
STANDING COMMITTEE ON ESTIMATES AND FINANCIAL OPERATIONS ANSWERS TO
ADDITIONAL QUESTIONS

WA Health

Hon Nick Goiran MLC asked:

1) I refer to the evidence at the Budget Estimates hearing on 19 October 2021 that Dr Williamson acted
as Director General earlier in the year, and I as :

a) On what dates was the Director General on leave in January 2021;
Answer: 1 January to 17 January 2021

b) On what dates did Dr Williamson act as Director General in January 2021;
Answer; 1 January to 17 January 2021

c) On what dates in January 2021 did a handover occur between Dr Williamson and the Director
General;

Answer: 18 January 2021

d) Was any document produced in preparation for or as a result of the handover/s; and
Answer: Yes

e) Will you table the handover documents?
Answer: Yes

HANDOVER FROM JAMES WILLIAMSON TO DG 18/01/21

COVID 19: Vaccination implementation Weekly CEO/CHO meetings.
Presentation to Premier today

Hotel Quarantine employment BN submitted to MFH 15/01;
pulled from Premier s meeting
pending DPC discussion

Wastewater DOH comms drafting media
statement; regional testing
under ay

Review of Breaches Draft due to DG 22/01 from
PSCQ  ¦j HEOC dealing
with airport   J)

Bi-laterals Draft letter from MFH to Min
Hunt outlinin  concerns due

20/01 (SHICC actioning)
Surge workforce planning
SHICC contracts planning to extend to

December
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Fit Testing Be an on 4/01, >200 done, 10
ad itional machines being
d ployed, 6  o to complete

HCW vaccination policy HEC agreed no mandatory jabs
for HCW (follow flu policy);
discussion with CEOs/CHOs

Researcher forum (to address
ne ative vacc ne cov rage)

Pro osed  ttendee list
submitt d to|

Safe WA app an  use for Police
investigations

to provide
instances of police requests.

Saliva testing Roll out beginnin  this week; at
beginnin  of each shift for HQP

DETECT-FIFO 1 r questin  report on
details from Curtin

DETECT-Schools Briefing on final report to both
Ministers on Tuesday

Union and Stakeholder briefin s To be arranged by S&G an 
SHICC. ODG across too.

DOH:
PSP: Joondalup announcement (mi -l te

Jan)
| across this

Ramp n /TOC/system  ressures System update due to ODG
15/01

Service A reements ? NMHS & CAHS
MHTC  & SECU (EMHS)
Taskforces finalising

go ernance arrangements

S&G: ANF Industrial A reement Stalled at last minute
AMA Industrial A reement With DG to discuss  ith|
EMR Cost of BossNet roll out
S&G structure DG has received proposal

13/01
NMHS Board Chair appointment
IGB Final version being pre ared
ND1S Policy Problem Opp Statement

drafted. Meeting with
CED/S&G  k be innin  18/01

A A support sortin )
SHR brief for DP Cancelled. to brief policy

officers

PAH Medicine Stockpile
RRV cases
Salmonella
Ambulance Ser ices Fra ework Final feedback received from

MFH. Report being finalised

CED Workforce shorta es | engaged to lead
MH workforce work.
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NDIS* Problem Opp S ate ent
draft d.  eetin  with
CED/S&G wk beginnin  18/01

UCC expansion Move to BAU?
Medihotel Update pro ided  o  FH wk

beginning 04/01
IP | working  ith EMHS;

progress on Li in  Bone, poli y
solution in the lon  term (not
le islation)

Clinical Senate Mar h Discu sions  i h
(concerns re border closures

etc)
A C Revie  of intern pro ram

VAD  harmacy CE signed off, pendin  Board
Chair

VAD ICT egotiations  ith vendor
fruitful; working  ith them
full-ti e

FHRI Fund Advisory Council  ee ing to
discu s innovation; risk that
bud e   ill be underspent

Minis erial  ged Care Council CED and S&G preparin  options
for  FH

Cancer Network re  ructure P C  orkshop
A ed Care Network inisterial A visory Council

ODG Ramping solutions 2nd round updates due to be

back with| 115/01
GR FTIF B  and letter of appointments

for members sent to MFH
office

SO P | liaisin   i h PSC re;
positions

Major Projects  overnance - GRAFT;

WNHS; Peel; Sunbury
progressin 

go ernance models

HLMs SJA continuin  HLMs at outer
metro sites until 30/12/21

Confi ential SSO matter Info sent to SSO
Caretaker meeting Discu sed with     IB

Me ting li ely in coming  eeks
with and

re processes
during

HSPs:
All: Mental Health pr ssures CEs letter to MHC (Board Chair 

to MfH)
SMHS: Peel

Inci ents ED MH Obs Unit
NM S: WNHS SOSU
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Disciplinary Matters
Eating Disorders and  i met  ith |

| to discuss Business case,
for arding

papers. PSP to work with NMHS
as required.

SARC PSLR advice received. Russ to
brief MFH and discuss with
NMHS CE

EMHS: CTTWA -

SAC Is - 1

Incidents Youth Mental Health
CAHS: Midland Community Hub -

Incidents Mental health ward
WACHS: Incidents Kununurra  eneral  ard

SJOG Bunbury Stillbirth; role of DoH
HSS: QR Co e Contact register  olicy

VAD ICT See above

Vaccine IC Costs & scope

PATHWEST: HR E&L

Note: Staff names have been redacted.

2) I refer to Budget Paper 2, Volume 1 page 314, and I ask:
a) When is the 2-year Health Navigator Program Pilot expected to be completed and reported on;

Answer: It is estimated that the Health Navigator Pilot Program will be reported on quarterly-
commencing in the first quarter of 2022 and being completed by the fourth quarter of 2023.

b) Will there be interim reports: and
Answer: No, the pilot approach is undertaking planning for mobilisation through November and
December 2021, further advice on reporting will be available by the first quarter of 2022.

c) If yes to (b) where will they be made available?
Answer: Not applicable.

3) I refer to Budget Paper 2, Volume 1 page 308, line item 'End of Life Choices - Palliative Care
services and Project Implementation , and I ask:

a) How much was spent on implementing the recommendations to the Final Report of th  Joint
Select Committee on Palliative Care in Western Australia;
Answer: The line item referred to in the Budget Papers was allocated to support the
implementation of the recommendations contained in the My Life, My Choice report by the Joint
Select Committee on End of Life Choices. There has been no dedicated funding allocated to
implement the recommendations outlined in the JSC on Palliative Care report.
The Department of Health is developing initiatives to address these recommendations within
existing resources, building on preceding work. This work aims to address findings and
recommendations coming out of both Joint Select Committee reports and to enhance palliative
care service provision across the State.

b) Which of these recommendations have been implemented?
Answer: The findings and recommendations outlined in the Fi al Report of the Joi t Select
Committee on Palliative Care build on preceding and current work being undertaken by the
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Department of Health. All recommendations were supported in principle, noting dependencies
and the Department has been working with the sector to develop implementation approaches.

Since the release of the Final Report of the Joint Select Committee on Palliative Care in Western
Australia in November 2020, the Department of Health has been working with stakeholders to
implement the recommendations in a way that best meets the needs of the WA Health Sector
within current resourcing. This includes the following initiatives:
• Scoping for a palliative care navigator service is underway, in line with recommendation three

of the JSC on Palliative Care report. The next step is to develop an options paper to examine
the feasibility of establishing a palliative care navigator model in WA.

• In line with recommendation four, Nous group has been engaged to conduct an independent
evaluation of palliative care telephone/telehealth advice services available to clinicians in WA.
The final report is expected to be completed in December 2021 and will include
recommended next steps which will be considered by the Department of Health.

• The Department of Health is in the process of establishing grants for local government areas
to develop and/or expand volunteer services in palliative care through models such as
Compassionate Communities. It is expected that these grants will facilitate linking of formal
and informal care systems as well as developing sustainable skills, policies, structures and
resources to support members of the community in caring for each other at the end of life,
in addition to grief and bereavement support.

• Increasing education and training opportunities in palliative care through provision of
funding to Health Service providers to build the palliative care capacity within their services.
The Department of Health is also looking at opportunities to support tertiary education for
health professionals interested in specialising or building their palliative care knowledge and
capabilities, this includes specialist and generalist health professionals.

• Increased communication to consumers and the health sector on palliative care definitions
and resources. This includes website updates, enhancing consumer resources and
development of a palliative care consumer awareness campaign.

• The Department of Health continues to work on data improvement to more accurately
capture the level of palliative care activity across the State, including progression of ePalCIS
(electronic and Palliative Care Information System) development.

• Palliative care, including progress on implementing the Joint Select Committee reports was
included in the Department s Annual Report in 2020-2021.

4) I refer to Budget Paper 2, Volume 1 page 320, and I ask
a) Why is the average cost per bed-day for specified residential care facilities, flexible care (hostels)

and nursing home type residents higher than budgeted?
Answer: The 2020-21 Estimated Actual is impacted by additional funding associated with a variation
to the Commonwealth Multi-Purpose Services (MPS)i Agreement, which was signed after the
establishment of the 2020-21 Budget.

b) This appears to be a trend, why is this not catered for in forward estimates?
Answer: As outlined in 4(a), the 2020-21 Estimated Actual was impacted by a time-limited variation
to the Commonwealth  PS Agreement which provided additional funding for 2020-21 only and does
not appear in the 2021-2  Budget Target.

1 The Multi-Purpose Services Program combines funding for aged care services from the Australian
Government with state and territory health services. This joint initiative means small regional and remote
communities can offer flexible aged care services that meet the needs of their community.
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5) I refer to Budget Paper 2, Volume 1 page 326, and I ask:
a) What is the status of t e Carnarvon aged and palliati e care facility;
Answer: The facility is operational, and residents were relocated into the facility as at 26 October
2021. The new facility will be officially opened on 7 December 2021.

b) What FTE allocation has been provided for a palliative care specialist at this facility;
Answer: 1.0 FTE Nursing, however there is a broader Midwest Specialist Palliative Care

multidisciplinary team that supports patients across the region.

c) How many of the beds are for aged care and how many of the beds are allocated to palliative care?
Answer: The facility has been designed in a flexible delivery model with 38 physical bedrooms. 34 of these
are dedicated to aged care (noting 2 of these are respite bedrooms) and 4 are allocated to palliative care.

6) I refer to Budget Paper 2, Volume 1 page 326, and I ask
a) What is the status of the Kalamunda Hospital aged and palliative care facility;

Answer: As part of the Government s $9.5 million investment to enhance palliative care services
at Kalamunda Hospital, the design phase of these works is now complete, and the project is
currently in the procurement phase.

b) What FTE allocation has been provided for a palliative care specialist at this facility; and
Answer: There is currently 1.5 FTE Palliative Care Consultant with an additional 0.1 FTE Palliative
Care Consultant to be provided, as part of the palliative care upgrade to support the existing
Nurse Practitioner role.

c) How many of the beds will be available exclusively for the delivery of palliative care?
Answer: 22 beds.

7) I refer to Budget Paper 2, Volume 1 page 307 which details the total appropriations for the
Department of Health and I note that the Attorney General answered a Question Without Notice on
13 May 2021 stating that "The Department of Justice and the Department of Health are working
together to progress the matter of the recommendation from the Coroner's Court at a departmental
level", and I ask:

a) Who is working on this in the Department of Health?
Answer: The, Office of the Chief Health Officer

b) When did they first commence that work?
Answer: 13 July 2020

c) Has the Minister or Director General been briefed about this work?
Answer: Yes

8) I refer to Budget Paper, Volume 1 page 307, which details the total appropriations for the
Department of Health and I ask:

a) How much was spent on implementing the changes as a result of the introduction of Safe Access
Zones?
Answer: Changes have been implemented from within existing staffing and other resources,
without additional expenditure.
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b) What has been done to date?
Answer: The Department of Health has:

• Communicated the changes to relevant stakeholders;
• Published information on the establishment of Safe Access Zones on the WA Health website

at: https://ww2.health.wa.gov.aU/Articles/N R/Public-Health-enabling-legislation; and
• Liaised with WA Police regarding implementation.

9) I refer to Budget Paper, Volume 1 page 307, which details the total appropriations for the Department
of Health and I ask:
a) How much is being spent on reviewing the content of the WA Health brochures provided to

women considering an abortion;
Answer: The review is being conducted using existing resources within Women and Newborn Health
Service.

b) Who initiated this review;
Answer: The review was initiated internally by Women and Newborn Health Services.

c) Who is conducting this review;
Answer: Women s Health Strategy and Programs Unit within Women and Newborn Health Services
is leading the review.

d) When is this review expected to be completed?
Answer: The review is expected to be completed in 1 February 2022.

10) I refer to Budget Paper, Volume 1 page 309, which states that "the 2021-22 Budget also focuses on
improving access to healthcare through a range of regional initiatives, delivering election
commitments and other Government priorities, as well as continuing WA Health's journey of reform
and transformation through implementation of the Sustainable Health Review - the Government's
blueprint to deliver longer-term system sustainability, and I ask:

(a) What are the pilot initiatives to trial innovative models of care;
Answer:

i) Safe Haven - service for people with mental health issues requiring assistance and support,
but who do not require clinical intervention, as an alternative option to individuals who may
otherwise attend emergency departments after hours. Safe Haven is a calm, gentle, quiet
space at Royal Perth Hospital and Kununurra Hospital where people can receive early
intervention distress management and problem-solving support from both peer and clinical
support staff.

ii) Medical Respite Centre - the primary focus of the service is to support the individual
experiencing homelessness to receive post-acute care during their recovery from illness or

injury in a safe environment, while providing the  window of opportunity  to link the person
with community and social supports and key organisations as a component of the broader
system aimed at assisting people to recover from homelessness.

iii) Choose Home Over Inpatient Care Every time (CHOICE) at Fiona Stanley Fremantle Hospitals
Group (FSFHG) - The CHOICE model of care at FSFHG delivers comprehensive assessment of
the older adult at the point of admission with the aim to establish early supported discharge
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plans and assessments to be undertaken in the home environment which is more appropriate
for the older person. The model focuses on continuity of care delivered by a multi-disciplinary
team, in the home environment and integration between hospital care and the GP and
community health and social care. The model of care is discharge to assess and access to
rapid response clinics for example the Rapid Frailty Hot Clinic to provide specialist
assessment and care planning for frail elderly patients.

iv) Integrated Care for Older People Every time (ICOPE) at Rockingham General Hospital (RGH)
- The ICOPE service at RGH Vision provides an integrated multidisciplinary service that
operates at the hospital/ community interface and promotes best practice care for older
people. The focus is on collaboration between patients/carers, hospital and community
health and social care providers. The focus is on identifying unnecessary admissions,
promoting early discharges and developing appropriate comprehensive individualised care
plans for the older patient population. ICOPE builds the capacity and integrates with the two
interface services for older people at RGH, the Aged Care Transition and Liaison Nurse
(ACTaLN) service and the Urgent Care Clinic (UCC), with allied health support from
Rehabilitation in the Home (RITH) combined service REACH. The ACTaLN is a seven-day

service that supports people at the point of discharge from the hospital and links them back
with primary health care providers and/or the UCC at the hospital. The RGH UCC is five days
a week medical consultant led service for older people that operates at the interface of
hospital admission and discharge. It reviews patients diverted from the Emergency
Department (ED) and provides rapid access for post discharge follow up and urgent
community referrals. All potential referrals are assessed on the by a multi-disciplinary team
are referred to the appropriate services namely, ACTaLN, RITH or UCC.

v) Rehabilitation in the Home (RITH): Discharge 2 Assess (D2A) at FSFHG, RGH, Armadale Health
Ser ice (AHS), Royal Perth Hospital (RPH) and soon to commence at Sir Charles Gairdner
Hospital (SCGH) - Home First Principles model of care D2A compliments the existing
metropolitan wide seven day per week RITH service and the suite of community-based
services providing rehabilitation in the home, re-enablement to reduce length of stay and
delivering early discharge from hospital. The D2A program provides a comprehensive multi¬
disciplinary assessment of patients in their own home. This reduces the time patients spend
in hospital by diverting ongoing assessment and care into the community.

vi) The Child and Adolescent Health Ser ice Co-Iocation Hub pilot (also referred to as Midland
Community Hub Project) - is proposed to provide an integrated community health site for
children, young people and their families, emphasising the importance of high-quality
healthcare during the first 1,000 days of children s lives. The Midland Community Hub will
offer secure accommodation for community and mental health services and improved

workforce productivity by allowing clinical space in appropriate facilities.

(b) When did each pilot commence;
Answer:
i) 17 April 2021
ii) 25 October 2021
iii) November 2019
iv) June 2020
v) April 2019 commenced at FSFHG; July 2020 at RGH in collaboration with l-COPE; April

2019 commenced at FSFHG and April 2019 commenced at FSFHG.
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vi) September 2019.

(c) Which of these pilot initiatives have been completed;
Answer: All are in progress, with none completed.

(d) What was the outcome; and
Answer:

i) & ii) Both pilots are scheduled for 2 years duration each with a planned evaluation in 2023.

iii) - v) A full evaluation will be completed post pilot. To date, the three Home First Principle models
have provided care to over 6000 patients whereby they have been referred to the services and
assessed in their home environment. The CHOICE at FSH is estimated to have saved 1,756 bed

days when comparing the median length of stay for patients over 75 years, who returned home
from target wards when compared to the pre-CHOICE data. Hospital admissions via the RGH
Emergency Department have reduced for patients over 65 years from 42% in 2017/18 to 34% in
2020/21 which demonstrates hospital avoidance since commencement of the ICOPE service.

vi) The anticipated outcome of the Midland Community Hub Project is the co-location of
community child health and mental health services in an appropriate facility.

(e) How have these been reported on?
Answer:

i) E HS is required to report to the Mental Health Commission on a 6-monthly basis under its
Commission Service Agreement against output and outcome key performance indicators.
The first report is due in February 2022. This is in addition to the final evaluation report, which
will be undertaken at the end of the pilot period.

ii) Will not be reported until the end of the pilot period.
iii) - v) The Home First Principles models of care collect qualitative and quantitative data on the

services and report to the Department of Health Sustainable Health Review Recommendation
14 implementation group on a regular basis.

vi) No outcome has been reported (or achieved) as yet, as the project is still in the commissioning
phase. Project Status Reports have been provided to Department of Health as a part of the
Sustainable Health Review reporting.

11) I refer to Budget Paper, No. 2 Volume 1, page 309, regarding the Sustainable Health Review, and I
ask:

a) I note on page 3 of the Review that WA has a lower number of General Practitioners (GPs) per
person (79 GPs per 100,000 population compared to the national average of 96 GPs per
100,000) and I ask, what are the current numbers of GP's per 100,000 population
Answer: 112 GPs per 100,000 population in WA.

b) How many meetings has the Minister had with the Royal Australian College of General
Practitioners in 2020-21; and
Answer: 5

c) Further to (b) will you table the documents the Minister received in preparation for or at those

meetings?
Answer: Please see attached.
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12) I refer to Budget Paper, No.2 Volume 1, page 309, regarding the Sustainable Health Review, and I
ask:

a) I note Strategy 5 on page 43 of the Sustainable Health Review: Final Report is to "Drive
safety, quality and value through transparency, funding and planning". One of the action
items is to "Report patient safety and quality outcomes publicly", has this been completed;
Answer: Yes.

b) If yes to (a), where are these safety and quality outcome reports available; and
Answer: Safety and quality reporting is undertaken by the Patient Safety and Clinical Quality
Directorate (PSCQ) which annually publishes the From Death We Learn Report (since 2006)
and the Your Safety In Our Hands Report (since 2012). The PSCQ also contributes to national

safety and quality reporting e.g. through the Atlas of Healthcare Variation.

c) What is the line item that reflects the budgeted cost of implementation?
Answer: The costs of the above reporting are reflected in the Service 10 Health System
Management - Policy and Corporate Services.

13) I refer to Budget Paper 2, Volume 1 page 309, regarding the Sustainable Health Review, and I
ask:

a) I note Recommendation 9 of the Review includes  the use of  realistic medicine' and
'compassionate communities' models with individuals, local communities, patients, carers and
health professionals to promote and integrate social approaches to dying, death,
bereavement in everyday li es , and I ask what are the key changes to current practice that
ha e been impacted by the implementation of the 'realistic medicine' model;
Answer: Realistic medicine is a person-centred approach aiming to work together to have a
sensible and practical idea of what can be achieved or expected, and representing things in a
way that is accurate and true to life.

The Department of Health is working with the sector on various initiatives that aim to address
the mismatch between people's expectations and experiences in end of life care.
This includes the de elopment of a new Advance Health Directive (AHD) template which
includes important additions such as 'My Values' section to guide people as they make
important decisions about their treatment options. A guide to accompany the revised WA
AHD is also currently being developed. These documents are expected to be released in 2022.

The Department has also been working to develop the WA Health Strategy for Advance Care
Planning (ACP) education and awareness raising: For health professionals and the community.
This was developed following close stakeholder consultation.

Goals of Patient Care (GoPC) is also an important tool. GoPC establishes the most medically
appropriate, realistic, agreed GoPC that will apply in the event of clinical deterioration, during
an episode of care. This clinical care planning process facilitates proactive shared discussion
and decision-making between the clinician, patient and family/carer. The Department is
working to better understand the challenges, barriers and enablers to GoPC discussions at
the individual organisational and systemic level through a cross sectional survey of clinicians
across WA. The findings of this will inform the Department on other models for GoPC that
could potentially facilitate 'take up' amongst health professionals and clinicians.

b) How have the outcomes of this 'realistic medicine' model been measured;
Answer: The Department is working to implement methods that measure the update of GoPC,
AHD and Advance Care Planning discussions. These will be implemented alongside the
initiatives mentioned above.
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c) How many  compassionate communities  models are currently in place in our State and
where are they located;

Answer: Many compassionate communities have been initiated and are currently operating
throughout the state in metropolitan, outer metropolitan and regional areas. These models
have been initiated by community members at a local level. To determine the number and
type of 'compassionate communities' models operating in WA, Palliative Care WA is working
to compile an index of compassionate communities initiatives both current and emerging to
publish on their website. In addition to providing data on the existence of compassionate
communities models, it will also act as a source of information sharing.

d) Since the Sustainable Health Review was completed, how many further 'compassionate
communities' models have been established and what work has the Department done to
ensure this work is ongoing?
Answer: The Department of Health is in the process of establishing grants for local
government areas to develop and/or expand volunteer community services in end of life and
palliative care through models such as the Compassionate Communities model. It is
envisaged that grants will run for a 2-year period commencing in 2022. Grants will be awarded
across both metropolitan and regional WA. The intent of these grants is to support local
governments to integrate end-of-life and palliative care support into community programs
and networks with the aim of improving health outcomes. Councils will design their own
project to suit the needs and strengths of their organisation and local community. Successful
grant recipients will incorporate matters concerning dying, death and bereavement into their
local government policies, planning and practices to support residents who are approaching,
or who are at, the end of life, and their carers.
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Hon Martin Aldridge MLC asked:

42.8 FTE

2 FTE

For the Department of Health: 9 FTE

1.08 FTE
17.84 FTE
98.14 FTE
12.30 FTE

19 FTE
14 FTE
68 FTE
9 FTE

3.4 FTE
1 FTE
0.9 FTE
2 FTE
1 FTE
4.5 FTE
1 FTE
2 FTE
1 FTE
5.98 FTE
6 FTE
2 FTE
7.31 FTE
1 FTE

For the WA Country Health Service:
Broome

Kununurra

Derby
Port Hedland
Karratha
Kalgoorlie
Esperance
Narrogin
Northam
Geraldton
Albany
Perth
Southwest
Busselton

1) I refer to Pharmacists engaged by Department of Health and I ask:
a) What is the budgeted FTE of Pharmacists employed in the WA Public health system in 2021-22,

by location
Answer:

As at October 2021:

For the South Metropolitan Health Service:
Fremantle Hospital 13.8 FTE
Fiona Stanley Hospital 85.5 FTE
Rockingham General Hospital 21.64 FTE

For the North Metropolitan Health Service:

Graylands Hospital
King Edward Memorial Hospital
Sir Charles Gairdner Hospital
Osborne Park Hospital

For the Child and Adolescent Health Service:
Perth Children s Hospital
AUSPMAN Pharmaceutical
Manufacturing Facility at Balcatta

For the East Metropolitan Health Service:
Kalamunda Hospital
Armadale Hospital
Royal Perth Hospital
Bentley Hospital
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b) What was the actual FTE of Pharmacists in 2020-21, by location;
Answer:

The table below provides average actual FTE of Phar acists (excluding pharmacy technicians and
interns) by Health Service Provider for 2020-21.

Health Service Provider FTE

Child and Adolescent Health Service 49.9

Department of Health 9.1

East Metropolitan Health Service 90.3

Health Service Support 0

North Metropolitan Health Service 121.4

PathWest 0

South Metropolitan Health Service 122.3

WA Country Health Service 55.5

Total 448.5

c) What was the actual FTE of Pharmacists in 2019-20, by location;
Answer:
The table below provides average actual FTE of Pharmacists (excluding pharmacy technicians and
interns) by Health Service Provider for 2019-20.

Health Service Provider FTE

Child and Adolescent Health Service 48.5

Department of Health 9.5

East Metropolitan Health Service 89.7

Health Service Support 0

North Metropolitan Health Service 120.2

PathWest 0

South Metropolitan Health Service 119.7

WA Country Health Service 54.5

Total 442.1

d) What is the budgeted FTE of Pharmacy interns employed in the WA public health system in 2021-
22, by location

Answer:
For the East Metropolitan Health Service:
Armadale Hospital 1.00 FTE
Royal Perth Hospital 3.23 FTE

For the South  etropolitan Health Service:
Fremantle Hospital 1.0 FTE
Fiona Stanley Hospital 6.0 FTE

For the North Metropolitan Health Service:
Graylands Hospital 1 FTE
King Edward Memorial Hospital 2 FTE
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Sir Charles Gairdner Hospital
Osborne Park Hospital

6 FTE
1 FTE

For the Child and Adolescent Health Service:
Perth Children s Hospital 2 FTE

For the WA Country Health Ser ice:
Kalgoorlie 1 FTE

For the Department of Health: Nil

e) What was the actual FTE of Pharmacy interns in 2020-21, by location;
Answer:

The table below provides average actual FTE of pharmacy interns (excluding pharmacy technicians
and pharmacists) by Health Service Provider for 2020-21.

Health Service Provider FTE

Child and Adolescent Health Service 2.1

Department of Health 0.2

East Metropolitan Health Service 3.9

Health Service Support 0

North Metropolitan Health Service 9.8

PathWest 0

South Metropolitan Health Service 14.6

WA Country Health Service 0.9

Total 31.6

f) What was the actual FTE of Pharmacy interns in 2019-20, by location;
Answer:
The table below provides average actual FTE of pharmacy interns (excluding pharmacy technicians
and pharmacists) by Health Service Provider for 2019-20.

Health Service Provider FTE

Child and Adolescent Health Service 1.5

Department of Health 0

East Metropolitan Health Service 3.3

Health Service Support 0

North Metropolitan Health Service 8.6

PathWest 0

South Metropolitan Health Service 14.6

WA Country Health Service 0.8

Total 29.0
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General notes (applying to all data) in Hon Martin Aldridge 1, above:
• Data Source: Human Resource Data Warehouse (H DW).
• Totals may not add up due to rounding.
• Pharmacist type is identified by standardised position title.
• FTE is calculated as the monthly Average FTE and is the average hours worked during a period

divided by the Award Full Time Hours for the same period.
• FTE figures provided are based on Actual (Paid) month to date FTE.

g) What is the current number of Pharmacists (by FTE) working at COVID-19 clinics and their applicable
remuneration?

Answer:
For the East Metropolitan Health Service:

• 2 x Pharmacist FTE at level PI.4
• 1 x Pharmacist FTE at level PI.4
• 1 x Pharmacist FTE at level P3.1
• 1.8 x Pharmacist FTE at level P2.1
• 0.2 x Pharmacist FTE at level PI.3
• 0.8 x Pharmacist FTE at level PI.2

For the South Metropolitan Health Service:
• 2.4 x Pharmacists FTE employed as PI.2 - PI.4 depending on prior experience

For the North Metropolitan Health Service:
• 0.47 x Pharmacist FTE at level PI.6
• 0.24 x Pharmacist FTE at level P3.1
• 0.24 x Pharmacist FTE at level P3.1

For the Child and Adolescent Health Service:
• 2.24 x Pharmacist FTE at level PI.2
• 0.26 x Pharmacist FTE at level PI.3
• 2.70 x Pharmacist FTE at level PI.4
• 10.11 x Pharmacist FTE at level PI.5
• 3.19 x Pharmacist FTE at level P1.6
• 0.56 x Pharmacist FTE at level P2.3
• 1.74 x Pharmacist FTE at level P3.1

For the WA Country Health Service: Nil

h) What was the number of Pharmacists (by FTE) working at COVID-19 clinics on 30 August 2021 and
their applicable remuneration?
Answer:

For the East Metropolitan Health Service:
• 2 x Pharmacist FTE rostered to the PCEC Vaccination clinic at level PI.4
• 1 x Pharmacist FTE rostered to the PCEC Vaccination clinic at level P2.1
• 1 x Pharmacist FTE rostered to RPH COVID Operations at level P3.1

For the South Metropolitan Health Service:
• 2 x Pharmacists FTE - 1 x PI.2 casual and 1 x Pharmacist PI.2
• 1 x Pharmacist FTE at level PI.6
• 1 x Pharmacy assistant at level G2.4
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For the North Metropolitan Health Service:
• 0.2 x Pharmacist FTE at level P3.1

For the Child and Adolescent Health Service:
• 0.05 x Pharmacist FTE at level G2.1
• 2.87 x Pharmacist FTE at level PI.2
• 1.12 x Pharmacist FTE at level PI.3
• 1.20 x Pharmacist FTE at level PI.4
• 5.01 x Pharmacist FTE at level PI.5
• 3.9  x Pharmacist FTE at level PI.6
• 1 x Pharmacist FTE at level P2.1
• 1.64 x Pharmacist FTE at level P3.1

For the WA Country Health Service:
• 0.6 x Pharmacist FTE at level PI.4

i) What was the number of Pharmacists (by FTE) working at COVID-19 clinics on 30 June 2021 and
their applicable remuneration?
Answer:

For the East Metropolitan Health Service:
• 1 x Pharmacist FTE rostered to the RPH Vaccination Clinic at level PI.4
• 1 Pharmacist FTE rostered to the Armadale Hospital Vaccination Clinic at level P2.3

For the South Metropolitan Health Service:
• 1.0 FTE Pharmacist - PI.4
• 1.0 FTE Pharmacist PI.6
• 1 FTE pharmacy assistant G2.4

For the North Metropolitan Health Service:
• 0.55 x Pharmacist FTE at level PI.6

For the WA Country Health Service: Nil

For the Child and Adolescent Health Service:
• 0.4 x Pharmacist FTE at level G2.1
• 2.78 x Pharmacist FTE at level PI.2
• 0.53 x Pharmacist FTE at level PI.3
• 1.26 x Pharmacist FTE at level PI.4
• 1.02 x Pharmacist FTE at level PI .5
• 1.38 x Pharmacist FTE at level PI.6
• 0.61 x Pharmacist FTE at level P2.1
• 0.25 x Pharmacist FTE at level P2.2
• 1.53 x Pharmacist FTE at level P2.3
• 1.24 x Pharmacist FTE at level P3.2

NOTE:
• There were no Pharmacists at COVID-19 testing clinics, only at COVID-19 vaccination clinics.



2) I refer to Budget Paper 2, Volume 1, page 314 and paragraph 43, and I ask:
a) WA Health has launched a local version of the Care Opinion platform. Can the Minister confirm

that the licence to use this platform is only for WA Health and not-for-profits and other health
ser ice providers cannot access the platform;
Answer: Care Opinion (CO) is an independent, not-for-profit and anonymous online patient
feedback platform, administered by CO Australia. Patient Opinion Australia rebranded to CO
Australia in March 2020. The Department of Health and Health Service Providers are CO
subscribers. Any organisation can contact CO Australia regarding use of the platform.

b) What is the cost for the platform;
Answer: WA Health does not own the CO platform. Care Opinion Australia is the administrator and
owner of this independent platform. The cost for the Department of Health's Care Opinion
subscription is $31,157 for the 2021/2022 financial year.

c) How much would it cost to extend access to not-for-profits and other health ser ice providers;
Answer: Care Opinion Australia would make this determination as the administrator of the platform.

d) Does extending access to the platform to government ser ice providers supporting better
integration align with Strategies 4, 5, 6, 7, and 8 of the Sustainable Health Review?
Answer: Enabling access to a consumer feedback platform supports the intent of all strategies in
the Sustainable Health Review. As per b and c, WA Health does not own the platform and does
not have the jurisdiction to extend its use.

3) I refer to Budget Paper 2, Volume 1, page 310, and paragraph 17 relating to the more than 100 active
projects underway, and I ask:
a) How many of these active projects are worth over $100 million;

Answer: Five active projects.

b) How many of these active projects are car parks;
Answer: Four active projects include car parks.

c) Does each HSP manage car parking at tertiary hospitals or is a third party contracted;
Answer: The management of car parking varies across sites. Some are managed by the Health
Service Providers and some by third parties.

d) Have any of the hospital management teams had to prioritise parking? For example, asking
administration staff to park elsewhere because there was no parking available for doctors and

nurses;

Answer: Access to parking is prioritised and is dependent on the number of bays available per
site. Patients and key staff including those identified on shifts are prioritised for parking.

e) Focusing on QEII Medical Centre - the QEIIMC Trust has a parking strategy and parking priority
policy for its 5,350 parking bays. In the Trust s annual report there is a note about a travel plan
2021-25.

i) Is WA Health asking all hospitals to have a travel plan for staff; and
Answer: The Metropolitan Access and Parking Strategy (MAPD) provides guidance on
requirements for staff travel plans for large metropolitan hospitals. QEIIMC Trust has a Travel Plan

for the QEIIMC Campus.
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ii) Has the Minister received any correspondence from staff regarding QEII C Trust parking

strategy and parking priority policy?
Answer: Yes.

f) Has the WAPC been approached to help plan better parking across the hospital network for staff
and visitors;
Answer: Yes, WAPC has been consulted on an as-need-basis.

g) Does the 100 active projects include software and ICT investment and the implementation of the

BedState program;
Answer: Yes, some of the projects are ICT and software related, but the BedState Program is not
captured as part of the Asset Investment Program.

h) Can the Minister please explain how the Bed State data will differ from the current data capture
method; and
Answer: Current data capture methods vary according to Health Service Provider (HSP). A new
data capture method is being developed for a central repository of available bed information,
drawing from existing systems where possible to enhance timeliness and accuracy. Guidelines
will be developed by the Department of Health together with HSPs to ensure compatibility and
consistency of data recording practices across the system.

i) Does WA Health capture the number of daily active beds and bed access block at each hospital?
Answer: HSPs routinely capture daily active bed numbers for operational management reasons.
The Department of Health currently draws on this for reporting across the system. Additional
inclusions/exclusions at a system level are often required in order to most accurately respond to
business and planning questions. Access block is not reported by the Department of Health.

4) I refer to Budget Paper 2, Volume 1, page 327 and the WA Country Health Service Expansion of
Command Centre and I ask:

(a) What is are the details of the expansion;
Answer: The funding of $10.2 million is to refurbish an area within 189 Wellington St (WACHS
Area office) that is currently unoccupied to enable relocation of the existing services of the
WACHS Command Centre (including The Emergency Telehealth, Inpatient Telehealth and Mental
Health Telehealth services) from Royal Perth Hospital

(b) What will new staffing capacity be;
Answer: The refurbished area will enable relocation of the existing workforce and will provide
some additional capacity to accommodate any future staffing increases.

(c) What will the ongoing costs of servicing an expanded Command Centre be; and
Answer: The funding is for refurbishment of an area on WA Health owned property at 189
Wellington Street.

(d) Have the ongoing costs been provided for in the forward estimates
Answer: No - There are no ongoing costs beyond the capital funding requirement.

5) I refer to Budget Paper 2, Volume 1, page 321 and the service division of Public Health and
Community Services, and I ask:

a) With the increase in 2021-22 budget target, will we meet a 5% expenditure in preventative public
health spending by 2025;

Answer: Recommendation 1 of the Sustainable Health Review (SHR) aims to increase and sustain
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focus on investment in public health, by increasing prevention spend to at least 5% of total health
expenditure by July 2029. It is unlikely that the 5% target for expenditure on prevention and public
health will be met by 2025.

b) If not, why not;
Answer: Progress towards the implementation of Recommendation 1 of the SH  is well underway.
The Department of Health is investigating options for increasing investment in prevention, along with
consideration about where additional funding could best be applied, based on the priorities defined
by the SHR Final Report. The Department of Health continues to progress this work, with the goal of
increasing investment in preventive public health spending by July 2029.

c) Is most of this increase directly related to COVID-19 response?
Answer: Yes. However, there is a 7.3 % growth in funding for core programs and services from the
2020-21 Budget to the 2021-22 Budget.

d) What strategies and programs are WA Health developing or implementing to tackle obesity and
smoking?

Answer: WA Health takes a comprehensive, whole of population approach to tackle obesity and
smoking by:

• Stewarding statewide obesity prevention and smoke-free policies according to priorities
of the WA Health Promotion Strategic Framework and the Sustainable Health Review.

• Maintaining monitoring, enforcement and review of legislative controls on the sale,

supply, marketing and use of tobacco products.
• Driving change in the health care system to meet the early intervention an  weight

management priorities of the WA Healthy Weight Action Plan.
• Funding chronic disease management programs delivered in the community by the not

for profit sector.
• Funding the delivery of a range of whole-of-population and targeted preventive health

programs, including mass media campaigns, such as LiveLighter® and Make Smoking
History. Other programs include Refresh.Ed, which provides school nutrition education
and food literacy curriculum support materials for teachers, and Quitline, a one-on-one
telephone support service to support Western Australians to quit smoking.

6) I refer to Budget Paper 2, Volume 1, page 328, under Other New Works the election commitment
for Country Ambulance Initiatives:

(a) For what purpose is the $1.6 million allocated;
Answer: $1.6 million is for the replacement of six WA Country Health Service owned ambulances at
Derby, Halls Creek and Fitzroy Crossing.

(b) How does this funding relate to the $9.  million allocated to implement the recommendations

of the Country Ambulance Strategy; and
Answer: The $1.6 million for the replacement of the six WACHS owned ambulances in the Kimberley
is part of the $9.2m. The balance of the funding is for paramedic support in the Kimberley and to
align the Kimberley Ambulance Service to industry standards; and for the development and to
operationalise the centralised acute patient transfer system for country patients.

(c) Please provide the current status of each of the recommendations of the strategy?
Answer: Of the 19 recommendations:

• Eight recommendations have been significantly progressed and are being tested or

trialled (Rec: 1, 3, 4, 5, 11, 12, 16, 17)
• Eight recommendations require contractual changes and will be progressed in the next

contract development (Rec: 2, 8, 9, 10, 14, 15, 18, 19)
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• One recommendation has been superseded with an updated Office of Auditor General

report (Rec: 6)
• Two recommendations are awaiting the outcome of the Public Inquiry into Ambulance

Services (Rec 7, 13).

7) I refer to the Western Australian Future Health Research and Innovation Fund on page 273 of Budget
Paper 3, and the response given to question 2 prior to hearings and I ask please table the
recommendations from the Western Australia Future Health Research and Innovation Fund Advisory
Council for 2020-21 & 2021-22.

Answer: As provided in the response to the previous question prior to hearings, these
recommendations have been tabled in both Houses of Parliament. However, for convenience, these
recommendations can be tabled (refer to Attach ents 1 to 3).

8) I refer to the transcript of evidence from the WA Health Hearing, specifically ventilated bed capacity,
and I ask:
a) How many ventilated beds are currently available in:

i) Public hospitals; and
Answer: 111 ventilated beds

ii) Private hospitals;
Answer: 38 private hospital ventilated beds are included in the surge plan

b) How many ventilators were purchased by the government as part of its COVID-19 response;
Answer: 363 ventilators, inclusive of 10 ventilators previously acquired by the Department of
Health, Disaster Preparedness Management Unit.

c) What was the total cost of the ventilators identified in (b);
Answer: $16.55 million (GST excl.)

d) Of the ventilators identified in (b) how many are in storage and how many are in operation;
Answer: All ventilators are in storage.

e) What is our total ventilated bed capacity if all ventilators (public and private) were deployed under
the surge plan;
Answer: A total ventilated bed capacity of 316 has been planned with additional ventilator
capacity should it be required.

f) Do we have sufficient number of trained doctors, nurses and health support workers to allow for

a full deployment of our surge capacity;
Answer: Yes, with alternative workforce models and ongoing recruitment.

g) If no to (f), based on our current workforce and training levels, what is out practical capacity today;

Answer: Not applicable

h) I refer to the  upskilling program  mentioned by Mrs Liz MacLeod at page 11 of the transcript
and ask:

i) Please detail tranche 1 of the program; and

Answer: For Royal Perth Hospital Intake 1:11 October 2021 to 30 January 2022 - total 17 staff.

ii) Please detail tranche 2 of the program?

Answer: For Royal Perth Hospital Intake 2: 8 November 2021 to 27 February 2022 - total 24 staff.
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9) Noting the Commonwealth Government's Residential Aged Care COVID-19 Employee Vaccination

Support Grant, which provides an $80 payment for casual aged care staff required to go off-site to receive
a vaccination; paid leave of up to $185 for casual staff who become unwell after a vaccination; and grants
of up to $500 to facilitate off-site vaccination for employees to cover transport costs and other reasonable

expenses when getting vaccinated, I ask:

(a) Will the State Government implement comparable measures to encourage vaccination and to retain
staff subject to mandatory vaccination directions;
Answer: Given the opening of additional clinics and availability of vaccines in Western Australia, and
sufficient lead time for vaccination requirements of prescribed industries and occupations, the State
Government is confident all employees will have the opportunity to be vaccinated by the relevant date set
out in the phased approach under the mandatory vaccination policy.

Casual employees who fall ill may be able to access the COVID-19 claims scheme.

(b) If yes to (a) what is the expected cost of extending a comparable incentive regime to public employees;
Answer: Not applicable.

(c) I refer to your media statement of 2 September 2021 entitled  COVID-19 vaccination to become
mandatory for Western Australian health care workers , and I ask:

(I) On the following dates, how many health care workers or health support workers were accessing
tier one facilities in contravention of the directions:

(A) 1 October 2021;
Answer: 1

(8)8 October 2021;
Answer: Nil

(C) 15 October 2021; and
Answer: Nil

(D) 22 October 2021;
Answer: Nil

(ii) How many staff have been redeployed from tier one facilities as a result of their vaccination status;
and

Answer:
126

(iii) How many staff have resigned from their positions or been terminated from their positions as a
result of their vaccination status?

Answer:
52

10) I refer to the State Government's recovery of hotel quarantine costs and I ask:
(a) How many hotel-quarantined persons have been accommodated in WA to date;
Answer: At 31 October 2021, 47,133 passengers have been accommodated in hotel quarantine in
WA.
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(b) Of those identified in (a) how many persons have been issued with invoices associated with their
hotel quarantine costs;
Answer: At 31 October 2021 the Department of Health has issued over 29,287 invoices, which may
relate to multiple persons. Invoices are generated per room not per passenger.

(c) How many invoices remain outstanding and what is the total amount outstanding;
Answer: At 31 October 2021, 11,892 of invoices issued remain outstanding, estimated at $28 million.

(d) How many invoices for hotel quarantine have been issued in the following time periods following
check-out from quarantine:

(i) Within 30 days;
(ii) Between 31 and 60 days;
(iii) Between 61 and 90 days; and
(iv) After 90 days or more; and

Answer: The Department of Health is not able to provide this information as it not recorded within
the invoicing system. The Department is committed to issuing invoices within 60 days of the
passenger s check-out date.

(e) What is the total dollar value of invoices for hotel quarantine which have not been issued to date?
Answer: At 31 October 2021, it is estimated the total dollar value of invoices which have not yet been
issued is $2.5 Million.

11) I refer to BP 2 Vol 1 p309 'Significant Issues Impacting the Agency' and I ask:
a) How many elective surgeries were cancelled during September 2021 in the:
i) Metropolitan area
Answer: 1897

ii) Country Health Service Answer:
Answer: 559

b) In total, how many elective surgeries (by category and hospital) were cancelled for each month
in the following periods:
i) July 2021 to date;
ii) 2020-21;
iii) 2019-20;
iv) 2018-19;
v) 2017-18?
Answer: see excel attachment 1.

General notes (applying to all data) in Hon Martin Aldridge 11a and 11b, above:

Elective surgeries can be cancelled for a variety of patient-initiated and hospital-initiated reasons,
including but not limited to:

• Patient-related (i.e. patient cancelled, patient deceased, patient unfit or unprepared for
procedure, patient refused surgery, procedure not required, patient transferred to another
hospital etc).

• Hospital demand and capacity related (i.e. no bed available, surgeon, nursing staff or
anaesthetist unavailable, theatre related - higher urgency case, equipment issues, theatre time
unavailable etc.).

• COVID related (i.e. COVID lockdown, patient in quarantine).

Minist e&SQk   fials



Elective surgeries can also be cancelled as a result of policy direction (i.e. the suspension of non¬
urgent Category 2 and 3 elective surgeries in September 2021 to help alleviate system pressures).

12) I refer to BP 2 Voll p 310 'Delivering Core Services to the Community - point 10  Targeted initiatives
to increase WA Health s Workforce1 and the international and national nurses' recruitment campaign
announced by the health minister in April and I ask:

(a) How many nurses have been recruited since April;
Answer: 2,672 nurses have been recruited across the WA health system from 1 April 2021 until
3 November 2021.

(b) How many have been specifically recruited:
(i) From WA;
(ii) From interstate; and
(iii) Internationally;

Answer: Due to the system limitations Health Support Services (HSS) is not able to report on where
the 2,672 nurses were recruited from. However, we can confirm 1,071 nursing recruitment
advertisements were have advertised on JobsWA between 1 April 2021 and 3 November 2021. In
addition to advertising on JobsWA, the information provided below is a summary of the international
and national recruitment processes undertaken during this time.

Speciality
No. of

Advertising
Campaigns

Comments

National 160 The platforms used to attract national candidates were Seek, state
newspapers, The Australian newspaper, Australian nursing journals,
Indeed for the following nursing occupational groups:
• Registered Nurse
• Clinical Nurse
• Midwife
• Enrolled Nurse
• Assistant in Nursing
• Regional Director of Nursing and Midwifery
• Director of Nursing
• Nurse Practitioner
» Nurse Manager

International 5 Five HSPs have ran international campaigns. The campaigns
included:
• Clinical ICU Nurse - advertised on Seek New Zealand;
• Registered Nurses (x2 campaigns) - advertised on Indeed in the

UK, Canada, Ireland, Philippines and United Arab E irates;
• Nurse Manager Mental Health - advertised on Indeed in the UK,

New Zealand and Canada; and
• Clinical Mi wife - advertised on Indeed in the UK, Canada and

New Zealand.

(c) How many registered nurses have resigned from the public health system from April 2021 to
date;

Answer: 1,872 registered and enrolled nurses (including full-time, part-time and casuals) ceased
employment across the WA health system between 1 April 2021 to 3 November 2021.
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(d) How many of those mentioned in (c) were FTE or casual; and
Answer: Of the 1,872 resignations:

• 713 employees were on permanent contracts:
• 450 employees were on fixed term contracts; and
• 709 employees were on casual contracts.

(e) How many staff have resigned in Safety and Quality at CAHS/PCH since April 2021 to date?
Answer: Since 1 April 2021 to date within the CAHS Safety and Quality area, five staff have resigned
from permanent roles, three of whom have moved to another role within WA Health; and two
employees on fixed term contracts have left CAHS for roles outside of WA Health.

13) I refer to WA Health staff and I ask:

(a) How many health department staff have resigned since the mandatory COVID-19 vaccination
order was made?

Answer: 247. Not all will be attributable to the mandatory vaccination order.

(b) Of those that have resigned (by each health service provider) how many were:
(i) Doctors;
Answer: 11

(ii) Nurses;
Answer: 86

(iii) Midwives;
Answer: 9

(iv) Executives;
Answer: 1

(v) Administrative; and
Answer: 67

(vi) Other?
Answer: 73

14) I refer to BP 2 Vol 1 p 326 and I ask:

a) Given KEMH forecast to deliver an extra 400 babies this financial year, what immediate plans are
in place to cope with additional births;

Answer: The King Edward  emorial Hospital (not including the Osborne Park Hospital (OPH)
maternity services) is on track to deliver approximately 5850 births for Financial Year 2021-22, which
is a reduction from the 2020-21 Financial Year of (6000) births. The additional births seen in the
2020-21 Financial Year may be attributed to the additional activity from the Bentley Health Service,
the redirection of patients to OPH after the OPH maternity services were transferred under WNHS
governance, and a reduction in patients using/having private health insurance. The estimated 5850
births for the 2021-22 Financial Year is in line with resourced birthing numbers from 2019-20.

b) I refer to the suspension of the KEMH Community Midwifery Program and ask how many
expectant mothers will likely be affected?

Answer: 106 women received notification regarding the temporary suspension. All affected women
have now been placed and have birthing plans in place.
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WA Health

Hon James Hayward MLC asked:

1) I refer to page 113 of BPS,  Patient Assisted Travel Scheme - Accommodation Subsidy with annual

indexation and escort eligibility  and I ask:

a) As part of the increased spending over the forward estimates, are there plans to offer access to
this scheme for elderly patients in Collie who need to access services in Bunbury?

Answer: The amendments to the Patient Assisted Travel Scheme (PATS) accommodation subsidy and
escort eligibility criteria have not impacted the travel distances that form part of the eligibility criteria
to access PATS subsidies. The PATS subsidy distance eligibility is 100km each way (or 70km each
way for patients accessing renal dialysis or cancer treatment). The distance between Collie and
Bunbury is 55km, thus patients are not eligible for PATS subsidies for this journey.

b) Is it the aim of the PATS to ensure all Western Australians can access medical services at the same

cost?
Answer: The intent of PATS is to assist in offsetting the disadvantage and inequity experienced by
country Western Australians who need to travel to access specialist medical services not available
locally, through the provision of financial subsidies for travel, and accommodation where applicable.
Its scope does not encompass the total cost of accessing medical services.

2) I refer to page 113 of BPS -  Response to Covid19" and I ask:
(a) As part of the spending in 2020-21, how much was spent on purchasing ventilators, and how

many ventilators were bought;
Answer: $7.6 million was spent on purchasing 214 ventilators in 2020-21, in response to COVID-19.

b) As part of the spending allocated in 2021-22, how many additional ventilators will be purchased
Answer: There are no current plans to purchase ventilators. Any ventilator purchases for 2021-22

would be undertaken by the HSPs if required.

c) Considering there is no additional funding allocated beyond 21/22, does this infer the
Government believes the Covid pandemic will be over as at 30 June 2022?

Answer: Given the uncertainly and evolving nature of the pandemic, the review and allocation of
ongoing budget requirements for CO ID-19 will occur in future budget cycles.
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WA Health

Hon Wilson Tucker MLC asked:

1) Please clarify the process used to develop COVID-19 modelling for use by the Government, particularly:
a) Are multiple models and predictors used to synthesise a model suitable for use by the Chief Health

Officer;
Answer: Yes. Various published international and national models were considered to build WA
Health's model.

b) How is COVID-19 modelling presented to the Chief Health Officer, and does this take the form of a
document(s);

Answer: The draft modelling was presented to the Chief Health Officer through presentations,
meetings and written communication.

c) What team or division produces and collates the modelling provided to the Chief Health Officer;
Answer: The modelling is a collaboration between various areas within the Department of Health that
provide analytics, modelling, public health advice and management functions.

d) Does the modelling provided to the Chief Health Officer present various scenarios and the impact
of potential policies;

Answer: Yes. It is a tool used to model scenarios in the event of an infectious disease outbreak, and
the impact of measures (risk mitigations) such as vaccination; public health and social measures;
testing, tracing, isolation and quarantine; and border restrictions. Specific scenarios were developed
in consultation with various areas of the Department of Health and the Department of the  remier
and Cabinet.

e) How frequently is this modelling updated and presented to the Chief Health Officer; and
Answer: The model is updated when new, reliable epidemiological parameters or evidence becomes
available.

f) Please identify and provide a copy of the most recent modelling document or report provided to
the Chief Health Officer.

Answer: The most recent documentation is available at: Fact Sheet Template (www.wa.gov.au).

2) With regards to the estimated 5% of the vaccine eligible population who have resolved not to receive
a COVID-19 vaccine:

a) How many in this cohort are estimated to be at high risk of hospitalisation if they contract COVID-
19; and

Answer:

As the 5% (of the vaccine eligible population who have resolved not to receive a COVID-19 vaccine)
is an estimated cohort, the Department of Health does not hold data that enables this question to
be answered.

b) How many in this cohort are estimated to be subject to the recently announced vaccine mandate?

Answer:

As per Wilson Tucker 2(a), as the 5% cohort is estimated, the Department of Health is not able to
ascertain how many in this cohort will be subject to the vaccine mandate.
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WA Safe Transition Plan 
Modelling report by WA Department of Health 
 
Model overview 
WA Health built a compartmental Susceptible-Exposed-Infectious-Recovered (SEIR) model. 
SEIR models are used by epidemiological modellers to simulate viral transmission and are 
suited to simulating a COVID-19 epidemic in Western Australia. In essence, the model seeks to 
simulate the spread of COVID-19 based on how likely individuals are to transmit the disease 
and the control measures in place. 

The model includes the following risk mitigations in addition to vaccination: 

• public health and social measures (PHSMs); 
• testing, tracing, isolation and quarantine (TTIQ); and 
• border restrictions. 

PHSMs are non-pharmaceutical interventions that suppress the spread of COVID-19, such as 
wearing masks in public places and social distancing.  

TTIQ describes the ability to identify and isolate symptomatic and asymptomatic COVID-19 
cases and their close contacts via testing and tracing. 

Border restrictions include the triage of arrivals to quarantine based on vaccination status, and 
pre-departure and/or post-arrival testing. 

The average hospital admission length of stay, and length of stay in ICU, were estimated using 
parameters based on SPRINT-SARI hospital surveillance data held by Monash University. The 
parameters are described in the table below. The figure below presents the hospitalisation 
pathways used in the model. 

Table: Hospitalisation parameters and length of stay 

    

 

 

 

  

Parameter Days (sd) 
Symptom onset to 
hospital admission 

6 (+/-1 day) 

General ward bed stay 8 (+/-3.42) 
ICU bed stay (ventilated) ~10.9 
ICU bed stay (non-
ventilated) 

~2.8 

Average general ward 
bed stay prior to ICU 
admission 

1 

Average general ward 
bed stay after step-down 
from ICU 

2.5 

Figure: Clinical care pathway and length of stay  
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As is the case for all models, actual outcomes are influenced by multiple factors that cannot be 
predicted or accurately modelled. 

  

1. Baseline scenario 
WA Health developed a baseline scenario which projects epidemic growth, severe disease and 
mortality under the following assumptions: 

• 90% vaccination coverage in the population aged 12 years and above; 
• PHSMs with mask mandates in certain circumstances; 
• medium levels of TTIQ;  
• mandatory PCR testing pre-departure and testing upon arrival in WA for all international 

and domestic arrivals; 
• double-dose vaccination requirement for all incoming arrivals, except children under 12 

years of age and some international arrivals of returning Australians; 
• no quarantine requirements for vaccinated arrivals from selected countries;  
• 14 days quarantine for unvaccinated returning Australians (and some vaccinated 

international arrivals deemed high risk); and 
• a volume of domestic and international arrivals from selected countries similar to pre-

pandemic levels. 

Figure 1: Baseline scenario – 90% coverage 
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Projected epidemic growth following establishment of community 
transmission 

Day 1 of community transmission estimated at day-120 from border re-opening1 

- Symptomatic Cases - General Beds Occupied - ICU Beds Occupied - Deaths 
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Table 1: Baseline scenario with 90% vaccination coverage 

 Symptomatic 
cases 

General ward beds ICU beds Mortality 

At peak 338 54 8 1 

Cumulative 180 days 2,260 37 admissions 2 admissions 4 

Cumulative 360 days 43,108 937 admissions 106 admissions 117 

1The scenarios presented in this document provide a simulation, not forecast, of epidemic 
growth to 360 days following the onset of the outbreak. We estimate that under the above 
scenario, community transmission will become prevalent around 120 days from the easing of 
the border however it is important to stress that the timing of the outbreak is subject to multiple 
factors including border controls, the efficacy of quarantine and isolation measures as well as 
public health policies. Within the first 120 days following the easing of the border some cases 
are expected to occur however the public health measures in place are anticipated to effectively 
suppress community transmission. This is, however, highly unpredictable and community 
transmission may actually occur at any point in time.   

2. Effects of vaccination coverage 
Local vaccination coverage was modelled by age group and against the expected uptake of 
vaccination in WA. Vaccination dosage periods, efficacy of each vaccine and administration of a 
booster shot were included in each scenario. 

Numerous scenarios were modelled to explore the impact of vaccination coverage at 80% and 
90% of the WA population aged 12 years and above. To explore the risks of vaccination 
peaking at lower thresholds, the model was configured to cease further vaccinations once the 
thresholds of 80% and 90% coverage are met. 

The figures below present epidemic growth scenarios at the vaccination coverage thresholds of 
80%, and 90% (12+ age groups). The scenarios are overlaid for comparative analysis. Each 
scenario assumes a baseline level of PHSMs, medium TTIQ and testing of arrivals at the 
domestic and international border. 

 

 

 

 

       

  

                                            
1 Countries were selected based on pre-pandemic historic arrivals from countries with therapeutic goods regulators that are 
comparable to the TGA and include the US, UK, Canada, Singapore, Japan and Switzerland. New Zealand was also included 
due to previous travel bubble arrangements. 



Figure 2.1: Symptomatic cases                     Figure 2.2: General ward beds occupied 

  

Figure 2.3: ICU beds occupied         Figure 2.4: Mortality 

               

  

Table 2: 80% versus 90% vaccination coverage 

 Symptomatic cases General ward bed  ICU bed  Mortality 

 80% 90% 80% 90% 80% 90% 80% 90% 

At peak 987 338 178*  54*  32* 8* 4 1 

Cumulative  

180 days 
37,330 2,260 795** 37**  92** 2** 64 4 

Cumulative 
360 days 104,251 43,108 2,921**  937** 391** 106** 313 117 

* refers to number of beds occupied on the peak day (general and ICU beds). 
** refers to cumulative number of hospital admissions (general and ICU beds). 
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Observations 
• Vaccination coverage at 80% results in substantially worse outcomes with 148 additional 

hospital beds at peak compared to 90% coverage. 
• Vaccination coverage at 90% delays the onset and peak of the epidemic, and 

substantially reduces the number of cases at the peak, from 987 to 338. 
• Over the modelled period, there is a 63% reduction in the number of deaths at 90% 

compared to 80% vaccination coverage. 

  

3. Effects of public health and social measures 
The effects of PHSMs were simulated at various vaccination coverage thresholds, and at low, 
medium and high TTIQ efficacy. After considering a range of scenarios, mask-wearing alone 
was modelled, and PHSMs with mask-wearing was modelled. A proxy for PHSMs was used 
based on the suite of measures imposed during a step-down as part of a previous outbreak 
response in WA (e.g. 2 sqm density limits, 150 person capacity in some venues etc). 

Similar to the Doherty Institute’s model, it is not possible to simulate the effect of individual 
measures. Rather, the observed effect of measures previously imposed provides the closest 
proxy. Compliance with PHSMs is assumed to be static throughout the modelled scenarios. 
Real-world compliance with PHSMs is likely to vary based on numerous contextual variables.  

In the scenarios presented below, the model projects case growth over 360 days from 
establishment of community transmission. There is greater uncertainty at this horizon, however 
the fulsome results provide greater understanding of the predicted epidemic at 80% and 90% 
vaccination coverage.  

The figures below present the effectiveness of PHSMs (including mask wearing) versus no 
PHSMs at 80% and 90% vaccination coverage. Medium TTIQ is held constant. 

Figure 3.1: Symptomatic cases                     Figure 3.2: General ward beds occupied 
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Figure 3.3: ICU beds occupied                         Figure 3.4: Mortality 

              

 

Table 3: Masks only versus PHSMs + masks at 90% vaccination coverage  

 

 

 

 

 

 

* refers to number of beds occupied on the peak day (general and ICU beds). 
** refers to cumulative number of hospital admissions (general and ICU beds). 

 

Observations 
• PHSMs are effective in flattening the curve and reducing community transmission of 

COVID-19. 
• Imposition of PHSMs slows the onset of epidemic growth, by approximately two to three 

months.  
• Face masks reduce transmission potential, and the effectiveness of mask-wearing is 

significantly enhanced when combined with some PHSMs. 
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 Symptomatic cases General ward bed ICU bed Mortality 

Masks 
only 

PHSMs +  
masks 

Masks only PHSMs +  
masks 

Masks only PHSMs +  
masks 

Masks only PHSMs +  
masks 

At peak 661 338 98* 54* 18* 8* 2 1 

Cumulative  

180 days 
34,420 2,260 583** 37** 73** 2** 56 4 

Cumulative 
360 days 71,064 43,108 1,628** 937** 217** 106** 207 117 

. . . . .. .. 

. . 
. . 

. . 
. . . . 



4. Effects of test, trace, isolation and quarantine  
TTIQ describes the ability to identify and isolate COVID-19 cases and their close contacts. 

Modelling included consideration of: 

• Rapid antigen and polymerase chain reaction tests in different circumstances (e.g. 
screening versus diagnosis); 

• Screening testing to identify vaccinated and unvaccinated asymptomatic cases; 
• Isolation of vaccinated and unvaccinated close contacts; and 
• Differing quarantine arrangements at the domestic and international border. 

Factors influencing TTIQ include: 

• Levels and effectiveness of asymptomatic testing (i.e. testing for screening); 
• Effectiveness of contact tracing systems and processes; 
• Volume of COVID-19 cases, and the capacity and capability of contact tracing; 
• Definitions of close contacts;2 and 
• Compliance with isolation requirements. 

The model assumes 85% sensitivity and 95% specificity for PCR tests, and 63% sensitivity and 
95% specificity for rapid antigen tests.  

Figures 4.1 to 4.4 present the impact of different levels of testing, tracing and isolation and 
projected epidemic growth to 360 days from the start of the outbreak. Uncapped, vaccinated 
domestic arrivals and capped, vaccinated international arrivals from selected countries are 
included to simulate higher volumes of arrivals. Scenarios assume vaccination coverage 
thresholds of 80% and 90%, PHSMs with mask wearing, and: 

a) High TTIQ:  
o 90% compliance rate for close contacts who can be identified are asked to isolate; 
o Widespread community testing capable of identifying 10% of asymptomatic children 

and 5% of asymptomatic adults through rapid antigen testing of both vaccinated 
and unvaccinated people in schools, workplaces and events. 

b) Medium TTIQ:  
o 80% compliance rate for close contacts who can be identified are asked to isolate; 
o Widespread community testing capable of identifying 10% of asymptomatic children 

and 5% of asymptomatic adults through rapid antigen testing of unvaccinated 
people only in schools, workplaces and events. 

c) Low TTIQ: 
o 80% compliance rate for close contacts who can be identified are asked to isolate; 
o Limited community testing capable of identifying 5% of asymptomatic adults through 

rapid antigen testing of unvaccinated adults only in workplaces and events. 

  

  

                                            
2 Prem, K., Cook, A. & Jit, M. (2017). Project social contact matrices in 152 countries using contact surveys and demographic 
data. PLoS Computational Biology, 13.9, e1005697. 



Figure 4.1: Symptomatic cases            Figure 4.2: General ward beds occupied                                              

 

Figure 4.3: ICU beds occupied       Figure 4.4: Mortality                                                                         

    

 

Observations 
• The benefits of widespread community testing are largely maintained where testing is 

focused toward unvaccinated cohorts.  
• As children under the age of 12 make up a large portion of the unvaccinated population, 

removing school testing programs and concentrating community testing to adults 
significantly reduces TTIQ efficacy, which translates to an increase in projected caseload 
and hospitalisations. 

• A 10% reduction in the expected compliance rate of close contacts required to isolate 
does not have a material impact on the projected epidemic growth.  

• Testing to identify and isolate cases and their close contacts effectively reduces case 
numbers and adverse outcomes.  

• Medium TTIQ reduces peak case numbers by 47% at 90% vaccination coverage, 
compared to low TTIQ.  
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This document can be made available in alternative formats on request for a person with 
disability. 

© Department of Health 2020 
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from any fair dealing for the purposes of private study, research, criticism or review, as permitted under 
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Hon Roger Cook MLA 
Deputy Premier 
Minister for Health; Medical Research; State Development; Jobs and Trade; Science 
Office of the Deputy Premier 
Level 13, Dumas House 
2 Havelock Street 
WEST PERTH WA  6005 
 
 
 
Dear Minister 
 
RECOMMENDATION FOR APPLICATION OF FHRI ACCOUNT MONEYS 
  
I, John Van Der Wielen, on behalf of the Future Health Research and Innovation (FHRI) 
Fund Advisory Council, of which I am the Chairperson, recommend that you approve the 
operation in 2020/21 of the Innovation Program listed in this document, and the application 
of FHRI Account moneys over the four years from 2021/22 to 2024/25. 
 
This recommendation is made in response to your direction dated 30 November 2020, which 
is in alignment with the Priorities approved in your letter of 30 December 2020 and is 
pursuant to section 4D of the Western Australian Future Health Research and Innovation 
Fund Act 2012.   
 
Yours sincerely 
 

 
John Van Der Wielen 
CHAIRPERSON 
FUTURE HEALTH RESEARCH AND INNOVATION FUND ADVISORY COUNCIL  
 
7 May 2021 



2 

Recommended New INNOVATION Program 
INNOVATION Priority alignment Program 
Establish an innovation seed fund to support early 
stage ideas, which will attract at least 1:1 co-funding 
from other partners and will enable these innovative 
ideas to secure follow-on funding from 
commercial/other funders. 

Co-Investment Innovation Pre-Seed Fund 
It is proposed to create a $5 million Co-Investment Innovation Pre-Seed Fund, which will 
support the early-stage development of innovative ideas, and which allows additional funding 
to be received from other sources. 
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