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Hearing commenced at 11.15 am

TOWLER, DR SIMON
Executive Director, Health Policy and Clinical Reform, Department of Health, examined:

The CHAIRMAN: On behalf of the committee | would like to welte you to the meeting.
Could you please state the capacity in which yqeapbefore the committee?

Dr Towler: |1 am as of late the executive director for Healblicy and clinical reform and in the
last week and a half | have been appointed alsbea€hief Medical Officer. My working location
is 189 Royal Street, although | also have an ofiic€entral Avenue, Subiaco for my new role as
the lead of the clinical networks, which are anamant part of our new framework for community
engagement.

The CHAIRMAN: You will have signed a document entitled “Inf@tion of Witnesses”. Have
you read and understood that document?

Dr Towler: Yes, | have thank you.

The CHAIRMAN: These proceedings are being reported by Hansa&dtranscript of your
evidence will be provided to you. To assist thenpottee and Hansard, please quote the full title of
any document you refer to during the course of ligiaring for the record. Please be aware of the
microphones and try to talk into them and ensuat ylou do not cover them with papers or make
any noise near them. | remind you that your trapsill become a matter for the public record.
If for some reason you wish to make a confidersiatement during today’s proceedings, you
should request that the evidence be taken in clesssion. If the committee grants your request,
any public and media in attendance will be exclufitech the hearing. Please note that until such
time as the transcript of your public evidenceiiglised, it should not be made public. | advise
you that premature publication or disclosure of lpulevidence may constitute contempt of
Parliament and may mean that the material publisitedisclosed is not subject to parliamentary
privilege.

Dr Towler: Thank you.
The CHAIRMAN: Would you like to make an opening statemenh&dommittee?

Dr Towler: If you would not mind, | would like to take th@pportunity to do so. | thank the
members for the opportunity today to talk with teemmittee on the issue that is before it. | think
this is an important issue and [, in my new rol®, \zery pleased to see that it is being debated at
this level. | think it is important, from my posih as a representative of the health department, t
give a little background to the situation in whiele now find ourselves in relation to the terms of
reference for this committee. Community consuitathas been a strong element of the Reid
review process and the production of “A Healthyuretfor Western Australians” document, the
report of the Health Reform Committee. It lookedhk services across the health system and it is
an extremely comprehensive review of services dedi at every level. There has been a focus
recently on discussions about the inpatient caes@lof maternity care. 1 think it is important to
remind the committee - | am aware of your focustlo& holistic care issues - that care during
pregnancy begins before conception, through thelavaotenatal period and involves the delivery
and postnatal periods; and in seeking to address#lues of the Reid report, the broader aspects of
the care of the mother are taken into account.

Recent focus on the clinical services frameworlk$owery strongly at the inpatient component of
that service. There was a strong community coasaoit process built into the process behind the
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Reid review, and it sought to look at a number sfues. It endorsed Dr Cohen’s “Western
Australian Statewide Obstetrics Services Review2@d3, which emphasised some of the issues of
patient safety and the need to look at new modeatsu@. | think it is important that the committee
note the environment in which these discussiongwetd. Western Australia has had a somewhat
colourful background of late. The Douglas inquirgs a testing issue for certain people providing
obstetric services in this state, and sought tadoery strongly on the issues of safety; andithat
appropriate. In terms of the reviews that we hdeae and the way we are looking at clinical
services, all reviews have sought to underpin tiopgrties of good clinical governance, which you
will see outlined in the Reid review and which retie@ four principal elements of decisions around
all care. One is a strong audit; one is an ackedgément and understanding of clinical risk;
another is clearly based on a strong interpretatioconsumer values and their inclusion in good
policy; and the fourth element is to ensure thatdhis appropriate professional development and
management of clinical services and organisations.

The planning approach that we have looked at ireldgng services takes into account issues of
safety, work force, facility design and planning/e hope also it has given a framework in which
patient choice is recognised and honoured. Wéoakeng for information, and the background on

the changed demography seeking maternity serviassbben a driver in ensuring that the safety
element is emphasised. We are aware of an agemigpvid population and the increased risks
for people with a first-time pregnancy, but acknesge the worldwide information that looks at

new models of care. | am hoping through this pgedbat we will be able to explore those and look
at how we embrace them more wholesomely in theweygo forward.

| will just give you a brief overview of the curreprocesses and | am sure we will come back to
further questions. The clinical services framewdkstrongly focused on just the delivery of

facilities, which relates very strongly to inpatiecare. The Health Reform Implementation

Taskforce and the state health executive forunmaieng at the detail of aspects of non-inpatient
care service delivery. There has been a metrapoldinical planning process, which largely

engaged directly with clinicians and which formée framework for some of the decisions about
design and facility building. Each area healttvieerhas developed a community advisory council
and will be taking those discussions to the comtyuanlvisory council and developing the details

for the planning for each facility. We have hademtly a review by women’s health services,

which has produced a paper for us to considerthmihew maternity and neonatal health network
will be going forward with a strong consultativeogram that will look to engage the community at
every level of those aspects of maternity care fwmtbeyond the inpatient period, and | look

forward to the opportunity to discuss those issudker.

| hope that | can be of use to you today in th@repnd review that you have in hand. | believe we
can demonstrate that there has been substantiahgoity consultation. As a clinician, | am aware

that people always say that there is the oppostdaitmore consultation, but | think the framework

in which we move forward gives opportunity for tbemmunity to be heard, and we look forward

to that opportunity as we move forward.

[11.20 am]

The CHAIRMAN: Can you tell us a little about your background axperience, when you came
to the Department of Health, at what stage of ttozgss of the Cohen and Reid reports and the
clinical services framework you become involved art your involvement was?

Dr Towler: | am a clinician and an intensive care spedidis training. | was the head of
department and head of the division of criticalecat Royal Perth Hospital from 2002 to 2005
before | was invited by Dr Fong to take up the entiposition. | was also AMA president in 2000-
01. I was invited by the honourable member RoKedera to be part of the Health Administrative
Review Committee, and was invited in the second dfathe Reid review to be a member of the
clinical reference group for the Reid report. V¥é&an that time also engaged in a number of other
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areas of interest. | have been a member of thedboiaKaleeya Hospital, so | have had some
experience in the private sector. | have beenlwaebin a number of other clinical planning

processes at different levels and have a broadgbagkd in the health system. | was invited by Dr
Fong to take on the new portfolio of health poleyd clinical reform, which has a very strong
emphasis on the development of what have beerdcalil@cal networks. My preference is to call

them health networks. We have taken up the reopeiné from Reid to have a much stronger
engagement with the consumer and community, anld efathe clinical networks will, as it moves

forward, develop a consumer interface that will geet of its executive and part of its routine
activity. We have recognised that in clinical plang there is a need for continuous input. | helie

| have a substantial amount of experience in thoses as a leading clinician in the Western
Australian health system.

The CHAIRMAN: You have talked at length about the consultapomcesses that have taken
place. Can you be explicit and tell us what camasiwin took place on obstetric services in the
process of developing the Reid report?

Dr Towler: In looking at the issue of how consumer parttipn and consultation was developed
as part of the Reid report, the Reid committeeedallpon the Health Consumers’ Council to run a
series of community consultations. The procesthefReid report was advertised publicly, and
opportunities were given for people to give writtenbmissions either through the Health
Consumers’ Council or directly to the Reid comnattdrough the Department of Health. The
scope of the issues canvassed meant that, ondodivissues, it was difficult to identify a specifi
pathway for consultation. The issues covered id Rere very comprehensive and addressed all
forms of service delivery. A great breadth of malevas presented back to the Health Consumers’
Council and very few submissions were receivedjqaarly about obstetrics.

The CHAIRMAN: In the Reid report, only about one or two pages on obstetric services. |
cannot remember how many pages, but there wereadiely on women’s and children’s services.

Dr Towler: A number of recommendations in the Reid repetate specifically to women’s
maternity services. Recommendation 42 specificatiynted to the previously acknowledged
Western Australian statewide obstetric servicegere\and endorsed it as an implementation plan.
It also recognised the role of King Edward as aaer hospital. However, it also pointed to a tten
that had been developed when the “Health 2020:af Rir Metropolitan Perth” document was first
tabled by the prior government that sought to askedge the fact that a substantial number of
maternity services were provided centrally and tygiortunities needed to be created to increase
the amount of maternity services delivered awaynfrimne central city hospital. In fact, the
expectation in the “Health 2020” document was tlat could move the 37 per cent of women
having their babies locally to be as high as 45 qmst over the period to which that document
referred. There is substantial concordance betweeitwo plans in the move to increase services,
particularly in Joondalup, the Swan districts, Adae and Rockingham. The Reid committee
report endorsed the Cohen review, which followesl Blouglas inquiry. It looks to the issues of
new models of care and endorses the concept ofiegghat those services that are developed in
communities are safe and reliable for women.

The CHAIRMAN: The area that | am struggling with is how muefoimation families had to
which they may or may not have been able to respsunch as a consultation process whereby they
could make written submissions or something lika.thrhe issues covered by the Reid report were
so comprehensive and broad that obstetric serfoce®ed a tiny part of its total remit.

Dr Towler: | agree, and | understand the issue beforeAssa Royal Perth Hospital clinician, the
consequences of the decisions in the Reid reportatervice delivery in the eastern suburbs have
also been a point of substantial discussion. W¥mmnthere is an agenda of reform, the fulsome
impact of those changes can be difficult to idgntif have been unable to find questionnaires that
specifically relate to obstetric issues in isolafibut it was very clear in the material that | @dav
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been shown on the opportunity for people to sulmoihments that people were being asked to
discuss any issues about health care deliveryicpkatly in the context of the metropolitan area.

Given some of the comments | noted in Hensard report of your discussions leading up to this
review, the Reid report has a strong metropolitaupleasis, and although it points to a number of
issues with rural service delivery, it does not poehensively address them.

[11.30 am]

The CHAIRMAN: In general terms, what did the community consultatiod submissions reveal
from the few responses that you received on olist@tr

Dr Towler: | had been told about only a couple of submissiol have not seen the context of
those reviews. The report prepared by the HeattiiisGmers’ Council expressed the need to cover
very large amounts of material. | would need toklat the details to know what was specifically
said. It is not something | was directly involved

Hon HELEN MORTON: Has the Health Consumers’ Council been the nsmorce of
community consultation on obstetrics?

Dr Towler: In the Reid process the Health Consumers’ Coumas engaged as an agency to

undertake a particular aspect of the community @lbaison process. A number of meetings were

held across the state in which communities werergan opportunity to raise any issue, although
there was a focus around a number of discussiorrpdpat were developed as part of the Reid
report. That included the “Options for Clinicalr@ees” paper and a number of other issues that
are listed in the contract.

Hon HELEN MORTON: There was no obstetrics paper among them.

Dr Towler: There was no specific obstetrics paper, but was there a specific paper on
cardiothoracic surgical services, trauma or emeargenThey were largely encompassed in the
principles of the options of the clinical servicesiew.

Hon HELEN MORTON: | reiterate that the committee is trying to fedts consideration on
obstetrics and the extent to which the communitg wansulted. To what extent, if any, did the
community consultation influence the recommendatiohthe Reid report and the subsequent WA
clinical services framework?

Dr Towler: It is probably difficult to ascertain exactlywdhe consumer and community input is
represented in the documents. Not only is commuaginion captured by what is collected
through a formal process, the processes arouncbtigultation in the preparation of the Reid report
and discussions held by Dr Cohen and his commitidaded a substantial number of persons who
relate directly to patients and their families. efd was also intent through the Cohen review to
ensure opinions could be heard wherever possifilee way that influenced the details of the
clinical services framework is driven from the erstoment by Reid of the underlying principles of
the Cohen report. In the Cohen report there watear commitment around the need for an
ongoing process of examining models of care andowaging a future process of further
consultation with the community. It comes backhe issue that maternity care is much more than
simply the inpatient period of stay.

Hon LOUISE PRATT: In relation to the nature of community consudtatthat you undertook, |
understand that, in large part, the decisions \abrait how the clinical services framework would
deliver services in a management sense, and tleattbonse structures were in place new processes
and structures would be implemented within whicldéwelop policy and consider models of care
across any clinical pathway. It is my understagdihat, within what is being considered for
obstetrics and maternity services, models of carare still very much open for discussion.

Dr Towler: Absolutely.
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Hon LOUISE PRATT: How is community consultation played out whencdmes to the
separation of issues within the management frameworthat we can improve consultation in the
future? You said earlier that these new structurere implemented to provide better community
consultation in the future.

Dr Towler: | reiterate that, firstly, the clinical servickamework is very focused around what is
essentially a hospital building program. It hadesar focus on developing future facilities and the
realignment of health facilities in Perth to moweag from a cbd-centric view. It seeks to ensure
that, on the whole, the facilities we provide ie tommunity are much closer to where people live.
The discussions to date around planning have begwio move into the details of models of care.
In maternity services the discussions are aboliwsats of care. We want to move away from the
focus being solely on the facilities themselvesthe care of a patient during pregnancy to care
from the earliest period of the pregnancy untieathe baby has been successfully delivered. The
women’s health service has developed the statetiosservices unit, which has been engaged in
meeting service providers in not only the metrdpaliarea, but also the rural sector. It is begigni

to get greater feedback on the options for divemsitmodels of care. In the discussion paper we
have put together, we are looking at the range ofiets of care, such as those outlined in the
Victorian document and that have been looked detail in New South Wales. At the moment we
are beginning a process that will ensure comprebensommunity consultation around what
represents good models of care in future, and densg those four principles of good clinical
governance in creating opportunities in the comiyuia address them. That will include the roles
of general practitioners and midwives, and the oppity to give women greater accountability
and greater opportunity to influence the care tleegive and to ensure that we address the issues of
clinical safety and clinical governance around essfonal standards. The maternity and neonatal
clinical network, which will fall under my jurisdiion, will take responsibility for that process.t A
the moment we are engaged in establishing a sefriggestions and getting information on models
of care. We are also checking with the professignaups and the Health Consumers’ Council to
ensure that we are framing the questions apprepyiat We will then undertake extensive
community consultation so that, as we move to dgvécilities, the options around an ambulatory
care interface, recognising the needs of the diffeprofessionals involved in maternity care, are
addressed so that we can make the two statememiadagiving choice while ensuring clinical
safety. The point you have raised that we arbeabeginning of a process is a fair statement. We
have recognised the need for much greater commaaitgultation in getting now to the details of
care from preconception through delivery and ih® postnatal period.

During the recent estimates hearings in the loveersh we were asked about Western Australia’s
higher percentage of babies of lower birth weighith five-minute APGAR recordings that are too
high. Therefore, substantial challenges face @sldressing those things prior to delivery to easur
a safer period for a woman during delivery of trebya It is important to acknowledge that
maternal and neonatal outcomes in Western Austeakasome of the best in the world. The
challenge is to create a clinical governance fraatkwvith which people can be confident, and
which continue to ensure those higher levels ottgand good outcomes and provides the
opportunity for women to have a much greater raleéhie care. | think comments in the Cohen
report in particular, and in the Reid report anel Bouglas inquiry about the need to meet women'’s
expectations better is something we have accegtadchallenge that we need to address.

Hon ANTHONY FELS: Were there time constraints on when the HCCtba®port to you and
when the Health Reform Committee had to complsténal report? What was that process? Were
there financial resource constraints on the HCCpietimg that on time?

Dr Towler: There were more issues around time constrdiats around resource constraints, as |
understand from the report that we received bagcknfthe Health Consumers’ Council. It was
given a substantial task in underpinning acrossstage how opportunities could be created for
consumer participation. The HCC’s concern was \whttin that time frame it would be difficult to
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encompass all issues. | think it would be diffidol encompass all issues in a substantive review o
the health system of the scale that the Health iRefdommittee undertook, without there being
some concerns about whether it would be a full\aegr. That is why it is critical that the Reid
report itself pointed to the need for ongoing sabstve consultation with both professionals and the
community.

[11.40 am.]

It has embedded a responsibility around the areheafth services to develop community and

citizen advisory committees, which are now almagplace. In the rural sector the development of
the district health advisory councils has progrésaed in fact is probably more advanced than it is
in the metropolitan area. The health networks gewes will pick up the process. | think, yes, the

health consumers’ process was fairly short. Theyevgiven a task to do and they conducted their
meetings. Their own material says that if we l@kihe percentage of the population that was
directly encountered, it was quite small. | ththkt is acknowledged.

Hon ANTHONY FELS: Did the health report reform committee haveisight time to consider
the Health Consumers’ Council report from when #swodged until the Reid committee had to
complete its final draft report?

Dr Towler: | was not a member of the committee at the tifike consumer consultation process
happened in, basically, the second half of the pédihe Health Reform Committee. It was partly
around framing. As you will remember, | said beftinat a number of discussion documents were
developed by the committee, having met with a \gerystantial range of people. Those discussion
documents formed the framework for the consumesultation, and the clinical consultation for
that matter. My impression is - that is all it daan- that the feedback that came from the consumer
reviews was not discordant with the informationt thad emerged out of the discussion documents.
On the scale of the Reid report, people could l@ways taken more time to consider a lot of other
input. | go back to the point that the Reid repddarly points to a strong ongoing process of
consultation. | think that is how the report soughaddress the need for that to be taken up. |
think the point that has already been made - timntodels of care will continue to be discussion -
really points to the issue that the Reid commitiesated basically a foundation for a way forward.
It sought to bed into the system a much greatesa@onsness around community consultation and it
pointed to a series of mechanisms to do that. CThben report also sought for there to be
substantial community consultation around modelsare. That process, | believe, has perhaps
been a little slower than ideal, but what has bexatear is that there are some difficult issues in
the community consultation around maternity caréou will be aware that only last year the
Cochran review suggested difficulties about entirelidwifery services in terms of mortality
outcomes. | think we are at a point at which wehatio embrace all models of care and look to
what forms the foundation for high quality and hggfety that underpins patient choice. That is the
commitment we have going forward. | do not beliévat any of the decisions made to date in any
way at this point in time limit the options thaeaavailable in the models of care that | have seen
outlined.

Hon ANTHONY FELS: Did the committee give any further consideradido your obstetric
services from the time of its draft report to theaf report?

Dr Towler: I could not answer that question. | would h&avénd out.

Hon ANTHONY FELS: Could you get that information and also find duany meetings were
held between the time the HCC lodged its reporttaeddate of the final draft report, which I think
was 31 January 20047

Dr Towler: Yes.

Hon SALLY TALBOT: | am very interested, as | am sure are my cgllea on the committee, in
your references to the community advisory council¥. course, anybody in public life is acutely
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aware of the general level of cynicism out theWée have read comments in other reports that have
been done in other states about people being asiutd provide community input to reviews,
because they are not sure whether their views cakenany difference. Noting the Chair’s
reminder to all of us that we are focusing on dbsteservices, | wonder whether you could just
comment on the way that the consumer interfaceabger- the other side of the coin from the
review that sits there receiving the input - and #éxtent to which people making that input get
feedback about how their input has been receivddnadrat is likely to happen as a result of it?

Dr Towler: | think those are excellent questions that gtheowhole process of the way in which
not only do we engage consumer and community ifpuitalso clinical advice, about which the
same thing could often be said. The Reid repedrty points to the fact that the prior processes f
consumer and community engagement were not suftlgieobust. How to address that is a
challenge for us going forward. | recently had frévilege of addressing the district health
advisory councils, where there has been a verytantisl commitment in the rural sector to
ensuring those district health advisory councilevjgte two opportunities: one is to ensure that
members are well informed and the other is to g®¥hem with resource around teaching them to
undertake the role and ensure that they are eabgmimpowered to be aware of the way in which
their contribution can be fed back. At the momémipuld say that the rural sector is, in one sense
a step ahead of us. My own background includesgbaimember of the Clinical Senate, having
also been a member, prior to that, of the Mediaalr€il of Western Australia. These are clinical
advisory bodies that have worked through the Depamt of Health. 1, in fact, wrote the terms of
reference for the Clinical Senate as part of mytrdoution to the HARC - Health Administration
Review Committee - report. We in this state haudt lon a substantial history of engaging with
consumers at two levels in that clinical proce€me is engaging the Health Consumers’ Council,
recognising the need to use the resource thatadahle to people who are expert at providing
consumer advice, where they feel that they can naagentribution; in fact, they are fairly direct
about ensuring that that contribution is taken iatgount. The other is that through the Clinical
Senate we explored the role of what were callederitjuries. We have used both methods of
consumer engagement now over a period of neargy years. We have had substantial learning
from those processes. In both cases we have fihatdhat open approach has led to a substantial
level of endorsement for those particular groups.

The Clinical Senate meets around a specific isadetlaen invites a consumer citizen jury and the
Health Consumers’ Council to meet in advance ohi€l Senate meetings. | believe we are now
in a position to understand how to ensure thatwmess’ input is given greater credence and taken
into greater account. We have learnt from the i€dinSenate process about ensuring feedback
around what is endorsed. | would say to you, thotige challenge of demonstrating the extent to
which clinical advice, consumer advice or commuratjvice is actually built into a process as
complex as the health system can be very diffic@ltinicians, as well as consumers, have said to
me, “Can you demonstrate that what we have doneriaae a difference?” Often the differences
take time and often the issue is about ensuringthieae is a consistent message and a consistent
voice. ltis a little bit like moving thé&itanic: it takes time and it takes effort. | have no lokoiuiom

my experience of the Clinical Senate that the amg@iommitment to consumer engagement, and
consumer engagement in that process, has had laenoé on the policy that was developed. |
have no doubt that the Clinical Senate has infladribe clarity around some of the health decisions
that are made. As we go forward to a process aKithg at new models of care, | believe this is
critical. With all respect to my colleagues in thaternity disciplines, one of the reasons | thirgk

are sitting here is that there is not a concordaite among the health professionals who provide
maternity services as to what is the way forwafdhat is required, and what we are committing to
in the process that we will be conducting in theemnaty health network, is to ensure that we have
heard very clearly what the consumer wants and Wietommunity wants, because | believe we
will have to influence the models of care positwelot just accept whatever is stated currently by
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clinicians. It is a difficult environment. As la&l, the Cochran review has not necessarily
supported some of the models of care, but it izabeeating the right clinical governance to ensure
that those options are provided. Many of the issnematernity care do not relate specifically to
inpatient stay. We know that in Western Austrdha inpatient stay period is reducing; it is

actually shorter in private than in public -

The CHAIRMAN: Are you talking about maternity?
[11.50 am]

Dr Towler: Yes, maternity inpatient stay. It goes backhe issue that we want to look at the
whole episode of care, not just the inpatient sty the delivery period.

The CHAIRMAN: You touched on a point that | wanted to raiseuathe discordance. Leading
from the Cohen report to the Reid report, was aélnareness embedded in the Reid report?

Dr Towler: | only joined the clinical reference group hadfyvthrough but my recollections of its
discussions on obstetrics acknowledged that tlesses were present. The environment at the time
was difficult. We had just come out of the Douglaguiry. In the transcript of your prior
discussions there was a recognition of the problemsbstetrics, consequent upon the medical
indemnity crisis in Australia. Only now is the iagi of that beginning to settle down. The federal
government solutions around financial support fangums, for procedural and general practice
and obstetrics have been focused on critical dreesd providing some stability on the work force
issues. My recollections of those discussions thasthere was a clear view that we needed to go
on with the discussion but the environment wasrg déficult one in which to conduct it. There
was substantial community awareness of difficultdesing periods in labour ward delivery and a
series of adverse outcomes. Douglas was an exXyrexomprehensive report. It unquestionably
focused on tertiary care, but the principles arotlimical governance basically resonate through the
iIssues of how we provide care at the time of dejive think the Reid committee was aware of this,
but | also think it harked back to what is saidtlie Cohen report about the need for ongoing
consumer consultation and a discussion on whaeigptimum configuration.

One of my officers in the clinical networks comesnfi the UK where midwife-led independent
delivery suites have been developed, but the levelhich the community has endorsed them has
been limited. | think Cohen sets up a framewoxkuad having an important discussion with the
community, in partnership with the various clinitsa to ensure that we create a framework for a
way forward. | believe the Reid committee was awaf the fact that it was difficult to get
resolution of that at that time. That is all | cay.

The CHAIRMAN: | will move to another section now which is megeecific to what you referred
to as the capital, or buildings etc. Can you erplhat the basis or impetus was for the
reconfiguration? | think you have covered somehait. Even right now | do not understand
specifically why a model of maternity services abwlot continue at hospitals such as Osborne
Park, Bentley and Kalamunda. | have a better wtaeding of the Woodside-Kaleeya issue.

Dr Towler: All I can reflect on is the background to Remtahow it references to Cohen. It also
goes back to the discussions that emerged in hettfHealth 2020” discussion paper and in the
final report for “Health 2020: A Plan for Metroptain Health”, which recognised that Western
Australia had remained very dependent upon obsts#rivices delivered largely through King
Edward and sought to create a model of improvirggdpportunities in the community sector to
develop obstetric services. The model that wasldped by Cohen referred to maintaining a
tertiary service, which was obviously at King Edd&and then four community-based centres.
Consistent with the 2020 document, and Cohen’s laport - although in Cohen there was a
discussion on this but not a specific result - ¢imel review was that the four community-based
hospital providers at Joondalup, Swan District, Adale and Rockingham should move out from
the current environment to a wider ring.




Public Obstetric Services Monday, 26 June 2006 Page

There is also a clear focus in Reid on the rolthat inner ring of hospitals. It is a very intdneg
discussion at the moment, because we are engagedeny extensive discussion on particularly
aged care. Western Australia has a very poorlgldged sub-acute sector. One of the principles
of the Reid recommendations is that that ring cfpials, Osborne Park and Bentley in particular,
have a very important role in some of the non-a@derices, particularly extended aged care,
mental health and rehabilitation. Those are béimther developed at the moment. It is also a
substantial part of the future role for Fremantle.

One of the issues comes back to the substantielisi®n on the work force. The work force

providing obstetric care is limited at the momeiihe committee has rightfully acknowledged the
issue of extending that work force by looking atvnmodels of care. However, as we move
forward, it is important to ensure that there isae environment supported by a traditional
hospital-based model. Hopefully, it will form arpgership with the development of new options.
The positioning of the options in those four lesatac hospitals is designed to create a platfam t
provide a greater range of services. The threempapulation blooms in Perth are in Joondalup,
Ellenbrook and Rockingham. In all three cases,sdémwices which have been identified are very
closely related to those of the Joondalup Healtm@es, the new facility at Midland and the

development of the Rockingham hospital.

The CHAIRMAN: My question is not specifically about whetheogtl four hospitals should or
should not have a substantial secondary level demigy service. They already have them, but
they need to develop more. | do not disagree wiitything you said about those four hospitals. |
cannot understand why you would not continue thent@dRvifery service that the other three have
when it has already been identified as one of #ielynodels of obstetric services to be provided in
the metropolitan area. | am still struggling wiitiat.

Dr Towler: | go back to the comment about the environmenthich the discussions took place.
There is no doubt that in reading through the Calegort and the material from the King Edward
inquiry, there was a substantial focus on the nunabeleliveries and the relationship to a safe
working environment. Currently we have ongoinghbems in the provision of things such as
anaesthesia services. There are difficulties edjadric support for neonatal assessment. One of
the main drivers behind this is not any comment tha services where they exist have not been
safe, but the process of moving forward and lookagwhat the drivers are to create a safe
environment. With concerns emerging about increpsige and first-time pregnancy, and the
increased complication rate that goes with it, anthe of the discussions that arose out of the
Douglas inquiry, we were not in a position to emstirtat we could maintain multiple sites going
forward. In the time up to Cohen, there was a nibam 20 per cent reduction in the number of
general practitioners who had undertaken substanlistetric training. The view was that the
situation was likely to get worse, particularly imee environment around the medical indemnity
crisis. Those factors are what made those desisamdl they are reasonably well outlined in the
decision making process behind it.

The CHAIRMAN: Were safety issues a consideration in the detisl cease obstetric services at
Kalamunda, Osborne Park and Bentley?

Dr Towler: They were issues in terms of an image that & svaisk in the longer term. There is a
comment in Cohen that points to the fact that threemt standard of services was not the issue.

[11:59 am]

It was about realigning the system for the longntéw create an environment in which the numbers
of deliveries would underpin, on a sustainable $yabbth a training environment, which was
becoming an increasing issue, and the maintenansenaces, particularly the number of specific
disciplines, not necessarily the person undertattieglelivery, but certainly the support services o
anaesthesia and paediatric assessment, wouldrisk.at




Public Obstetric Services Monday, 26 June 2006 RAge

The CHAIRMAN: | understand that you are referring primarilyttaining for midwives and
obstetricians. Why does training have to comederaral point rather than trainees going to where
the services are provided?

Dr Towler: It is not an all-or-nothing discussion. The sfien of training is one of the major
issues facing the organisation as a whole. Tleesalbstantial investment in training in most of the
larger institutions. There is clear recognitiondhiyicians about taking on a training role. Aeth
moment, we are looking at models that would provrdenees with the opportunity to go out from
the traditional tertiary sector and secondary semwironment to work in smaller hospitals and the
private sector. We are meeting substantial resistéo that -

TheCHAIRMAN: From whom?

Dr Towler: From clinicians who would be called upon to adifuprovide the training role. The
same thing happens in general practice, whereiggeah environment for training can be quite
difficult. It is an imposition of time. We get m®ages from the private sector about reduced
productivity. It will need substantial additionalestment, and at some point we are going to have
to face these issues. Training issues in thethegiitem are one of our biggest challenges. In the
area of maternity services, we are discussing @mmgsome of the models of care and options that
are available. That also means looking at necgsd@nges in the training environment. The
concept is that larger centres are far better @béelapt and to provide the resource, particuifdy
multiple training model is being considered. |mi think that those debates have been expanded
to their full extent. | am sure you are aware loé tdiscussions about training for surgical
practitioners. The state made a commitment touresait, but the college said, no, the environment
IS not suitable. Training issues are a problene aké aware that, historically, it is easier tdtdo

an environment in which there are more facilitieBhere is clearly some resistance to training
support from the private sector and from smallestiintions, but we are looking to develop
approaches to deal with that.

The CHAIRMAN: My final question on this section is about thedence that sat behind the
reconfiguration decisions. We are talking aboetékidence coming into the Cohen report as well
as the Reid report, particularly the extent to Whielevant research and examination of models of
care practiced elsewhere in Australia and overseage considered and assessed as part of the
decision making process. Can you provide us watmes background on the range of evidence
gathered, any conflicting evidence and the extenwhich the position arrived at was based on
evidence applicable to Western Australia?

Dr Towler: 1 will make a few comments about that to punhto context. If evidence to do with
the question of a model of care is sought, Cohent e substantial effort to look at the evidence
that was available at the time, emerging from otstates and internationally, relevant to the
configuration of an obstetric service. He made aies of recommendations. Those
recommendations are very much based around eviden&aility performance. The point | have
been trying to make this morning is that | do netidve that any model of care - rather than a
facility - has been in any way dismissed by whajdsig on. There is a strong view associated with
the configuration we are proposing of providingajes opportunity to train general practitioner
obstetrics. 1 think this is an issue, because rar@ving into an area of appropriate credentialing
and standards. The facilities decisions were based set of facilities-based evidence. | do not
believe any model of care has been dismissed. rCgbes on to cover that in the issues of
community consultation and looking for a way fordiar | think Hon Helen Morton’s own
comments itHansard about the challenges facing us in the rural seaterparticularly pertinent.
The Denmark model, which has a strong midwiferyini role, is something we need to explore to
underpin the safe provision of service.

In the metropolitan area, where we are looking muah broader context, there are lessons we have
yet to learn. The facilities decision is to dolwihe evidence that favoured volume and outcome,
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and looked towards the evidence that was avail@b{&hen at the time. | do not believe we have
dismissed any model of care. In fact, | think vesrdn actually brought into greater relief the issues
of embracing broader models of care going forward] that is the process we wish to undertake
now, taking into account evidence like the Cochnawew, which raised questions about mortality
outcomes. The idea is to ensure we create anocemuent in which that goes well. The evidence
clearly shows that for uncomplicated deliverieseréh are substantial options available. The
difficulty is the prediction factor, and in creagian environment in which that can be appropriately
addressed.

Hon LOUISE PRATT: | have a question about workplace planning,lihink you have touched

on that to some degree. | also have a questidrémays, in part, from a number of things you have
said; one of them is the prediction factor. Earjieu referred to the nature of services that mimgght
viable in different locations. You mentioned hdve ineed of different types of surgery or palliative
care might be suited to different types of hospjtaind the necessity to locate them closer to the
community. Why, in view of the decisions that hdneen made, is it not viable to keep maternity
services at hospitals such as Osborne Park HogithKalamunda District Community Hospital?

| think | understand the logic, but | would likerse expansion on that for the record.

Dr Towler: There is no question that there is a theme ngnttirough the decisions that have been
made, which is about creating a set of nodess theé four. Kaleeya Hospital is now working well
and may well be preserved into the future. Howgwgtions are available in the location of
services to underpin the guarantee of a safe emwieat and of a training environment, and to
underpin a review of models of care throughout paegy that can be supported. | have focused on
the issue of facilities planning issues. Mostlw episodic care for a woman who falls pregnant,
has a successful pregnancy and delivers a live,halmpot “in-patient” anything; it is, in fact, cr
for a patient, or for a mother - let us not call laepatient. There is nothing about the current
configuration that does not allow the examinatibig@neral practice or midwifery-led community-
based service models, right through the period reetmnception and through pregnancy and
afterwards. The model we have underpins the Iseldfout safe practice and an appropriate
training environment.

A number of substantial challenges surround theesof workforce and resourcing. Care of the
mother at the time of birth necessarily requirest there be emergency support for three clinical
areas. The first is for the mother in deliverye #econd is the potential need for an anaesthitést;
third is the potential need for someone to resateihe baby.

[12.10 pm]

We believe that this is a basic requirement. Tkterg to which that is needed when most of the
deliveries are uncomplicated is clearly less. alet,fthat actually produces another set of chadleng
For the whole health system at the moment, it isobeng increasingly difficult to provide the
appropriate work force for those acute care issUd® issue exists in general surgery. It exists i
plastic surgery. It exists in orthopaedics. Thsits for picking the number of sites and the vaum
of the sites are a work force model that is suataa and that creates a environment to support
that.

There is also the issue that the more sites wethermore call rosters we have to run. Although we
could reasonably and appropriately expect thatpdweson actually delivering the baby, and the
environment in which that may occur, will vary, teas a clear responsibility for what happens if
something goes wrong. That is not an excuses dtriesponsibility. The model that we have seeks
to create an environment that gives a strong trgitiase, gives us the opportunity to explore the
way to support other models of care, and createaiming environment in which we can teach a
variety of models of care. One of the difficultieswhat we are seeing is that there is likely ¢o b
an endorsement of some change. We will need tter@n environment in partnership with the
universities and the community for how we traingedor those roles. That in itself is a challenge
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The greatest work force challenge that we faceh& Western Australian health system is not
doctors; it is nurses. Most midwives come fromuasimg background. We predict that within 25
years, unless there is a substantial change indévelopment of the nursing work force, the
shortages that we are seeing now will pale int@mmBcance. The challenges faced by Australia in
all levels of providing for a work force in healétne substantial. Currently an additional 175 000
people join the work force each year in Australib.we take out those who leave and add those
who join, within 15 years that number will be doten12 500. We will be competing with other
professions and disciplines to attract people tckvio health. That is a very substantial challenge
To underpin that, we need to create training emvitents in which people feel supported and
supervised and in which we can create opporturfidiediversity, and also help to address people’s
requirements for credentialling and training. tuld appear to me from my reading on these issues
and looking back at the Cohen report and at thesthihat came from the Reid review that there
was a very strong emphasis on those decisions.

Hon ANTHONY FELS: This is a comment as well as a question. If gmiclosing these smaller
community-based hospitals and concentrating orséwendary and tertiary hospitals, are you not
reducing the availability of a work force to workthose hospitals? For example, in the hills where
you might have GP obstetricians and specialisesy thight be more inclined to retire early than
have to drive all the way to King Edward to operafithe same thing applies to nursing staff. If
you are able to draw them from the local communitguld it not make it easier to attract them?
Someone who wants to start a career does not wdravie a catch a train and travel for 40 minutes
to go to wherever they have to go to do their tr@n

Dr Towler: Sure. | re-emphasise two things. The firdhet the amount of service that will be

provided away from King Edward will be greater, ted¢s. However, we are moving some of the
nodes around. The same challenges are faced bwdHe force that will be displaced by the

decision to close Royal Perth Hospital. There a#ey substantial challenges in work force
realignment. It would not be my expectation thaheral practice obstetricians from Kalamunda
would ever consider working at King Edward, but ameuld hope they would be interested in
working at Swan District Hospital.

The CHAIRMAN: Is that possible at the moment?

Dr Towler: My understanding is that is the commitment. anivto go and check this out, because
| picked up something from reading tHansard report last night that | want to find out some mor
detail about. The Cohen report very clearly pante responsibilities for the organisation to
continue to maintain and support the developmergenferal practice obstetrics. That is critical.
There no specialist obstetric work force in manyakwcentres. In fact, we are having great
difficulty at the moment attracting obstetriciangele to the major hub centres. It is therefore
critical that we continue to provide an environméntwhich GPs can be trained in obstetrics.
Cohen talks about the importance of a relationstith the Western Australian General Practice
Education and Training Ltd. | am involved with thgroup at the moment in a program called
community residencies. We are looking for oppadties to improve training options for general
practice. Just as with the decision to change RBgah’s future - the work force will need to
realign - one of the advantages of a program kg which seeks to identify a number of years in
advance what the changes will be, is that it ceeateopportunity for people to consider how they
will participate. We have the same issue with sieass that will be made by some orthopaedic
surgeons, and some other surgeons who are latleeimcareers, due to the fact that the change for
them is disruptive and they will not go with theadlge. It is an issue for us. The transition
management is actually particularly difficult. Wnt to create clarity on what the long-term view
is so that practitioners can make plans for tharéuthat take into account where they will have a
long-term relationship. If you look at the outcqgmeore obstetric services will be provided away
from the centre. The models of care that are tinkethem can be variable. That is the discussion
we need to have now. This will, | believe, creatmuch better environment in which to educate
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practitioners, both nursing and medical, for rolesthe rural sector, and for the provision of
services away from the major central issues in town

Western Australia has an extraordinary history mfeavironment in maternal care that has been
able to identify the bulk of high-risk deliveriedt is an extraordinary statement of what goesron i
this state that our outcomes match the best outcamine world, given that our people are spread
out to the four winds. We have been expert attityémg high-risk deliveries. | am sure that orfe o
the reasons that the outcomes in some of theseeseaway from the tertiary hospitals are so good
is that we have a very strong culture of identifma of high-risk delivery. That needs to be
maintained. However, there is no doubt in my mihdt the fundamental realignment that is
proposed seeks to build a stronger community-babstktric sector and provide the resources to
that to develop other models of care. That willlech more difficult if we remain centred on
King Edward as the principal provider. One of tireat challenges for us is to ensure that the
leadership and direction on these decisions isletrmined by tertiary hospital practitioners alone
That is one of the reasons for the proposed veongtcommunity-based consultation and the need
to engage with exactly the sorts of practitionel®m you have focused on. | agree with you. A
GP currently working in Kalamunda may tell me wheweget off and decide he has had enough
because we have taken his hospital away. Howéherproad view is better community-based
services and a longevity, taking into account thesgantial risks with the work force and the need
to develop appropriate training environments in clehipeople can feel supervised. Young
practitioners today are much more demanding alh@ustipervision they get and the environment in
which they learn than they were in the past. Tlea@hthat says you throw someone in at the deep
end and let them find out by trial and error is aoteptable. It is critical for us to create tiagn
environments in which we know that supervision fishiigh quality. The model that is proposed
based on the Cohen report seeks to ensure that sloos of environments exist much closer to the
community than they have in the past, with sub&ihablumes of people and substantial expertise
to create a sustainable work force that can thetemoin a range of models of care based in the
community.

The CHAIRMAN: ltis after 12.15 pm, and we still have anotbetr of questions that we want to
go through with you. Just to finish off on thagvie you received submissions about the Cohen
report and the evidence that was the basis ofdipairt and how that was dealt with?

[12.20 pm]
Dr Towler: Not that | am aware of; | will have to check.

The CHAIRMAN: Okay. Were any alternative options consideréemwthe Cohen option was
being put together?

Dr Towler: The Cohen report pre-dates the Reid reportn kare you are aware that substantial
sections of the Reid report recognised that theodppity to do a comprehensive review of, for

example, mental health, did not exist becausewbatd require a substantial amount of additional
work. My understanding is that the Cohen repors wansidered to be meritorious and that it was
supported. As | said, it is a model of facilitiesd it points to a process going forward.

The CHAIRMAN: We will start to look forward from here. We latwuched on some of that.
Dr Towler: I think we have touched on it quite a lot.

The CHAIRMAN: One of the things we started to talk about wesWomen’s and Children’s
Health Service metropolitan clinical master plamlo not think we are aware of that plan’s terms of
reference. Are those terms of reference availablee public?

Dr Towler: The Women’s and Children’s Health Service wagaged in what was called the
metropolitan clinical planning process, which wasegies of consultations with clinical groups
across the metropolitan area. As such, | do notwkwhether it had formal terms of reference. It
was seen as part of a continuum. It was the fiise of a planning process concerning the
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development of clinical facilities in both the rforand south metro. Therefore, it also included
women’s and children’s services. Consultation vatter 40 clinical disciplines was conducted by
the Department of Health and representatives ofhnoretro. We posed a series of questions
around models of care and how a facility shouldewposh community-based services. The report
basically tries to encourage clinicians and theanigation to ensure that the planning for our fitur
facilities takes into account the changes that aresicler will be important. In that sense it was a
very focused first look. It clearly points to aopess of planning - again, largely focused on
facilities - to ensure that options for changesriadels of care are supported by whatever we
develop within the fabric of hospitals and commyuiiised services. It was seen as an opportunity
to derive two sets of information. The first waesific to areas, and the second posed questions of
global planning. The reality is that the plannstgucture of the Western Australian health system
is very similar to that of New South Wales. | sagg that is not particularly surprising. The Reid
report strongly endorses the role of area healtlicgs, which take a population view, and,
therefore, a lot of local planning becomes aread.adiowever, the responsibility for more global
principles of planning lie with the department agskentially with the division for which | now
have responsibility. We are looking through theplits submissions that were received. Some of
them were extremely comprehensive. That underpims process to go to a much broader
consultation.

The CHAIRMAN: They were submissions from clinical people.

Dr Towler: They were clinical people. No provision wasegivin that first round to consumer
engagement. It was an internal planning procestatd the development of business cases for sites.
We have recognised from the outset - much of my oammentary has been along these lines -
that this is not a health networking model. Itmy responsibility to ensure through the health
networks that we not only consult with consumerg, dlso that they become embedded in our
whole structure. Two or three networks are fumotig and we have consumer representatives on
the executives. They are a key element of whaanealoing.

The CHAIRMAN: You mentioned that consultation in obstetrics wat robust leading up to the
Reid report -

Dr Towler: It was not specific to obstetrics.

The CHAIRMAN: And that this process has not had any consumwehiement to date. | take it

that the clinical services consultation and thenicéll services framework was very clinically
orientated. The point | am making is that a lottloé work is being determined before the
community is given an opportunity to say what ituleblike. By the time the community is

consulted, it is almost a fait accompli. The comityuwill be involved by either supporting or not

supporting it. It may be involved with educatioklow do you feel about the community - mums
and dads - wanting a say in how they will haverthabies in that process?

Dr Towler: The process up to now has focused on what has gefore. The process that has
been going on within the organisation of WA healtler the past 12 months has focused on setting
up a series of business planning cases. As lb&date, | do not believe that any model of care has
been dismissed or adversely influenced by the gsotieat we have at hand. The Reid report was
released early 2004. It gave reasonably cleactitre on the thinking of where the facilities would
be placed. It is clearly my responsibility - am@ twhole organisation’s responsibility - to ensure
that consumer engagement is not just occasiontipmait must be a fabric of our planning
structures. | can assure you that in terms ofsaudision on models of maternity care, we do not
have a position in terms of, “This is the positiva are taking to the community”. Over the past
few months we have been looking at the models of eaross the world. They became very
evident. In fact, one of the aspects of the melitam clinical services planning process was the
extraordinary effort that was made to get eviddmased information for the discussions that were
being held. That whole information program packagié be made available through the health
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networks in an ongoing discussion with the communit have been tasked with leading and
conducting discussions with the community and coress on maternity care. We have just
inherited that responsibility.

The CHAIRMAN: When did you inherit it?

Dr Towler: It came about largely as a consequence of Camhthe view that there was a link to
the women'’s health service provider. In the finstance we sought, shall we say expert assistance,
in developing the original framework. That wastlyaiaken up in the metropolitan clinical services
planning process, which led to the report thate®ie you. We have recognised that having the
consumer consultation so closely linked to theestate obstetrics services unit and to King
Edward Memorial Hospital for Women is, with respegtobably not the optimum way to go
forward. It is much more consistent with the rilat | have in the development of health networks,
which have a clear responsibility to engage noy aohsumers, but also the community and carers,
who are often forgotten in these processes. Weuttang together the community consumer carer
consultation framework. In the first instance vegi the tension among the professionals involved
in maternity care - that will ensure that we havegered the scope. We are engaging the Health
Consumers’ Council for commentary around the was¢hquestions are being framed. They are
not directive. In fact, the whole aim is to belusive and to seek opportunities on discussions and
alternate models of care in a comprehensive waye st look fundamentally at what the
community is seeking and we must try to marry tWéh what we understand to be the best
evidence on safe outcomes. We clearly have a megplity having the evidence on safety. At the
same time, we have a clear responsibility to enshae voices are heard so that we know what
consumers, the community and mothers would likee Will seek to put the two issues together in a
way that, if it is affordable, we will do what warc.

[12.30 pm]

| am hoping that the full community engagement pss¢ which we are trying to define at the
moment, will be very comprehensive and will takensotime. We are committing substantial
resources to this process. However, | do not beltbe outcomes of that will be disadvantaged at
this point by the decisions that have been maddagcilities planning. 1 think, in fact, the
opportunity exists through this process to starinike changes long before we have bricks and
mortar in place.

The CHAIRMAN: Is it cast in stone that any of the currentlfées planning, facilities-based
evidence, or whatever you call it, the facilitidarming issues or decisions that have been maee, ar
able to be re-made on the basis of discussions@mlmer involvement etc?

Dr Towler: | would like to be specific about what the qims$ are that you are asking.

The CHAIRMAN: Okay, then, be quite specific. Do you want mmebé more specific in my
guestioning?

Dr Towler: 1 believe that the facilities framework has bemnlined and my impression is that
those decisions about facilities have been made.

The CHAIRMAN: And cannot be revisited as a basis of anythiag tomes from here on in?

Dr Towler: No. I think it is clear from what has happenedhe discussions on the future of
Princess Margaret Hospital that the things thaewertten in the Reid report and its outcomes are
never necessarily written in stone.

The CHAIRMAN: So it is possible, for example, that OsbornekRarght, through whatever
involvement and whatever decision making procdssstalace here -

Dr Towler: | would say to you that | would think it was ikdly, given that there are plans to do
other things with the site that meet other comnyungeds and which are, in fact, substantially
beneficial. There are real issues, as | am suueaye aware, concerning how much you can do in
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any one location. Fundamentally, some of the toes taken from the Reid report are being

refined and revisited, because when we have lockgain there has been reason found to
reconsider, and a lot of the reconsideration isialyt going on around that ring of hospitals that

includes Osborne Park, Bentley and Fremantle. Weaginning to understand that the subacute
sector interface issues are particularly challegpgind the mental health issues have resulted in ver
substantial planning on all those sites to improeetainly intermediate care facilities and post

acute-stay facilities. A facilities review will gm all the time on the best evidence that is atéetl

| have no doubt about that.

Hon LOUISE PRATT: I just have a brief question about something lyave already touched on
and | am just trying to get it on the record in arensuccinct way. You talked about redirecting
traffic from places such as Kalamunda to a cenigh s Swan District to make the nodes there
more viable around which to base training and geaf other workforce development issues.

Dr Towler: Yes.

Hon LOUISE PRATT: So if you have a smaller place like Kalamundat that you are then not
creating something that is big enough and closegmdéo the people to compete with King Edward
or is it that you really need to redirect that fiafo those outer regional areas? | am just gym
work through the logic of that picture.

Dr Towler: Sure. It is a balance. Kalamunda is almoshigue case. Delivery numbers are
around 500 deliveries a year. It falls in the nedchnge of deliveries. When you start from a
commitment seeking to move services away from trdgre and to identify a number of nodes so
that we can support a strong work force group atdilmse centres, there is a clear sense of just
how many places in which you can do that. | thirkacknowledge the quality of services that has
been delivered at Kalamunda. The view, thougho ithe future and to sustainability in terms of
workforce, access and training. As | believe tredlals of care that we adopt are likely to change
over time - | do not think there is any doubt abth#t - then the more centres in which you are
trying to do that, the more difficult it becomesriicularly as you increase a community-based
service. So the views here are about trying tkestx balance. | completely understand how people
in Kalamunda would feel. | do not think there rsyaloubt about that. However, also as a Royal
Perth clinician, | was a little rude to Profess@idRthe first time | read the draft of the document
because it was very challenging to Western Austmalargest health service provider with a very
strong history. However, the realignment of thaltlesystem to clearly meet the needs of the south
metropolitan area, which has been inadequatelyeaddd for a long time, leads to a series of
corollaries. | suppose what | am trying to sagestly as | possibly can is that the corollary here
that Kalamunda is probably the outstanding exarapiehere the pain is substantial.

Hon SALLY TALBOT: You have obviously had an extensive range ofgsional experience in
terms of community consultation. | do not wanfptd words into your mouth, because you have
given us a very succinct and eloquent expositiothefsituation this morning. However, you have
described a kind of polarity of opinion within tlodbstetric profession, the medical profession.
Would it be fair to say that it is equally true gay that the community does not speak with one
voice over the right outcome? Can you detectlagedn of that polarity in the community?

Dr Towler: As my clinical area is not obstetrics, | do believe that | am as well connected to
that discussion as | probably would want to be takena reflection on it. In my reading,
particularly as you can imagine in the last weekaVve been going back to the comment | made
earlier: clinicians, in fact, represent not onlgithown opinion but also that of the people theseca
for. 1 would say without a doubt that there arifeslences of opinion within the community. That
is not different from anything; we have the samscdssion on the delivery of cardio-thoracic
surgical services and a number of other clinicatiglines as to what is the right view. A lot bis
about the balance between sustainability and safitfyvolume, and access closer to home. That is
a very tricky balance and my impression from regdiome of the material and certainly a little bit
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from my own personal experience is that - andrkhi comes through in Cohen very nicely - in a
lot of ways a lot of the issues in the community aot just about the way services are configured,
but the way in which people have been treated aadaged and their experience. It is not just
related fundamentally to the nature of the seniickas also been partly related to their expeeenc
of that service, and that experience can often wadly. That is very challenging because we can
all find examples of people who have had a bad mepee, even in a very good institution. You
can often find then many people have had a veryl gogerience. So those sorts of community
differentials are set up all the time. | have anber of friends whose families have had adverse
experiences of Royal Perth Hospital and would mothgere if you wanted them to. | equally know
many, many people who believe it is a great instituand would choose to go there all the time. |
think what | am seeing and my impression has bleanyou have that same diversity in community
experience, because often it depends on a singdledspof care. So | think the counsel of women
who have had a number of babies and who havenk,tlearnt to express their opinion with greater
confidence are sending messages around the expesid¢iney have had that need to be heard. |
think it is very important that we capture thosessages, but | do not believe to any extent that the
community has a clear voice. The point | was mgkabout women who have had a number of
births is that the challenges are even more sutistéor women before their first birth because the
experience is largely unknown. Confidence andtgafethose situations must be foremost in their
mind, and we need to create an environment in witiela can be confident about themselves.

[12.40 pm]
The CHAIRMAN: When will the maternity services framework bleased?

Dr Towler: The framework? 1 think we have recognised tha need a much more
comprehensive community consultation than we haaa hefore. We are looking to address the
models of care that have been well outlined throthgh metropolitan clinical services planning
process and hinted at by Cohen. | think we widl aediscussion document that frames a series of
guestions. After some recent meetings, we propo$e@ve a discussion about what is called the
pathways of care, which seeks to ensure that we d&bdhe experience from prior to conception,
right through the pregnancy to the period aftegpescy and which seeks to identify options for an
individual if she has an uncomplicated pregnancly ddso clearly demonstrates what happens if
problems develop. The first process of ensurilag We have set up the questions will take us about
another six weeks. We hope to then start a vemypecehensive community engagement. | suspect
that we will not have the answer until early negas; to be honest.

The CHAIRMAN: Thank you very much.
Hearing concluded at 12.41 pm




