEDHS position at that time. { was in fact State Manager
of Public Health Services, working at the state and national levels to reduce
smoking rates (a major cause of coronary arfery disease); respond o some
of the highest rates of childhood obesity in the world (a risk factor for heart
disease); improve nufrition and physicai activity (risk factors for heart
disease) across the population, and fo improve remote aboriginal community
Iving conditions (risk factors for theumatic heart disease). My budget to
address these issues was about 1% of the total health budget, giving little
chance of adequately responding to these major health determinants and
making me very aware of the need for a balance in terms of how funds were
allocated to respond to heart disease, '

Dr Aroney refers to a cut in activity at TPCH in 2003 of 300 cardiac surgical
cases, 500 angiograms, and 98 angioplasties/stents” (Statement page 3).
This reduction in activity was part of the transfer of funds and activity to PAH
referred to above which toock effect on 1 July 2003. While the budgeted
activity at TPCH reduced by these levels, the budgsted activity at PAH
increased by 300 cardiac surgical cases, 580 angiograms, and 140
angioplasties/stents. As such there was no reduction across the two
facilities, in fact there was an increase of 80 angiograms and 44
angioplasties/stents with cardiac surgical cases remaining static. Activity
across the state in 2002/03 was 2720 cardiac surgical cases, 6238
angiograms, and 1427 angioplasties/stents whereas for 2003/04 it wag 2708
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cardiac surgical cases, 6394 angiograms, and 1724 angioplasties/stents.
Again, there was no reduction. Rather there was an increase of 303 cases
(and an increase from 200102 of 766 cases).

Dr Aroney suggests that there was a second cut in activity announced for 1
January 2004 (Statement page 4). There was in fact no cut in activity in
January 2004. In November 2003 the district of which TPCH was a part,
had provided figures indicating that they would be over budget for the
financial year by approximately $2.2m. This was caused in a large part by
the fact that cardiac interventions were being performed at a greater rate
than was allowed for by the funding that had been provided to TPCH. Dr
Aroney would have been aware of the level of activity that was funded and
that he was exceeding this lavel of activity. TPCH was reminded by QH that
they were obliged to limit themselves g the new level of activity which had
been funded. It was not concemed that the procedures at TPCH were
unnecessary, but fo ensure equity across districts. These are obviously
difficult matters. This is what Dr Aroney refers to as the second round of cuts.
There was in fact no cut in activity at this time. In fact funding fo TPCH in the
2003/04 financial year, for coronary related inventions, increased above the
baseline budget by at least $1.45 million.

Dr Aroney talks of a third cutback in September 2004 (Statement page 6). |
was not involved personally in this issue as | was on long service leave from
July to Ocfober 2004, Again there was no cutback but a retum io baseline
activity after the one-off exira funding ($20 million to reduce elective surgery
waiting lists) provided after the election of early 2004.

In fact, the available budget was sufficient to aliow 57 procedures per week
fo be performed and that is the level 1o which activity was limited. When
further funds were made available in January 2004 as part of the 2004/05
$20 million funding increases, further work was able to be undertaken.
When this funding had been expended, activity level was reduced to the
budget level of 57 procedures per week. There was no decrease in funding

activity below the budgeted Jevel.

Dr Aroney suggests that subsequently in January 2005 the hospital realised
that they weren't doing enough to get funding, because funding is based on
activity and these activity cuts were then withdrawn in January 2005 and the
numbers were pushed up in order to obtain the appropriate funding for
activity ~ t 3948. In fact in January 2005 extra funding became available,
Some of this money went to TPCH, allowing activity to be increased from 57
to 85 procedures perweek. Dr Aroney's suppositions about the reasons for
the increase in activity in January 2005 are totally unirue.

The matter of what activity budget allows compared to what is needed due to
clinical demand is a major problem across the world and crestes hugely
difficult decisions for poliicians, administrators and clinicians.  Available
funds must be spread across services from the primary to the tertiary lavel,
from prevention to treatment, from neurology to podiatry, from the north to
the south of the state, from hospitals to the community. The administrator is
uniquely placed to be aware of il of the impacts of non-availability of optimal
resources, the deaths that occur and the frietratinne nf mmd e oo - o
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resolrces tp respond comprehensively, The administrator js required tp
allocate the available budget appropriately, always knowing that not all
People will get the services they nead. This can often be a thankless task
which resylts in criticism from people such as Dy Aroney, who only consider
their particytar area of interest,

19.12 Dr Aroney met with me, accompanied by Dy Andrew Galbraith and My Dan
Berginon 8 January 2004, He has made allegations of bullying against me at
that Meeting. | reject the allegations that | bullied Dr Aroney at that Meefing
Or on any pther OCtasion. Befpre the Meeting Dr Aroney chase 1o go to the
Media, and 1g proclaim that Queensland Health administrators did not care if
PEOple died but was driven by budgets. He had not taken the time to meet

19.13 Hjs recallection of the events of the meeting (as contained in his statement)

19.14 At the meeting | trieq ¢ talk through g range of issues with Dr Aroney. |n
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18,15 | later wrote twice to Dr Aroney saying | would appreciate the Cardiac

19.16

1817

18.18

18.19

19.20

Sociely's view on how they believed we should allocate funding in the south-
east corner. He did not help us with this. He replied asking for staffing
numbers, budgets, numbers of patients etc. At my initiative, Dr Buckiand
and | met with members of the Cardiac Society to address this and cther

issues.

Dr Buckland and | went to the meeting with the Cardiac Society on 15
February 2004 to hear what the Society had to say and to share information.
From the first presentation we, and the QH position, were attacked. Steve
Buckland said that we were happy to hear people's points of view but we
weren't there to be personally attacked. 1 reject the allegation that we had an

on our part. To the contrary, Dr Buckland and | remamned after the formal

'meeﬁng Speaking with participanis. | subsequently spoke further with one o

two of the participants to follow-up themes presented.

The first speaker at that meeting, who is mentioned by Dr Aroney in his
statement, Dr Darren Walters, has since been promoted fo the position of

malice, bullying or victimisation and | am happy to have on record my
appreciation for Dr Walters’ actions as Director.

Dr Aroney raises the issue of publication of waiting lists for coronary
angiograms and cardiac defibrilators. These lists were not published
because they did not form part of the national reporting reguirements for
elective surgery. This is however a decision for government and not QH. If
the government decides that they wish to have additional watting lists
published, this will be done by QH. Data was collected and used within the
depariment. Had the government wished to use it publicly it was available.

Dr Aroney refers to an inquity into three deaths, completed in
January/February 2004. He disparagingly refers to the two authors as QH
bureaucrats although they were in fact the Deputy Medical Superintendent of
the RBWH and the Deputy Director of the PAH Emergency Department. He
says he feared that the internal enquiry would be a whitewash. In fact the
report made three recommendations regarding inter-hospital referrals,
bookings of procedures, and a review of the implantable defibrillator waiting
lists at different faciliies to ensure that there was consisiency of
categorisation and potential for referrals of patients betw=an TPCH, RBWH
and PAH depending on dlinical urgency. It was not released publicly as it
contained information on the deceased patients that was identifiable and the
recommendations in the report were implemented.

Classification of patients as Categories 1, 2 or 3 between PAH, RBWH and
TPCH was problematic given that different criteria seemed tc be used at
each hospital. Dr Aroney in his evidence to the Commission Iabels thig
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ensure that patienis referred for cardiac services could be efficiently
managed across the three Brisbane facilities fo ensure that pafients were
seen in whichever facility could ensure their treatment first. In particular the

" DG noted “Executive Management at PAH advise they have immediate

18.21

1922
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18.24

19.25
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capacily to address patients on the Prince Charles Hospital angiography
waiting list”.

At the same time work was being done to establish the Clinical Coardination
Centre and to establish a contract (subsequently signed with Care Flight) to
enhance our capacity io refer people, by air if required, fo facilities for
appropriate care and fo ensure that the first available bed was used. Our
response was fo increase the numbers of interventions provided and the
ability of peaple in peripheral areas to be fransferred when they need it. This
work around transfers was not just about cardiac care but also involved
intensive care, general surgical and medical processes and other key

emergencies.

As | have stated, an extra $11,250,000 was put into cardiac services across
the state in 2004/05 and an extra $17,330,000 will be allocated in each year
from 2005/06 onwards. Dr Aroney's statement that QH was either
deliberately trying to precipitate a crisis by enforcing cutbacks or was guilty of
culpable negligence as managers, is totally baseless and unfrue. |
absolutely reject Dr Aroney's comment that suggests cutbacks occurred as a
punishment against the hospital for his stance on speaking out about deaths

of peaple on waiting lists.

Dr Aroney accuses me of labelling him as dishanest on radio and television. |
do not recall saying such things and do not expect that | would have done so.
! did however disagree with the view he was putting forward in the media. Dr
Aroney says that other clinictans were unwilling to go public. In fact | believe
the clinical staff at TPCH were becoming tired of Dr Aroney's constant
sniping. They told me in a mesting with them that they just wanted the issue
to setfle down. 1 believe that members of the clinical staff may have had a
quiet word with Dr Aroney around this fime to suggest that it was time for

things to be allowed fo settle.

Dr Aroney refers to my comments on the ABC Stateline programme and
implies that | lied when asked if cardiac catheter iaboratory work was
plannad to be reduced to 57 procedures per week. The baseline of activity in
the laboratory was always 57 and | stand by my comments.

The Maher Report was released in late February 2005, though Dr Aroney
says that the Report was not released until April 2005. In discussing the
Mahar Report, Dr Aroney accuses QH management of media bullying and
making a thinly veiled attack on ihe iwo dedicated cardiologists at TPCH
(Denman and Walters) who perform these life-saving procedures, as well as:
a vindictive affack on the hospital itself. | have nothing but respect from
these two doctors and have spoken to both of them and Jndlcated my support

for their work.

In discussing his resignation, Dr Aroney talks of QMH's cavalier attitude to
unnecessary deaths and says that QH's stated intention of establishing mare
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cardiac committees without increasing activity was iofally inadequate. He
- also says that he felt QH's continued failure to consult the CSANZ on
important issues and QH's dismissal of the advice provided in CSANZ's
submission meant that progress appearad unifkely. Dr Aroney was however
invited in April 2005 to participate in a meeting on 5 May 2005 to develop a
strategic approach o cardiac services in Queensland. He also spoke in
early 2004 of the need to have an expert cardiac committee for Queensland.

19.27 Dr Aroney says that | threatened io punish TPCH and made him fear for his
job. These allegations are untrue. So iz his allegation that TPCH “cuts’

were as a punishment for his speaking out.

The Commission website contains a number of discussion papers. What
comments, if any, does Dr Scotf wish to make about those papers?

| have not had time to prepare a response to this question and 1 rely on the
Momis Commission's lefter of 30 August 2005 in this regard. | am happy to

deal with any specific questions in my evidence.

20.1
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Meetine 5.15pm Jean g5 and:  Lwl 3. Folv Soirit Northside Medical Centre,

Dr Constantne Aropey (Cerdis= Sasiey)

Dt Andrew Gelbrzith {Invied by Cardiac Seizy, znd Cerdias Sooicty Member)
Dr john Seon (Quesnsiand Hzalh)

Mr Den Bergin {Quasnsiand Heahb)

CA:  “Thankyou for coming o hewr o mnsma”

18 *Your lenzrio the Premicr was pifensive 1o Quesnsiend Hslth end perionally
offensive 1o me™  “You mede 8 lot af cheap shows™

cA  “Tdon't eonsider unnesessary deaths as cheap shots - you might”

15 - “We'r= poing toinv=sigais tha 3 deaths you mentiop=d™
CA - “investipus the deathe, bt romeme ths Candias Socicty is an advocate for our
paticots, and we will contzue 0 metiter all Sepns and rapors trem.”

18 - *You coms after us with mors shots; pad we"}] comz efter you™

15 - Stated that thes wes insr=zszd fmcng in sasiacrisk prevoution stalemizs, planned
cath tab at Gold Cosst Hospitel, in=ased sogery w2 PAH.

AQ:  Stad that $he commizss formed 10 fasiine m tnorzass in roizraly w PAH @
increase the size of the cardias serice! vais, hed aot tken inwo acsoumt 8 nzw cath labat
the Gold Coast Hospite, That fonward pismr=ag was defigient.

15:  Agreod that forward thet the sddiion ¢F referzals fom the Gold Cosst Hospite!
had not been factored intg the sguetizn

Would not pit A me2IoTim en reducing engiography, esgioplesty ar SWTECY
numbers 81 PCH.

Staled (hat & —erdiac swrpzon b spoketog, f=} differ=nlly ebout managing high
risk aculs coronzry syndromss, and that surgzons sheuld manegs thess patisats and wsat
them with surgery snd nnt sLe=%s.

CA:  Stmied that k= wes wmlly tnoorect. Puintnd eut the leck of communtization
brrween cxpe cartiologists and Qld Health, end recomemendsd the e mation ofan
zxper advisory commaitss. :

15:  Would pot sgres Lo formation of an &xp=rt committzs [ assist in cardisc servicss
Sipted (hat previous commitsss hed disegreed on (oo meny issucs.

AG: Wenave shown 30% reduction in readmissions with commurity nurses trained in
menaging heest failure padents. We need 8 sintewide stratcgy for managing cardiac
failure,

JS:  We ngroe with incronsing comrounity nusing sralemies in beart failure

CA:  *The planncd reduction in cardisc services at PCH will lend 10 insr=ased derths in
the Ceniral Region.™ 1S did not comment
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27092005 D.12 T16/KHW QLD PUBLIC HOSPITALS COMMISSION OF INQUIRY
been restricted----- 1

COMMISSIONER: You did nothing?-- I felt that we should wait
until the outcome of the clinical audit.

All right.

MR FREEBURN: So, you basically awaiting an independent
investigatiocn?-- Yes.

10
Thank you.
COMMISSIONER: Thank you.
MR BODDICE: I understand Ms Dalton—--—--
COMMISSIONER: That was a long 20 minutes.
MR BODDICE: I understand Ms Dalton has a couple of guestions
- she's indicated----~~ 20
M5 DALTON: I promise I will be five minutes, Commissioner.
COMMISSIONER: I don't think you should promise. Go on.
CROSS-EXAMINATION:

30
M5 DALTON: Mr Bergin, I am Joan Dalton. I act for John
Scott. I would like to take you to one topic and that is the
meeting that occurred on the 8th of January 2004 between
yourself, Dr Constantine Aroney, John Scott and Andrew
Galbraith. I think you were asked some questions about that
earlier today?-- Yes.
Dr Aroney says that at that meeting John Scott bullied him;
that is, bullied Dr Aroney. Can you comment on that for me, 40
please?-- That wouldn't be my assessment of what occurred. I
believe that there was a very robust discussion of equals
standing toe to tece, so to speak, and having that robust
discussion.
When you say "equals"™, you mean Dr Aroney and Dr Scott as
equals———--— ?--  Yes.
————— having a robust discussiocn?-- Yes.

50

All right. Was there - to your observation was there any
intimidation of Dr Arcney by Dr Scot:f at that meeting?--
Well, look, I'm not an expert. I can only give a layman's
view, but my impression of Dr Aroney was that he was not
intimidated in any way-----

And-—=-—-- P e by anything that Dr Scott said.
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