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Committee met at 9.09 am

FISHER, Professor Malcolm, Hospital Reform Group
GOUL STON, Professor Kerry, Hospital Reform Group
LATTA, MrsDeborah Jeanene, Hospital Reform Group
MACKENDER, Dr Darryl Richard, Hospital Reform Group
NEEDHAM, MrsKate, Hospital Reform Group

SKINNER, Dr ClareAlice, Hospital Reform Group
STEVENSON, MsKerry, Hospital Reform Group

CHAIR (Mr Somlyay)—I now declare open this public hearing of the House of
Representatives Standing Committee on Health and Ageing for its inquiry into health funding.
We are examining how the Australian government can take a leading role in improving the
efficiency and quality of the health care system. At today’'s public hearing the committee will
hear from a group of New South Wales doctors seeking to improve public sector patient service
provision. Also appearing are several health organisations and health economists who have a
broader view of how Australian health funding arrangements can be structured. The committee
will also hear from the peak body representing the providers with diagnostic imaging servicesin
Australia. The committee appreciates that a number of today's witnesses have travelled a
considerable distance to atend the proceedings; on behalf of the committee | would like to thank
them for their contribution to the inquiry. This hearing is open to the public and a transcript of
what is said will be made available via the committee's website.

The health funding inquiry has been running in parallel with the COAG process that is under
way at the moment, where the Commonwealth and the states are examining areas of health
reform. We have given many groups an opportunity to have a say publicly and on the public
record, under parliamentary privilege, who otherwise might not have had a chance to have any
input into the COAG process. | would like to welcome you all here today and, if you did give us
a private briefing previously in Canberra, which we found very valuable as individual members
of the committee, you have agreed that we can publish those. Can someone move that?

MsHALL—I move that they be published on the website.

CHAIR—So ordered. Would you like to introduce yourselves and make some introductory
comments?

Prof. Goulston—I am Kerry Goulston. | am a gastroenterologist, University of Sydney. | will
introduce the people along the table. Kerry Stevenson is an allied health professional from
Gosford, Central Coast. Macolm Fisher is the area director of intensive care for the Northern
Sydney and Central Coast Area Health service. Darryl Mackender is a physician from Gosford,
Central Coast. Deb Latta is a health care manager. Clare Skinner is a trainee emergency
specialist. Kate Needham is a nurse intensivist. But we are here as individuals, not representing
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anyone except ourselves, and we are doing so because we care deeply about the public health
system, specifically the hospital system.

We are not party political, but we feel it is time for a dialogue between clinicians and the
general public. We are concerned that the present system is not sustainable in its present form,
and we have striven to come up with positive suggestions rather than just whinge. We think it is
not sustainable mainly because of the workforce issues. We think there should be more
community involvement in policy decision making. We think decision making ought to be more
decentralised to people at the coalface, rather than centralised as it is at present throughout
Australia, and we believe in transparency.

What we will do, because what we said in Canberra is on your record, is that | will ask a
couple of our members who did not come to Canberra to say a few words about their particular
field. I will start with Malcolm Fisher, who is never at aloss for words.

Prof. Fisher—As Kerry said earlier, | am an intensive care specialist, but the views | express
here today are not those of New South Wales Health—they are my own—but | believe they are
widely shared by other members of the intensive care community. In terms of the future and
health funding, the ageing population is having an enormous impact on intensive care in this
country. Every year, we spend 14 per cent more intensive care hours caring for people over the
age of 80. People over the age 80 take much longer to fix, and they are more likely to die both in
the intensive care unit or the wards and within a year of discharge. Many of these patients will be
discharged to go home after serious illnesses and have great difficulty coping.

In the United States, where one in five people die in an intensive care unit, they believe that
they will need to double the number of intensive care units by 2020 as the population ages. We
are very fortunate in this country that dying in an intensive care unit does not lead to financial
ruin the way it frequently does in the United States. In Australia one in 11 people die in an
intensive care unit; in New Zealand it is one in 22. There has been a change in culture where
people believe that it isimportant they should be admitted to an intensive care unit at the end of
life, and often this treatment is appropriate. More importantly, there is evidence that it is against
the wishes of many of our ageing population.

One of the problems that we face is that the population is ageing much better physiologically
but as deaths due to cancer, heart disease and respiratory disease fall there is an increased
incidence of dementia and it is often impossible for us to determine what people’s wishes are
prior to their being admitted to intensive care. It is also very unusual that their family are indeed
aware of their wishes because often they are from nursing homes and their children have not
seen them for a considerable amount of time.

Are there solutions to this? There may be a couple. There has been an initiative in south-
western Sydney where nursing homes have been visited and it has been pointed out to people
what the prognosis is with patients with dementia and it has been suggested that conservative
treatment in the nursing home may be better than going to a teaching hospital, triggering a
protocol and spending two days on a trolley and maybe getting stented or getting cardiac
surgery.
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The second initiative started in the Austin Hospital in Melbourne and is called ‘respect for
choice’. This involves training people to interview people who are on chronic health lists as
attending outpatients, particularly those with neurological disease, renal failure, respiratory
failure or cardiac failure, discussing their options with them and allowing their options to be
recorded, if they wish, in a manner which treating doctors will have access to. At the Austin
Hospital this has led to an increase in people who are not receiving inappropriate treatment in
hospital but dying peacefully at home. This has been rolled out as afederal government initiative
to five other health care districts where it is being evaluated once again. It seems to us very
appropriate that people should be given respect for their choices, and people at the coalface can
only do this if their choices are known. New South Wales Health and other areas are trying to
encourage people to have not only awill and an enduring power of attorney but also some sort of
advance directive stating their choices. This has the advantage of removing very difficult
decisions from families who really know nothing of the patients’ wishes.

There is the matter of the number of people dying in intensive care and the number of hours
we spend treating people over 80, often inappropriately. Intensive care is not of its own an
Inappropriate treatment of ageing people, who may often be put into a coma by a number of
different drugs from different specialties. | believe that, as part of your deliberations, both as a
funding issue and as a workforce issue—intensive care units are becoming much harder placesto
attract people to work as people at the bedside question the appropriateness of what they are
doing—some efforts should be made to try to change the culture of Australians to enable themto
value and document their choices. That would be a very valuable initiative in health care in this
country.

Dr Sevenson—The statement for allied health—which has been stated in a few public places
by now—is that allied health is not a profession in its own right; it is a conglomerate of
professions. So, unlike medicine and nursing, | sit here trying to represent anything between six
to eight professions in some organisations and a couple of dozen across New South Wales
Health, depending on which professions choose to opt in or opt out. For the purpose of our
group, alied health has been put together under anything that is not included in medicine or
nursing. The issues for allied health are as broad as there are number of professions available.
Our workforce issues are varied. Some of the allied health professions are plentiful; others are
very scarce on the ground.

The pay structures and working conditions for allied health are extremely varied. The
opportunity for advancement within the professions and across the health sector for alied health
IS, again, extremely varied but generally fairly poor. There is very limited opportunity for anyone
in alied health to move up and through and take their clinical knowledge up to a senior level of
management without abandoning their profession. On a personal level, | have moved out of a
clinical role; I am in a non-designated allied health position at the moment as a manager. In order
to move up and through it is very difficult to represent the professions and what the professions
clinically can bring to a coordinated health system under those circumstances.

Mrs Needham—I am here representing nursing from my own personal perspective. | have
been an intensive care nurse for nearly 30 years. Just to reiterate what Malcolm Fisher said:
patients are ageing and it is becoming more and more difficult to develop the workforce to
continue to keep those patients in hospitals. The nursing workforce is depleting—I am sure you
all know that. The comment | made earlier was that, whilst they are announcing new numbers
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and new universities, it isa‘ smoke and mirrors situation’ whereby numbers are pulled out of one
university and put into a new university. The main message | would like to get across is that we
need real new numbers, not numbers that have been taken from a university. This is particularly
the case with nursing because nursing does not attract high HECS fees and it is probably not one
of the professions that the old sandstones or the more structured universities want to keep in their
faculties because it is not financially viable. That may be right or it may be wrong; however, it is
important that we do not just move nursing places out of one university to put them into another
and cut places as you go.

We need to look at the flexibility of nursing and how nursing has traditionally grown up. The
change in putting nursing into universities certainly remains pertinent and important. We need to
look at how nurses can do their jobs better. We need to look at being more fluid with what they
do and introduce other types of workforce to help them out. Nurses should not be doing clerical
work. They should not be doing, in some cases, a lot of cleaning work. After hours in an
intensive care unit nurses are spending more time answering telephones than they are at the
patient’s bedside. Having an additional workforce to actually put nurses back where they
belong—at the bedside—is really important.

When you look back—and the past obviously was not perfect—we did not have the
distractions that we have now in our everyday job. The one pleathat | would like to put forward
today isthat we really do support the nursing workforce, that we look at it holus-bolus—not in a
very linear way—and we become more flexible with its management and support it with other
levels of the workforce.

The other thing that | would like to say is that we still need to have clinical involvement in
managing and developing clinical services plans. Managers are very important. | have been a
manager for 30 years. However, it is very important to ensure that clinicians, doctors, nurses and
alied health are involved. Kerry talks about up to two dozen specialties of allied health
professionals—anything from physiotherapists to podiatrists. They are very much on the outer
and are not involved in any of that clinical services planning. There needs to be more of a
marrying back to the middle the managers and clinicians planning services into the future.

Mr CADM AN—Could you clarify those last statements? | do not understand the implications
of what you are saying.

Mrs Needham—When you are planning a clinical service it is really important that it is not
just managers and bureaucrats from the centre telling you how to plan a particular clinical
service such as intensive care, for example. What would someone know who is far removed
from that particular specialty? They bring with them a lot of good management skills but you
still need to have the clinicians, the doctors, nurses and the allied health service involved in the
planning.

Dr Mackender—I do not want to put words into Kate's mouth, but | think that often the
traditional silos are the only ones that get a seat at that table and allied health is usually left out
of that traditional planning group.

CHAIR—While we are on nursing: you say there is smoke and mirrors with universities, that
the actual number of places is not growing quickly enough. Is the number of places being
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produced matching the attrition rate? There is a high attrition rate in nursing. | know from my
own family’s experience that, after 10 or 12 years of doing those late/early shifts, people just
burn out. What is the solution to that?

Mrs Needham—It is interesting. It is a difficult situation because it is multifactorial. When |
became a nurse back in 1975 there were not as many choices. There are a lot more choices now,
from IT, through travel to careers that we would never have thought of back then. The average
age of anurse isaround 47 or 48—

CHAIR—Now?
Mrs Needham—Yes.

Dr Mackender—In fact, Judy Lumby from the College of Nursing says it is much like GPs:
40 per cent of them will leave in the next 10 years; they will be over the age of 55. And of course
they are being asked to nurse heavier patients.

CHAIR—Of those in the top end age group, how many have been nurses, have got out and
have got back in?

Mrs Needham—A small proportion. There have been many programs put forward by
government to bring nurses who have left the system back in. However, with night duty, as with
your own personal experience, | would say that for anyone around the table, doing a late then an
early is awful; but doing night duty for five and six days, as you age, is not a particularly
pleasant thing to do—and there is evidence to say that your health suffers.

Dr M ackender—Judy Lumby would have those exact figures.

Prof. Fisher—We are also told that universities in New South Wales are turning away people
who wish to train in nursing, because of the number of places. There was one initiative that we
had that | think is worth considering, and that is that, for any nurse who works in our intensive
care unit who wishes to do a postgraduate diploma or degree, we fund that using a supporting
charity. That has made an enormous impact on our turnover and our skill mix. When they get to
that state to five years when they are looking for something else to do, if they can be given an
opportunity to expand and develop, and they can afford it—which is very difficult for a nurse
living on the North Shore of Sydney—then funding that and making it free has had a major
impact on retention.

Ms HALL—Mrs Needham, | would like to take up where Alex left off on the smoke and
mirrors—moving from one university to another, | think you said. Can you give us an example
of where places from, say, Newcastle have moved to Western Sydney or from Western Sydney to
James Cook?

Mrs Needham—I would have to check for particular figures, but Sydney University have cut
their undergraduate school and have moved the numbers out.

MsHALL—To Western Sydney?
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Mrs Needham—I think they have been spread amongst three or four universities. But, again,
it is not going to make money for the universities.

MsHALL—So, overall, whilst new places are being announced at different universities, they
are being cut back at other universities, you are saying.

Mrs Needham—That is something that was well publicised about two years ago, in Sydney
particularly. I could not comment on Newcastle.

MsHALL—I just threw that in because that was the university that came to mind.

Mrs Needham—Sure. Judy Lumby, who is not here today, is very well equipped with the
academic side of it; we could certainly give you some validation of that.

Ms HALL—We had a meeting with the nurses down in Canberra. They told us what the
shortfall is, and it is enormous.

Mrs Needham—And it will become worse in the next five to 10 years because, as we say, the
average age of anurseis47.

MsHALL—It is an ageing workforce, and it is particularly older, if | am correct, within the
aged care sector. Isthat right?

Dr M ackender—And the patients are heavier. It was interesting: | was at a meeting yesterday
and one of the managers of the meeting had just come out of hospital. She had been in the public
system for some of her stay and in the private system for the other part of her stay. She talked
about the extra workforce that was in the private system hospital, which happened to be a
Catholic hospital, as ‘God'’s recruits. They ran around supporting the nurses to do a whole
bunch of cleaning, clerical and other relief work to allow the nurses to do a lot more of their
technical and more pastoral and supportive nursing. We have not been creative enough in the
public system to support that yet. That is not universal.

Ms HALL—I was reading an article in one of the papers last week that referred to Dr
Kerridge. It was about nurse led teams within the hospitals. Would you like to comment on that?
Are you familiar with the concept?

Mrs Needham—Yes, | am familiar with that. It is almost a bit old fashioned. However, it is
very relevant that the nursing workforce has become so fractured with the many different jobs
that they are doing that they do not know what their core business is. Their core business is
looking at the patients, giving good nursing care and giving good clinical care. Thisis not to put
nursing care down, but giving high-tech intensive care is exceptionally fulfilling and important,
but the more fulfilling and important part of my experience in intensive care giving good clinical
nursing care is caring for the patient and caring for their family.

That particular article with Ross Kerridge featured was probably about refocusing the nursing
workforce back to what its core business is, and having a nurse that leads the wards, that does a
round in the wards and that is there instead of running off to meetings. To ensure that there is
good clinical care given to those patients is exceptionally important. The way we have gone
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away from that has probably allowed nursing care to diminish and, in some cases, deteriorate.
That is a generalisation; there are many wards and many hospitals that give excellent care. But,
with having to do more of the general duties, they are getting away from their core business.

CHAIR—Isthat meant to be a funding saving?

Mrs Needham—No, | do not think so; it isjust the way that it has developed. Nurses are now
doing everything. | would see it as saving money by having other, less technical, people on the
ground that can do other jobs.

MsHALL—Dr Mackender, would you like to comment on that? | saw that you reacted.

Dr Mackender—Yes. | think the problem in health care is that we have not brought our silos
together around the patient. | thought Ross Kerridge's article was brilliant because he finally
isolated, from his point of view, somebody to become his advocate in that ward. | do not know
that it has to be a nurse, but it has to be somebody who coordinates the complex system for the
patient.

MsHALL—Would you like to talk the committee through his idea or model?

Dr Mackender—Basically, he was talking about trying to get back to the old days of a charge
sister that ran the ship. And if you wanted things to be done in the ward, from a patient’s, a
doctor’s and an allied health point of view, there was a point of contact to sart with. Too often, |
think, we have split our health systems into silos. We each manage different parts of the journey
in different parts of the system for a patient. As a clinician, you spend more and more of your
time trying to help the patients navigate the complex system and not fall through the cracks.

MsHALL—Dr Stevenson, moving to the traditional silos mentality, | would think that affects
alied health workers to a large extent. Have you any ideas on how that can be broken down? |
might add that we have the Australian Healthcare Association coming to speak to us later this
morning. They identified the professional silos as well as the silos in funding between federal
and state and how that all relates to, | suppose, a more efficient system that leads to improving
the cost of providing health care.

Dr Sevenson—I am always nervous using the word ‘silo’ to start with. As soon as you break
anything up into a manageable unit, it runs the risk of becoming a silo. You can go down the
clinical line and say it has been siloed. You can go across sites and say they have siloed. You can
go across professions and say they have siloed. Unless you can come up with a matrix which
says ‘by clinical requirement, the professions, sites and bureaucrats come together with a way of
managing clients’, the silos will exist no matter what. From an allied health perspective, most
alied health people that | speak to do not have a particular concern about the leadership of
medicine or nursing per se on a ward. It is more about the ability to ensure that in clinical
planning—and that goesto high-level clinical planning, not just the individual patient in front of
you, but how care will be delivered—the professions and what they have to offer are listened to
and spoken to.

| guess that they are highly intelligent people by and large. These are people who could make
great careers, as Kate has said, in some other professions that would probably pay them five
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times what they will ever earn in a public health system. From a professional development end
for allied health, very few of them have the ability to recognise specialisation in a clinical field.
You do that just by working in aunit and, if you have an interest in it, you might be able to go up
a minor grade or two if your area health is willing to alow you to be personally regraded. But it
certainly does not have built into it the ability to develop great clinical excellence and be
recognised for it. So when you find a physiotherapist, a social worker, an OT or whoever else
who has exceptional clinical knowledge in a particular area, you will find that they will be, at
best, a grade 2, a grade 3 or something like that. They probably are not earning more than
$60,000 a year, and yet they will have dedicated an enormous amount of their own personal time
and effort into becoming expert clinicians in that field.

On the professional side of things, | think a lot has been said about the fact that we are
basically trying to build empires, such as a physio empire. That is very untrue. | think what allied
health is saying is that each of the professions within allied health has a specific set of skills and
a specific knowledge base that it comes from which comes to the table, and that needs to be
recognised. We all know a large amount of generic work occurs in the care of a patient or client.
We all did the sociology, psychology and basic anatomy before we got here, so we know that
there is that movement around. There is certainly a recognition that, for all of the professions—
nursing and allied health particularly—there is now a base level of work that is done by highly
skilled clinicians which | believe could probably be allowed down to another group of people—
perhaps people who have not spent four years at universities and who are salary capped at a
fairly low range.

Mrs Latta—I think it is really getting back to what Kate said originally about bringing
everybody to the table to look at how the services are designed, but it is also getting back to what
work actually needs to be done, who is best suited to do it and who should be leading the team—
aregistered nurse, a physiotherapist or whoever. But a number of different people sit as part of
that team, and that could even include volunteers, which some organisations have actually put in
place in looking after dementia patients, for example. So | think we really have to get back to
basics about what work needs to be done, who is best suited to do that and how we bring those
teams together.

The other thing | would put forward is that | think we have to get the mentality of all of the
groups together from an early stage, because it is very difficult once they are in the system
because they become part of the system as it has evolved over a period of time. Professor
Michael Field, working through the University of Sydney and the Royal North Shore Hospital,
has a program going where he brings the allied health students and the medical students together
while they are students to work as teams. They have actually developed that further, and it is
working extremely well. | think those sorts of initiatives could actually help that sort of approach
for the future.

Dr M ackender—The only other thing that crosses my mind which I think is relevant, and it
comes back to the funding, is that there is no doubt in primary care that the whole care planning
initiatives have made a difference in primary care and they are now being extended into aged
care, but we seem to be not extending them into hospital care. There is no doubt that these
elderly patients with two or three consultations while they are in hospital—often they will end
up in Malcolm’s ward—are just as complex and just as worthy of, if you like, a funded, almost
institutionalised, dialogue around their care planning. Unfortunately, there are so many
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incentives and disincentives in the health system that it aimost comes to that—if that dialogue
between nursing, allied health and the medical clinicians is not built into the system, it is hard to
organise.

MsHALL—So what you are advocating is a hospital care plan that links into the patient care
plan and—

Dr Mackender—I do not know that | am advocating it, but | just think it is—

MsHALL—operates within a hospital and then links into discharge et cetera?

Dr Mackender—I know of some hospitals in Australia where they mandate a family
conference once you have had more than two consultations or been in more than two wards or
whatever, when you know the system is starting to get complicated. Whether that is funded or
not, | do not know, but there is no doubt you can pull the levers of a complex system with
funding triggers, as we showed with primary care and probably with aged care and mental health
care.

Ms HALL—ANd it leads to cost reductions in the long term. | think that is the important
message.

Mr CADMAN—I just do not understand why you think we can do anything about what you
are describing. You are at the workplace; why don’t you do it?

Dr Mackender—T hat iswhy we are here.

CHAIR—That isthe next thing we are going to get to.

Dr Mackender—Because it has been frustrating to—

Mr CADM AN—I understand that, but—

CHAIR—Because there is no leadership.

Dr Mackender—I completely agree. If you went to Toyota and said—

Mr CADM AN—But how do we impose leadership when we know nothing about your skills,
nothing about your jobs and nothing about the management of patients? We know people are
sick, we know that you can fix them up to a fair degree and we want you to do that without
inhibition.

Dr Mackender—I agree, and | think the problem isthat, whenever there is a problem, there is
an incredible amount of blame shifting at all levels, between the clinical silos and the federal and

State silos.

Mr CADM AN—AnNd you want usto sort that out?
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Dr Mackender—No, not at all.

CHAIR—We are at that point now. The reason why this inquiry is here and why you are
here—

MsHALL—Isto sort it out.

CHAIR—is that we are renegotiating shortly the Australian health care agreements. Half the
cost of public hospitals is paid for by the Commonwealth and half by the states, but the
Commonwealth provides half of the states funding anyway, through the GST. The
Commonwealth is therefore responsible for 75 per cent of the cost of public hospitals and has
zero say in how they are run. What | have been advocating throughout this inquiry—I think we
all have—is that the Commonwealth should set a national agenda in health and fund the states
towards achieving that national agenda. At the moment, the criticism that the Auditor-General
makes of the health department is that they are merely a post-office box between Treasury and
the states. Now, either we have a say in something that we fund to the tune of 75 per cent of the
total cost or we get out of it and give the funds to the states and step back.

Mr CADM AN—I understand that aspect of it, but it seems to me that what you are describing
Is merely functional organisation.

Mrs Latta—I think the main issue is that everybody is so busy and to some degree just
chasing their tails. Because some of these things that we talked about have not been worked out,
they cannot step back to look at it and say, ‘Okay, these are the things that we need to put in
place.” Managers, for example—and | have certainly been in this position—are spending most of
their time resolving issues to the minister or the department of health. As a general manager of a
hospital, | spent most of my time sending briefings up about why this, that or whatever was not
happening rather than getting on with the work of the organisation.

Mr CADM AN—Do you mean that hospital boards are not in charge any longer?

Mrs Latta—We do not have hospital boards. We do not even have area boards.

Mrs Needham—We do not have boards.

Mr CADMAN—That iswhat you were saying earlier about localising it to some degree.

MrsLatta—That isright.

Mr CADMAN—Doesn't that create the innovation and variety of service that then benefits
across the board eventually as people try—and sometimes fail, but mostly succeed—to advance

the care of patients?

Mrs Latta—There needs to be a mix of the variety and innovation. Also, some things could
be standardised; but you have to decide which things need to be, | guess.
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Prof. Goulston—It is not just in New South Wales but also in Queensland. The clinicians—
doctors, nurses, alied health and the hospital managers—feel disempowered. They do not feel
they have a say in decision making.

Mr CADM AN—That would be hugely frustrating if you were a highly trained professional.

Prof. Goulston—Exactly. That iswhy a lot of them are losing their commitment to the public
hospital system. That is what concerns us. In Australia, we have a vibrant private system that is
much easier to work in and is more financially rewarding, whether you are a doctor or a physio.

Mr CADM AN—In schooling we have allowed local communities to become more and more
involved in the education system.

Prof. Goulston—Not in health.
CHAIR—BUt you are strongly advocating that.

Prof. Goulston—We are strongly advocating not only that the clinicians at the coalface and
local managers have more say but aso that accountability is built in.

Mr CADM AN—Of course.
Prof. Goulston—Also that the community have more say.

CHAIR—What is your view of the concept, which | have taked about, that the
Commonwealth ought to put strings on some of its funding to be able to achieve what you say
you want to achieve? There is the carrot and the stick—should the Commonwealth use its
funding power under the national health agenda to get public hospitals working as they should
be? We all, the Commonwealth and every individual, have a commitment to public hospitals.

Prof. Fisher—I think we are terrified by more layers of bureaucracy. We spend so much time
getting run around by the layers that we have now. The other thing that we have talked about in
public is rationalising things a little. Mona Vale in Sydney is an example. If you try to touch
someone’s hospital, you get all sorts of things that often eventually come down to voting and to
people who are not going to act. Many places in New South Wales are not Mayo clinics. They
are dodgy. It has also been put before them that you can get anything you want. There are many
services we need to rationalise so that there is a critical mass and there are people who are expert
in doing things rather than people doing something once or twice a year. Good health care saves
money, basically; bad health care is very expensive.

MsHALL—The Fairfield Hospital example you gave when you were in Canberrawas a very
good example.

Prof. Goulston—Yes. It is agood example of rationalising hospitals. In other words, Fairfield
is a small district hospital out in Western Sydney but the orthopods, as | said before, tried to
make it amajor joint replacement centre. And so it has built up an expertise in that.

Mr CADM AN—It islocal decision making by professionals, isn't it?
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Prof. Goulston—In that case, yes.

Dr Mackender—I think it is ironic that, in a national health system, we do not know that we
do the same number of hip replacements or colonoscopies or elective varicose vein repairs per
head of population, despite the fact we all pay the same Medicare levy. In my mind, unlike other
parts of the world where thereis a more—

CHAIR—Centralised?

Dr Mackender—Well, there is at least a handle on what is being delivered. Canada is the
example that comes to mind. We enable places to occur that, if you like, come from left field—
like the whole Queensland Health experience. And that is because we do not all measure the
same thing. In some subspecialties—and | think intensive care is probably a good example—
there is a lot of good national standardisation. But in a lot of other things you fight for what
funding you can get in the complex health system, and whoever screams loudest usually gets the
most.

CHAIR—There are problems in the system now. We have had evidence from the specialists
that we will not have specialists to train people. | would like to move on to workforce issues.

Dr Skinner—That is probably my topic. | am here as atrainee. | am representing myself, but
| think there are generational issues that are spoken of a lot around trainees no longer wanting to
work the hours that were expected in the past. | redly think that your role and the
Commonwealth government’s role in this is actually to defragment the current training system.
As an undergraduate you belong to the universities, which are Commonwealth funded. You train
in the hospitals, which are state funded places. You are taught by clinicians, who are paid for by
the state or are privately funded, on their own time. You then become an intern, where you are
part of a state system. But you are subject to credentialing by the Australian Medical Council,
which isafederal system. You are registered by the state. You work in a state-paid position.

You then become a registrar in the college, which is a national or often international
organisation. For example, my college, which is the College for Emergency Medicine, covers
New Zealand and Singapore as well. You pay for all of the training courses that you have to
undertake as part of that college training yourself. They are quite often delivered by unpaid
people. Then you are expected to work numerous hours in the state system, which is part of your
training, delivering essential services for which you have to undertake training courses that you
pay for yourself.

| really think that, if we want to keep trainees in the system, it becomes very attractive to work
as a locum where you are being paid four to five times the amount of money or to work in the
private system with limited hours. The alternative is this fragmented system where no-one is
keeping control of anything, there is no coordination of which skills are essential, you are
subject to a number of highly academic exams that may or may not be relevant to your current
clinical practice and you are subject to alot of state systems which move you around according
to workforce needs.

There needs to be some sort of coordination of the training and workforce needs. That needs
to be national because the young medical workforce—I am 32 and | am at the average age of
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registrars in Australia—are not so young. We generally have good alternative careers that we can
go to and there is areal issue at the moment about attracting people of my generation to stay in
public hospital medicine, making it easy and skilling us appropriately. | hope you guys agree!

Mr CADM AN—We might fund the universities, but we have little say in how they are run.

Dr Skinner—But it is a completely fragmented system at the moment. We need to Start
thinking sensibly about workforce needs, particularly around clinical skills.

Mr CADM AN—You want a national perspective on some of those main studies.

CHAIR—If you really think about it carefully, about half of the training is in the university,
which is fully funded by the Commonwealth. The other half is in the public hospital system,
which | have said already is 75 per cent funded by the Commonwealth.

Dr Skinner—So you own us mostly.

CHAIR—The Commonwealth, again, is paying for the training of doctors, or pretty well—
almost 100 per cent—with zero say. In making our recommendations, we want the medical
workforce to increase, not decrease. For the life of me | cannot see why we have a medical
workforce shortage in Australia. We should be exporting doctors, not importing doctors.

Dr Skinner—That is another issue. But | think the major issue here is that we need to make it
easier rather than harder for someone to get through specialist training. We need to coordinate it,
financially support it and make the jobs attractive. Malcolm made a point earlier about the
ageing population. That is a major pressure on the training workforce at the moment. A
significant portion of your time is spent in outer metropolitan hospitals looking after geriatric
staff—I am sorry; geriatric patients—without good consultant support. That is not fair.

MrsLatta—And geriatric staff too!
Dr Skinner—Yes, looking after geriatric staff occasionally as well!
CHAIR—The definition of a geriatric is someone older than you are.

Dr Skinner—I have actually dealt with real geriatrics. | went out at one stage yesterday in my
department and there was no-one waiting in the box who was under 90 years old. That was in the
acute emergency department major trauma centre. That is not appropriate.

MsHALL—For the record, do you all believe that there should be more training places made
available for doctors in university, not just shifting numbers, as well as more places for nurses
and alied health?

Dr Skinner—I think that is true, but | think also we need to make sure that the training is
efficient, appropriate and directed to future workforce needs. | think that at the moment a lot of
the training is historical. We train people and we do not know what we are sending them out to
do.
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Mrs Latta—I think we talked about this last time—there is no point in giving the extra
training places if we then do not have a good training program that sits behind that.

Prof. Goulston—I would like to add an unequivocal yes. Addressing your point earlier about
the Commonwealth’s responsibility, the Commonwealth does fund the training in universities.
Most people come out into the hospitals for skills training. We teach them—whether they are
doctors, nurses or allied health professionals. With the majority of that teaching, | do not think
the public are aware that it is done on an honorary basis. There is no funding. So if the
Commonwealth actually puts more places into universities, which it recently did, and some of
them are fee paying, my colleagues are teaching them. These are colleagues who are working
their guts out and who are getting more cynical and dissatisfied with the system. They are asked
to teach not only medical students but—

CHAIR—They are private specialists, VMOs?

Prof. Goulston—Yes, VMOS particularly in the smaller hospitals. They are in private
practice; they come and teach for nothing in our hospitals. The staff specialists like Malcolm do
alot of teaching. They are on a salary, admittedly, but the Commonwealth does not recognise the
problem, and this applies to allied health as well, of their ongoing education after graduation in
the hospitals. No-one talks about it.

CHAIR—We are.

Prof. Goulston—It is a major issue and a major problem. We are having more and more
trouble getting people to teach, because it is one thing about which they can say, ‘I’ m sorry, we
believe in the Hippocratic oath, we love to teach, but we're flat out with private patients in the
private system; we're flat out in the public system looking after patients.” So the thing that goes
IS the teaching.

CHAIR—When wards are closing in public hospitals, the clinical places are not there, are
they? That brings me to another point that has been raised with us on several occasions: how do
we get some training done in private hospitals? How do we make the private sector—

Dr Skinner—It is a very difficult issue. The No. 1 thing that people say to me is, ‘Can | go
private so | don't have to deal with aregistrar?

MsHALL—Do any of you work in the private sector as well?

Prof. Fisher—Yes.

Prof. Goulston—Yes. Most do. Even if they are on a salary in the public system, most of
them have some right of private practice outside. Malcolm does North Shore Private as well as
North Shore public.

Mr CADM AN—That is an interesting arrangement there.

Prof. Goulston—Yes, it is good.
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Dr Mackender—You have probably had presentations from surgeons and specialists, but |
suspect that, in some of the subspecialties, particularly in surgery, they must be running out of
stuff to teach on in public hospitals, because so much of their day-to-day work is now being
done in private hospitals. | think it is difficult but it is possible. It probably needs to start with
community engagement and explaining to people that, with a private hospital, there is some give
and take about teaching there and that we won't have anyone to staff those private hospitals if
we don't sart teaching people wherever the patients are.

Mrs Latta—There is a Commonwealth group looking into medical training in private
hospitals, community settings and so forth.

Mr CADM AN—With respect to education, are we absolutely locked in to a university based
nursing process?

Mrs Needham—No, that is changing. Certainly, there are different categories of nurses. There
are enrolled nurses, who are going through a TAFE course. With the registered nurse training or
education, they are looking at different models for that.

Mr CADMAN—What does ‘looking at’ mean—in five years time we decide to take a
tentative step?

CHAIR—Do you mean back to hospital based—

Mrs Needham—No. | don’t actually think we should go fully back. There is a mixture. It is
being discussed. They are looking at different models.

Mr CADM AN—Five years time?
Mrs Needham—Nothing happens quickly.

Dr Mackender—There must be some potential in private hospitals for nursing education to
comein.

Mrs Needham—To be fair, there are nursing undergraduate places in private hospitals. | think
that has actually been more developed than medical education.

Mr CADM AN—Are you talking about the San? | don’t know what—

Mrs Needham—Yes, private hospitals—North Shore Private, the Mater, Strathfield Private,
St Vincent’s. They have come to the party quicker with nursing education undergraduates in their
hospitals, because of workforce issues. It is away of attracting those nurses when they graduate
back into their hospitals.

Mr CADM AN—Have they been successful in attracting people?
Mrs Needham—They are placed there. They have a workforce problem as well, but at least

they are engaged in the undergraduate training. Those undergraduates are exposed to the private
sector, so they may in turn go back there.
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Prof. Fisher—If | may, | will return to the other workforce issue in New South Wales that we
are trying to deal with, which relates to Clare and other people who when they train do not want
to work in the way that we worked. This was really brought home to me when | was
investigating a death in a hospital out west. | spoke to a young man who was an overseas
graduate and an emergency medicine doctor who had absolutely no intention of training because
he could not afford the drop in income. He worked four 12-hour shifts a week as a CMO. He
said that if he went off to train he would work longer hours and earn half as much and that if he
became a specialist he would earn $30,000 a year less than he made as a CMO. We really need
to be creative about harnessing this part of the workforce and turning it into an asset rather than
the liability that it may sometimes be because of the lack of training and supervision.

Mr CADMAN—What are CMOs?

Dr Skinner—Career medical officers are people who do not choose to get specialist
qualifications. Instead, they work clinically in hospital and their industrial grading is based on
their time served and their clinical experience rather than on any academic qualifications.

Mr CADM AN—So they become generalists?

Prof. Fisher—Yes.

Mrs Latta—There is another aspect to that though. They do not necessarily get any further
training, which is part of the issue. They need to be encompassed into general training.

Mr CADMAN—You'rein aparking station?
MrsLatta—Yes.

Ms HALL—You have identified a fairly important issue: the need for training for career
medical officers, being ongoing training linking with the training structure.

Prof. Fisher—They are the only group that has really no maintenance of professional
standards.

CHAIR—How many of them are there? What types of hospitals are they in?

Prof. Goulston—They are often in the smaller hospitals—the outlying hospitals in Sydney
and rural based hospitals. New South Wales is doing something about it. The Institute of Medical
Training and Education is designing a career education structure for those people, and | think
that will happen more and more.

Dr Skinner—However, there are industrial issues as the career medical officers sit in parallel
with specialist trainees and the specialist trainees have different pressures put on them and are
quite often paid less than the career medical officers. So there can be a financial disincentive to
joining a specialist program, which | think is a concern.

Ms HALL—But over the long term you would be a lot better off as a specialist than as a
career medical officer?
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Prof. Fisher—Not in emergency medicine.

CHAIR—So, Dr Skinner, you are saying that in your discipline there are financial incentives
for you to become aCMO?

Dr Skinner—There are financial incentives for me to work as alocum.
CHAIR—What do you mean by ‘as alocum’? In the system?
Dr Skinner—I will give you an example. Prof. Goulston—Perhaps define a ‘locunt’.

Dr Skinner—A locum is someone who does ad hoc shifts working for an agency in
emergency medicine. A survey done by New South Wales Health in February 2004 showed that
there are currently vacancies of the order of 400 to 500 places for emergency registrars in New
South Wales hospitals, which means there is a considerable black market for people who are
emergency registrars. To give you an example, | earn $32 an hour in my current job. | work all
around the clock, including shifts that are not great for my life. | could pull in of the order of
$150 to $160 an hour for those equivalent shifts if | were working in a private capacity on a
contract.

CHAIR—So it isthe same as agency nursing?

Dr Skinner—Yes. That is a massive incentive for a lot of people to pull out of emergency
training in particular. 1t is not quite there in other specialties to the same extent.

CHAIR—Isthat happening?

Dr Skinner—Yes, it is. There is 10 to 15 per cent attrition. When you are not feeling
particularly loyal to your system and you are not feeling valued by your system, there is a viable
alternative. That is dangerous, because those people are not known to the system and they have
no training incentives whatsoever.

Dr M ackender—Our workforce is increasingly female with the people being in their mid-30s
by the time they finish, because they were mature-age students.

CHAIR—We know the problem, so what is the answer?

Dr Skinner—The answer is to make public hospital work in those critical care disciplines,
which are currently so short staffed, better remunerated and, in particular, better valued. A lot of
people say, ‘If | felt that | was valued by the system and | had good child care and | could park
the car there and | could eat a meal there and | was given some training, | would be loyal to the
system.” The moment that loyalty evaporates is when people start saying, ‘I'll join the private
sector.’” The other issues are around hours. We know that the safe-hours stuff came through from
the AMA in 1996 but it exists mostly in word only because staff shortages mean it cannot be
implemented. That means there is considerable workload pressure on specialist trainees, which
means that working as a locum becomes attractive, because you can determine your own hours
instead of being subject to short-notice shift changes, which is currently the situation for most
Specialist trainees.
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CHAIR—We had the South Australian government appear before us, and they were very
good witnesses. They were very competent and very proud of their system. | was hoping they
would provide an example to the other states here before us.

Dr Skinner—This is a major issue for all states at the moment. With Virgin Blue offering
flights that cost $60 from just about anywhere in Australia to Sydney, we are getting workforce
from New Zealand, Melbourne and Adelaide. We are actually pulling workforce from elsewhere
to perform these shifts at high rates.

CHAIR—We have the states competing with each other to bring doctors into Australia. The
Premier of Queensland was in London for a week.

Dr Skinner—Most hospitals that | have worked at actively recruit overseas each year.
CHAIR—Yes, the hospitals do.

Dr Mackender—T he state health departments are just starting to wise-up to it. Gosford, for
years, has relied on the UK holiday crowd to staff 50 per cent of its junior medical officer shifts.
Last time we went to the careers fair, the state government was there.

Dr Skinner—To give you an example: | work at Royal North Shore Hospital, which is a very
popular teaching hospital. It is one of the better places to train in emergency medicine in
Audtralia. It is a major trauma centre, major burns centre and major spinal centre, so good
clinical experience can be gained there. | am one of three Australian trainees on the registrar
roster out of 12 to 15 a Royal North Shore Hospital, which is an attractive place to work.

CHAIR—Where are the others from?

Dr Skinner—T he others are from the UK, New Zealand or South Africa.

CHAIR—Are they going to stay here?

Dr Skinner—It is a mixed picture, but probably not. They are here for two or three years. To
give us our dues, the emergency training program in the UK is recognised as weak, so a lot of
those trainees choose to come here and do their qualification here instead.

Prof. Fisher—We have four senior registrars. They come from Norway and Germany, and we
have two Australians this year. We had one Australian last year. One thing is that we are able to
attract people who want to come here to train, whereas once upon a time everyone went to
England and was used as slave labour. We are not allowed to use them as slave labour,
unfortunately, but we are propped up by being able to train as well as to recruit for financial
reasons.

CHAIR—But, again, that is a big workforce issue.

Dr Skinner—Absolutely.

Prof. Fisher—Yes, very much.
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CHAIR—You will not solve this problem in public hospitals until you solve this workforce
Issue.

Prof. Fisher—Absolutely.

CHAIR—So0 where do we go? Help us. Now that the Commonwesalth has a Minister for
Vocational and Technical Education, | really think it ought to be looking at the medical
professions as part of vocational education and training.

Dr Skinner—I speak about medicine, because that is what | know, but these issues are
common to al of the health professions. For example, the nursing workforce in my department
Is primarily from the UK.

Prof. Fisher—It would be very interesting to create an oversupply of doctors and see what
happens. No-one has ever really done that.

MsHALL—That would be interesting.
CHAIR—Isit possible?

Prof. Goulston—Just increase the number of places at university. The catch, as | said before,
Is that once they get out of university you have to have people like Malcolm and others to train
them.

Dr M ackender—Certainly in New South Wales we have a big blip of interns coming through
in the next few years, from some increases in numbers and a new medical school that
commenced about five years ago. We are actually going to experience that in the next two or
three years, because we are going to have a whole bunch of extra first- and second-year-out
doctorsto train in our public hospitals.

Mrs Needham—But we also need to keep nurses in the workforce to help those interns
assimilate into the wards. The one thing about interns and young residents coming out is that
they need that back-up, that support and that understanding of how the system works. There will
be an influx of interns but there will be a downturn of good, experienced registered nurses.

CHAIR—Do we need some more medical schools? In my area, which is a fast-growing area,
and places like the Gold Coast are now talking about co-locating universities and hospitals, and
training the workforce so that they are linked together and there is recognition of the clinical
training involved in medical training. Do you have a view on co-location? Would it make it
easier?

Prof. Goulston—I do not think it would make any difference. In New South Wales, for
example, you have created more medical schools—at the University of Western Sydney, the
University of Wollongong and Notre Dame. The problem is that they are now sguabbling
amongst themselves to get clinical placements in the hospitals. That is where the block will now
occur—and also with the workforce to teach them once they get into the hospitals.

CHAIR—Does the Commonwealth have to take arole in that?
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Prof. Goulston—Yes, definitely.
CHAIR—Instead of just concentrating on the university places they must play arole?

Prof. Goulston—You said yourself that you had a lot to do with providing the finance so
surely you have aresponsibility also to make sure that education continues.

MsHALL—What role do you think the Commonwealth should play in that and how do you
think they should play it?

Prof. Goulston—You can provide extra funding and extra sticks, if you like—
MsHALL—So it isafunding role?
CHAIR—For clinical places.

Prof. Goulston—For clinical placements—not just for doctors but also for allied health—and
some reimbursement for potential time for the people who are teaching.

Dr Skinner—I think there is a need for some nationally coordinated teaching strategies for
those new graduate doctors and specialist trainees. Quite often there is a problem. We rely very
heavily on local staff to provide programswhen alot of it iscommon training and there could be
the development of some national teaching strategies around those things and some delivery
which allows economies of scale. Train one place to do something, get one place running a
program well, and then deliver it nationally, roll 