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Privilege statement

The Assembly has authorised the recording, broadcasting and re-broadcasting of these
proceedings.

All witnesses making submissions or giving evidence to committees of the Legislative
Assembly for the ACT are protected by parliamentary privilege.

“Parliamentary privilege” means the special rights and immunities which belong to the
Assembly, its committees and its members. These rights and immunities enable
committees to operate effectively, and enable those involved in committee processes to
do so without obstruction, or fear of prosecution.

Witnesses must tell the truth: giving false or misleading evidence will be treated as a
serious matter, and may be considered a contempt of the Assembly.

While the committee prefers to hear all evidence in public, it may take evidence in-
camera if requested. Confidential evidence will be recorded and kept securely. It is
within the power of the committee at a later date to publish or present all or part of that
evidence to the Assembly; but any decision to publish or present in-camera evidence
will not be taken without consulting with the person who gave the evidence.

Amended 20 May 2013
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The committee met at 9.07 am.
Appearances:

Paterson, Dr Marisa, Minister for Police, Fire and Emergency Services, Minister for
Women, Minister for the Prevention of Domestic, Family and Sexual Violence,
Minister for Corrections and Minister for Gaming Reform

Health and Community Services Directorate
Banks, Mr Gerry, Acting Executive Branch Manager, Domestic, Family and Sexual
Violence Office
Akhter, Ms Sanzida, Executive Branch Manager, Women, Youth, LGBTIQA+ and
Multicultural Affairs
Arthy, Ms Kareena, Director General

THE CHAIR: Good morning and welcome to the public hearing of the Select
Committee on Estimates 2026-2027 for its Inquiry into Appropriation Bill 2026-2027
and Appropriation (Office of the Legislative Assembly) Bill 2026-2027.

The committee wishes to acknowledge the traditional custodians of the land we are
meeting on, the Ngunnawal people. We wish to acknowledge and respect their
continuing culture and the contributions they make to the life of the city and this region.
We would also like to acknowledge and welcome other Aboriginal and Torres Strait
Islander people who may be attending today’s events.

This hearing is a legal proceeding of the Assembly and has the same standing as
proceedings of the Assembly itself. Therefore today’s evidence attracts parliamentary
privilege. The giving of false or misleading evidence is a serious matter and may be
regarded as contempt of the Assembly.

The hearing is being recorded and transcribed by Hansard and will be published. The
proceedings are also being broadcast and webstreamed live. When taking a question on
notice, it would be useful if witnesses use these words: “I will take that question on
notice.” This will help the committee and witnesses to confirm questions taken on
notice from the transcript.

We welcome Dr Marisa Paterson as Minister for Women and Minister for the
Prevention of Domestic, Family and Sexual Violence. As we are not inviting opening
statements, we will now proceed to questions. Thank you for your attendance today.
Good morning, everyone. I have a few questions around your project reporting
generally. First of all, can I say that the Safer Families Levy—the fact sheet is fantastic
in explaining all of the funded initiatives. I just have a few questions around the
complementary initiatives. I understand from your explanation and accompanying
material that the initiative in the table relates to government staffing costs. Is that
correct? Is my understanding correct?

Dr Paterson: Sorry—where in the complementary?

THE CHAIR: Table H3.
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Dr Paterson: I will just find it. What would you—

Mr Banks: Table H3 is not just staffing costs, but it may include staffing costs. Sorry—
Gerry Banks, Acting Branch Manager, Domestic, Family and Sexual Violence Office.
It includes all funding that is related to domestic, family and sexual violence but is not
levy funded. It may include staffing costs, but other costs as well.

THE CHAIR: Just in line with how you have reported for the frontline services, where
is that itemised and reported against what it is for in the budget? Because I could not
find it anywhere. Where is the breakdown of what is funded? Just as you have done
with the other frontline initiatives, you explain what they are for. Where has that
breakdown been done in the budget?

Mr Banks: In terms of the most recent budget initiative, frontline services?

THE CHAIR: Yes. Complementary initiatives—you have all of those initiatives listed
there. However, in your fact sheet you break down what each line item is and what it is
funding, what it is doing.

Mr Banks: In the tables which are published that should have the breakdown—H3
table.

THE CHAIR: Let me just go with an example. You said, for example, “Strengthening
domestic and family violence response to First Nations and strengthening sexual assault
prevention and response.” That is all we have. But if you look at the fact sheet, you do
go into detail, so you say, “Continuation of"—for example, sexual violence on page 5,
violence program: “But $3 million in the funding will be provided over four years.”
You go down and list what the budget will do, what the allocated amount is and what
the initiative will do, but nothing is explained for the complementary initiative.

Dr Paterson: Can we take this on notice? I am not clear on—we will take it on notice,
Chiaka. I am sorry.

THE CHAIR: Okay. Can you also take on notice how the—on my rough count, it is
$18 million over the next four years for that complementary initiative. It would be really
useful to know what those complementary initiatives would do; if it is staffing, what
the staffing objectives would be, what their roles would be; and if it is service provision,
what that is and how it aligns with the rest of the program.

Dr Paterson: What is outlined in table H in the complementary initiative is $9.8 million
over four years for frontline community services to help reduce homelessness. There is
also $4.5 million over four years for ACT Policing to fund the Sexual Assault and Child
Abuse Team. There are also commonwealth initiatives as part of the complementary
initiatives, so that is the funding that comes from the federal government, as well as
three years of funding for CRCC to improve their capacity to deliver support and
therapeutic counselling for victim-survivors. So I think those are some of the initiatives
that are counted in that table H in the complementary.

THE CHAIR: You have done a fantastic job of listing out the frontline services here.
But ou have not broken down as you have with the frontline—
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Dr Paterson: That is why we have done the fact sheet, because table H has been a big
issue for everyone to get clarity on what has been spent in the budget, so that is why the
fact sheet was developed.

THE CHAIR: That is exactly the point, that if we are not sure what complementary
initiatives—and we are spending over $18 million, by my calculation.

Dr Paterson: Treasury has very particular reporting ways that they report funding.
What we learned from the community sector, from the community and from the
Assembly was that it was very difficult to determine from that table where the funding
was going, so that is why we developed the fact sheet: to be able to provide a really
clear outline of exactly where the funding initiatives are going.

THE CHAIR: Which I appreciate, Minister. You have done that excellently, but you
have not done that for the complementary initiatives.

Dr Paterson: That is because of the way Treasury requires reporting.

THE CHAIR: Okay. Does anybody have it anywhere in the office what these
complementary initiatives—Treasury reporting is separate. Can you take it on notice?

Dr Paterson: Yes, we will just take it on notice.
THE CHAIR: Thank you very much.

MR EMERSON: In June of last year I moved a motion in the Assembly calling for
improved lighting in Canberra’s streets to enhance feelings of safety after dark,
especially for women. We have spoken about this. The government’s own gender-
sensitive urban design guidelines identify better lighting as the most effective way to
improve women’s sense of safety in public spaces. At the time the government
amendments to the motion added a line saying, “The ACT aspires to be and should be
a place where women feel safe at all times,” but from last year and into the forward
estimates the government’s target for the proportion of women who feel safe walking
outside at night remains at 42 per cent, which is a very low target. To still have most
women not feeling safe outside at night, with no plans for improvement over four years,
it is hard to square this with the government’s statement that the ACT aspires to be a
place where women—presumably all women—feel safe at all times. Can you walk me
through this apparent contradiction between the government’s stated aspiration and the
target that it is actually willing to be measured against in the budget?

Dr Paterson: Men. Men make women feel unsafe a lot of the time out and about in the
community, and that is not changing and not changing fast enough. People’s
perceptions of safety are—it is very challenging, and I do not think we are going to end
up in a situation where we have a hundred per cent of women feeling safe walking out
and about in the community at night. It is way more than lighting. Lighting is a tangible
thing that government can invest in—CCTV, investing in police. The gender-sensitive
urban design guidelines are a part of a planning process in terms of how public places
are developed, but ultimately it is about the people who occupy those spaces, and we
have a problem with violence in our community.
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MR EMERSON: Absolutely. Of course women would not feel unsafe in dark areas at
night if it were not for men making them feel that way. We are not here to debate that.
What I would like to reflect on, though, is, as you mentioned, it is one of the practical
things the government can do that is identified in its own guidelines.

Dr Paterson: But it is not enough. Mr Emerson, it is not enough. It will never be enough,
and that is why we need to be investing in our schools in respectful relationships
programs. That is why we need a whole-of-community discussion around consent and
around violence, and it is a whole-of-community change that needs to happen. It is
cultural change.

MR EMERSON: Yes, agreed. In the debate on that motion you referred to Senator
Katy Gallagher’s “Safe. Everywhere. Always.” Canberra community survey, which
was ongoing at the time, and it said you would identify actions which can be progressed
from the results of that survey by the ACT government. Those results were published
in October of last year. What specific actions did the government identify from this
survey? And what has been done to implement those actions?

Dr Paterson: What we have identified, much broader than the senator’s survey, is that
we have a problem with violence in our community, and that is why—

MR EMERSON: I am just curious about the senator’s survey, though.

Dr Paterson: I am interested in how we end violence in our community broadly. How
we do that is by investing in our frontline services, of which we have had significant
investment in this budget of $47 million. I am interested in the long-term plan of the
ACT government, which is what we have announced through the ACT Domestic,
Family and Sexual Violence Strategy for the community, and I am interested in
investment in that strategy to work towards a long-term plan to reduce violence in our
community.

MR EMERSON: Okay. I am really interested in the specific actions coming out of that
commitment, to look at the findings of the survey and act on them.

Dr Paterson: My commitment is to the people of Canberra, and that is to progress the
ACT Domestic, Family and Sexual Violence Strategy and to advocate for investment
and budget funding for frontline services, for prevention, for healing and recovery and
for early intervention.

THE CHAIR: Sorry, Minister—the question is quite direct. Mr Emerson is interested
in that specific initiative. If you could please—

Dr Paterson: It is not an initiative of the ACT government.
MR EMERSON: There was a clear commitment made during the debate that you
would identify actions which could be progressed from the results of that survey. The

survey results were published in October last year. I am just asking: what work was
done to follow through on that commitment made during the debate?
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Dr Paterson: The issues identified are exactly the issues that we have been working
towards addressing. It is all the same. It is violence against women and children in our
community. [ am not here to work for Senator Gallagher; I am here to work for the ACT
community.

MR EMERSON: I did not bring up her survey. You brought it up in the debate,
Minister, and made a commitment. This is something that is happening in the Assembly.
Commitments are made. It is a pretty simple question. If the answer is—

Dr Paterson: [ am committed to the people of the ACT community. We have a massive
agenda here. We have got very significant funding, indexed and ongoing, for the
community sector. We have an ACT Domestic, Family and Sexual Violence Strategy.
I would love to thank the community sector for their engagement and involvement in
the development of that strategy. I would like to thank victim-survivors and the Victim
Survivor Voices project for their input into this work and for their continued input into
driving the agenda for the domestic, family and sexual violence response in the ACT.

MR EMERSON: Okay. In that survey lighting was the most commonly mentioned
safety concern by Canberran women. It identified specifically Civic, Lake Burley
Griffin, parks and reserves and Dickson as areas of the most safety concern. The NCA,
as you know, has commenced work improving lighting around the lake. They are
investing more than $10 million in this. Does this budget contain any measures to
improve lighting, especially in these areas identified as being of top concern in that
survey?

Dr Paterson: You will have to ask the minister for city services.

MS VASSAROTTI: Going further in relation to that, in terms of practical measures,
lots of work has been done, particularly looking at the prevention space, including the
work that was done by the federal expert panel on looking at how to build on and
accelerate action around responding to domestic and family violence. In their final
report, they noted that there had been a failure to consider domestic, family and sexual
violence in alcohol policy. It allowed unprecedented growth in alcohol availability, both
in the density of liquor outlets and in the length of online delivery hours. This increase
in availability has also been statistically linked to the increases in alcohol-related
domestic, family and sexual violence. That was why both the rapid review and the South
Australian royal commission recommended that looking at harm minimisation, with the
specific inclusion of gendered violence, should be made a paramount objective in liquor
acts around the country.

An inquiry that was done here in the ACT made that recommendation, but the ACT
government rejected that recommendation. In discussions with the Attorney-General a
couple of days ago, she was clear that she did not support that recommendation, even
though it had the strong support of key advocates and experts in this area. I am interested
in getting your perspective and your advice to the rest of government in terms of this
recommendation, and, given the fact that it has been rejected by the ACT government,
what you will be doing to address this issue.

Dr Paterson: It is a bit of a technicality. The Attorney-General has stated her position
on it—that alcohol fuelled violence is a major contributor to violence in the ACT and
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across Australia. I really appreciated your questions yesterday to the Chief Police
Officer around understanding the number of domestic, family and sexual violence
interactions where alcohol was a factor. I will be really interested to see what those
statistics are as well. But we know that a lot of the assaults in the Civic area are also
alcohol related violence. We absolutely do have a problem with alcohol and violence
in our community. That is why I am really glad to see the Attorney-General’s reforms
that she will be bringing to the Assembly in the coming weeks and months.

MS VASSAROTTI: I am trying to understand the justification when we have experts
giving really clear recommendations about how we strengthen this work. The reforms
are good, but there is clear advice from experts about having this as a paramount object
of the act, yet the government is saying that this issue needs to be balanced across other
issues, including looking after the industry. I am really trying to understand, when the
ACT government has made really strong commitments in this area, what the
justification is for not moving on the recommendations of experts.

Dr Paterson: The question about justification, as to why this is not in the bill, is a
question for the Attorney-General. But what I would say is that what we recognise is
the need for a whole-of-government approach to addressing domestic, family and
sexual violence, which is way over and above the Liquor Act. We have been doing
work with the directorate around the governance structure across government, in terms
of the model we will establish to see a whole-of-government approach to domestic,
family and sexual violence.

We have had the coordinator-general for the last few years. I think that has played a
role. There was a point-in-time decision to make that position. We are looking at ways
to further improve the level of the whole-of-government approach to address this issue.
Particularly, there are a lot of synergies with Minister Pettersson in the Children, Youth
and Families and child protection side of things. It will be for the next minister to
progress this work, but work has been well underway and will come to fruition later
this year to see a robust whole-of-government approach to this issue.

MS VASSAROTTI: Given all of that, are you comfortable with the fact that the
ACT government has rejected those recommendations of experts?

Dr Paterson: I think it is broader than the Liquor Act. I take your point, but I think it
is broader. The work that we are doing needs to sit above the directorates and feed into
all parts of legislation and all parts of government service delivery. We need early
intervention and we need to address this issue as it becomes more and more complex
from lots of different angles. We know that violence continues to persist in the
community. I take your point on the Liquor Act, but I think the issue is broader.

MS VASSAROTTI: Thank you.

MISS NUTTALL: Thank you so much for the fact sheet on where the money is going
for domestic, family and sexual violence organisations. You mentioned indexing
before. You say indexation was applied. Is that standard community sector indexation

formula for these organisations?

Mr Banks: Yes.
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MISS NUTTALL: Excellent. Was that for all ongoing contracts? Did that apply to
contracts that might have had their funding renewed in this financial year but they
technically moved onto new contracts?

Mr Banks: When talking about the indexation being applied in the budget context, the
government agreed to provide that funding, ongoing and indexed in the budget. When
it comes to how that is administered in contracts, that is a separate issue. As we enter
into contracts, the indexation is applied through that to specific services.

MISS NUTTALL: Can you guarantee that, for example, if an organisation’s funding
would have run out in the last financial year and they now have a new contract, the total
value of that contract will have increased in line with the indexation formula?

Dr Paterson: If they have been allocated funding in this budget.
MISS NUTTALL: Do I take that as yes?
Dr Paterson: If that is part of what has been agreed through the budget.

Mr Banks: If there was a specific program, I could confirm it, but generally the
assumption would be that we would apply the indexation.

MISS NUTTALL: That is really helpful to know. Thank you. There was a really
helpful breakdown of which programs are funded. Were there any core programs that
the ACT government previously funded, until this year, but funding has since lapsed
and has not been renewed?

Dr Paterson: Some of the innovative pilot programs have ceased to get funding in this
budget. The focus of this budget has been on core services, particularly DVCS, CRCC
and EveryMan, to see an uplift in their funding, but also in a range of other areas—for
example, children and young people—and there is a range of measures to further
implement the first action plan of the domestic violence strategy. Those have been the
priorities. Some of these programs were evaluated. Largely, the evaluations were
positive, but decisions had to be made in terms of where priorities are and what aligns
with the strategy. At this point, making sure we have core services in the community is
a priority.

MISS NUTTALL: Is that the kind of thing for which you would be able to provide a
list of programs whose funding had lapsed? Would that be possible?

Dr Paterson: Yes. We will take it on notice.

MISS NUTTALL: Thank you. That would be amazing. I appreciate what you said
about needing to focus on core services, but do you think that the lapsing of funding for
any of those organisations would leave any service gaps? Have you identified any risks?
Dr Paterson: We looked at that and they were mostly quite small programs and quite

unique programs, mostly funded through the pilot fund. None of them presented major
gaps in service delivery, which was the intention. We are looking at the long-term
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strategy with domestic, family and sexual violence funding to make sure that there are
no gaps. That is part of the work of the strategy. I am sure there will be future
commissioning processes in future action plans for the services in this space. Part of
that process will also be about identifying where there are gaps. Also part of the
objective of the strategy is to ensure that we are meeting needs and representing service
delivery across the spectrum.

MISS NUTTALL: Thank you. That is helpful to know. One of the programs that we
spoke specifically about last estimates was the Multicultural Hub’s Women’s Safety
Program, appreciating that the Multicultural Hub’s Men’s Non-Violence Behaviour
Program got funding. Nevertheless, the Women’s Safety Program was important
because it was a complementary service. How have you worked with the Multicultural
Hub? Will that program be continuing or is that leaving a gap?

Dr Paterson: That program received ongoing and indexed funding of $2 million over
four years in this budget.

MISS NUTTALL: That is helpful to know. Thank you.

MRS MORRIS: The Women’s Budget Statement highlights increasing women’s
involvement in apprenticeships, trades and construction, and it highlights that 2,900
women are now in the ACT construction industry. The most recent action plan report
notes metrics for these objectives, but it does not provide any data on it. Why not?

Dr Paterson: I am sorry—do you mind repeating that?

MRS MORRIS: The Women’s Budget Statement highlights increasing the
involvement of women in apprenticeships, trades and construction, and it highlights
that 2,900 women are now in the construction industry. The action plan report notes
metrics for these objectives, but it does not provide data on it. Is there a reason the
breakdown of the data is not provided?

Dr Paterson: [ will take some advice.

Ms Akhter: I am trying to find where the data is. Can I come back on that before the
session finishes?

MRS MORRIS: Sure. This might assist with that process. I am interested to know what
the number and proportion of women in the ACT construction industry is now
compared to 2023, and also the number of women in ACT construction apprenticeships,
the number of women in ACT trades, and the number of women in ACT trade
apprenticeships.

Ms Arthy: Part of those questions will probably be better off directed to Skills Canberra
because they hold the data when it comes to women in apprenticeships and trades. They
have that very detailed data, as well as the CIT. They might be able to help you on those
questions. We can come back generally around what the statistics are saying about
women in construction. But, if you have not had Skills Canberra yet, they might be able
to help with more detailed answers.
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MRS MORRIS: Thank you. That is helpful. Is that data fed into the ACT Women’s
Plan?

Ms Arthy: Yes, it is.
MRS MORRIS: So it does fit in that plan?
Ms Arthy: Yes.

Dr Paterson: The Women’s Plan is basically a whole-of-government document. That
is the work that all directorates and areas of government are doing in terms of
contributing to gender equity. They report to the Office for Women in our reporting of
the plan and response to the plan. They will hold most of that data.

Ms Akhter: I just want to add to what the D-G and the minister have said. We used to
receive data on those specific figures from relevant directorates. As the Director-
General mentioned, it comes from Skills Canberra. However, the former minister made
a decision to not do further reporting on this specific information or aspect. As a result,
as part of the Women’s Plan reporting, we have not been receiving data on this.
However, as part of the next plan, we would be happy to include that again, pending
the minister’s decision and how we can approach that.

MRS MORRIS: The former Minister for Women made the decision to not receive that
data?

Ms Akhter: It was minister’s decision on how we will provide the reporting. As there
was an agreement that there would be no further reporting on this particular area, we
have not been receiving data. That would be the reason that we were not able to provide
the data on that particular aspect.

MRS MORRIS: Do you know the year that decision was made?

Ms Arthy: Mrs Morris, we can certainly come back about some history, but, if we come
back to the substantive question, around the construction industry and statistics, as |
said, most of the discussion will be with Skills Canberra or even Infrastructure Canberra,
because I know they have been doing a lot of work around increasing the employment
of women in construction as well. In terms of historical decisions that have been made
about what is in and out of the Women’s Plan, as of tomorrow we will have a new
minister, and we will talk with her about any future reporting as well.

MRS MORRIS: Thank you. I will put those questions to Skills Canberra as well, but
perhaps you could take on notice seeing what data you can provide on the 10-year
Women’s Plan—perhaps for each year on each of those metrics, if you have that?

Ms Arthy: We will certainly look. We will go to Skills Canberra for the statistics as
well, so we might be a bit circular. I am happy to take that on notice.

MRS MORRIS: Thank you. The Women’s Budget Statement notes that poor

workplace culture disproportionately affects women, especially in male-dominated
industries like the construction sector. It has been widely reported that government
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worksites in Victoria have been used to objectify women, engage in drug dealing and
organised crime through the influence of the CFMEU. Is the government aware of any
such behaviour occurring in the ACT that might be contributing to that poor workplace
culture described in the Women’s Budget Statement?

Dr Paterson: I think that would be a question for Minister Pettersson because he would
have information and understanding about WorkSafe’s activities, their assessment of
construction sites in the ACT, the levels of reporting of sexual harassment, and those
types of issues on worksites.

MRS MORRIS: Thank you. We will put that to him as well. In your capacity, have
you been made aware of any such complaints impacting women and women’s safety
on worksites?

Dr Paterson: Not directly, but I have absolutely no doubt that there are significant
challenges that women face in the construction industry. We have had multiple
meetings, over my time over the past couple of years, with the Property Council, Master
Builders—well, not so much Master Builders this term, but last term I worked quite
closely with them around some of the issues in construction—and NAWIC as well. We
have had advocacy around period products and toilets on construction sites as a basic
minimum. We have been working with Minister Pettersson around that. There are
substantial issues in male-dominated workplaces that I am really keen to continue to
work on addressing.

MRS MORRIS: Thank you.

THE CHAIR: Minister, [ have a few questions around the 10-year Domestic, Family
and Sexual Violence Strategy which you released earlier this year. A plan is welcomed.
There is also a two-year first action plan. I want to understand, because one of the
commitments over the next two years is to “undertake updated systems and journey
mapping as part of building a comprehensive and shared understanding of the current
system”. That is on page 15 of the first action plan. How did we come up with a plan
before we have done system mapping?

Dr Paterson: The strategy has a first action plan, but it is an overarching document that
will guide all of the government’s work in this space. A key part of that is that we have
identified—and it is what victim-survivors have identified—that it can be very difficult
to understand where to go and what services are available if you are experiencing
domestic, family or sexual violence. Part of the work that the ACT government will do
is to look at and understand how survivors access services and how we can ensure that
we do that better.

THE CHAIR: I appreciate that, but my understanding is that consultation on the plan
commenced—and please correct me if my understanding is wrong—in 2024. It was
released in 2026. That is two years. From my reading, we will need another six years
to identify where the gaps are and do system mapping. I appreciate that it is the
government’s response to domestic and family violence, but how are you putting
together a response to domestic and family violence if you do not know where the weak
points are?
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Dr Paterson: This is a key part of the work that needs to be done and—

THE CHAIR: And it is taking eight years?

Dr Paterson: No. This work—

THE CHAIR: From 2024. The action plan—

Dr Paterson: Is for two years.

THE CHAIR: So four years to identify—

Dr Paterson: Two years. The action plan is for two years.

THE CHAIR: Yes, but you started developing the plan in 2024—consulting.
Dr Paterson: That was the whole strategy, and then part of the plan.

THE CHAIR: Okay—four years? I know people have said my maths is not good.
Dr Paterson: Two years.

THE CHAIR: No—but the plan had already started. The strategy to develop—
Dr Paterson: It was not developed.

THE CHAIR: Part of developing a strategy is that you understand what the weak points
are. All right. Let’s move on. How did you announce $151 million over the next four
years if you have not done system mapping? What are you going to do with the
$151 million? To plan to plan?

Mr Banks: I will clarify. The system mapping helps us to build a really detailed
understanding, not just of gaps but also how the system works together across all the
different areas. There are things that are well-known. Services will come and tell us
where there are gaps. We have the Victim Survivor Voices pilot, where we hear from
victim-survivors about where the gaps are. When we are doing the system mapping, it
does not mean we do not know anything about where funding needs to be directed now.
It is about building a really solid understanding so we can design the system in a way
that is efficient and effective at meeting the needs of victim-survivors. The mapping
will help build our evidence base and it will help make our future investment more
effective, but we already know a lot about what is needed. That is reflected in some of
the other actions under the action plan and the initiatives that the government
announced through the budget.

THE CHAIR: Do you see why this is a problem for me? We know that domestic and
family violence has been occurring in our society for a very long time. Service providers
have told us where the stressors are. A strategy—and I could be wrong—should be
looking at addressing those things, not looking at planning the plan that you have
already planned. We are wasting time doing intangible things when we can actually
address the issues in the plan.

Estimates—29-07-26 P850 Dr M Paterson and others



PROOF

Dr Paterson: I think the point is that we do not know these things. The strategy is
progressing a range of activities across the board, and one part of that, as identified in
the action plan, is to do this system mapping. We know a lot of this anecdotally. We
have a general idea of where the first point of call for a service might be for people, but
a lot of other people find their way to, maybe, DVCS in a raft of different ways. We
want to understand what those different ways are and why they navigated through the
system in that way, so that we can start to understand this and ensure that what we are
presenting to the community makes it as easy and accessible as possible.

Some people will go to the police first to report, and they might not have any idea about
the legal supports or the advocates who are available to support them through the
process. There may be people who need support for housing or need support and
services for their children. Again, there is no one way that people access our systems,
so we want to get a better idea of how they are doing that, so that we can then streamline
that and make it as close to a one-stop shop as possible for victim-survivors.

THE CHAIR: Minister, you have just listed actions. The action plan should list those
actions. An action plan should have actions—doing things—and you have just listed
them. But the action plan lists vague actions. For example, one of the actions is:

Scope potential future actions to challenge structural drivers of violence and shift
norms, such as through addressing gender inequity ...

“Scope potential future actions”—an action on an action. But what does that really
mean in practice? Let’s break that down. What does that mean? What is the action that
is going to sit under that?

Mr Banks: One of the initiatives that the government announced through the budget
was a primary prevention infrastructure scoping study. That will allow us to basically
understand all of the current primary prevention activities across government, but to
also map out where we need to potentially do more things or how we can make those
things work better together. It is similar to system mapping—improving our
understanding of what is out there already and what we need to do to build on it.

Dr Paterson: Another initiative is development of a sector network. What we have
heard loud and clear from the sector is the challenges. One is communicating with
government and the fact that we do not have a specific peak body here in the ACT, and
also how challenging it is for services, which are already so under the pump in
delivering to the community, to be engaged in consultation processes—the heavy load
that bears on them. Also, there are the networks between the sectors and the
opportunities for professionals who work in the sector—who may not be the CEOs—
to develop networks and share information, develop expertise and build relationships,
to be able to work together. We want to see and support a more connected sector in the
ACT and, obviously, improve the channels of advice and engagement to government.
That is part of setting the system foundations for the next two years. Then the minister
will go back to budget for the next action plan.

THE CHAIR: Thank you. It is a plan to make a plan to make another strategy, and that
is what the sector has been telling us—that there is a lot of flopping here. We know
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what the problems are. There is a woman who cannot go back to her home because the
locks have not been changed. That is a problem. That is tangible. That is something that
we could be doing now.

Dr Paterson: That is what we are doing now. That is why we have invested,
significantly, $47 million, into our frontline services in this budget, because we
recognise the very real needs of our victim-survivors—immediate needs that they face
in escaping violence. That is why we have invested substantially.

MR EMERSON: On that $47 million, during the Community Day hearings a few
weeks ago, the Women’s Legal Centre, the Canberra Rape Crisis Centre and the YWCA
Canberra all indicated that the funding would just be a continuation of some of their
existing core funding, making it ongoing—

Dr Paterson: Yes.

MR EMERSON: which they welcomed, but they said it will not increase their service
delivery capacity. Is that accurate?

Dr Paterson: You will have to ask them. We have—
MR EMERSON: Is that your understanding?

Dr Paterson: No. We understand there is significant demand for their services and we
have provided an uplift in their funding in this budget and a commitment for their core
funding to be indexed and ongoing. We would hope that, with the increases in funding
to CRCC, DVCS and EveryMan, they would be able to see more clients.

MR EMERSON: You say “uplift”. Tiffany Karlsson from CRCC said:
... it is not as though we are getting a great uplift ... for the work we are currently
doing it would cost $10 million if we were adequately funding it ... Currently our

$6 million will continue, which is great but it is still not where it needs to be.

Is it an uplift above and beyond the funding they were on or is it a continuation of the
funding they were on to remove future funding cliffs?

Dr Paterson: Both. CRCC will receive $7.23 million over four years of ongoing
indexed funding. The uplift in this budget was $1.4 million over four years. They have
also received $1.3 million for the independent sexual violence advisers. I absolutely
take the CEO’s point that they have significant demand for their services and will likely
require future funding uplifts.

MR EMERSON: Ms Francis Crimmins from the YWCA said:

For us it was not an extension; it did not give us additional resources. What it gave
us was no more funding cliffs.

Although she noted that was not the case for children and young people workers.

Dr Paterson: Yes.
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MR EMERSON: Elena Rosenman from the Women’s Legal Centre said there is a
difference between secure funding and adequate funding. She said they are a long way
from adequate funding, especially having seen a 40 per cent increase in requests for
assistance last year. | am wondering if the government has actually modelled the cost
of meeting the demand across our community for frontline family, domestic and sexual
violence crisis services.

Dr Paterson: That is exactly the work that would happen through a commissioning
phase. That is the work that we will continue in future action plans, understanding the
level of demand in the community and where resources need to be directed.

MR EMERSON: Given the increase in demand—this is a kind of continuation of the
removal of funding cliffs, which is welcome—in some ways is it a decrease in funding
in real terms?

Dr Paterson: There is no decrease in funding in real terms; there is an increase. We
have uplifted DVCS, CRCC and EveryMan funding in this budget. We recognise that
there is an increase in demand and we recognise the challenges that these services are
under. This has been a very challenging budget for the government, and I am very proud
that we have prioritised domestic, family and sexual violence funding despite the
current fiscal situation. We have achieved a funding uplift for three core services.

MR EMERSON: To the point the YWCA raised around children and young people
who are experiencing family and domestic violence, was there a reason they were not
included in the ongoing funding decision?

Dr Paterson: We will look at understanding exactly how we are delivering services to
children and young people. The YWCA, the Australian Childhood Foundation’s
Heartfelt Program, Beryl’s Strong Van, and the Doris refuge’s specialist children’s
worker program all received three years of funding. That is an opportunity for the
government to determine if we are meeting the needs of services for children and young
people over the next couple of years. There was total funding of around $4 million for
those services. They all do an amazing job of supporting children and young people.

What is highlighted as a priority area of the Domestic, Family and Sexual Violence
Strategy is recognising children and young people as victim-survivors in their own
right. There is a lot of work going on nationally around this as well, in terms of how we
respond to children who are experiencing domestic, family and sexual violence. There
will be an opportunity to work with these services and to work more broadly with the
community to understand that we are meeting the needs of these young people.

MR EMERSON: Finally, Ms Webeck from DVCS said:

... we have been talking about only being able to answer 50 per cent of the call
rate. That would indicate that there needs to be a doubling of our funding in order
to be able to meet demand. I do not think it is that simple and I actually think it is
less than that in order to be able to achieve that.

Does the government know, and did the government consider through this budget
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process, how much extra funding would have been required just for DVCS to answer
all the phone calls they get from people experiencing a domestic violence crisis?

Dr Paterson: DVCS puts in a community budget submission and we work very closely
with DVCS around the budget they require. I definitely hear loud and clear the need of
these services for continued investment in their services and recognise that the
landscape continues to be more and more challenging. The work they do and the impact
of the work on their staff becomes more and more significant, and there is also the rising
cost of service delivery. We recognise that. We have worked very hard over the last few
months to try to achieve a positive outcome in securing ongoing long-term indexed
funding, but also an uplift for DVCS of $1.4 million. We will continue to work very
closely with DVCS to understand their challenges and understand how we can work
together to support the work that they do.

MR EMERSON: I do not know if my question was answered—if costing was done to
determine what would be required for them to meet demand on their crisis line.

Dr Paterson: We will continue to work with them. We will work with DVCS to
understand the costs, what they may need and what their priorities are. We also, as a
government—

MR EMERSON: But did that not happen in this budget process? That is the question.

Dr Paterson: DVCS put forward their community budget submission, so that gave us
some understanding of the budget they were seeking.

MR EMERSON: Thanks.

MS VASSAROTTI: I will ask a really quick question. Yesterday, we heard from the
Chief Police Officer regarding the implementation of the Sexual Assault (Police)
Review report, including progress around Operation Foster, which revealed that more
than 100 cases are still to be worked through. When the government put out their
government response in April 2024, it recognised the importance of this particular
recommendation and said that it was a priority. I would like to get some information
from you, in the role that you are in, concerning domestic and family violence,
particularly in terms of the progress that has been made around this recommendation.
We also heard from the Chief Police Officer about the need to balance resources and
the fact that resources were constrained. Was there any discussion on increasing
resourcing in this budget round, particularly for the work of that recommendation?

Dr Paterson: That budget funding was announced last year. That is to see sexual assault
advocates embedded in ACT Policing and also an entire new Sexual Assault and Child

Abuse Team—another team in ACT Policing.

MS VASSAROTTI: Are you comfortable with progress of that recommendation,
particularly around Operation Foster?

Dr Paterson: About how they are progressing with that work?

MS VASSAROTTI: Yes, given we are two years in, and more than half the cases are
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still to be progressed.

Dr Paterson: As the Chief Police Officer said yesterday, these are very complex
situations—working with Victim Support to be able to work with victim-survivors, to
understand whether they would like to progress with criminal proceedings or their
complaint. Obviously, going through the detail of these complex cases is difficult and
long-term work. I think they have done an amazing job in terms of the number of
charges that have been laid and the number of cases that have progressed to court, and
there have been convictions as well. It is a matter of working through that really
carefully and methodically. We have recognised the extra resourcing that police need
to do that work, and we have delivered on that, and I will continue to work very closely
with police around their progress on this.

MS VASSAROTTI: Thank you.

MR WERNER-GIBBINGS: Women’s policy, prevention, housing, health, justice and
community sector reforms is a big package of reforms. Presumably, they could be at
risk of being siloed or progressed at different times. How is that package being
coordinated so that people are not navigating disconnected systems? That is my one
question.

Dr Paterson: That is from the action plan for the Women’s Plan. Is that where you are
getting that from?

MR WERNER-GIBBINGS: Yes.

Dr Paterson: I think that would be a question for Housing, because, similar to
Mrs Morris’s question, they are actions that are fed into the Women’s Plan from across
government, but it is the responsibility of each directorate and each area of government
to deliver on those. It is probably best to ask the housing portfolio about that.

MR WERNER-GIBBINGS: That was my quickest question to ask, Chair. The other
one can go on notice.

THE CHAIR: Thank you very much. On behalf of the committee, I thank you for your
attendance today. If you have taken any questions on notice, please provide your
answers to the committee secretary within five business days of receiving the
uncorrected proof Hansard. Thank you, everyone.

Short suspension.
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Appearances:

Stephen-Smith, Ms Rachel, Minister for Health, Minister for Mental Health, Minister
for Finance and Minister for the Public Service

Canberra Health Services
Zagari, Ms Janet, Chief Executive Officer
Lopa, Ms Liz, Deputy Chief Executive Officer
Derrett, Ms Alison, Chief Operating Officer
Hughes, Ms Rosalie, Chief Financial Officer
Aloisi, Mr Bruno, General Manager, Mental Health, Justice Health, and Alcohol and
Drug Services
Morris, Dr Jo, General Manager, Community Health and Integrated Care
Darcy, Mr Paul, General Manager, Canberra Hospital
O’Brien, Ms Melissa, Interim General Manager, North Canberra Hospital

Digital Canberra
Igasto, Dr Christina, Director-General and Chief Digital Officer
Kaufmann, Dr Holger, Executive Group Manager and Chief Information Officer,
Digital Health Group

Health and Community Services Directorate

Arthy, Ms Kareena, Director-General

Jacobi, Ms Skye, Acting Deputy Director-General, Health

Singleton, Dr Sally, Deputy Chief Health Officer

Cidoni, Associate Professor Anthony, Chief Psychiatrist

Dorrington, Dr Melanie, Chief GP and Primary Care Officer

Buchanan-Grey, Professor Marina, Chief Nursing and Midwifery Officer

Stoddart, Ms Chloe, Executive Group Manager, Health Policy and Programs
Division

Tournier, Mr Mark, Executive Branch Manager, Research, Programs and Scientific
Services

Garrett, Ms Cheryl, Executive Branch Manager, Health Services and Infrastructure
Planning

Infrastructure Canberra
Bell, Mrs Hayley, Executive Group Manager, Delivery, Health, Education and
Justice

THE CHAIR: Welcome back to the public hearings of the Select Committee on
Estimates 2026-2027. We welcome Ms Rachel Stephen-Smith, the Minister for Health
and Minister for Mental Health. Please note that, as witnesses, you are protected by
parliamentary privilege and bound by its obligations. You must tell the truth, as giving
false or misleading evidence will be treated as a serious matter and may be considered
contempt of the Assembly.

As we are not inviting opening statements, we will now proceed to questions. My first
question is around the Review into the Workplace Culture within the ACT Public
Health Services. Minister, over the past six years, the ACT government has
commissioned multiple independent reviews into the public health system. Despite
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these reviews, the Michael Walsh inquiry identified many of the same issues relating to
workplace culture, leadership and clinical governance, and organisational
accountability. Minister, why do you believe that these issues continue to appear in
independent reviews of the ACT health system?

Ms Stephen-Smith: It is not unusual for health systems and health services to
experience challenges with culture. We see that around the country, and not just in
Australia but internationally as well. There is no “set and forget” in these portfolios.
There is no “one and done”. There is an ongoing process of working with unions, with
staff and with other stakeholders, including universities, to ensure that we are building
a strong, collaborative culture.

One of the things that [ am proudest of, in the seven years that [ have had this portfolio,
is seeing some really tough decisions being made to uphold the values of Canberra
Health Services. It was a new organisation when I became minister in 2019. There has
been some very strong leadership to draw a line in the sand and say that behaviours that
had previously been acceptable within Canberra Health Services were no longer
acceptable, and to support staff to ensure that they felt safe to speak up when they saw
something that they were concerned about, whether that related to culture or quality and
safety issues.

The rollout of the Speaking Up for Safety program has been a really important part of
that; so has the rollout of initiatives like Safewards, in partnership with the Australian
Nursing and Midwifery Federation, as part of the Towards a Safer Culture project. In
fact, the union have described that as one of the best things they have ever seen for
culture on wards, ensuring that better relationship are built between staff, patients and
carers by getting to know each other better, by having the skills to manage difficult
conversations, and by ensuring that there are less restrictive practices required in
supporting patients, and particularly reducing occupational violence and
misunderstandings on the wards.

Those are just two examples of the work that has been done, but it is ongoing work, and
it reflects that there is, in some parts of medicine and in some parts of health services,
a quite entrenched hierarchy that can be challenging to manage, from a cultural
perspective. What I have seen is an organisation that has really started to come together,
where people feel supported and collaborate to improve the flow through our hospital
system, to speak up when they are concerned about issues, and to know that those
concerns will be heard.

Is there more to do? Absolutely, there is always more to do. I will hand over to Ms
Zagari to talk about that.

Ms Zagari: Thank you, Minister. Chair, thank you for the question. We have a program
of work to respond to the recommendations that have come out of the Walsh review,
and we welcome the opportunity to identify opportunities for that continuous
improvement that the minister has referred to.

In the quality and safety space, Michael Walsh talked about both what needs to happen

internal to CHS and what needs to happen to reform the system more broadly, in
partnership with HCSD, around governance and oversight of quality and safety. We are
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working collectively on a plan to approach the recommendations, as they are presented.
We will continue to work closely with our clinicians, to encourage people to speak up
when they do identify issues and to improve the culture across the organisation.

THE CHAIR: One of the recurring comments that I have heard from healthcare
workers and professionals is that the workplace culture, at the management level, is the
biggest issue. What have you done to reform the management of our health services?

Ms Zagari: We work closely with our managers. There is a program of work under
development to be able to provide support to managers to ensure that they are practising
in a way that is contemporary with current thinking around the way to manage health
services.

THE CHAIR: For example?

Ms Zagari: Some of it is around how to lead people who are in the front line at the
workplace and how to respond appropriately to concerns that are raised, and how to
work collectively with the unit, so that it is not a command-and-control management
style; it is collaborative and open to change. We have some excellent managers. It is
not the case that we have managers that are not capable or competent. There is an
opportunity to assist and to ensure always that we are practising in a contemporary way,
in terms of management and leadership. It is a skill, and it is a learned skill that people
need to continue to focus on across the lifetime of their practice, just as clinical practice
is. There is a program of work being developed under the auspices of our chief operating
officer to make sure that we are providing that skills uplift across the lifetime of a
manager.

THE CHAIR: One of the other issues I have heard around the problems that exist—
and this is from multiple people across the sector—is that you have administrative
officers making clinical decisions. What do you say about that? Is that a correct
representation? And that is where sometimes the problem lies.

Ms Zagari: It is not a correct representation. There have been circumstances in the past,
that we have spoken openly about, with the operations centre, where it was felt by
clinicians that administrative staff were overruling clinical decisions.

In response to that, we have embedded clinicians within the operations centre and
introduced a point of escalation. I will say, for ease of use, our head surgeon—the
clinical director of the surgical division—is a surgeon who is currently practising. If
clinicians feel that they are being overruled or that there is an administrative decision
that is interfering with clinical autonomy, they have an escalation point, if they do not
feel they are being responded to by the operations centre.

I think that we have been able to address the concerns that were raised, and there is a
much more collaborative working relationship. Certainly, that is the feedback I have

heard directly from our surgeons.

MR PARTON: Minister, does the government accept that recurring findings in a series
of reports suggest that previous reforms have not delivered the intended change?
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Ms Stephen-Smith: I would not agree with that. I think the previous reforms have
delivered significant change. With respect to improved performance, we need to go
back, Mr Parton, and remember that, in 2018—the period that Ms Barry was talking
about, in terms of the culture review and the creation of Canberra Health Services in
the first place—this was a period in time when what was then ACT Health and Canberra
Hospital had failed accreditation, and had 60 days to turn around and get through an
accreditation process.

In the last accreditation for both Canberra Health Services and North Canberra Hospital,
which has been separately accredited, there were demonstrably very strong results in
an environment where accreditation surveys are now at short notice. You always have
to be ready for surveyors to turn up at short notice to undertake accreditation. The
organisation has substantially improved emergency department performance. We have
released data this morning around 17': thousand elective surgeries having been
completed—far and away the largest number ever done, and on track to deliver our
target of 70,000 elective surgeries.

That is not about additional funding. We have provided more funding, but, at the end
of the day, it requires people to be willing and able to work together, to have strong
processes, good flow through our hospital system, and an integrated working
methodology. Just this morning, I was at the emergency department at Canberra
Hospital, and they were talking about the improvements they have made in terms of
working with the hospital in the home team, the GRACE team, the RADAR team and
others to ensure that patients can get discharged quickly. Despite increased
presentations, they have reduced the rate of admissions from the emergency department,
because everybody is working together to understand how to make the best use of
resources and take pressure off the system to the greatest extent possible.

Any suggestion that the enormous amount of work that has gone in—the investment,
as well as the work in cultural reform and the way that Canberra Health Services
operates—has not been effective and has not delivered change is just incorrect.

MR PARTON: Minister, the Walsh inquiry identifies many of the same issues relating
to workplace culture, leadership, clinical governance and organisational accountability.
If there was another independent review of ACT Health commissioned in five years
time, what assurance can you provide that it would not identify the same themes of
leadership, workplace culture and clinical governance that have now appeared across
successive reviews? You mentioned some positives, and it is really important to
celebrate the positives, because there have been some. Ultimately, the Walsh inquiry
identified that the same issues that we have been dealing with over a number of years
and over a series of inquiries have not really moved. They are the same.

Ms Stephen-Smith: I disagree with the way that you are presenting that, Mr Parton,
because, as I said—

MR PARTON: I am sure you do.
Ms Stephen-Smith: As I have said, this is a large organisation. We are talking about

an organisation with 10,000 employees. What was found in the 2018 review was that
there were some specific areas identified that had really significant cultural challenges.
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Those were addressed one by one—very in-depth. Some other areas have emerged over
recent years that have some different cultural challenges, and those are being addressed
in a systematic way. We now have a more systematic approach to addressing those
issues.

The reality is that, when you are talking about a workforce of 10,000, teams that are,
by definition, under pressure, and an ongoing hierarchical structure that we are trying
to address but that is inherent in the way that medicine has worked for a long time, yes,
these issues will continue to emerge, and they will continue to need to be addressed.
That is the way health systems operate, and the Walsh review gives us a really strong
platform to say, “Okay, this is what we’ve done; this is what we need to do. We
understand the job is not done. We always said it was going to take time, and we always
said it was going to be an ongoing journey.”

MR EMERSON: I want to ask about Arcadia House. I understand that this is now not
being relocated to Cook. Is that the case?

Ms Stephen-Smith: That is correct.
MR EMERSON: Are you disappointed with this outcome?

Ms Stephen-Smith: I said from the start that the consultation with the Cook community
was a genuine consultation to understand how the two spaces, the two sites that had
been identified around the Cook community hub, were used by the community and
valued by the community, and the impact that any potential development of a building
would have on those sites and the Cook community. We have heard very clearly that
those sites, particularly site B, the currently open space zoned site, not the community
facilities zoned site, is used for Little Athletics. It is highly used by the community, and
that was effectively ruled out quite quickly.

We have now completed the consultation process. We have heard from the community
about their concerns in developing something on site A, which is a community facilities
zoned site. I want to keep faith with the community. We said it was early consultation.
We said we were consulting about how those sites were used, and we have been very
genuine about that. We have listened to the community about how the sites were used,
and we have also listened to the community about the trauma that some members of the
community have experienced in previous decisions made about the Cook Primary
School and the developments on those sites.

What I have been disappointed about is some of the commentary that has been made
about Arcadia House and the potential risk of locating an alcohol and drug rehabilitation
facility in that area. There is no evidence that Arcadia House would have presented any
risk to the surrounding community. There have been a lot of arguments. I understand
that people have concerns, and I understand that people have questions, but the way
that this facility has been presented, and the stigma that has been clearly apparent
around people seeking a health service to address alcohol and other drug dependencies,
has at times been really disappointing.

I recognise that a lot of the people who participated in the consultation were very clear
that they believed alcohol and other drug services were important, but they did not want
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them in their suburb. I found that disappointing. Most of our residential alcohol and
other drug services are in suburban settings, and there is no evidence that they present
risk to neighbours. In fact, they have an incentive to be good neighbours because they
want their residents to feel safe and they want the surrounding community to welcome
them. It was clear that there were members of the surrounding community that would
not welcome this facility, and that was disappointing, but the reason that the decision
has been made is because of the feedback we received about the current use of the green
spaces.

MR EMERSON: There were the two sites. One got ruled out quickly. With the other
site, is it because people still want access to the green space or is it because there was a
concern that there would be stigma attached to the program at Arcadia House, if it
moved there, given the level of controversy, let us say, about that relocation?

Ms Stephen-Smith: It was primarily around the feedback that we had about the value
that local residents put on that open green space next to the playgrounds. My view is
that there would have been enough space to develop something that would have been
compatible and would not have interfered with, more broadly, the use of that space, but
I think that conversation with the community was going to be very difficult to have. We
would have had to go through a development application process. I think it would have
been quite controversial.

We also heard from Directions that they do want to feel welcome in a community and,
with respect to going through a dragged-out development application process that
potentially includes people taking it to ACAT on some basis or another, I do not think
that would have been helpful, and it would not have delivered a timely outcome. That
was the other thing that we considered—how deliverable it would have been on this
site. Our conclusion was that the development application process and the development
process itself would have taken some considerable time, given the depth of some
community opposition to it.

I would have to say that we also heard from members of the Cook community, through
social media, on radio and in person, that they did not feel this way, that they did think
it was a good site. But it was clear that there were some members of the community
who were passionately opposed to development on that site and who would probably
have done what they could to stymie any development there.

MR PARTON: That might be them outside now!

MR EMERSON: They are upset about something else.

Ms Stephen-Smith: That is probably the unions exercising their right to make their
voices heard through industrial negotiations, Mr Parton.

MR PARTON: I was down there, chatting earlier.
Ms Stephen-Smith: [ am aware.

MR EMERSON: Do you accept that the government’s approach to consultation on
this—leading with the two potential sites rather than perhaps first engaging with clear
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information about what Arcadia House does and how it actually works—played a role
in catalysing the level of panic and community division that you just spoke to?

Ms Stephen-Smith: There were certainly lessons learned from the consultation. The
letters that went out provided clear information and a link to information about Arcadia
House and the YourSay website, which included further information, including really
clear information saying that this was an early stage consultation and that no decision
had been made. That was also in the letter.

I think there were a combination of factors. As you are aware, until very recently, Cook
did not have a community association or residents association for that suburb. I would
contrast that with the Griffith health centre site, where my first meeting was with the
Griffith Narrabundah Community Association, to talk to them about the site and how it
was used. We probably could have thought more about what local avenues were
available to have an initial conversation with local residents who were engaged around
what things we needed to consider, in looking at these sites. The aim of the initial pop-
ups was to say, “This is really early consultation. If you’re interested and you want
more information, come along to the pop-ups, have a chat, find out what Arcadia House
is, and find out what we’re looking at.”

Infrastructure Canberra distributed letters on the Thursday and Friday. The pop-ups
were not until the following week, so there was a lot of conversation in the community
over the weekend. People who were going to be opposed to any development on that
site got active very quickly and escalated their concerns quite quickly. I started getting
letters over the weekend, with very well-developed arguments about all the reasons that
this should not occur, without anyone having attended any information session or
attempting in any way to get any additional information on what was being proposed.

I think that was a clear lesson for us, about finding some of those community leaders
earlier, if we are looking at sites like this for further development, and having those
early conversations to understand that. I think the team genuinely tried really hard to
provide open opportunities for people to come and get more information. It was really
clear that some people just were not interested in finding out the facts before they made
up their mind. They had a clear view—that is their right—and they made that view
known very strongly, immediately.

MR EMERSON: Were the Cook shops business owners and organisations at the Cook
community hub consulted on the proposal prior to it being consulted on more broadly?

Ms Stephen-Smith: Hayley can talk about that.

Mrs Bell: They were invited to participate in the pop-up sessions in the same way that
the broader community were.

MR EMERSON: Okay, so not ahead of everyone else?
Mrs Bell: No.

MR EMERSON: The initial YourSay survey, I understand, asked quite high-level
questions about general site usage rather than providing the details. We are talking
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about facility operations, including about how Arcadia House is structured, with 24/7
staff, therapeutic, and how it all works.

Ms Stephen-Smith: There was a link on YourSay to the Arcadia House website, which
has a significant amount of detail about the operation of Arcadia House, including the
way it operates, and including the intake criteria. All of that information was available
in a clear link from the YourSay website to Arcadia House. I completely reject your
suggestion that information was not available to people if they wanted to click on one
link.

MR EMERSON: What I am getting at is whether this process has amplified the social
stigma surrounding people seeking support for substance use challenges and whether
the government is willing to accept that it has played a role in that and will aim to
address that issue. Sure, residents may have played a role, but I am not able to ask them
questions in this sense.

Ms Stephen-Smith: I agree with you, Mr Emerson. You are probably right, but I also
think that, with any conversation like this—and my office has gone back and looked at
a previous proposal for the expansion of the Karralika site in, I think, Fadden. It was a
site that already existed that was proposed to be expanded, and it generated exactly the
same response, even though it already existed in the community. It generated
community petitions, censure motions et cetera. I agree with you; I think this has been
unfortunate.

It has also been, though, an opportunity to have a conversation with the community
about what residential alcohol and drug facilities do, and what they do not do, and who
they support, and to be really clear with the community that the people who are
supported by residential alcohol and drug facilities in our community are just normal
people. They are people who have usually had a pretty difficult time, often with a
background of trauma and dependence. They are making the really tough decision to
seek health care to address those issues. Often, it has taken years and years to be brave
enough to seek that health care.

While I agree with you that you could say this process has, on one level, raised these
issues of stigma and potentially created that, on another level, it has been an opportunity
to have a conversation with the community that is about addressing that stigma and
providing some facts.

MR EMERSON: With this feeling that residents had—the lack of trust that a move
had already been decided, I suppose, without them, behind their backs—and in creating
the government’s part in that, was the parallel design tender released at the same time
as the initial consultation?

Ms Stephen-Smith: I am sorry?

MR EMERSON: Was there a design tender released for the—

Ms Stephen-Smith: Yes, you know there was.

MR EMERSON: I am just checking.
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Ms Stephen-Smith: It is all on the public record, Mr Emerson.

MR EMERSON: Okay; thank you. What is your deadline for finding a new site, and
where are you looking now?

Mrs Bell: Effectively, we do not have a deadline, other than the ageing infrastructure
for Arcadia House. It is an end-of-life facility, very tired, and it needs an upgrade.

MR EMERSON: But for building a new hospital, your timeline is—

Mrs Bell: Very long-term, down the track, so it is not on the critical path for building
north-side hospital, but—

Ms Stephen-Smith: We probably need to clarify that it was originally considered to be
on the critical path, the north-side hospital, so it was a tighter timeline. Because of some
of the issues around that northern block and fire protection zones that would need to be
in place for any new development, it is no longer on the critical path. It was originally;
now we have a bit more time.

MR EMERSON: There is more work that has to happen there generally, yes.

Mrs Bell: The important thing to note is that it is not on the critical path for this first
stage of investment at the campus. Longer term, that site will be constrained. It is an
acute hospital campus, so we were looking at all the services on that site that may need
to be relocated and would be better suited to a community setting. As an example, we
are relocating the Child and Adolescent Mental Health Service off the acute hospital
campus as well, because it does not need to be on an acute hospital campus, and the
land on that campus is quite scarce. That is part of the reason for being opportunistic,
as you will, around this stage of investment and relocating them into the community.
They will be impacted by noise and disruption during this stage of investment, because
there will be noise, vibration and construction activity going on around them.

MR WERNER-GIBBINGS: We have discussed that there is not a timeline, but what
are the steps that you are taking, or that you will be taking, in light of the announcement
to work with Directions to secure a permanent, appropriate, fit-for-purpose home for a
highly valued service? What is next?

Mrs Bell: With the previous site sweeps and various different analyses of what was
available at a point in time, we will do it again, to see whether or not anything else has
become available that would be appropriate. We will also do a range of work with
Directions to make sure that we are really clear around what their priorities are and
whether there are any compromises we can make that might possibly make one of the
sites that was previously unsuitable viable now, if we look at the way they run their
service slightly differently. Effectively, we will continue to find Arcadia House a home.

MR WERNER-GIBBINGS: Minister, this is more of a philosophical question. How
are we going to work with communities in Canberra—and they might be anywhere—
to support an understanding of services like Arcadia House to ensure we are setting up
Canberra for the future, where these problems will remain and, as the city grows bigger
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in terms of people, the problems might expand, and that there is meaningful integration
of vital services into suburbs?

Ms Stephen-Smith: It is an excellent question, Mr Werner-Gibbings, and it is a
challenging one. I want to be clear: I think the majority of people in the Cook
community would have been perfectly comfortable, so it is challenging that, in many
of these local conversations—

MR WERNER-GIBBINGS: Fear is an excellent emotion.

Ms Stephen-Smith: a minority of very loud voices—and maybe it was not; maybe it
was the majority of people in Cook, and they just did not engage in the process. But the
number of people who engaged in the process was small, compared to the total number
of people who live in the area. I think we do have a very accepting community. I think
we have a community that is compassionate and that is understanding of an evidence
base, when it comes to the delivery of health care. We have seen that in the community
support for drug law reform, for drug checking, and for a number of the progressive
changes that we have made over the years. At a community-wide level, I think we have
a really supportive community.

I also recognise that people have a very strong connection to their local place, and that
that generates high levels of engagement and passion. With this particular community,
there was a portion of people in the community who also felt quite traumatised and
distrustful as a result of previous decisions that had been made in their community.

I take Mr Emerson’s point about the trust issue. That is one of the reasons we have
moved quickly to make a decision. | wanted to be really clear that, when I said it was
early consultation and we were going to listen to the community, that is what I meant,
and that is what we have done. I hope that that goes some way towards restoring that
trust with the Cook community, in saying, “Actually, the decision hadn’t been made. It
wasn’t predetermined. We weren’t just talking to you as a tick-a-box exercise. We were
actually listening to you about how you use those spaces.” That is why that was the
focus of the survey that was on the YourSay website.

One of the non-government providers—not Directions—has indicated that they think,
in planning new areas and new suburbs, and areas like the Ginninderra east
development, we should be looking at how we integrate these services from the start. |
think that is a good way of thinking about it. How we integrate them with other
community services is also important, but I think it is a really important conversation
for us to have as a community. I certainly do not purport to have all the answers.

MR WERNER-GIBBINGS: No, you are having conversations. It has to be done, but
the precedent is potentially concerning. Will Canberra need these sorts of centres?

Ms Stephen-Smith: Yes.
MS CLAY: Minister, I am pleased to hear about this decision. The Greens are very
strongly supportive of Arcadia House in our suburbs, but I do not think that was the

right site. You got a lot of suggestions from community members about different sites,
as did I, and I sent through quite a lot of suggestions for different sites. Was that helpful?
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Is your directorate now looking at those sites? Is there some way that community
members should have to suggest proactively sites that might be suitable? I am not sure
what the best method is.

Ms Stephen-Smith: Yes, that is helpful and I have appreciated it. You are not the only
member of the Legislative Assembly to have brought forth suggestions, as have other
members of the community. I have had some quite interesting conversations with
people about sites that might be vacated and sites that are currently vacant. In a number
of cases, people are looking at sites and saying, “Maybe that would be appropriate,” but
they are either earmarked for something else, or they are not appropriately located, for
a number of other reasons. People will put forward sites that maybe we have looked at
before, that are not big enough, or whatever it might be. Absolutely, if people have
ideas, please share.

MS CLAY: Great.

MR BRADDOCK: A contract started in June this year called Uber Health—patient
transport for the emergency department at Canberra Hospital—about which I have
some questions.

Ms Stephen-Smith: This might be one for you, Ms Lopa.

MR BRADDOCK: Firstly, can I understand what this contract is intended to be used
for?

Ms Lopa: Thank you for the question. Uber Health is a pilot that we are doing at the
moment in our emergency department. Traditionally, in our emergency department, we
do provide support for people to leave the emergency department after they are
discharged—vulnerable people. The way we have been doing that is through giving
Cabcharge vouchers. The issue with the Cabcharge vouchers is that they are given; we
do not know that that person got home safely. We do not know where they have taken
the cab to—all those things. From a probity point of view, there is some risk around
giving out Cabcharge vouchers.

As part of looking at how we operate, we looked into whether or not we could use Uber
Health, and we are running a pilot in the emergency department. It allows the admin
person in the emergency department to book the Uber and to put in the address that the
person needs to go to. It also lets you monitor whether that person got to that address,
and we pay for the trip that they took, with no other deviations in the route. The other
real advantage of it is that Uber Health offer a service where you can get drivers who
are trained in helping people with disability—with walking aids, wheelchairs and all
those kinds of things—and they will help them out of the vehicle and back into their
house.

We have undertaken a trial. The administrative officers in our emergency department
are going through their training now on how to use it. We will evaluate it and see
whether it has been better for patients, how it has worked in practice, and whether it has
saved us any money, as opposed to just giving out Cabcharge vouchers.

MR BRADDOCK: Is there any medical information provided, like mobility
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constraints or other information that is provided to the Uber platform, as part of booking
that service?

Ms Lopa: I will have to check that. I do not think that we specifically give patient
details, but there is an opportunity to say, “We need that driver who can assist with
these things.” I do not think it is par for the course that we would provide information
about the patient to Uber Health.

MR BRADDOCK: Would that include the patient’s name as well?
Ms Lopa: No, it is booked through Canberra Health Services.

MR BRADDOCK: No patient name, but potentially some mobility constraints or other
relevant information for the provider?

Ms Lopa: Yes. If we say we want that Uber Assist driver to help, some details would
be provided. But it is not booked in the patient’s name. It is booked in CHS’s name. It
is billed to CHS. We would not be giving away private information to Uber.

MR BRADDOCK: The contract states, “Uber Health user data to Uber will be stored
and processed in the United States of America.” [ am interested in what data protections
we are putting in place around, as you have described, our most vulnerable patients
utilising the service.

Ms Lopa: Yes, I can ask that question, but I am almost 100 per cent sure that that will
not be patient data. It would be trip data—those sorts of things. They will never know
the name of the patient. It is booked through the name of the admin officer in CHS.

MR BRADDOCK: Why did we go for a single-select for that contract?

Ms Lopa: We did. We went out through a single-select because it was a pilot; it was a
trial. It was quite an interesting procurement conundrum because, of course, we have
never procured Canberra cabs. We just have cab vouchers. When I was talking to the
procurement team and they were saying, “It’s going to be difficult,” I was saying, “Yes,
but we spend this much money on cab vouchers and we never procured that.” We went
through a procurement for the pilot; then we will do a full procurement process, which
will include competition in the market, when we have evaluated whether or not it has
worked.

MR BRADDOCK: The contract value on the register is for zero dollars. Can you
clarify that? Are there any limits in place?

Ms Lopa: It will be trip by trip. We have no pre-committed amount of money. It is just
trip by trip, the same way that it is if you use an Uber. Part of the evaluation will be to

see how much it has cost.

MR BRADDOCK: Did you take on notice examining that question about the patient
data?

Ms Lopa: Yes.
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MR BRADDOCK: Thank you.

MR WERNER-GIBBINGS: I have a question about community health centres. There
is one that is nearly built, in south Tuggeranong, which, objectively, is going to offer a
really exceptional and necessary service to Lanyon Valley and wider areas in southern
Canberra. This is the first of four that are planned. How is the planning for that
continuing? The reason that has been put forward is about having health care closer to
home. What does health care closer to home look like?

Ms Stephen-Smith: I have Hayley Bell back at the table, along with Jo Morris, who is
the general manager of our community care in Canberra Health Services. I will just
make a couple of comments, then hand over to Jo. Canberra Health Services already
delivers a range of excellent services in the community, in our community health
centres, people’s homes, and where they are. The significant augmentation that will be
available through the new purpose-built health centres is the integration of virtual care
and our opportunity to use that some more. I will hand over to Ms Morris to talk about
the delivery of this health centre and the others.

Ms Morris: We have a range of services that will be offered out of the Conder health
centre, including what we are terming “paediatric day”, which is a multidisciplinary
paediatric service that will have medical professionals, nursing and allied health there
on that day. We are offering pathology collection, some diabetes clinics, falls and injury
prevention programs, and community nursing.

Programs such as our SPICE program will be offered at Conder health centre. As the
minister has mentioned, there will be a room that is set up for virtual care services. This
will be to offer patients who have an appointment with a consultant or a professional
somewhere else the ability for them to attend and have that appointment in a location
that is closer to home for them. We will be able to facilitate that to happen virtually.
Whether it is with a specialist at the hospital or a specialist interstate, we will be able to
facilitate that in this facility.

MR WERNER-GIBBINGS: Is that the model that will be followed with the rest of
the health centres?

Ms Morris: That is our intention. We are planning a virtual-care room in each of the
health centres, at Griffith and—

MR WERNER-GIBBINGS: But presumably the communities—and we were talking
in a slightly more localised respect than Canberra Hospital—are going to have different
profiles, different age profiles and different community cohorts. Are those needs being
taken into account? I presume you would have to forecast as well what they will look
like in 30 years to make sure that the services provided are relevant.

Ms Morris: That is right. We have very much worked closely with the Health and
Community Services Directorate’s planning team around demographic distributions of
the community and what would be suitable services to locate in the regions where the
new health centres are being delivered. For example, at Griffith health centre we have
got some focus around programs such as pulmonary rehab and cardiac rehab, where we
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know there is a slightly older cohort within that region, so we are trying to plan services
that will cater for consumers of that region.

MR WERNER-GIBBINGS: We just had a big conversation, with Mr Emerson’s line
of questioning, about community consultation. These are big investments for the long
term. What does the community consultation look like on services and accessibility?

Ms Bell: I can talk to you a little bit about what we are doing with the Inner South
Health Centre at the moment.

MR WERNER-GIBBINGS: Is that the next health centre off the rank?
Ms Morris: Yes.

Ms Bell: It is, definitely. We have recently undergone the major plan amendment
process to rezone portions of that site to make them suitable to allow for us to construct
the health centre. We collected information from the community around that major plan
amendment process and are now factoring that into elements of the project. For example,
we heard about a particularly significant tree that might provide habitat for gang-gang
cockatoos. We are working through an environmental significance opinion on that at
the moment, so we will factor in all of that. We are now starting to schedule the next
range of consultations with that community, so we will be advertising that community
consultation to happen through August and September to talk to the community about
the next level of design ahead of our development application.

MR WERNER-GIBBINGS: Thank you. This is a parochial question, and then back
to the Tuggeranong centre. There was operational funding in the budget for the South
Tuggeranong Health Centre, and previously services that could include XY services. Is
that a “now will include”? What are the specific services that have been decided for
South Tuggeranong? Do you have that?

Ms Morris: I do, yes. As I mentioned, we are offering multidisciplinary community
paediatric services, so that will include medical, nursing and allied health, and that will
operate as a day where they take over the entire use, predominantly, of that health centre.
We have got pathology collection, diabetes clinics—

MR WERNER-GIBBINGS: Good.

Ms Morris: falls prevention programs, community nursing, multidisciplinary programs
such as the SPICE program that I mentioned before and the virtual care services as well.

MR WERNER-GIBBINGS: Final question: is the community nursing also to help
outreach as well? That is working as a base, and some of those nurses will be able to

go out into the—

Ms Morris: Yes, correct. They may run clinics there, or they may use it as a base and
do home visits from there.

MR WERNER-GIBBINGS: Thank you.
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MS VASSAROTTI: I just wanted to ask a supplementary on the additional
consultation around the Griffith centre. Obviously there has been quite a lot of
commentary. There was a petition with over 16,000 people expressing their views.
Particularly picking up the issue of the shift from the original discussion around a walk-
in centre versus a specific centre that is providing services, I am just interested to get
some more information about the consultation and the work that led to that shift in the
type of service, how that community consultation has already happened and some fairly
specific use, how that is being been factored into the next round of consultation.

Ms Stephen-Smith: Before I hand over to Ms Bell, I think it is really important to say
that we never said it was going to be a walk-in centre. Right from when the election
commitment was made around the Inner South Health Centre it was always proposed
to be a largely appointment-based service supporting people with chronic illness. I did
a flyer during the election campaign when we announced this election commitment,
and you can look at it, and it will not say that it is going to be a walk-in centre. People
want a walk-in centre. We recognise that walk-in centres are well-loved and that people
want them, but it was never going to be a walk-in centre. It was always going to be a
centre that was aiming to support people with chronic illness and provide those kinds
of services closer to home. I just want to be clear about that.

There has been some work that has been done in relation to the inner south, though, in
relation to hospital prevention, which I cannot remember the right words for. I think
Ms Bell can talk a bit about the consultation process. I do recognise that there has been
some confusion around this, and that results in part from the language that we used
during the election campaign in terms of calling these centres walk-in health centres,
which people obviously recognised as a bit of an awkward naming, but it was also partly
around flexibility. But in the description of them we did say very much that it was about
prevention and early intervention and support for people with chronic illness. Hayley
can talk a bit about the consultation.

Ms Bell: I think, as the minister mentioned, the consultation very early on in the process
was around the types of services that would be needed for this community. We will be
clear at this stage about the services that we are planning for within this facility, and the
opportunity to comment now will be around the design of the facility. We will have
clear parameters around what services are proposed to be provided out of this service
and how we can make the design of the facility appropriate for this community.

I think the other note I might add is that what is really good about the Australasian
Health Facility Guidelines is that they have been developed over a really significant
period of time, and what that means is that the components that go into some of these
health facilities are really flexible and adaptable and can shift over time to meet
communities’ changing needs and the way that the health service needs to deliver those
different programs.

Obviously, an oral health chair is a very specific bit of equipment that we would be
building in the Inner South Health Centre, but a consult room is a consult room, and a
clinician can deliver a service from that consult room regardless of what the need is for
that community or the specialty.

MS VASSAROTTI: Will that consultation pick up issues such as the concerns around
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accessibility with the location of public transport in relation to the centre?

Ms Bell: Definitely. What is often really useful as part of this consultation is that we
can gather lots of things from the community and feedback that helps us to have
conversations with our colleagues in Transport Canberra and others around the best
place for bus stops and suggestions for timetabling and things like that. We often gather
really good feedback from communities about things like that during this stage of
consultation.

MS VASSAROTTI: Thank you. I have a few questions, particularly around
preventative health and the modelling that has been done to support the budget process
around preventative health. We know that it is a pretty stark reality that our hospital
costs are ballooning, and we know that we, as the government, are spending significant
funds on emergency and acute care, while we have not been spending the same amount
on preventative and community-based health services. We did get a recent answer to a
question on notice that indicated that Treasury is not undertaking any modelling on
potential future savings from preventative health initiatives to lead into the budget, so I
had some questions about why that is not being factored in in the current budget
preparations.

Ms Stephen-Smith: I think that is a specific question about whether Treasury is
undertaking any modelling, which would I think be quite a challenging exercise for
Treasury to do. We would probably have to get one of the big four consultants in—or
maybe Nous—to undertake that size of work for us, but the health directorate actually
does quite a lot of work in relation to health system planning, so I might hand over—

Ms Arthy: I think Sally—
Ms Stephen-Smith: Sally—I was more thinking of the health system planning piece.

Ms Jacobi: I can talk more broadly to the health system planning while Sally comes to
the table.

Ms Stephen-Smith: Sally will also have news for sure.

Ms Jacobi: My name is Skye Jacobi. I am the Acting Deputy Director-General of
Health in the Health and Community Servies Directorate. From a health system
planning perspective, we do have a fairly sophisticated planning tool within the health
directorate where we look at the overall health system need and we start to understand
a little bit about the changing population in the ACT and some of the utilisation across
some of our health system needs, and we start to understand a bit about what that looks
like in terms of modelling for not just hospital care but all forms of care in the
community and other things. We certainly understand a lot about the changing nature
of our community, about that we are an aging population, that we also have an increased
incidence of chronic disease. That is then also complemented by work in our public
health team in terms of looking more specifically at the design of services and the needs
for people around preventive health. I will pass to Sally.

Dr Singleton: Thank you. Sally Singleton, Deputy Chief Health Officer. I think one of
the challenges in this space is defining what we call preventive health actions.
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MS VASSAROTTI: That was one of my questions.

Dr Singleton: We consistently provide data, for example, through to the Australian
Institute of Health and Welfare, who do estimates on preventive health expenditure
across states and territories. When they pull that together, the types of activities that
they are talking to that support health prevention include programs aimed at altering the
environment to promote the health of the population, so clearly they can be quite broad
things like—some are in the remit of health, some are in the remit of other
directorates—preventive and health promotion programs, including activities that are
driving behaviour change; interventions, including immunisation and school-based
promotion programs; monitoring and responding to communicable disease threats;
harm minimisation programs, which we touched on earlier, including across the board
for smoking, alcohol, other drugs, and sexually transmitted infections and bloodborne
viruses; and the prevention of public health risks through regulation, so that is across
food and medication safety.

There are quite a broad number of things that we can include in that preventive health
space—similarly, thinking to, I think, the piece that Skye was getting at, which is about
how we inform our planning of health services moving forward across that spectrum,
noting that prevention can continue to happen once somebody has a condition, because
we are also trying to prevent complications.

MS VASSAROTTI: In relation to that, recognising the complexity, in terms of the
ability to influence Treasury colleagues around the proportion of the budget that is spent
on preventative health, do you have an understanding of what percentage of the budget
is being invested into preventative health? What are the tools in terms of working with
Treasury? If that is not something Treasury is doing and it is happening in the health
budget, how do we know that there is an appropriate percentage of the significant
budget in health that is going to preventative health that will actually provide better
outcomes in the long term?

Ms Jacobi: I can talk just broadly. Obviously, in terms of the preventive health space,
this is also a space that the commonwealth is also involved in. I think there is a national
preventive health plan that the commonwealth has directed, and so we are part of the
federation in terms of investment more broadly in this space and how we work
cooperatively across governments in terms of some of the investment decisions that we
make. In terms of specifically within ACT, I think, Sally, you can talk more specifically
to some of the programs that we run and some of the—

Dr Singleton: I certainly can talk to some of the programs, but in terms of informing
the health expenditure, we have reported through to the Australian Institute of Health
and Welfare, and I think that was covered in the response to the question on notice. In
terms of levels of preventive health expenditure, that was for the period 2019-2020
through to 2023-24. I do not have any more recent data in front of me.

MS VASSAROTTI: So we do not know what it is?
Ms Stephen-Smith: The number I have got is—the Australian Institute of Health and

Welfare estimate in 2023-24 was that the government invested $101 million in
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preventive health.
MS VASSAROTTI: So we do not know what it is for this upcoming budget?

Ms Stephen-Smith: No. If we were going to use a comparative figure, we would use
the AIHW data, and I do not believe that is available for 24-25 yet.

MS VASSAROTTI: It is not factored into the forward planning when we are actually
planning for our budgets?

Ms Stephen-Smith: It is factored into forward planning in terms of service delivery.
We do not factor it in in terms of “We are going to spend X per cent of our health budget
on prevention”. Part of that is around the challenges that Sally has gone to in terms of
where you draw the line with health promotion, primary prevention and secondary
prevention, because obviously we also spend on secondary prevention in Canberra
Health Services with things like falls prevention, which will go into the South
Tuggeranong Health Centre; a range of chronic disease managements; community
paediatrics; and even, although not prevention, things like our enhanced recovery after
surgery program, reducing the length of stay in acute care, improving recovery after
surgery and reducing the risk of adverse outcomes from surgery.

There are a whole bunch of things that we do that are aimed at both keeping people well
in the community and reducing the need for an impact on acute services. We do look
really closely at that in every budget process. I would say—Ms Lopa is not up at the
table at the moment—one of the things that is occurring in the transformation project
at CHS is trying to understand how we can invest more in the community in those health
prevention spaces to take the pressure off our hospitals. It is not a per cent of spend, but
it is certainly front of mind.

MR PARTON: Minister, in 2023, six cardiologists raised concerns with you regarding
clinical governance, patient safety and other significant issues with the unit. Can you
detail in this hearing what action you took after these concerns were brought to you?

Ms Stephen-Smith: To detail it would probably take quite a long time.
MR PARTON: We are here until 4.

Ms Stephen-Smith: Since that time, there has been significant ongoing discussion
about cardiology. Since that time, there have been a number of different issues and
concerns raised by different groups of cardiologists. I am going to hand over to
Ms Zagari because, for her sins, she has been very closely involved in this conversation
and can provide an update on where we are up to now.

Ms Zagari: Thank you, Minister. Mr Parton, I can provide very detailed assurance that
we have thoroughly investigated the concerns that have been raised, by both internal
and external cardiologists, including the six that you referred to and the concerns that
they raised with minister. We have undertaken a significant program of work within
Cardiology to bring the teams back together, to a place of being able to work
collaboratively and well, and in doing so have very significantly improved the
timeliness of access to quality cardiology care.
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Regarding the range of cardiology services that are available in the ACT, the Canberra
Health Services’ cardiology service is now providing the full scope of tertiary
cardiology care with the introduction of new procedures. We have specifically reviewed
the clinical safety concerns that were raised and, indeed, had the input of external
independent reviewers to that process. We continue to work with the cardiology group
and we have engaged some external expert support to bring the team together to be able
to work collectively for the benefit of Canberrans. I can talk to some of the differences
that have been achieved in the waiting times and the procedural work, if that is useful.

MR PARTON: You have presented a very positive summary, but I go back to the
minister and say that the same six cardiologists and an additional four raised exactly
the same concerns again this year and had to do so publicly. They stated that you, your
office and Canberra Health Services, in their view, had not taken sufficient action to
provide a genuine response to them. How is it that their position can be so radically
different to the position which has just been presented in this hearing?

Ms Stephen-Smith: [ am not sure that it is the same six and an additional four.

Ms Zagari: As you know, 10 cardiologists brought legal proceedings against Canberra
Health Services—which I understand to be what you are referring to—in January this
year. We have been working very closely with those individuals and with their
representatives. It is still a matter before the courts, so there are nuances to that, and
obviously to legal proceedings. However, we have been able to work in a positive way
with that group of cardiologists despite that, and the situation is materially different to
where it was in January.

MR PARTON: How many cardiologists does Canberra Health Services have on the
books now?

Ms Zagari: | am going to see if Mr Darcy knows that precise number now, otherwise
we will have it before the end of today. It is in the region of 18, but I will get a precise
number for you.

Mr Darcy: We currently have 16 cardiologists.

MR PARTON: Is that more or fewer than this time last year?

Ms Zagari: I would have to take that question on notice, Mr Parton.

MR PARTON: While you are doing that, please, is that more or fewer than this time
five years ago?

Ms Zagari: It is more than this time five years ago.
MR PARTON: For the same periods, for the last 12 months and also for the last five
years, | am wondering if I can get an indication of how many cardiologists employed

by Canberra Health Services have resigned, retired early or transferred out of CHS.

Ms Zagari: I believe we provided that number in response to a question on notice. If
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so, we will bring that response forward, but we will respond. It will be one number
though; it will be the number of people who have left Canberra Health Services.

MR PARTON: Minister, in closing that line of questioning, are you comfortable and
confident with the steps that CHS have taken to restore confidence amongst the
cardiology workforce and to ensure that clinicians can raise patient safety and
governance concerns without fear of reprisal? Are you completely confident in what
has been done?

Ms Stephen-Smith: Yes, I am. I have not just met with the group of cardiologists that
you raised earlier; I have also met with a different group of cardiologists who have
different views about what the issues of concern are. I recognise this is an extremely
complex situation—

MR PARTON: And so do L.

Ms Stephen-Smith: of personalities and professional opinions among senior clinicians.
I have been regularly briefed, not just by Ms Zagari but also by those who have been
supporting the team in management positions, brought in to Cardiology specifically to
support that team. We have also had external supports brought in, more than once, to
try to get to the bottom of what the issues are and to support the team. Quite a number
of avenues have been tried to bring people together and to reach a resolution, while at
the same time ensuring that patient care is not compromised. Indeed, as Ms Zagari has
said, the actual delivery of services has seen significant reductions in waiting lists and
expansion of the care that is available. We hear a lot of really positive things from
consumers about their experience with the cardiology team and particularly in the new
cath labs at Building 5, on how incredible the facilities are. Honestly, Mr Parton, I could
not have asked more of Canberra Health Services’ leadership in seeking to resolve this
issue.

MR PARTON: Thank you.

MS VASSAROTTI: I have a really quick question in terms of the current workforce.
When you are providing that information, are we also able to find out how many are
permanent staff and how many are VMOs?

Ms Zagari: | can actually answer that now, as well as Mr Parton’s earlier question
about how many people have left. In response to a recent QoN, we provided the
information that, since 2022, the total number of cardiologists that have left is 12. I am
just going to correct Mr Darcy, because, in addition to Canberra Hospital, there are
some cardiologists at North Canberra Hospital. In total, we currently employ 18
cardiologists, and those cardiologists are on staff specialist arrangements; they are not
VMOs.

MS VASSAROTTI: Great. Thank you.
THE CHAIR: Sorry—all 18 are on staff, not VMOs?

Ms Stephen-Smith: Correct.
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THE CHAIR: Do you have a list of VMOs? What do you use VMOs for?

Ms Stephen-Smith: Not in Cardiology at the moment. We have one vacancy currently
in Cardiology that is being recruited to. Those 18 may be supported by locums when
we need them, as opposed to VMOs.

THE CHAIR: Thank you.

MR PARTON: Minister, [ have a series of questions about cancer diagnosis timelines.
Firstly, what performance measures does the ACT use to monitor the time taken when
a patient is identified with suspected cancer—for example, from a biopsy—to them
receiving a confirmed diagnosis? Again, what performance measures does the ACT use
to monitor the time taken when a patient is identified with suspected cancer to receiving
a confirmed diagnosis?

Ms Stephen-Smith: I will hand over to officials to answer that, with the caveat that
there are a lot of different pathways to suspecting cancer, and I am not sure that there
is going to be a single number. There are a lot of different cancers, a lot of different
pathways and a lot of different consumer groups, so I am not sure there is going to be a
single answer to that question.

MR PARTON: Do we have target timeframes for diagnosing suspected cancers? Am
I waiting for someone or are we—

Ms Stephen-Smith: No.
THE CHAIR: From the point of a biopsy, specifically.

Ms Zagari: There is not one specific answer. If you had a biopsy, anatomical pathology
will review the specimen and provide an answer. There is no waiting time associated
with that. What we focus on—and there is no particular number because it is very
disease-dependent—is: from the time that you have been referred with a suspected
cancer, how long it takes to have your investigations, which may or may not include a
biopsy, depending on the nature of the cancer, and from there to have your first
appointment with an oncologist, a haematologist or a surgeon, depending on the type
of cancer. There are as many different pathways as there are cancer types. We do
measure the time to first radiation dose for patients, where that is the appropriate
treatment.

MR PARTON: So that is the next step?
Ms Zagari: Correct.

MR PARTON: If there are no targets, how does the government determine whether
patients are waiting too long?

Ms Zagari: There are disease-specific targets that sit in national guidelines. The new
Lung Cancer Screening Program is a good example where a national standard is set,
which is: from referral, how quickly do we get somebody into a hot clinic type
arrangement and then through to diagnostic care? It is very specific. If it is a breast
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screening, how long does it take to the first appointment, versus lung cancer? There is
no standard answer that fits everything, I am afraid.

MR PARTON: So, if the government does not routinely measure the time from referral
to diagnosis across major cancers, how can you identify where diagnostic delays are
occurring? It is not really possible, is it?

Ms Zagari: We measure stages in our journey. We know that there is a piece of work
that we need to do in outpatient reform. That will be our focus over the next 12 months,
because one of the delays is in getting first access to a specialist appointment. We are
focused very heavily on that. We know that, once you see a specialist, your access to
surgery is much more timely. Your access to diagnostics is improving, but it is the first
outpatient appointment that we are now focused on.

MR PARTON: I am sorry, Chair—I know I have taken up some time. In closing—and
this may be an on-notice scenario—what is the average waiting time for a requested CT
scan to investigate suspected cancer? You know the sort of feedback that I am getting
from individuals. You know that it is not good feedback and people feel that they are
stuck out on a limb when they are facing what is potentially the biggest crisis in their
lives, and the machine that is supposed to help them cope with that—to help them
through that and get to a positive outcome—is dragging the chain. That is the feedback
that we are getting.

Ms Stephen-Smith: Specifically for cancers where a CT would be part of the diagnosis
pathway?

MR PARTON: Yes.

Ms Zagari: I have asked the question. I do not know that we will have the level of
specificity down to cancer. What we will be able to obtain is: what is the average
waiting time for an urgent CT?

MR PARTON: Thank you. I appreciate that.
THE CHAIR: Ms Zagari, you indicated that you collect information on when a person
gets diagnosis of a suspected cancer through to the process of investigation and then

diagnosis. Did I understand you correctly?

Ms Zagari: The specific metric that is measured is: somebody who has a cancer
diagnosis and commences definitive treatment—that is, radiation or chemotherapy.

THE CHAIR: When there is something going on—they do not know if it is cancer—
and they actually get the diagnosis.

Ms Zagari: Correct, because of the different pathways. There is not one metric that we
are measuring in that space.

THE CHAIR: Do you have a list of the different pathways at least? Do you know what
the different pathways are?
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Ms Zagari: Yes. It would be a listing by cancer type, with a level of granularity and
specificity that I think is probably unhelpful. What I will take on notice is for us to
identify what information we can provide. I know that sounds nebulous, but it is around
the question of: what are we measuring in terms of cancer diagnosis timeliness?

THE CHAIR: That is useful. Thank you.

MR EMERSON: You will have seen media reporting today about breast density and
breast cancer diagnoses. Mammograms and ultrasounds are often unable to detect breast
cancer for women with more dense breasts, which may be approximately 40 per cent of
women. They often need an MRI to detect cancer. I understand BreastScreen ACT is
yet to implement measures recommended by BreastScreen Australia 20 months ago to
assess breast density and inform women to discuss additional screening with their GP
if required, while New South Wales, Victoria, South Australia and Western Australia
are already doing this. My first question is on the data collection point. Do you collect
data on how many breast cancer diagnoses in the ACT are made late or are not initially
picked up during screening, potentially due to breast density?

Ms Stephen-Smith: [ am not sure that we have anyone here from BreastScreen who
would have the answer about data. Yes—Jo is coming to the table. Regarding the way
that you asked your question, Mr Emerson, you were kind of indicating that the ACT
had not done anything. We are in the midst of work to implement the identification of
breast density as part of breast screening. One of the challenges is that, while there is
software available, it needs to be integrated with our ICT systems. Some of the other
jurisdictions, I think it is fair to say, got in first on the expertise required to do that, but
that work is underway. I will hand over to Ms Morris to talk about what is identified at
the moment.

Ms Morris: At the moment, in terms of breast density, we report on the patients that
are recalled. If there is an abnormal finding on a screening, they are brought back to our
assessment clinic and whatever relevant tests are required for that individual are done.
Breast density is reported on the individuals who are called back to the clinic.

MR EMERSON: That might signal something was missed and another test needs to
be done? I am trying to understand that.

Ms Morris: It will not signal that something was missed. We picked up something on
the original screening, and then, as part of the suite of information that makes up the re-
assessment of that patient, if you like, breast density is reported through a manual
process by the regulators.

MR EMERSON: But we do not know if something has not been picked up specifically
because of breast density. We are not tracking whether, later on, something is picked
up that might have been picked up earlier?

Ms Morris: No.
MR EMERSON: Do you have a timeline for getting that sorted? Minister, I do not

think I said “nothing”, but I did say that measures had not been implemented yet. So is
there a timeline for when that would—
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Ms Stephen-Smith: It is expected in the first half of next year. That is my
understanding.

MR EMERSON: [ want to ask about acting positions, so that is an employment matter.
Table 1 of the former ACT Health Directorate’s annual report shows senior executive
positions. You can see how many are in those roles on an acting basis. If you look back
at those reports, it shows that the proportion of senior executive positions filled on an
acting basis has risen, from around seven per cent in 2019-20 to over 43 per cent in
2024-25, with at least six of those positions showing the same officer acting in the same
role across multiple annual reports, indicating acting arrangements of 12 months or
longer. What has driven this near six-fold increase in acting arrangements over the past
five years?

Ms Stephen-Smith: There was some instability and churn at the Health directorate, but
I will hand over to Ms Arthy to talk about what is currently happening at the Health and
Community Services Directorate.

Ms Arthy: Thank you, Minister. I cannot speak to the history of the SES acting
arrangements, but I can certainly take things on notice if there are specific questions.
What I can talk about is what has been happening since the machinery of government
change, from 2025-26. There have been, and there still continues to be, unfortunately,
several acting positions within HCSD. I do not have the specific number of acting
arrangements with me, but I can get that for you by the end of this session or the end of
the day.

MR EMERSON: That would be great—the number and perhaps the proportion, if that
is all right.

Ms Arthy: Yes. There is a really complex set of interactions. As you would be aware,
when the machinery of government changes were announced and the new directorate
was formed on 1 July last year, all the deputy director-general positions were spilled,
and they were not filled until quite late in the year. That then sparked a whole range of
acting arrangements as well. We have unfortunately had some illness on the
Community Services side, which has meant we have again had complex backfilling
arrangements, mainly on the Community Services side but it has spilled over into the
Health side as we have had to move people around to fill short-term gaps. We also have
at least one SES position on long-term leave for a range of complex reasons, and we
cannot fill behind them permanently until we resolve issues. That has again resulted in
a whole heap of knock-on effects. We have continually had knock-on acting
arrangements. Also, the Chief Health Officer has taken up an opportunity elsewhere.
We have now filled that position on a temporary basis, which again has had a knock-
on effect. It is a very complex set of reasons.

What I am trying to do now is settle everything down as much as we can. A former
deputy director-general has taken up a position in the Victorian government, so we now
have another set of acting arrangements, which also has flow-on effects. I am in the
process of recruiting for that position, which we hope will settle things down. In any
agency, you never have, 100 per cent, everyone in their right positions. There has been
a lot of churn, but we have a plan to try to have as much stability as we can by the end
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of the year.

MR EMERSON: Regarding the positions where the same person has been acting for
at least 12 months, what has prevented those roles from being filled permanently or
advertised?

Ms Arthy: I do not want to talk about specifics because it often gets into difficult areas.
MR EMERSON: That is okay.

Ms Arthy: In general, for example, if there is a person on long-term leave for a whole
range of reasons and we cannot predict when they will be able to come back, we have
to keep people acting while that person is on long-term leave and we work out whether
they can come back to that job. It could be that the person who owns that position has
a temporary position elsewhere for a number of years, so we again have to act people
over a number of years. Those are usually the conditions in which people act for longer
periods, but, again, it is not unusual.

MR EMERSON: In the 2024-25 annual report, 16 out of 37 senior executives in ACT
Health were acting in their positions. What risks and consequences have you seen from
this level of acting in senior executive positions to organisational stability, institutional

knowledge and decision-making continuity, particularly through that transition to the
new HCSD?

Ms Arthy: As I said, I cannot talk about what happened before HCSD, but I can talk in
general. Having a churn of acting is not great. The public service works best when we
work together and work with very known roles and responsibilities and known teams—
really good, high-quality teams that collaborate. When you have a change of leader, it
makes it very difficult to get that cadence of working together, get the relationships
built, and get the skills built. It is not ideal. Unfortunately, it is a reality of the world
that we live in. The mitigation for that is to ensure that every SES officer has a core set
of skills around team leadership, team building and collaboration—that we have a
culture within an organisation that has people’s backs so that, if someone new comes
in, we have other people with corporate knowledge.

Even though we SES officers like to believe that we are the be all and end all of an
organisation, we actually are not. We have 12 thousand people who are doing
incredible work, and that is where the corporate knowledge is. The skill of an SES
leader is about how to capture that work power. There is a whole heap of other things
that I am sure I can bore you about—systems, document management systems, and all
that sort of thing. It is not ideal, but it is something that we work on to make sure that
we do not put at risk anything that we are doing.

MR EMERSON: Have you had concerns raised by any staff—senior executive staff
or other staff—about the impacts of these longer term acting arrangements?

Ms Arthy: Indirectly, yes. We have regular meetings, and I certainly meet regularly
with all staff. I do town halls and regular drop-in sessions, and people can raise anything.
We also meet with the CPSU. Concerns are raised around stability, and it is driven a lot
by the changes that we had in the year after the machinery of government changes.
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Again, it is not unusual and it is something that we will work through.

MR EMERSON: Perhaps on notice, are you also able to provide a breakdown of the
duration that staff who are currently acting in senior executive positions have been
acting?

Ms Arthy: Sorry—can you repeat that?

MR EMERSON: For the staff who are currently acting in senior executive positions,
is there a breakdown of how long they have been in those positions, so we can get a
sense of the duration of those acting arrangements?

Ms Arthy: I can give it go. The reason I am hesitating is that we had a specific instance.
Are you talking about the whole of HCSD or just the Health stream?

MR EMERSON: It would be great to get both.

Ms Arthy: To give you an idea about why I am hesitating on the whole of HCSD—and
I do not want to divulge—someone in a very senior position was unexpectedly ill and
we were not sure when they would be returning, so we had acting arrangements
fortnightly by fortnightly by fortnightly as we tried to work it out regarding that person.
It is going to look very choppy because, naturally, we had to move people around to try
to fill that position. But we will try to provide something that will be meaningful for
you.

MR EMERSON: Thank you. If you need to de-identify it, that is totally fine.

Ms Arthy: We will definitely have to de-identify it, but it is not going to be a simple
story, because we had to move people around.

MR EMERSON: Sure. Thank you.

MS VASSAROTTI: I just wanted to ask some questions around palliative care,
particularly palliative care hospice and Clare Holland House. We understand that there
is a long waitlist for palliative care respite services, but we have also heard a report that
Clare Holland House is not using all of its beds or providing respite care and not taking
children even though the model of care supports it. I was interested in finding out more
information about why Clare Holland is not currently using all of its beds, the situation
around respite care, why that has not been operating over the last year and the issue
about not accepting children who require palliative care.

Ms Stephen-Smith: Before I hand over to Ms O’Brien, I would note that in terms of
using all of'its beds, following the expansion of Clare Holland House that was cofunded
with the commonwealth and Snow Foundation not all of the beds were funded for
operation. It was built with room for further expansion as the population grew over time.
There are a certain number of physical beds and there are a certain number of funded
beds, but not all of the physical beds are currently funded for operation. That is a
deliberate decision in relation to that expansion having been done to enable room for
future growth. Having said that, I will hand over to Ms O’Brien to talk about the respite
and children issue.
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Ms O’Brien: Thank you, Minister. Melissa O’Brien, General Manager, North Canberra
Hospital, including Clare Holland House. I will have to take the question about respite
on notice. I suspect it is due to a model of care issue, but I will have to get some more
information on that. The issue of children accessing Clare Holland House—the
paediatric service at Canberra Hospital is working closely with Clare Holland House to
enable that to recommence. With some arrangements in place if a child is requiring
palliative care and if their family and the child’s choice is to go to Clare Holland House,
they will provide in-reach services from the Canberra Hospital paediatric department.
Paediatric care is quite different from adult care, and so there was a suspension related
to the key clinical competencies for providing safe care for a child at end of life. That
is now underway, and that agreement is in place.

Ms Stephen-Smith: We have an election commitment to develop a more
comprehensive paediatric palliative care service, so that is something that is part of this
work and in development. The other thing that I would add is, of course, we have
supported Palliative Care ACT to establish Leo’s Place, which is currently in a
temporary facility in Braddon, but they are developing a permanent purpose-built
palliative respite care facility—not paediatric but adult palliative care respite care
facility—that will expand from four to six beds once it moves into the purpose-built
facility.

MS VASSAROTTI: Yes, that is correct. That is certainly what we have heard. 1
suppose, just circling back to that original comment you made, Minister, around there
being beds but that they are not operational and that being part of the plan, it is the case
that there is a waitlist, and so in terms of the planning—

Ms Stephen-Smith: For Clare Holland House?

MS VASSAROTTI: Certainly, for Clare Holland House, I understand it is quite a
long—a number of weeks was the latest information that we heard.

Ms Stephen-Smith: We occasionally get that feedback, and then when I go and ask |
get different information. We might take a question on notice, because I think part of
the challenge with palliative care is that demand does go up and—it is not necessarily
consistent over time. We might take the question on notice in relation to finding some
way of expressing an average of how many people are waiting for access to Clare
Holland House and how long they are waiting, because I certainly have had that
feedback in the past and been very concerned about it. Quite often it seemed like it was
not the norm, but recognising that the number of beds that were funded—that decision
was made some years ago, so it probably is timely to review that again and look at
whether that physical opportunity for expansion is something that should be being taken
up in future budgets, of course subject to budget processes.

MS VASSAROTTI: Again, just circling back to the commentary around Leo’s House
and the fact that it is in temporary accommodation waiting for that permanent expansion,
I think that, again, is part of the reason why getting that question on notice around Clare
Holland House with respite care is quite important, because, again, we understand there
is quite significant need, so looking at the services they actually have is really important.

Estimates—29-07-26 P882 Ms R Stephen-Smith and others



PROOF

Ms Stephen-Smith: Yes, absolutely. Of course, since the funding of additional beds at
Clare Holland House, we have made additional funding commitments to at-home
palliative care as well. That has expanded over recent years. Are you okay if we take
that question on notice?

MS VASSAROTTI: Yes. It is really good to hear that that service for children will be
operational. Obviously, if we can support children in home at end of life, that is
absolutely ideal. How long has Clare Holland House not been able to take children on?

Ms Stephen-Smith: I will have to take that on notice too.
MS VASSAROTTI: On notice as well. Thank you.
THE ACTING CHAIR (Mr Emerson): Mr Werner-Gibbings.

MR WERNER-GIBBINGS: Thank you, Mr Emerson. I have only got 16 or
17 substantive questions.

ACTING CHAIR: That is all right. You have got one go at it.

MR WERNER-GIBBINGS: Top of the list is Burrangiri.
ACTING CHAIR: Ms Carrick has entered the chat.

Ms Stephen-Smith: What can we do for you, Mr Werner-Gibbings?

MR WERNER-GIBBINGS: There was a list of recommendations from the building
assessments to upgrade the Burrangiri building. Can you update us, in the absence of
my esteemed colleague, on where that is up to to address those recommendations? Then
I am going to ask you a question about the conversation you have had with the
commonwealth.

Ms Stephen-Smith: There has been some more work done in terms of looking at what
upgrades would be required to deliver a facility that at least meets building standards
for what it currently is, but, as you noted, there is some urgent work identified in relation
to fire safety. I will hand over to Ms Garrett.

Ms Garrett: **-*-The Burrangiri building analysis report was provided to the
directorate in June 2026 and provides detail on infrastructure works and a probable
magnitude of cost for those works to meet the class 9¢ applicable buildings code.
Overall the risk was assessed as low, but the report does make recommendations around
improvements for life safety and building infrastructure upgrades to reduce risk. The
delivery of those safety upgrades will take time in the interim.

The directorate is looking at a comprehensive review of all emergency management
plans and evacuation plans that are in place with the Salvation Army at Burrangiri. That
internal review has shown that the emergency preparedness documents are generally in
line with what we would expect for emergency management standards, but there is an
opportunity to do some further improvements and consider the operational realities of
the vulnerable cohorts that are present at Burrangiri. We are looking at how those
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documents can be updated and considered in light of the findings in the report.

MR WERNER-GIBBINGS: Minister, you will be Minister for Health Infrastructure.
Will Burrangiri stay with you?

Ms Stephen-Smith: Yes.

MR WERNER-GIBBINGS: So this will not be your last, potentially, substantive
question on it.

Ms Stephen-Smith: No.

MR WERNER-GIBBINGS: In light of the issue and the discussions that you have
been having with the commonwealth, what is the status of those conversations in terms
of commitments from the commonwealth or the ability of the ACT government to
advance long-term, sustainable respite care in the ACT?

Ms Stephen-Smith: I have had a couple of conversations both with Senator Gallagher
and with Minister Butler, including towards the end of last week at the national
conference. I took the opportunity to have a conversation with Minister Butler about
where their decision-making was up to. [ understand that there is a brief on his desk, if
not already agreed, in relation to the use of the $10 million commitment from the
commonwealth government. That is obviously an announcement for them to make, but
we have been working through options with them in relation to the refurbishment of
Burrangiri or the development of an alternative fit-for-purpose facility to deliver
15 aged care respite beds in the ACT. Because those negotiations and conversations are
ongoing, I cannot say a lot more than that, but there have been some detailed
conversations at officials level as well.

MR WERNER-GIBBINGS: Would you characterise them as mildly satisfactory?

Ms Stephen-Smith: I think one of the challenges has been trying to get to an agreed
position with the Save Burrangiri Action Group on what its priorities and what the
community’s priorities were around the building itself and the delivery of respite
services to try to identify the option that was going to deliver the best medium- to long-
term outcome for the community, the smallest gap in services, but also recognising how
much the community values the Burrangiri building and site and trying to balance all
of those issues through these conversations. In meeting with Senator Gallagher we also
had a meeting with Senator Pocock, Ms Carrick and a couple of members of the Save
Burrangiri Action Group so that we could all talk together and hear the same
information and discuss the same information to try to identify what those shared
interests were. I cannot say it was entirely conclusive, but it was helpful in taking the
next step.

MR WERNER-GIBBINGS: There are pathways?
Ms Stephen-Smith: There are.

MS VASSAROTTI: In terms of what you said before, previously, with the $10 million
commitment, the best case was that it would result in the same number of beds, and the
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worst case was that we might be going backwards in terms of beds. Are you now feeling
that we will have 15 beds in the longer term, or an increase in beds? Is that what you
said?

Ms Stephen-Smith: I assume, Ms Vassarotti, that, in relation to going backwards, you
are talking about the work that was done to do a test fit of Burrangiri for the Arcadia
House service, which was a more substantial refurbishment that would have delivered
12 beds. The commonwealth have been clear that there will be at least the same number
of beds as is currently the case. That was part of their commitment.

Ms Stoddart: It was a commitment to invest in infrastructure to support respite—the
same or increased number of respite. The conversation that is happening is about how
best to use that funding to get the outcome.

MS VASSAROTTI: Originally, it was to increase the number, but now we are still
looking at probably the same number as we have now?

Ms Stoddart: If the outcome is that we refurbish Burrangiri, it would be refurbishing
to keep the 15 beds that we currently have.

Ms Stephen-Smith: I think the original commitment was to ensure that the ACT did
not go backwards..

MS VASSAROTTI: Okay. But we understand that we do have a lack of respite beds
currently, so we do not have a current plan to fill that gap?

Ms Stoddart: That is part of the ongoing commitment. As the minister indicated, we
are regularly, at official level, talking with the commonwealth, and they absolutely
acknowledge the need in the ACT and the recognition of aged-care respite in the ACT.
That is part of the ongoing conversations in relation to options into the future.

Ms Stephen-Smith: We are not alone in that. Burrangiri is unique in being a leftover
model of care from when this whole program was established, in the 1980s, and it has
now transitioned into My Aged Care. There are some real challenges around the way
respite is funded or not funded under My Aged Care funding streams, and we are not
alone in having a shortage of available aged-care respite.

MS VASSAROTTI: But we do not have a clear pathway at this point about—

Ms Stephen-Smith: It is a commonwealth responsibility to establish that.

MS VASSAROTTI: I have a question particularly about understanding some of what
is in budget output 1.4, around funding for subacute and community services. With this
funding in particular, was this funding that was previously going to the community
sector, and it is now being insourced?

Ms Stephen-Smith: Ms Vassarotti, what page are you on?

MS VASSAROTTI: It is page 77 of statement C.
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Ms Stephen-Smith: [ have it. Subacute and community services.
MS VASSAROTTI: Yes.

Ms Stephen-Smith: Given that cancer services is the output before this one, this is the
Canberra Health Services part of the budget statement; is that what you are looking at?
Output 1.4, community health services, subacute and community services?

MS VASSAROTTI: Yes.

Ms Stephen-Smith: There is an increase in funding, but it is not about insourcing non-
government services.

MR PARTON: On cancer diagnosis, Minister, for reporting purposes, is a biopsy
classified as general surgery on the published elective surgery waitlist?

Ms Stephen-Smith: A biopsy would be elective surgery.

Ms Zagari: It depends on what type of biopsy it is, Mr Parton. If it is a surgical biopsy,
yes, it would count as elective surgery on the elective surgery waitlist.

MR PARTON: The Canberra Health Services published elective surgery waiting time
identifies category 1 patients as urgent and recommends an appointment or admission
within 30 days. What happens when a category 1 patient is not admitted or treated
within 30 days?

Ms Zagari: | will ask Ms Derrett to respond to this.

Ms Derrett: Thank you for the question. There has been considerable work done,
particularly over the last six to 12 months, on looking at category 1 patients, which is
the 30 days, and bringing those patients in, in time. Certainly, if someone exceeds that
timeframe, there would need to be a conversation with the treating clinician in the first
instance.

MR PARTON: When you say there would need to be a conversation, what do you
mean? What are you suggesting? I am not sure that [ understand.

THE CHAIR: Case management?

Ms Derrett: Yes, a conversation around when they needed to be booked in, how they
had not been able to be booked in, or it was likely that they may not be booked in within
the 30 days, and how those cases can be prioritised to be booked in as soon as possible.

Ms Zagari: Ms Derrett is referring to the fact that there is direct oversight of that—that,
with any patient that breaches, there is absolutely a response. We have gone from a
circumstance of having more than 100 overdue cat Is to, on many days, having no
overdue cat 1 patients. There is always a discussion around the complexities of the care
of an individual patient so that they can be booked in a timely way.

MR PARTON: Minister, [ have been contacted by a patient who was categorised as
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category 1 and placed on the waitlist in December last year, following the identification
of a mass which has raised suspicion. That patient waited approximately six months
before receiving a biopsy this month and, as of today, has still not seen the relevant
specialist. Are you able to explain how a category 1 patient waiting approximately
six months for a biopsy and still waiting to see a specialist is consistent in any way with
the 30-day timeframe?

Ms Zagari: | would expect the way that has happened is that they have had a referral
for a specialist outpatient clinic, to see a specialist around a suspected mass, to
determine what intervention they need. Do they need a biopsy, what kind of biopsy and
how would that happen? We acknowledge that waiting times for outpatient clinics, and
particularly in some specialties, are not within clinically recommended timeframes. As
I said earlier, that will be the focus of our planned care reform and efforts in the coming
year. Significant work has gone into the elective surgery waitlist; but, to be on the
waitlist, you need to have seen your specialist, and it has been determined as to what
procedure you need.

MR PARTON: My information is that she was referred as an inpatient in the CHS
emergency department, so—

THE CHAIR: She has already been booked in for the biopsy; it is just taking—

Ms Zagari: It would be helpful for us, if you have her permission, to share data, so that
we can look at exactly what happened in those circumstances, to understand that.

MR PARTON: All right.

THE CHAIR: I also have a few cases, where they have said they have been on the
waiting list for more than six months.

Ms Zagari: We are very happy to review—with, obviously, the consent of individuals
to share data—the circumstances that surround that.

MR PARTON: Her GP has seen the results and diagnosed her with cancer, but she is
still waiting. She is still waiting for a specialist appointment. Again, I refer to comments
that I made earlier today. This is the biggest single crisis in this patient’s life. She has
arrived at a conclusion that the machine that is supposed to help her is just not helping
her. What is the applicable timeframe, from a biopsy or other such diagnostic procedure,
to then see a specialist? What is the applicable, accepted timeframe?

Ms Stephen-Smith: Again, it really depends on the circumstances, Mr Parton, and your
example is from biopsy to seeing a specialist.

Ms Zagari: There is not one specific answer; in part, it will also depend on what is
found on the biopsy. That influences it. There is a requirement for communication of
critical results by pathology services on the identification of cancer on biopsy. Whether
the biopsy is positive, and with what cancer, influences that wait time.

MR PARTON: My understanding is that her GP followed up on multiple occasions
with CHS and did not receive any meaningful response.
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Ms Zagari: Without the patient’s details, I cannot comment on that level of specificity.
We are absolutely committed to reviewing cases where our care has not met
expectations and, with detail, we will do that, as we have indicated.

MR PARTON: All right.

Ms Stephen-Smith: [ would note that there is a GP liaison service in Canberra Health
Services that gets really positive feedback from GPs. I would always encourage a GP,
if they feel that they are not getting to the right place in Canberra Health Services by a
direct approach, to talk to the GP liaison unit. That can certainly escalate matters, and
it knows where to escalate internally.

MR PARTON: I can promise that we will communicate with your office today.

Ms Stephen-Smith: Thank you.

THE CHAIR: Do you publish the waitlist for biopsies anywhere?

Ms Zagari: There is not a specific waitlist for biopsy. You may be needing a biopsy
for a suspected lung mass; that may be done by respiratory through a bronchoscopy.
You may need a biopsy of a suspected sarcoma, which might be done by an orthopaedic
surgeon, or it might be a general surgeon. Patients who require biopsy will sit on the
relevant specialty waiting list. There is not a biopsy list as such.

THE CHAIR: There is no general—

Ms Zagari: There is not.

THE CHAIR: Each specialty has their own waiting list?

Ms Zagari: They have a waitlist which may include biopsy, among the other things
that people are waiting for. It is not a biopsy list per se.

THE CHAIR: How do you then track when people are not getting it within the
30 days?

Ms Zagari: There is oversight of the category 1 elective surgery waitlist, and people
that are approaching dates and are not booked in before the 30 days. That is monitored
through the ops centre and the planned care stream. That looks at cat 1s across every
surgical specialty, not specifically biopsy—

THE CHAIR: Not just biopsy.

Ms Zagari: because there are other urgent matters, which might include removal of a
cancer.

THE CHAIR: With that category 1 list, do you publish that?

Ms Zagari: What is publicly available and updated weekly—and someone will correct
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me if I say the wrong thing—is the surgical waitlists for all specialties. Alison, do you
want to add something more?

Ms Derrett: No, there is nothing more to add. It is updated regularly.

Ms Zagari: It is on the website; people can see the waitlist.

THE CHAIR: It is on the website, so when someone is category 1—

Ms Zagari: But not with their name, for example.

THE CHAIR: No, of course not.

Ms Zagari: The cat 1 waitlist has this number of patients on it.

THE CHAIR: And how long they have been on it?

Ms Zagari: It has average wait time.

Ms Derrett: I think it is average wait time. [ would have to double-check.
Ms Zagari: I will pull that up in the lunch break, so that we can confirm that.
THE CHAIR: Thank you.

Ms Stephen-Smith: The Australian Institute of Health and Welfare publishes annually
the average number of days overdue for category 1 surgeries. Obviously, we do not
have data for 2025-26 yet, and it would be a significant improvement, given the
evidence that has been presented, but there is data available for 2024-25. My office has
advised that, in the ACT, just under 20 days was the average number of days overdue
for category 1 surgeries, for those who are overdue.

It is very similar to Western Australia and Queensland. Data was not available for
Victoria or New South Wales. In the other jurisdictions—Northern Territory, Tasmania
and South Australia—the figures were significantly higher. It is not ideal; absolutely,
we wanted to address it. We have done so, and we have seen substantial improvement
this year. That data will become available through the Australian Institute of Health and
Welfare in due course.

Ms Zagari: What is available on the website was updated on 15 July. It is updated
fortnightly. There are some caveats around data, because it comes from our internal
operational data, and it is not fully cleansed data for AIHW. It indicates, by specialty,
the number of patients that are waiting by category, the percentage of those that are
overdue, and there is a category called “not ready for care”. These are patients who,
because of their condition, cannot have surgery at this time. They are noted there, so
that you can see, beyond those patients that are waiting, that there are other patients
who cannot have surgery at this time, for reasons related to them, not to the hospital. It
is specialty by specialty.

THE CHAIR: I appreciate that. Do you internally have the list of people in each
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category and how many days they have been waiting?

Ms Zagari: Yes.

THE CHAIR: You have that for administrative purposes, so you can see when—

Ms Zagari: Yes.

Ms Derrett: Yes, we do.

THE CHAIR: You follow up, if they are above 30 days; is that what the evidence was?
Ms Derrett: Yes, we do.

Ms Zagari: Yes. Over the last six months, a very close monitoring process has been
introduced that reviews exactly that.

THE CHAIR: How many people are currently on category 1 that have been waiting
above the 30 days—not the percentage? Say, five people waiting for six months, six
people waiting—

Ms Derrett: At the end of the financial year, we had 14.

THE CHAIR: Waiting for how long?

Ms Stephen-Smith: Longer than 30 days.

Ms Zagari: Longer than 30 days. It is day by day.

THE CHAIR: Okay; I understand.

Ms Zagari: What we can provide to you is, right now, today, what the number is, and
the longest waiting person has been waiting for this number. We can provide that before
the end of today.

THE CHAIR: X number of days. That is what I was getting to. Thank you very much.
The committee will now suspend the proceedings for a lunch break.

Hearing suspended from 12.15 to 1.16 pm.

THE CHAIR: Welcome back to the public hearings for the Select Committee on
Estimates 2026-2027. We welcome back Ms Rachel Stephen-Smith, the Minister for
Health and Minister for Mental Health. For any new witnesses at the table, please note
that you are protected by parliamentary privilege and bound by its obligations. You
must tell the truth, as giving false or misleading evidence will be treated as a serious
matter and may be considered contempt of the Assembly.

Minister, [ have a few questions around the Russell Bayliss report. Does the government
intend to publicly release this review?
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Ms Stephen-Smith: I will hand over to Ms Zagari, but my understanding is that it is
related to a range of individual industrial matters that would not be appropriate for—

Ms Zagari: Minister, that is correct.
THE CHAIR: I did not hear that.

Ms Zagari: It is about individual industrial matters—individual employment matters.
There is not a Bayliss report as such. It was supporting information to assist in
employment industrial processes.

THE CHAIR: The review does not have recommendations or—

Ms Zagari: No. It was in relation to individual employment matters, and it was to
support the manager in meeting their obligations under the enterprise agreement.

THE CHAIR: There is no public interest in knowing what that review contained—
redacted?

Ms Zagari: The outcome of the process—and I have spoken to it before—was that
there were no matters that met the threshold for referral to the Public Sector Standards
Commissioner, and that the employment matters were finalised under the enterprise
agreement, so there was no finding against individuals.

THE CHAIR: I understand that, but the question I ask is: is there no public interest in
the contents of the review?

Ms Zagari: No. It was about an employment matter. It was a question of whether
individuals had done the wrong thing. The finding and the outcome of the employment
process was that they had not. That is the public interest.

THE CHAIR: Okay. How do we know that, though? We just have to take your word
for it?

Ms Zagari: Because we followed the processes that are laid out in the enterprise
agreement. There was independent input into the review of clinical concerns that
determined that that was the outcome.

Ms Stephen-Smith: Ms Barry, [ will say two things on this. Firstly, I understand the
point that you are making, but releasing a review that investigates allegations and finds
no wrongdoing airs allegations that have been made about individuals who, even if their
names were redacted, would be readily identifiable, and it puts those allegations out in
the public domain for speculation, when they have been found not to have grounds for
any action taken.

In addition, I would note that an industrial matter investigated by Barbara Deegan, in
relation to cardiology, has previously been publicly released under freedom of
information, as a result of a request from the union. That resulted in further cultural
damage to that unit. Continually releasing information that is then subject to public
debate and that further exacerbates dissension and concern within a work group that is
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already challenged by a range of cultural issues does nothing to improve that culture.
All it can possibly do is damage the reputations of individuals, when allegations against
them have been thoroughly investigated and found not to require further action.

THE CHAIR: Minister, I accept your comments around that, but I do not think that is
what we are trying to do here—exacerbate or in any way damage a culture that exists
or damage the individuals. My concern is around the fact that this report—apparently,
a 400-page report—is dealing with the executives or with the heads of health, and no-
one else outside that knows what the report contains. We are just supposed to take your
word for it that you have dealt with and managed what the report contains. If that is the
position, that there is no public interest in that report being released, it is on the record.
We are happy to move on.

Ms Zagari: To provide a level of assurance for the committee, CHS did provide
information and reporting to the Public Sector Standards Commissioner, the PSU,
around the information and the outcome of that process.

THE CHAIR: Minister, you have made a claim of confidentiality. Parliamentary
privilege overrides this claim. To manage this situation, the Assembly has passed
continuing resolution 8B, that uses a public interest test. Minister, is it your view that it
is in the public interest to withhold this information?

Ms Stephen-Smith: It is, Ms Barry, but there is a process that the Assembly can follow,
if you would like that tested. I would say, Ms Barry, that these are the same rules that
are followed in relation to other allegations that are made and that are found to be
baseless. I do not think that this committee would ever expect, for example, the Integrity
Commissioner to release details of an investigation that it had undertaken in relation to
a matter that the Integrity Commissioner had found to be a groundless allegation and
had dismissed. There are very clear requirements in the Integrity Commission Act that
that information is held in confidence, and the Integrity Commissioner makes
judgements about when it is in the public interest.

I recognise that this is a different situation, and we are asking you to put your trust in
senior, highly respected public servants, rather than the Integrity Commissioner. But
these are also highly sensitive industrial matters relating to individuals’ reputations, and
we have a responsibility to protect the confidentiality of those processes. I am making
an argument that it is in the public interest that documents such as this are not released.

THE CHAIR: I ask members of the committee whether we wish to deliberate in private
about this.

MR EMERSON: You could ask if it can be provided in confidence.

THE CHAIR: Yes. Can the report be provided in confidence?

Ms Stephen-Smith: We will need to take advice on that, as you would appreciate. Ms
Zagari will have a conversation with the Government Solicitor’s Office and the PSU,

and come back to the committee.

THE CHAIR: Thank you.
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MR PARTON: Can I just say, in the interests of assisting those discussions, Minister,
the government has publicly released a number of independent reviews into the ACT
health system, including workplace culture reviews and the Michael Walsh inquiry.
Why is such a different approach being taken to this Russell Bayliss review?

Ms Stephen-Smith: I will hand over to Ms Zagari to describe the nature of this piece
of work, because the Walsh review was intended to be made public. It was a public
process, and it was a review that was commissioned to be made public. Other
documents have been released under FOI and, as I said, sometimes that has been quite
damaging, but this is a different type of process.

Ms Zagari: Mr Parton, it was not a review of the health system, and it was not a review
of culture. It was a collection of information about complaints in relation to individuals
that were made to support a decision-maker under the enterprise agreement to determine
whether there was misconduct or issues in the performance of duties. It was not a review
of the system. It was about collecting information to support a decision-maker in a
process.

MR PARTON: Some would find it hard to accept that a 400-page report on a very
contentious issue is not in the public interest to be released. Minister, would you accept
that when numerous reports identify significant issues relating to our public health
services, choosing not to release a report looks like you are trying to hide something?

Ms Stephen-Smith: I understand the point that you are making, Mr Parton. I do
appreciate that. Public sector agencies undertake misconduct investigations not very
often, but they are done in accordance with the enterprise agreement, and there is a
general expectation that those are undertaken with procedural fairness to those against
whom allegations have been made, and that procedural fairness includes maintaining
confidentiality about allegations, particularly allegations that have not been upheld.

There are also, I would add, multiple other channels for people who have concerns
about individual practices or misconduct by a health practitioner to raise those concerns.
Allegations can also be raised with AHPRA, or with the Health Services Commissioner,
in relation to medical practitioners, if they are alleged to have behaved in inappropriate
ways. This is not a system without other independent oversight as well.

MR PARTON: Can I suggest to the committee that, in regard to the recommendations
for the estimates report, if CHS were undertaking an inquiry that was at no point ever
intended to be released to the public, perhaps, at the start of that process, they should
make that clear. That would be what I would suggest.

Ms Stephen-Smith: Can you point to somewhere where it was indicated that it would
be made public, Mr Parton?

MR PARTON: I think there is a general perception from the public that if a process
like this is being undertaken, at the end of it, there will be an ability for members of the
public and others to see—and I am not saying that it was stated that the report would
be made public. Obviously, you never intended at any point for this to be made a public
report, and I think that should be made abundantly clear at the start of the process.
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Ms Stephen-Smith: This is an internal directorate process.
MR PARTON: Yes.

Ms Stephen-Smith: This is not a process that I instigated. It is a process under the
enterprise agreement and—

Ms Zagari: It was made clear, certainly, to anyone participating that it was not for
public release and that confidentiality was actually a requirement of the process, as is
the case with any of these matters.

THE CHAIR: Were the people involved given the report, the parties involved—the
people who made the complaint, the people who—

Ms Zagari: No. The people that made the complaints were informed of the outcome.
We have worked very closely with them. We have talked about the reasons for the
outcome.

THE CHAIR: They never saw the report?

Ms Zagari: Because it is a collation of concerns by individuals. It is not that every
person should then be able to read allegations made by other people when they have
been assessed by the relevant decision-maker and determined that there is not substance
to them.

Ms Stephen-Smith: This is something that comes up on a regular basis from
complainants who make allegations about misconduct by public servants, whether they
are colleagues or someone that they have interacted with as a consumer or an external
party. It is part of the process, under the enterprise agreement, in conducting misconduct
investigations, for want of a better word—processes—that the complainant may be
advised of the outcome of the process but will not be privy to an entire investigatory
piece of paper. It is something that complainants regularly raise, but it is part of
delivering a misconduct process that delivers procedural fairness to the individuals
involved. It is governed by requirements under the enterprise agreements and the
processes that are well established through the Public Sector Standards Commissioner,
the public sector standards unit et cetera.

MR EMERSON: [ want to ask about an issue at North Canberra Hospital and the future
northside hospital, regarding medical care for people who have had miscarriages. Is
there a plan for a bereavement room that is not part of the maternity ward at the new
northside hospital?

Ms Stephen-Smith: Yes.

MR EMERSON: Do you want to give some more detail, Ms O’Brien? You do not
have to. It was a good answer.

Ms O’Brien: No, if you are happy with the answer, Mr Emerson, so am 1.
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Ms Stephen-Smith: It would be Infrastructure Canberra that would talk about the plans
for the new northside hospital.

MR EMERSON: Okay. What other plans are in train to improve miscarriage-related
services so that the healthcare rights of women to access care, expertise and testing are
brought into line with RANZCOG’s new binational guidelines for the treatment of
miscarriage, recurrent pregnancy loss and ectopic pregnancy?

Ms Stephen-Smith: I have also engaged with, I assume, the same constituent that Mr
Emerson has engaged with about this matter. I have shared some information about the
changes that are being made at Canberra Hospital in relation to pregnancy loss and
bereavement, in terms of both the physical infrastructure and process. This individual’s
experience was at North Canberra Hospital; they were not able to access the same level
of support for pregnancy loss.

Ms O’Brien: Our teams are working together to try and improve the services for
miscarrying people and bereavement support. One issue that has been raised is about
where a person would go within North Canberra Hospital if they needed post-operative
care, for example. That is something that is determined on a case-by-case basis. Some
people would prefer to be in a maternity unit, where they have care by midwives that
they know, that have been looking after them, and others would prefer not to. That is
another issue that is case-by-case.

MR EMERSON: Across the system, in relation to this, RANZCOG’s guidelines set a
checklist of things that need to be completed to ensure that this care is being provided
appropriately. Is there any progress on implementation of those guidelines?

Ms O’Brien: I would need to get some more information.
MR EMERSON: Take it on notice?
Ms Zagari: We will take that question on notice.

MR EMERSON: Okay. As part of that, is there any plan for a recurrent miscarriage
clinic in the ACT, so that women do not have to travel to Sydney for that kind of
specialist care?

Ms Stephen-Smith: There is a maternal fetal medicine service at Canberra Hospital, as
well as a maternity assessment unit. I am not sure whether there is someone here who
can answer those questions. We will take the question on notice, Mr Emerson, and
provide you with some detail about what is available. It would be at Canberra Hospital,
because that has the more specialised service for maternal fetal medicine. Again, I want
to record that I am aware of the experience that you are referring to. I was both surprised
and distressed to hear about that experience, because it would definitely be my
understanding that the kind of services that that individual required would be and should
be available at Canberra Hospital.

MR EMERSON: Finally, on this line, is there a policy—or whether a policy change is

required—for midwives to attend to all cases of threatened miscarriage or miscarriage
in emergency departments, when people are presenting with these issues? Reports on
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the ground from women are that that is not happening currently.

Ms Stephen-Smith: We will take it on notice.

Ms Zagari: We will aim to come back before the end of the session.
MR EMERSON: Okay.

MS VASSAROTTI: I want to ask a few questions about elective surgery and specialist
waitlists. We dealt with a little bit of that before. The health inquiry report showed that
the ACT is the second worst jurisdiction for percentage of patients admitted to public
hospital elective surgery within clinically recommended times, and the worst
percentage for patients who are waiting more than a year for elective surgery. While it
was small, the closure of Canberra Private Hospital will inevitably put more pressure
on waitlists for public specialists. I understand that, in 2025-26, the number of patients
waiting for longer than clinically recommended timeframes for elective surgery was
1,500, which is already far higher than the target of 430. Given the target for 2026-27
has not changed, what is CHS doing differently this year to be able to meet the target
this time around?

Ms Stephen-Smith: There was some information put out yesterday in relation to the
achievement of elective surgery numbers over the 2025-26 year, which was more than
17> thousand elective surgeries. It was around 1,000 more than the next highest year
ever. That is due to a lot of very hard work. That has brought our overdue waitlist down
from about 2,000 to 1,000. Ms Derrett has the details.

Ms Derrett: Our overdue waitlist, as of last year, was 2,022 people. It is now down to
1,274—a reduction of 37 per cent.

MS VASSAROTTI: How has that been achieved?

Ms Derrett: That has been achieved by a lot of hard work and coordination. We needed
to do two things in that time—uplift our activity, which was that 17,569, and make sure
that we are treating people within their clinically advised category and manage the
overdues. It was a combination of thinking about how we work across hospitals, and
making sure that we look at our theatre lists between North Canberra and Canberra
Hospital, because they do slightly different specialisations and acuity. It is also about
working with our surgeons, anaesthetists, nursing staff, allied health and admin staff, in
terms of how we coordinate those lists, how we make sure we are adopting those treat-
in-turn principles.

MS VASSAROTTI: In terms of the target for this year, is there confidence that you
will achieve the target this year?

Ms Derrett: The target of the overall number?
MS VASSAROTTI: Yes.

Ms Derrett: Yes, the expectation is that we will meet the 172 thousand again this year.
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MS VASSAROTTI: Do you have specific reporting mechanisms that are being used
to evaluate the effectiveness of the measures that you have put in place?

Ms Derrett: The evaluation of the measures is built into the way in which we manage
our overdues. We have regular reports on how we are managing our overdues and what
is happening with those. We regularly review how we are measuring within our surgical
categories—category 1, 2 and 3—and make sure that we are treating in turn. We do
measure and review that.

MS VASSAROTTTI: In the health inquiry report, a number of initiatives were identified
that could potentially help with some of the waitlists, particularly using things such as
the Queensland eConsultant Service to provide access to specialist advice, in order to
help reduce the waitlist. Have some of those initiatives been picked up in the budget
this year and will they be explored?

Ms Jacobi: I think that particular recommendation relates to our outpatient waitlists.
That is part of a big piece of work this year, in terms of how we tackle that piece of
work, and that is part of the considerations.

MS VASSAROTTI: Has funding for some of those initiatives been picked up in this
year’s budget?

Ms Lopa: Under the transformation program, I am overseeing all of those Walsh
recommendations that CHS has to implement, although many of the projects will be
run in different parts of the organisation. For the Walsh recommendations, there was
not funding in this year’s budget specifically for the implementation of each
recommendation. We are working through, with the Health and Community Services
Directorate at the moment, an implementation timeline for all those recommendations.
I think the minister needs to table that in the Assembly by the end of this year.

We are currently mapping out what we are doing, when we are doing it and how much
it will cost. That work was not done in between Walsh handing down his
recommendations and the budget, but we will be going to government with that advice,
and it might be that some of it does not need extra funding. A lot of what Mr Walsh
recommended is actually underway through the planned care project under the chief
operating officer and some other things. We are already doing some of the things or we
have already started on some of the things, so we might not need specific extra funding.
There are some things that, absolutely, will need specific extra funding, and we need to
do that work, to work out what that is, and go to government with options for a timeline
for implementation.

The other thing we are looking at is how many projects we can run concurrently, in a
reform sense. Change fatigue is a real thing, so we need to prioritise and look at how
we are doing it and make sure that we do it properly and we evaluate it—all those things.
That work is underway now.

MS VASSAROTTI: As part of that work, will it be looking at some of the ideas that
we know are working really well in places like Armidale, where they are using GPs
with special interests to help with their waitlists? Are those the sorts of initiatives that
will be—
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Ms Lopa: Absolutely. We have started conversations with the Canberra Health
Network about their GP forums and how we can be engaging with primary care, looking
at Mr Walsh’s recommendations as to how we can do things differently to impact those
waiting lists, to impact the number of people and the demand that is turning up through
our emergency department, and the call on our acute services.

We are not Robinson Crusoe. I think that everybody around the country is dealing with
the same issues. We will, absolutely, look at what they are doing. We are not going to
reinvent the wheel. We will be looking at all those things. We have a review into
outpatients that is about to start, to give us an inside look at what we could be doing to
inform the work that we need to do. Certainly, with all those ideas, we will be looking
at how other jurisdictions have gone with them.

MR WERNER-GIBBINGS: We have talked about the south-side allied health centre
and the north-side hospital development. There were a lot of priorities identified in the
ACT health infrastructure plan. Beyond the obvious, how is the hospital going to ensure
that the health system is going to meet the needs of a larger population? And do you
have insights into whether it be a specialised hospital or it will be a bit like Canberra
Hospital, in terms of being able to provide a really broad range of services?

Ms Stephen-Smith: It will be the same level of hospital as it currently is at North
Canberra Hospital, with largely the same kinds of services, but there are some
conversations about the allocation of particular specialties across Canberra Hospital and
North Canberra Hospital. I will throw to Ms Bell to talk about the work that has been
done in understanding demand and meeting demand for 2031 and 2041, which is part
of the business case. I believe that part has probably been released.

Ms Bell: HCSD and CHS do a detailed piece of work around clinical service planning
that looks at the population projections out to a variety of time horizons. As part of the
detailed options analysis work that we did, we consulted with a range of stakeholders
to identify and prioritise which of those would need to go into the first stage of
investment at Canberra Hospital, to make sure that we can keep North Canberra
Hospital operating and functional while we deliver that first stage. There is a balance
of things around meeting that forecasted demand for services and also reflecting the
needs of assets and being able to keep the campus operational during construction.

MR WERNER-GIBBINGS: Is it unlikely there will be additional services or different
services?

Ms Bell: There is definitely growth. It is about asset replacement and ageing,
particularly regarding the services that are in the Marian and Xavier buildings at the
moment. We are replacing those assets and there is growth. A range of those services
will meet the needs of the Canberra community that are forecasted out to 2041, and a
range of them have a shorter timeframe, depending on what the prioritisation for those
is.

MR WERNER-GIBBINGS: Can you provide an example of some of those services?

Ms Lopa: Regarding the services that we are seeing expanded, there will be more
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emergency department capacity and there will be more operating theatres. Those are
planned out to the demand projections of 2041, basically because you cannot really go
back and add operating theatres. They are the hardest places to go back to, so we are
building them to the 2041 demand. There are more inpatient beds. It will be a bigger
hospital than what we see at North Canberra Hospital now. It will remain a level 4
delineation hospital, so it will not have a trauma centre. It will still be the same level of
hospital, but it will be much bigger than what we have now, and that is a result of
population projections on the north side.

MR WERNER-GIBBINGS: In terms of future-proofing and certainly making it
amenable for the future, how easy is it to digitise? The new build stuff is probably
reasonably easy, but you are trying to retrofit cables and bits and pieces. Is there
digitisation work? I suspect that sort of technology thing is not going to get less
important.

Ms Bell: I am not going to use the right language, but—
MR WERNER-GIBBINGS: Use whatever.

Ms Bell: I can assure you that we have a working group that meets almost as regularly
as the rest of the services, in collaboration with Digital Canberra and a range of others,
to make sure that the campus and the new build is capable. These buildings—

MR WERNER-GIBBINGS: So digital infrastructure is being incorporated—
Ms Bell: Yes.
MR WERNER-GIBBINGS: and there are specific planning groups.

Ms Bell: Yes. And elements of the campus will be upgraded. As you mentioned, the
existing infrastructure might not be suitable for emerging technologies, so we are
upgrading the campus at the same time as we are building the new facility.

MR WERNER-GIBBINGS: This is my final question about work on the north side.
There is a large and varied group of key stakeholders—people who are working there,
people who are getting treatment there, various organisations, clinicians and
consumers—so how are their opinions and experiences being taken into account when
the buildings are being built or upgraded? It is a once-in-a-hundred-years opportunity
to build a hospital.

Ms Bell: I am going to kick off and then, if I miss any groups, you can add to them. It
is really exciting to be able to engage. We engage with a range of groups, like the Health
Care Consumers’ Association, the Health Infrastructure Consumer Reference Group,
all of the clinicians—doctors, nurses, allied health professionals, midwives—and all of
the support staff, including back-of-house support staff. We engage with hundreds of
users over the course of the project to inform the design of the project. That starts from
a macro level—how the building interacts and engages with the broader campus and
community—and goes all the way down to every last power point within the facility. It
is stepped process, from the macro down to the micro, and it is very wide-ranging
through a variety of processes, whether it be a larger workshop style session with a big
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group of people or a smaller defined user group style focus session directly with the
architect.

MS VASSAROTTI: On the north-side hospital, in answer to a recent question on
notice about the cost of building the hospital, there was a comment that the cost per bed
is not a really good benchmark for determining value for money. I want to get some
information about what you think is a better benchmark for value for money in the cost
of a hospital build?

Ms Stephen-Smith: There is expertise here!

Ms Bell: The capital cost is one element, and we also have to make sure that we consider
the recurrent cost. That was part of what went into developing the preferred option. I
will focus on the capital cost because I think that is specifically what your question is
interested in. Cost per square metre is a really good benchmark, and we often use that
to help us. Early in a project, when we might not have designed the full facility, we
figure out how many square metres we think the sorts of services that we would like to
deliver will need, and then we benchmark that cost per square metre across more
recently delivered projects elsewhere. We rely very heavily on other jurisdictions that
have relative pipelines of health infrastructure work, whether that is Queensland,
Victoria or New South Wales. We benchmark against those projects.

The reason a cost per square metre is important is that there are less expensive parts of
a hospital and more expensive parts. Outpatient clinics or staff offices, for example, are
at the lower cost end of the spectrum, and medical imaging and operating theatres can
be particularly expensive. That is one of the measures we use. Once we get further into
the process, we have a QS that we have engaged that has good knowledge of the local
Canberra market. They start to measure all of the design and cost the specific project,
almost as though we were building it ourselves. Specifically for this project, we have
also engaged a peer review quantity surveyor to test that, so that we are comparing that
to benchmarks in other jurisdictions that have a large pipeline, so that we are making
sure that this project is value for money specifically within the Canberra context.

MS VASSAROTTI: Do you have a sense of how it is playing out in comparison to the
benchmarks at this point?

Ms Bell: 1 will not comment on the specifics because we are still in commercial
negotiations with our delivery partner. We have not signed them up to a lump sum at
the moment, but it is progressing well. Our sense is that the scope that we have been
designing is affordable within the amount of money that we have asked from
government, and we would like to think that, on the basis of the negotiations at the
moment with our delivery partner, the offers that we will get through them, through the
various gates, will demonstrate similarly. But there are exit points for the territory. They
have to pass through a series of those gates, and, should they not be performing or
should they not demonstrate value for money through that process, we reserve the right
to go out to the market and re-tender the project.

MS VASSAROTTI: At the end of the process, will we be in a position where we will
be able to look at what we have done and benchmark it across different jurisdictions?
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Ms Bell: Yes. Similar to how we have done it with other projects, once we have been
through the main works and the lump-sum offer part of the project, I suspect we will be
able to share more information with the Assembly around that.

MS VASSAROTTI: Thank you. I want to ask a few questions around the bulk-billing
clinics, referencing the fact that we have a confidence and supply agreement item target
around 160,000 new bulk-bill appointments per year. I want to get some information
about how we are tracking with this and when we think we will meet the target.

Ms Stephen-Smith: I am about to sign off on a question on notice in relation to this. I
think it is slightly overdue. I have some information in front of me. I do not have the
latest numbers in relation to 2025. We tend to have the percentage of visits that are
bulk-billed rather than the overall number of appointments. I am happy to take on notice
what we think that number is, in terms of the increased number of bulk-billed
appointments. The bulk-billing rate had slightly improved in quarter 3 of 2025-26 to
54.2 per cent, but that compared with the national average of 82 per cent, so it is still
well behind. You will have seen that a new bulk-billing clinic opened recently in
Gungahlin as part of the three additional bulk-billing clinics funded under the
commonwealth government program. As at 31 March, that brought the number of fully
bulk-billing practices to 19, and I think it is now more than 20, if memory serves me
correctly from what I heard on radio this morning. The federal government has leaned
into this.

We have been supporting that with, for example, exempting GP income from the
payroll tax arrangements, regarding bulk-billed appointments, and also a $1.5 million
grant round, which has not been finalised and announced yet, to support practices to
bulk-bill children and young people. Ms Stoddart might have more information in
relation to progress against objectives.

Ms Stoddart: As the minister said, there is a range—what the commonwealth and the
ACT governments have committed to in relation to increasing bulk-billing. We expect
to see the outcomes of that over the next number of quarters. In addition to the
commonwealth measures that the minister has referenced, there is also the new Woden
Medicare Urgent Care Clinic, which is also GP led. We also expect to see increased
bulk-billing through that mechanism. And, of course, there is the tripling of the bulk-
billing incentive for practices that the commonwealth committed to. In tandem, with all
of the commonwealth commitments and the $1.5 million grant process—which we are
working through the final stages of—to support local general practice here in the ACT,
we expect that the results will support an increase in bulk-billing here in the ACT over
the coming quarters and years.

MS VASSAROTTTI: In relation to payroll tax relief, the three new clinics that are being
opened will be eligible, but other clinics will be eligible as well if they meet the
threshold?

Ms Stephen-Smith: That is right. All income that is derived from bulk-billed
appointments is taken out of the calculations for payroll tax.

MS VASSAROTTI: Do we have information about how much that will actually cost
the ACT government, in terms of lost revenue? Have we done those projections?
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Ms Stephen-Smith: The Treasurer tables a statement about revenue forgone. I cannot
remember what it is called—I think the tax expenditures statement is the one I am
thinking of—but that would be a question for the Treasurer because it is a tax measure.

MS VASSAROTTI: In terms of the modelling you have done, looking at payroll tax
relief being a really significant part of supporting those GP clinics, do you have
information that it will be sufficient in ensuring the sustainability of the clinics on an
ongoing basis?

Ms Stephen-Smith: What the ACT and commonwealth governments have done is
layer incentives. We announced the $1.5 million initiative around bulk-billing for
children and young people. Meanwhile, the commonwealth, in addition to specifically
funding fully bulk-billing practices, have tripled the bulk-billing incentive for everyone
when they are bulk-billed under those appointments. They have also introduced a
practice incentive. On top of the triple bulk-billing incentive per patient, there is a
practice incentive for practices that are fully bulk-billing. That is why we have seen a
number of practices switch over from mixed billing. What we saw in recent years was
that a number of practices that had been fully bulk-billing switched to mixed billing
because it was not possible to sustain their practice on a fully bulk-billed model. Some
of those practices have switched back to fully bulk-billing since the introduction of the
triple bulk-billing incentive and the practice incentive.

MS VASSAROTTI: Do you have numbers on how many of those clinics have gone
back to fully bulk-billing?

Ms Stephen-Smith: That is really a matter for the commonwealth, but, as I said, the
latest information I have—I think it was from May—is that we now have 19 fully bulk-
billing practices in the ACT. There were, probably three years ago, only four or five.

Ms Stoddart: You can find that information on the Healthdirect website, and it is
updated regularly.

MS VASSAROTTI: Okay. Thank you.

MR PARTON: I have some broader questions regarding the Walsh inquiry, which of
course, as we all know, followed a resolution of the Assembly. It was an independent
inquiry led by Michael Walsh. I want to ask some questions about the cost of the inquiry
and how the government is assessing its implementation. From your perspective,
Minister, what is the total cost of the Michael Walsh inquiry, including all expenditure
associated with its establishment, its operation and its reporting?

Ms Jacobi: I can summarise. The total cost associated with undertaking the inquiry was
around $580,000.

MR PARTON: At this stage, have all costs been finalised or are we expecting any
further expenditure?

Ms Jacobi: I think all of the contracts are completed.
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MR PARTON: Now that the inquiry has concluded, does the government consider that
the work undertaken and the report delivered represent value for the public funds
invested, Minister? I am just asking; I do not know that it is a joke question.

Ms Stephen-Smith: Given that the Legislative Assembly called for this inquiry and
agreed that we would have it, an independent inquiry was always going to cost what it
was going to cost. I am not quite sure of the purpose of this question. I think that
Michael Walsh did a really good job of engaging with a range of stakeholders, including
members of the Legislative Assembly, staff, unions, and a broader range of stakeholders.
It was supported by the Health System Council to ensure that our universities were
involved and our non-government partners were involved. And Mr Walsh brought his
substantial experience in both health system governance and digital health to bear in
drawing some useful conclusions and giving us some really useful recommendations.

MR PARTON: What is the plan? How will the government publicly report on the
progress of implementing the recommendations of the inquiry?

Ms Stephen-Smith: As per the Assembly resolution, the minister is required to respond
to the report and table a response by the end of this year, by the last sitting week in
December. There is a timeline in place. It will be tight, but the intention is to report, not
just with a response to the recommendations but also with an implementation plan to
the Assembly in December.

MR PARTON: Minister, who will ultimately be accountable for implementing the
recommendations, specifically relating to culture and clinical governance?

Ms Stephen-Smith: I will hand over to Ms Arthy to talk about the process from here,
because the directorate is managing the process.

Ms Arthy: The answer is that it depends. There are fairly clear accountabilities in the
Walsh recommendations. Some are clearly for the Health Directorate, some are clearly
for CHS, and some are for Digital Canberra. What we are currently working through is
how the government’s response to each recommendation comes together, including
costings of any potential implementation. We are also working out the longer term
governance, to look at the oversight of the implementation of this. That should all be
included in the response by the end of the year.

MR PARTON: Excellent. Thank you.

MS VASSAROTTI: Picking up on that, particularly around the reporting, in
recommendation 38 is a recommendation for the directorate to update its health
performance website to include indicators and arrangements outlined in the inquiry

report. Is this recommendation going to be picked up? And do you have a timeline for
that?

Ms Stephen-Smith: In releasing the report, we indicated that, in principle, we were
supportive of all the recommendations. I will hand over to Ms Arthy.

Ms Arthy: More detail will be included in the government’s response at the end of the
year. That one in particular requires a lot more thought and planning. I suspect that the
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first response will be very much an outline about what we will be doing. As I said, it is
going to be quite complex to work through exactly what we do and how much it will
cost. Ms Jacobi, do you have anything further to add?

Ms Jacobi: Not much more. As you mentioned, there is obviously a focus in that
recommendation about what is publicly on the website. There has already been a lot of
effort across both Canberra Health Service and the directorate in terms of what is
publicly reported. A lot of this is also aligned nationally at the moment. We have
worked through the National Health Reform Agreement around national data
performance frameworks, which will be able to reflect the local level as well.

THE CHAIR: I have a few questions for the Chief Psychiatrist. Recommendations for
reform of care treatment and support provided to people found not guilty because of
mental impairment and released from custody into the care of mental health services
were made in 2024. I want to understand the progress on the implementation of those
recommendations.

Prof Cidoni: I have read and acknowledge the privilege statement. In terms of process,
we established a steering committee to oversee the implementation of the 35
recommendations of the Chief Psychiatrist’s report, which included clinical
recommendations and also recommendations for legislative reform. That steering
committee comprises a variety of stakeholders, including the President of ACAT, the
tribunal; the Executive Director of Mental Health, Justice Health, Alcohol and Drug
Services; the Mental Health Consumer Network; Carers ACT; and a representative
from the Justice and Community Safety Directorate. That is for the overarching
governance of the implementation, and then we have working groups for the clinical
recommendations and working groups for the legislative recommendations.

In terms of the clinical recommendations, those recommendations are almost all
complete. They were mainly focused around the processes within the forensic mental
health service, in terms of providing expertise reports to the tribunal and also measures
around the lead processes and the way they conduct their lead reviews through the
health service. The mainstay of legislative recommendations will be a new regime of
supervision orders that will replace the current regime of conditional release orders. We
are drafting that legislation at the moment. We are hopeful that will be before
parliament by the end of this year. That will cover almost all of the legislative
recommendations of that review. At the moment we have a difficult interplay between
conditional release orders and Mental Health Act orders. The supervision order
framework will replace all of that. A single order will cover the treatment as well as
other conditions that are required as a result of determinations by the tribunal.

THE CHAIR: Thank you. I want to understand your role as Chief Psychiatrist in
ACAT proceedings surrounding considerations of whether someone has been found not
guilty by way of mental impairment and should be granted conditional release. In your
view, do you think that is an appropriate consideration for you to make or should the
court make that determination?

Prof Cidoni: The court makes a determination about whether mental impairment or

unfitness to be tried exists, and then the referral comes through to ACAT. In terms of
informing that opinion, my delegates who work within the forensic mental health
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service will provide expertise in reports. I think that is appropriate. Clearly, that process
incorporates a variety of perspectives, including representation in terms of victims of
crime, representations in terms of private psychiatric or psychological reports. So there
is a variety of mechanisms, but I believe it is appropriate as part of my role to be
involved in that process.

THE CHAIR: You talked about the legislative working group. Are you able to speak
to some of the reforms that you are looking at around that?

Prof Cidoni: Yes. The legislative working group covers the recommendations in
relation to the new regime of orders, as I have covered. There are a number of other
elements that need to be reviewed as well, including the representation of community
safety in the ACAT process. That is part of the work that is ongoing. There has been
work on recommendations in terms of apprehension. There was an amendment last year
to facilitate the apprehension by police for someone to return to the forensic mental
health facility. That was a change that was a high-priority recommendation of the
review. They are the main legislative recommendations. A number of recommendations
cover the new regime of orders.

THE CHAIR: Regarding the changes around the regime of orders, what sorts of
changes are we looking at?

Prof Cidoni: The current regime will be replaced by supervision orders. Those
supervision orders will cover treatment, both inpatient and in the community, and will
cover any other conditions that should be placed on a person as a result of coming under
these provisions. One of the important things of the new regime is that someone, once
they come under this order, will not be returned to prison for the matters that they were
found not guilty of because of mental impairment. That is a really important reform that
recognises that, once you get to that threshold, it becomes a treatment plan rather than
incarceration. In the case of someone in the community who is not meeting the
conditions of their order, they will be returned to hospital and not to prison. I think that
is an important reform—an important principle to ensure that we have a treatment based
outcome pathway rather than a custodial pathway.

THE CHAIR: In your view, what significant changes will be undertaken through these
processes to ensure that the Alex incident, for example, does not occur? What is the
significant change that will prevent that?

Prof Cidoni: We have reviewed the leave process in the Secure Mental Health Unit.
We have significantly changed the way that carers have input in terms of leave decisions
and leave applications. We are ensuring that the views of carers are taken into account.
We are also speaking to the Victims of Crime Commission in terms of their input into
these processes. In terms of the Tribunal, the recommendation for a voice of community
safety at all hearings is something that is going to be a very important reform. At this
point, victims of crime are not represented at all of these hearings. I think that is going
to be very important to ensure that the process becomes more robust. The thing about
the new regime of orders is that the authorisation for involuntary treatment has been
unclear in the past. We have had the situation where there have been some consumers
in Dhulwa who do not have a treatment order, and there has been some lack of clarity
around the authorisation for involuntary treatment in that context. We are removing that
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lack of clarity.

Very importantly, we are also going to mirror the measures of re-admission for those
on psychiatric treatment orders. I, as Chief Psychiatrist, and my delegates can make
determinations about people going from the community back into hospital and in any
other direction. That allows us to have flexibility in ensuring that we are monitoring
risk and we are able to act quickly if there are any changes in the risk profile—that we
can facilitate admission in the same way we would facilitate a psychiatric treatment
order admission. That gives us flexibility without having to go back to the tribunal, and
that means that we can be very proactive in the way we manage someone in the
community. We have made a system that has flexibility to enable us to deal with risk
in real time.

THE CHAIR: Thank you.

MR EMERSON: [ want to ask about e-scripts. [ have been contacted by someone who
has a question about e-scripts. They had an experience at Canberra Hospital. Part of the
email says: “I recently asked the renal department of the hospital to issue e-scripts and
electronic copies of laboratory tests, blood work, ultrasounds et cetera. This simple
change means I don’t have to request the re-issue of these documents when my husband
misplaces them. It gives me full ability to go to any pharmacy or testing provider and
purchase my requirements as instructed by my doctor. In a digital world, it makes sense
to issue these documents electronically.” Why can’t people be given e-scripts from
clinicians at the hospital?

Ms Stephen-Smith: That is a really excellent question, Mr Emerson.

Ms Zagari: As [ understand it, it relates to the fact that the ACT is not currently signed
up to the PBS agreement—

Ms Stephen-Smith: Pharmaceutical Reform Agreement.

Ms Zagari: Correct—which means that we are unable to issue e-scripts.

Ms Stephen-Smith: Ms Jacobi has some more information.

Ms Jacobi: I can talk about the Pharmaceutical Reform Agreement and the negotiations.
The ACT has actively advocated to the commonwealth. The ACT and New South
Wales are the only jurisdictions that are not signatories to that agreement. We are
actively seeking to negotiate our inclusion in that and we provided some substantial

data and information to try to progress that with the commonwealth.

MR EMERSON: How long has that been a problem—that the appropriate agreement
has not been in place in the ACT?

Ms Jacobi: It is an agreement that has been in place in various parts of the country—
Ms Stephen-Smith: For quite a long time.

Ms Jacobi: but not everyone signed it at the same time.
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Ms Stephen-Smith: When I came into the portfolio, there remained a view—which I
never really quite got to the bottom of, to be honest—that it was not the right choice for
the ACT. That view changed over time on the basis of advice as officials changed. We
have been advocating for some years to sign up, and I think New South Wales has been
advocating for some time as well. Regarding those negotiations, initially we were told
that there was some enthusiasm, and then we were caught up with the National Health
Reform Agreement negotiations, and then there was a review of the Pharmaceutical
Reform Agreement. Now it is a case of: “Now there is a review, you need to wait for
that.” The officials have done a really good job in talking to their commonwealth
officials about trying to get us onto the current process while the review is underway.

MR EMERSON: My understanding is that the National Health Reform Agreement
says that interim bilateral Pharmaceutical Reform Agreements for the ACT and New
South Wales will be considered while the multilateral agreement—which I guess is
between the commonwealth and all states and territories—is negotiated. You said you
have provided the data.

Ms Jacobi: Yes.

MR EMERSON: That was one of the contentions—the provision of the state-specific
data. Is that just in relation to these sorts of matters—how many scripts are issued and
those sorts of things? What kind of data had to be provided?

Ms Jacobi: I will have to take on notice the exact detail, but I think it is around helping
the commonwealth understand the activity, the volume and what it would entail. There
is no doubt that the commonwealth needs to understand, particularly if you add New
South Wales, the policy implications for the commonwealth.

MR EMERSON: It is the government’s intention to enter into this kind of interim
agreement?

Ms Jacobi: Yes.

MR EMERSON: Do you know if there are any additional costs involved with doing
that? The answer might be: “I’m not sure.”

Ms Jacobi: [ am not aware of that necessarily. Some of my Digital Health colleagues
might have advice on that.

MR EMERSON: While they are thinking about whether they have advice—
Ms Stephen-Smith: It does not look like it.

MR EMERSON: So that I can get back to this constituent, do you have a timeline as
to when this functionality might be available?

Ms Jacobi: It is entirely dependent on the commonwealth response to us, in terms of
the bilateral negotiations.
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MR EMERSON: And there is no timeline on the multilateral agreement, the National
Health Reform Agreement?

Ms Jacobi: I will take that on notice. We will be able to respond to that by the end of
the session. I think there might be some timeline on the agreement, but I will check.

MR EMERSON: Thank you.

MS VASSAROTTI: I want to ask some questions about stranded patients and aged-
care wait times. In answer to a question on notice that has been provided, you said that,
in 2023-24, there were 41,141 bed days for patients receiving maintenance care, and
that cost just under $70 million in the ACT. Stephen Duckett’s report on the drivers of
public hospital costs was commissioned by state and territory treasurers to inform the
negotiations on the National Health Reform Agreement and it distinguishes between
maintenance care and the idea of stranded patients—patients who are unable to leave
hospital due to having to wait months for aged-care assessment processes or an NDIS
placement. Does the ACT have a definition for stranded patients? And do we have data
on the number of stranded patients in Canberra hospitals?

Ms Stoddart: There is no nationally agreed definition for what were previously called
“long-stay older patients”. It is now called “delayed discharge of older people”. There
is a national piece of work going on at the moment to work through a nationally agreed
definition so that we are able to get a common way of defining what the delay in the
discharge of older people is about and how to actually count that. At the moment, there
is—and, Ms Zagari, | am not sure if you are able to comment—the operational count
within the hospital and use of maintenance care as the measure or the proxy for that. It
1S more an operational count that we use at the moment, in terms of identifying that
number. But we are actively working with the jurisdictions and the commonwealth on
what the nationally agreed definition is so that we can get a better count across the board.

MS VASSAROTTI: That was one of my questions—our involvement in the national
definition. Are you able to share an operational count?

Ms Zagari: We will get it before the end of the session. We divide it into “awaiting
aged-care placements” and “NDIS placements”, as distinct from other groups of
maintenance patients.

MS VASSAROTTI: The report specifically recommends that we need to report the
number of stranded patients, including the type of accommodation they are waiting for,
and the number of NDIS patients in public hospitals who are waiting for discharge. Will
we be able to get information around some of the systemic underlying drivers around
these trends?

Ms Zagari: We certainly capture what people are waiting for and what they require
access to. We maintain that data operationally.

MS VASSAROTTI: Finally, we also know from the report by Stephen Duckett that
around nine per cent of acute bed days are being taken up, and we know that this is
putting pressure on things like the national efficient price. Recognising that there are
many factors that are influencing that, the ACT still seems to have one of the highest
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costs per national weighted activity unit. What work is being done on the relationship
between understanding stranded patients and the very high comparative price? Do we
have an understanding about that relationship?

Ms Zagari: First, we are bringing down our price per NWAU, and are very pleased to
have seen that come down further in the last financial year. We are working on
understanding the contributor that those stranded patients make to the cost base. There
is a piece of work that naturally flows on from that which is about, at a purely costs
level, a more cost-efficient mechanism, but also about what is best for patients. It is
about understanding each of those parts of the equation.

MS VASSAROTTI: Thank you.

MR WERNER-GIBBINGS: I have a couple of number questions. I have written that
this is from page 79, but I do not know what the book is.

THE CHAIR: Budget statements C perhaps?

MR WERNER-GIBBINGS: It is about the seven-day follow-up after discharge from
the Acute Mental Health Unit. It is estimated at 88 per cent against a 75 per cent target.

THE CHAIR: It is page 79 of budget statements C.

MR WERNER-GIBBINGS: Thank you very much, Chair. That is beyond good; that
is a strong result. What has driven that? And can it be sustained as services expand?

Mr Aloisi: It is a result that we are pleased about. Over the last few financial years, we
have consistently seen that we have been able to meet and beat that target, which is
good. The seven-day period following discharge is obviously a period when people with
mental health issues are in a very vulnerable position, in terms of just coming out of
hospital. It is a high-risk period, so obviously it is critical that we have this follow-up
during that period. In terms of your question about what has driven it, there has been a
concerted effort with processes, policies and reinforcement around the importance of
that follow-up, because we know it is highly critical that the follow-up occurs. I would
anticipate that we will continue to achieve the target. In future, there would be
consideration of raising the target to further drive service improvement. It is an area in
which we very much have a service focus.

MR WERNER-GIBBINGS: Thanks very much. Ms Vassarotti, was talking about
elective surgery. Did you provide the total numbers of elective surgeries that were
performed in 2025-26?

Ms Derrett: There were 17,569.

MR WERNER-GIBBINGS: What is the trend in terms of elective surgery
performance? Is it much less or much more than over the previous five years?

Ms Derrett: There were 1,000 more than the year before. I would have to get some
advice on what the five-year numbers are.
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MR WERNER-GIBBINGS: Would that be okay? A thousand more than the year
before. That is about three more a day. That is a lot. How is that increase impacting? Is
there a general sense of how that is impacting people who are on the elective surgery
waitlist, including those overdue for elective surgery?

Ms Derrett: In comparison to June to June, from last year to this year, we brought down
the total overdue from—

MR WERNER-GIBBINGS: Sorry—did you say “brought down”?

Ms Derrett: Yes—brought down from 2,022 to 1,274 in that 12-month period, so it is
a reduction of about 37 per cent in the ones overdue.

MR WERNER-GIBBINGS: Thank you very much. On notice, can you provide the
average? You said there were 1,000 people on the waitlist, but they would have been
on there from 30 days to—what is the average time that people are on the overdue list?

Ms Derrett: I will have to take that on notice.
MR WERNER-GIBBINGS: Thanks.

THE CHAIR: I have one really quick question around output 1.1. Regarding
category 2, emergency patients seen within 10 minutes, the outcome is 61 per cent for
this financial year.

Ms Derrett: Emergency Department data?

THE CHAIR: Yes. It says—on output 1.1, acute services, table 16, emergency patients
seen within 10 minutes—the outcome was 61 per cent for this financial year. Is that
correct?

Ms Stephen-Smith: Presumably that is correct. This data is always preliminary data,
because it is estimated for the end of the financial year.

THE CHAIR: What is the difference between the target and the estimated outcome?
When you talk about the estimated outcome and target, what is the difference in the
wording?

Ms Stephen-Smith: The target is what we are aiming to achieve or do better than, and
the estimated outcome is where it has actually landed. Sixty-one per cent is not where
we would want category 2—seen on time—to be. Historically, ACT hospitals, and
particularly Canberra Hospital, have had a very strong performance in relation to
category 2, seen on time. I am not sure if Ms Derrett has further information about why
that has been 61 per cent for this year.

THE CHAIR: The next one—f.—has 48 per cent.
Ms Derrett: There was an increase in Emergency Department presentations over that

time as well, by about six per cent. There has been increased demand across that time.
That impacts the numbers seen. There was also an Emergency Department move in the
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middle of those times.

Mr Darcy: Within that category, there has been a greater number of presentations.
Also, within that space, we are seeing many patients coming in with multiple co-
morbidities and the like.

THE CHAIR: Thank you. How about category 3, urgent—48 per cent? What is the
reason for that?

Mr Darcy: I will have to take that one on notice.
THE CHAIR: Thank you.

MS VASSAROTTTI: Just continuing to look into this issue, particularly around waiting
lists for aged care, recognising that it is a federal responsibility, I am assuming that you
are aware of the Department of Health disability and Aged Care Act waiting times
report for 25-26 and would be aware that the ACT has the longest average number of
days between application and commencement of services by jurisdiction in the country.
We are looking at 13 months from someone’s application to starting their services. Do
you have any idea about why they are so long and why we are so far behind other
jurisdictions? And has there been any discussion with your federal Labor colleagues in
relation to what is happening, particularly for older Canberrans?

Ms Stephen-Smith: In relation to delayed discharged aged care?
MS VASSAROTTI: Yes, just that wait.

Ms Stephen-Smith: This is a topic of conversation at every health minister’s—it has
been at almost every health minister’s meeting that I have ever been to for seven years,
other than when we were solely focused on the pandemic. One of the pieces of advice
I will be giving the incoming minister is please don’t go to health ministers and act as
if this is an issue that has only just been discovered, because this is what happens
regularly. All state and territory health ministers have a strong focus on this issue.
Health Ministers’ Meeting has recently established a taskforce to look into and do some
further work on understanding the pathways to reduce delayed discharge for older
people. One of these fine officials may wish to speak more about how that process is

going.

Ms Stoddart: As the minister said, that taskforce has been set up. It has had one
meeting to date. It will work through a work plan to work through what the options are
in terms of pathways to address this issue. The first meeting shared information around
a whole lot of each of the jurisdictions and a number of the different things that they
are working on at a jurisdictional level in terms of addressing this issue, because, as the
minister said, it is an issue across the whole country.

In terms of our residential aged care here in the ACT, we do have 27 residential aged
care service providers, and the commonwealth will report that we are at 91 per cent
occupancy rate in relation to that. Anecdotally, from our conversations with the
residential aged care facilities, it is higher than that; it is at almost 100 per cent. So part
of the issue is a supply issue of residential aged care in the ACT and across the country
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more broadly, so that is something that the commonwealth is also looking at. They did
announce in their recent budget funding an additional 5,000 residential aged care beds
nationally each year, so we are waiting to see what the implications of that might be for
the ACT.

We also are working, at a jurisdictional level, in terms of making sure we are connected
with our planning colleagues in the ACT government, because part of the feedback that
we get is about access to being able to build residential aged care facilities and access
to the land and the time it takes to build facilities. We are working across government
in terms of trying to make sure we have pathways that minimise any barriers to further
investment in residential aged care.

There are a number of pieces of work. I know within CHS there are a number of
activities that they are undertaking in terms of streamlining the discharge process and
access to discharge information to try and make it as seamless as possible in working
with the residential aged care providers—to try and make that process as quick as
possible when there are beds available.

MS VASSAROTTI: There are a few things that come out of that. Do you have any
understanding about what the discrepancy is between the reported data and what is
actually happening on the ground?

Ms Stoddart: It is not quite clear. I think part of it is whatever the methodology is that
the commonwealth counts and how they count occupancy, and sometimes it is to do
with the beds that they have reported that are online, whereas we are hearing
anecdotally that there might be other beds offline for a reason. It is a moving feast. It is
never a standard thing. Then there is the timeframe from when someone is—when there
is a vacancy in aged care for the time that bed is able to be refilled, there is a process
and time that it takes. There are a number of factors that factor into that sort of
occupancy and what the real occupancy is and the ability for a bed to actually be filled.

MS VASSAROTTI: Then the other issue is around—residential is one issue, but we
do know about Support at Home as well, and that is clearly being rationed. What is the
discussion that has been had with federal colleagues, particularly when we look at the
ACT being, really, the worst performing in terms of that application to finalisation,
particularly in Support at Home?

Ms Stoddart: In terms of Support at Home and packages that are released under
Support at Home, or the Support at Home package, that is all managed at the
commonwealth level, and they have got a mechanism for allocating those, so that is
managed at a national level. Then it is the ability for the individual to take to—once
they get a Support at Home package, they take that to the provider and connect up with
a local provider. A lot of that is coming at the national level about when that package
is available for an individual who is on the waitlist. That is an issue for the
commonwealth.

As we discussed before, in terms of Burrangiri, aged care respite is obviously a
commonwealth home support service type, and that is part of the advocacy that we
continually have in those conversations with the commonwealth about the need for
increased community aged care services and Support at Home packages as well.
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MS VASSAROTTI: I suppose just the final question on this, particularly to the
minister, is: are there particular concerns about performance of the—I absolutely
recognise that lots of these decisions are being made at the national level, but in terms
of the performance of the ACT being behind the other jurisdictions, are there particular
issues that are at play, particular conversations that are being had in relation to that?

Ms Stephen-Smith: This is an ongoing conversation with the commonwealth. I note
Ms Stoddart talked earlier about the additional investment in residential aged care
places, and we know we are starting to see some more aged care being built for
residential places after a significant period where there was just no development in
physical residential aged care facilities. That is positive.

The two issues that we regularly raise are, as you say, Support at Home and access to
that, pathways to that. It is challenging—access to respite for people who are wanting
to stay at home and then access to residential aged care for those more complex or low-
income people who find it much harder to access residential aged care. That is a large
part of the people who end up being long-stay older patients in our hospital facilities,
because they have a level of complexity that the residential aged care sector cannot/does
not want to manage.

MS VASSAROTTI: Okay. Thank you.

MS CLAY: Minister, I am going to ask some questions about birth and continuity of
care, and I am going to talk a little bit about perinatal mortality. I am just mentioning
that in case anybody is watching and they just want to tune out of this for a little bit.
The ACT has got the highest C-section rate in the country, with 44.7 per cent of births,
which is more than our percentage of unassisted vaginal births. A couple of weeks ago
AIHW data showed another disturbing figure: the ACT has now recently overtaken the
Northern Territory as having the highest perinatal mortality rate in the country. Both
our C-sections and our perinatal deaths are rising rapidly, and they are not showing a
particularly positive image.

Ms Stephen-Smith: Just to clarify, is that a trend or is that a one-off number?

MS CLAY: The figures from the AIHW are that the rate of perinatal mortality has been
rising since 2019, and in 2022 it took a very sharp incline. The figures that we have got
end in 2023, so you, Minister, might have some more updated figures than the ones I
am quoting, and if you—

Ms Stephen-Smith: I do not think I would

MS CLAY: If you would like to table those or find those on notice, if there is something
more up to date—

Ms Stephen-Smith: No. I just ask because obviously perinatal mortality is—we are
still dealing with relatively small numbers.

MS CLAY: Small numbers—understood.
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Ms Stephen-Smith: So year-to-year fluctuations can be significant in small
jurisdictions.

MS CLAY: Continuity of care is one of the things that reduces our rate of C-sections,
and it reduces our prenatal deaths. We were so pleased when your Maternity in Focus
plan identified that 50 per cent target by 2028. We are a bit concerned, given how close
we are to 2028, about how we are tracking towards that target. In 2024 government was
offering continuity of care to 23.4 per cent of women and birthing people, so about one
in four. This year it shows that government is only offering it to about 20 per cent, one
in five, so it looks like we are going backwards. Can you tell me how we are going to
meet that 50 per cent by 2028 target?

Ms Stephen-Smith: I am also concerned about progress towards the target, but I do
think it is important to differentiate between offering and the proportion of birthing
people who access continuity of care and whose birth progresses through the continuity
program. My understanding—I had a conversation with officials about this the other
day—is that what is actually being counted is the number of births that progressed
through the continuity program, as opposed to the proportion of people who had access
to it but then chose not to take up that option. Of course we want people to have that
choice to be able to access continuity or not to access continuity. That is something I
have asked officials is to look at: how we are actually understanding that data and some
of the restructure of the way that people are coming into the public maternity service. I
think some data capture should enable us to get a better handle on that.

Having said that, I am also concerned that, obviously, with the significant shortage of
midwives across the country and some of the conversations we have been having about
the continuity program, we are at risk of not meeting that target. In terms of C-section
rates and perinatal mortality, I know that Ms Derrett has been doing some work in
relation to that, so I do not know who wants to take this.

Ms Lopa: I am happy, Minister, to jump in here. One of the things under the
transformation program that is actually being looking at is C-section rates, so I have
some information on the work that is being done. Mr Darcy, you might want to jump
in. There is a project underway in Women, Youth and Children at the moment to have
a look at the C-section rates and what is driving those C-section rates and what can be
improved to reduce that rate.

One of the things that they have looked at is why. They have come to us and said that
what they have found by doing a clinical audit is that the main drivers of the C-section
rates are repeat caesarean sections, so women or people who have had previous
caesareans; the rate of induction for first-time mothers; elective caesarean sections for
first-time mothers, so birthing people choosing to have a caesarean section; and other
factors influencing maternal decision-making, so availability of information,
sometimes differing advice depending on who the clinician is, that kind of thing. They
have targeted opportunities for improvement in education and support, particularly for
feedback.

MS CLAY: You have actually just set out all of the factors that are improved by
continuity of care though.
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Ms Lopa: Yes. One of them is more education and support, more consumer education
and looking at the gaps in the continuity of care and decision support and really
improving on that. It is a key pillar in, I guess, a multipronged approach to reducing C-
section rates.

MS CLAY: That is great to hear. I am just trying to work out how you will reach the
target of offering it to 50 per cent of women and birthing people by 2028. Minister, the
figures I read out were how many women and birthing people it was offered to, not how
many took it up. Please, if that is not right, I would love to have that taken on notice if
there is a different—

Ms Stephen-Smith: Yes, I will take that on notice.

Mr Darcy: That is true. They are the numbers who have taken it up.
MS CLAY: So it is not how many are offered. Maybe if you have—
Mr Darcy: We are going to do the work on the data capture.

MS CLAY: That would be great. But that is something for on notice. In what you have
just said, how is any of that work going to help us meet the 50 per cent by 20287

Ms Lopa: I think in looking at the priority actions that they are looking at at the moment,
it is strengthening consumer education and informed decision-making, so that is about
having a consistent approach for our clinicians in speaking to birthing parents; looking
at decision support tools that we can produce as an organisation that get rolled out,
including consumer handouts and how we talk to people about what their options are;
improving internally our workforce engagement as well and making sure we are talking
to our clinicians and our people about how they can be having these conversations,
looking at that as wrapping around and supporting our people to have those
conversations; and then supporting consumers in making their choice.

MS CLAY: I understand all that. None of that was about how we will have more
continuity of care though. That sounds like how we will do all the other things that are
not continuity of care. Is there any new money in the budget for continuity of care or—

Ms Stephen-Smith: Marina, Chief Nursing and Midwifery Officer. We do not have
room at the table for everybody.

Prof Buchanan-Grey: Thank you. I will just squeeze in here. Marina Buchanan-Grey,
Chief Nursing and Midwifery Officer. I have read and acknowledged the privilege
statement. Thank you. Just joining the conversation, Ms Clay, you are correct in that
the workforce and the ability to grow a midwifery workforce will be a challenge in the
ACT, but we are not an isolated territory in this context. It is a national issue and in fact
an international issue.

What we do know is that midwives going through their undergraduate bachelor
midwifery program are actually trained to work in a continuity model. So we know that
midwives graduating into our public health system are actually skilled and capable to
work in that model of care. To be able to reach the 50 per cent target will be a challenge
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for us, and it may be something that we actually do struggle to meet within the identified
timeframe that we had hoped for when we set the Maternity in Focus service plan in
action a few years ago. That was not an aspirational target; it is just the way that the
workforce modelling is playing out now.

There are obviously a number of factors with continuity of care. It is about choice; it is
not just about midwifery led. There are other models where GP-led named care and
shared care processes actually come into play as well. It is about looking at the right
model of care with a named individual to provide that care to a woman and birth person
through their pregnancy and journey.

MS CLAY: Thank you. I understand that graduates can work in continuity of care and
level 2 midwives can work in continuity of care, but when you graduate you then
become level 1, and the level 1 midwives cannot. That looks like a bit of a workforce
gap that is going to give us particular problems in the next couple of years. Is that a
workforce gap? What are we doing about that?

Prof Buchanan-Grey: Not quite correct. There are a couple of elements that play here.
There is a classification structure under the Nursing and Midwifery Enterprise
Agreement that takes a midwife through their classifications from graduation all the
way through their career. We have a pay structure as well that sits alongside that. Under
schedule 3 of the current Nursing and Midwifery Enterprise Agreement, it outlines a
pay point, which also aligns to a classification structure, so it causes a bit of confusion.
A midwife can work in a continuity model in their graduate years, so that first year out
from university. If they then work in continuity beyond that, they are paid at a different
level because of the continuity model of care and the service they are working in. It is
the confusion between a 2.4 registered midwife as a classification as well as a pay point
in the structure. They are two different things.

MS CLAY: Is our problem a funding issue?

Ms Stephen-Smith: No. Ms Clay, it is an issue of the way that the schedule has been
structured. It is a longstanding schedule and, again, the topic of ongoing discussion in
the context of enterprise bargaining. There has been a lot of work with the Australian
Nursing and Midwifery Federation and with the midwives themselves within Canberra
Health Services to talk about whether or not and how that should be restructured so that
it does—the issue that you have identified is a real issue in relation to level 1 nurses
having that career pathway within continuity; that is a real issue. It is one we are trying
to resolve in the context of this bargaining round. In restructuring schedule 3, we have
not come to an agreement with the union at this point about how to do that.

MS CLAY: Right. The chair has given me my last question warning. Have you got any
targets on what the ACT’s C-section rate and perinatal death rate should be?

Prof Buchanan-Grey: Sorry—no, I do not have that information. I am afraid that
would be—

MS CLAY: There is no target? Or you do not have that information and you will take

it on notice and tell me what the target is? Has the government said what our C-section
rate should be and what our perinatal mortality rate should be?
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Prof Buchanan-Grey: I think we will have to take that on notice; that is not
information that I have available to me in my role.

MS CLAY: That is fine. Thank you.

MR EMERSON: Just on midwifery, | am wondering if you have had any issues raised
or concerns raised with you, if you have done any advocacy with the federal
government, regarding the forthcoming changes for private midwives, the insurance
changes? Is that something that you have been active at all on, the expiring exemption
for professional indemnity insurance and the change requiring second midwives to also
hold such insurance?

Ms Stephen-Smith: This, again, is one of the longstanding issues at Health Ministers’.
There is a regular “We’re going to fix this”, and then we renew the exemption because
nobody has fixed it. My understanding was that there was a pathway to addressing the
issue, but I have to say that the details have escaped me. I am not sure if any officials
are aware of it.

Prof Buchanan-Grey: At the moment the commonwealth underwrite for the first
midwife, and the sunset will end at the end of this year, and that is in relation to the
second midwife required at birth. But I am not across any commonwealth discussions
that would say what is now happening as that exemption comes into play for the rest of
this year.

MR EMERSON: So there is current—

Ms Stephen-Smith: I would say that on the basis of past experience if the issue is not
resolved satisfactorily, arrangements will be put in place.

MR EMERSON: They might extend the existing arrangements for another year. But
there is not an ACT government policy position on—

Ms Stephen-Smith: No. It is a nationwide issue.
MR EMERSON: Okay. Thanks.

MR BRADDOCK: Just going back to the workforce planning for the continuity of care
target, did you put any budget bids to implement that workforce in order to be able to
achieve those?

Ms Stephen-Smith: The challenge is not budget, Mr Braddock; the challenge is the
availability of midwives.

MR BRADDOCK: But if we have no budget then we cannot even start to recruit them.
Ms Stephen-Smith: We have sufficient budget to implement it. It is just that we do not
have the midwives or the workforce structure agreement, and hence a lot of work has

gone into the midwifery roundtable piece with stakeholders, with staff, again, with
unions and with the College of Midwives to look at what the continuity model looks
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like in the ACT, including a shift to more midwifery group practice to ensure that people
have a better work-life balance. There has been a lot of work in this space to ensure that
midwives can be attracted and retained to work in this model of care, but there has also
been just a shortage of midwives. Am I right? Have I got all that?

Prof Buchanan-Grey: Yes, absolutely.

Mr Darcy: That is absolutely right. More broadly to that, too, the team locally have
done a lot of work over the last year and a half or so around the graduates that we are
taking in, the midwifery graduates, and making sure they are supported through that
period of time. Last year we took on 26, and we retained 23 out of 26, which is a really,
really good result, so we are just building on that as well as trying now to recruit.

MR BRADDOCK: Okay. Thank you.

Ms Stephen-Smith: My understanding is the graduate cohorts in the next couple of
years are going to be larger than they have been in the past.

Prof Buchanan-Grey: Yes.

Mr Darcy: We are taking more in, yes, correct.

THE CHAIR: Just on that workforce line of questioning, really quickly, is it the case
that any nurse or midwife who has taken the government to do any kind of work health

and safety claim cannot apply for a job in the ACT, cannot reapply and is barred from—

Prof Buchanan-Grey: I am not involved in the employment of nurses and midwives,
so I might hand that to Canberra Health Services.

Ms Zagari: So anyone who has had a previous workers compensation claim?

THE CHAIR: Previous work health compensation claim cannot come back into the
workforce.

Ms Zagari: No. We have people come back into the workforce with previous claims
unless there is—if you have any more specificity around that, is it somebody that has
been—

THE CHAIR: Yes. It was raised with me that if a nurse goes through a work health
and safety claim, they are not allowed to reapply for a job and come back. They are
essentially barred, but I just wanted to check that that was not the practice?

Ms Zagari: No.
THE CHAIR: That is useful to know. Thank you.
MR PARTON: Minister, would a nurse working in the Canberra Hospital Emergency

Department be classified as a frontline health worker?

Ms Stephen-Smith: Yes.
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MR PARTON: How about an orderly or a social worker in the Emergency
Department—would they be classified as a frontline worker?

Ms Stephen-Smith: Yes.

MR PARTON: What [ am getting to—and you probably know what I am getting to—
is that the New South Wales government has created specific offences and stronger
penalties for assaults against frontline health workers. I am wondering if you can
explain why the ACT government does not believe that ACT health workers deserve
equivalent legal protections to those doing the same roles just across the border.

Ms Stephen-Smith: This has been the subject of debate in the Legislative Assembly in
the past. Of course, we have specific offences around frontline emergency services
workers in the ACT, but the penalty is the same. And the conversation that we have had
as we have debated these things in the Assembly in the past is on the question of the
purpose of a separate offence and where you draw the line. I have had a recent
conversation with the Australasian College for Emergency Medicine, who are
advocating for a specific offence in relation to frontline health workers. In the ACT, the
offence in relation to emergency services—police and emergency services workers—
does not have an additional penalty; it is the same penalty as for common assault.

There is a view that having a specific offence in relation to frontline health workers
would encourage police to be more likely to charge and prosecutors would be more
likely to prosecute. That is a matter that others may have a view on. My view is that, if
there has been assault against a frontline health worker in the Emergency Department
and they want to pursue that as an assault, there should be an active investigation and
charges should be appropriately laid, noting that the penalty for assault is the same as
it would be if the person were charged with assault of a frontline emergency services
worker. If the objective is to reduce the incidence of occupational violence, it is hard to
see how a separate offence, whether or not it was associated with a higher penalty,
would have any impact on somebody at the time when their behaviour is heightened for
reasons outside of their control, or particularly in terms of criminal action without a
mental health or other reason for which their behaviour might be escalated. So I guess
it depends on what you are trying to achieve.

I recognise also that there is a question of the message you are trying to send to your
healthcare workforce. But we also know that there are significant challenges with
occupational violence and assaults against teachers. We know that there are significant
challenges with occupational violence and assaults against retail workers. So there is a
question of: is it about somebody being assaulted in the course of doing their job versus
somebody being assaulted in another environment? Is that a factor for a different kind
of charge? That is the conversation I had with the College for Emergency Medicine,
and that is the conversation we have had multiple times in this place: where do we draw
the line, and what are we trying to achieve?

MR PARTON: Is this some sort of “She’ll be right, Jack” that you have expressed?
Ms Stephen-Smith: I completely and utterly reject that, Mr Parton. I have just said that,

if a healthcare worker is assaulted or is subject to occupational violence and wants to
pursue that as a charge, that should be pursued. These are very serious issues, Mr Parton.
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MR PARTON: I understand that they are and that is why I am raising them in this
forum.

Ms Stephen-Smith: And misrepresenting the government’s position when we take
occupational violence very seriously. There is absolutely no “She’ll be right” approach
to this. That is offensive to everybody at this table.

MR PARTON: Is the view that you have presented in this hearing shared by the CPSU
and the wider health workforce?

Ms Stephen-Smith: I have not surveyed the wider health workforce, so I cannot answer
that question. What I will say, as I said to you earlier, is that I have had a conversation
with the College for Emergency Medicine. This issue is not raised with me very often.
It is sometimes raised subsequent to a very serious issue of occupational violence, such
as the one that occurred recently in the Behavioural Assessment Unit, and people are
obviously looking for answers. People are distressed and they want to see action and
they want to know that government has their back. I think they have seen very clearly
that we and the leadership of Canberra Health Services have their back. That is when
this debate tends to arise. It is not something that has been repeatedly raised with me as
a priority by any union over many years.

MR PARTON: I understand that legal reform is not a substitute for prevention; it is
part of a broader response. But the fact that other measures are also necessary is not an
argument against giving the law the clearest possible message that assaults on health
workers are unacceptable. So, Minister, [ ask: how many more health workers need to
be assaulted before the government decides that the law needs to change to line up with
what is in place over the border?

Ms Stephen-Smith: There are two questions. We have different laws from what is in
place in New South Wales in a range of areas. We make our own decisions. We are our
own jurisdiction. Our laws in relation to assaults on frontline emergency workers are
also different, in that the penalties align with the penalties for assault in other
circumstances as well. My understanding is that is not the case in New South Wales. I
am happy to continue to have this conversation. I am sure that Minister Paterson will
be very happy to continue to have this conversation as well.

MR PARTON: Do you think she will?

Ms Stephen-Smith: As I say, Mr Parton, this is an issue that has been raised recently
and I take it seriously, but it is not something that has been raised repeatedly by unions
as a priority issue compared to all of the other issues that are regularly raised with me
by healthcare workers and representative unions. I understand the point that you are
making. I would ask again: where do you draw the line? It is up to you if you want to
introduce a private member’s bill to make this change. It is not particularly complicated.
Feel free to do that and the parliament will debate it.

MR PARTON: Are you saying you would support it?

Ms Stephen-Smith: You would then have to make a decision about where you draw
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the line and whether teachers, childcare workers and retail workers also deserve a
specific level of protection, and whether you draw the line around people who are
assaulted in the course of doing their jobs or whether you try to draw a line around
healthcare workers—and, presumably, it then includes people who are on home visits,
such as community health workers, public and private health workers et cetera. It
becomes complicated quite quickly.

MR PARTON: I just want people to be safe.

Ms Stephen-Smith: I know I am here to answer the questions, not you, but the question
still remains: what is it that you are trying to achieve?

MR PARTON: We can swap places if you want!
Ms Stephen-Smith: I do not think that is up to me, Mr Parton.

MR PARTON: I would like to get an understanding of the key performance measure
the directorate uses to assess its investment in communicable disease surveillance and
outbreak response and whether you feel that it is delivering the intended outcomes. The
confirmed case earlier this year highlighted some communications failures within the
protocols. What investigations have been undertaken? And were any deficiencies or
opportunities for improvements identified?

Dr Singleton: Just to clarify: the question was specific to how we assess outputs in
terms of resourcing for communicable disease response?

MR PARTON: Yes—and how we have responded to the case earlier this year, where
there were some communications failures within the protocol. It is not a hit question; it
is genuine. I just want to know how we have dealt with that situation.

Dr Singleton: The example earlier this year that you were talking about was a notifiable
disease. We were working through exposure locations and actions for the general public.
There were some exposure locations at CHS locations, which we worked with our
colleagues at CHS on to identify. As part of that, it was worked out that, ideally, with
notifiable conditions—measles being an example—in a perfect process, we in public
health would hear about them as soon as they were suspected by a clinician, and then
we can put in train testing and assessment at an appropriate location. But in reality,
clearly, things do not always happen in that way, for many reasons, including where
someone has presented, how they have presented, the care that they need, and
communication. I do not know that I need to necessarily talk to the details of that
specific case, other than to say that, any time we have a response to a notifiable
condition, we work through an after-action review to identify any learnings, and, of
course, work closely with our colleagues at CHS about processes. We communicate to
clinicians regularly about processes that we would like them to follow if they suspect a
condition and how to contact us.

MR PARTON: A more specific question is: regarding the response to the measles case

reported earlier this year, did we learn anything? Will anything change? Is there
anything that we would do differently as a consequence of how that situation rolled out?
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Dr Singleton: From a public health response perspective, we are always reviewing and
trying to strengthen processes. That is what I can speak to from the public health
perspective.

MR PARTON: As a result, then, has the most recent case that was reported last week
been managed differently in any way? I guess all cases are different and they all—

Dr Singleton: Yes; all cases are different and we always have different learnings. But,
in terms of the public health response, that is always in alignment with national
guidelines for a public health response. The impacts that there might have been, in terms
of the volume of contacts identified, can sometimes come down to the point in time
when a clinical suspicion was raised. My short answer would be to say yes, we are
always reviewing our processes and are always trying to improve them and learn from
them.

MR PARTON: That is good.

THE CHAIR: What particular measure have you put in place to avoid that incident
happening again?

Mr Darcy: Speaking about the measles case that was associated with the walk-in centre
previously, with the specifics around that case, that person was identified when they
were in the walk-in centre, and the appropriate PPE was applied. That person was given
a mask to put on, prior to leaving and attending the hospital. There was communication
made to the hospital that that patient was being transferred over. Unfortunately, before
the patient arrived, and during that communication, the emergency department got
extremely busy. There were about five resusces going in at that time, and there was a
period where that patient waited in the waiting room, which, as we all know, is not ideal,
and it would not be our normal way of managing that. The patient had PPE—a mask
and the like—and was there for a period of time.

THE CHAIR: What are you doing differently to avoid that happening?

Mr Darcy: We have strengthened communications in that space to make sure that we
cater for that direct communication to—

THE CHAIR: In what way?

Mr Darcy: It goes directly to the coordinator within the emergency department. It does
not really matter how busy the department is; the communications get to who they need
to get to at the appropriate time.

THE CHAIR: Strengthening communication. Anything else?

Mr Darcy: Typically, for that particular incident, that is where the improvement
opportunity was.

Ms Zagari: Chair, we have lots of answers from earlier, which we can give you at an
appropriate juncture.
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THE CHAIR: That would be good; thank you.

Ms Zagari: Ms Vassarotti, Clare Holland House do offer respite for MND patients who
are known to palliative care. It is a short-term specialist facility, so that is capped at two
weeks, and patients are admitted for complex symptom management and end-of-life
care. Currently, there is not a waiting time for Clare Holland House, although there is a
wait for home-based palliative care. Senior nursing review the triage of all those cases
to ensure that the more urgent cases are expedited.

Mr Parton and Ms Barry asked about cancer diagnoses, and particularly biopsies. [ have
some additional information. The wait time in 2025-26 for an urgent CT averaged 35.1
hours. We can get same-day urgent CT when required. I will caveat that by saying not
all these referrals would necessarily be in the urgent category, but same day is possible,
and that 35.1 hours includes through walk-in centres, ED and so on. It is not just ED.

You asked a question about, when there is a biopsy, how long it takes to get to a
diagnosis. The follow-up question was about a specialist appointment. For diagnosis,
with the turnaround time on pathology specimens for levels 6 and 7, which are the most
complex specimens, we are achieving between 89 and 92 per cent of those being turned
around within the recommended seven days; 89 per cent of level 4 cases—those are
simpler biopsies, like skin biopsies or biopsies from an endoscopy—are turned around
within four days. Our pathology times are among the best in the country, and that is
overseen by NATA accreditation in pathology.

We do have a new service starting, for when it is unclear what the appropriate specialty
would be. When someone has had a suspicious finding and it is not clear who the right
specialty is, we have established a new pathway for unclear diagnosis—the clinic starts
next week, and the nurse navigator has just started—to ensure that there is an oversight
pathway for when we have a referral in from a GP for something that looks suspicious
for cancer, but it is not clear which specialty it should go to, to avoid people falling
between the cracks in specialties.

Mr Emerson, in relation to pregnancy loss, I can confirm that, currently, midwives are
not required to attend every threatened loss in ED. We are waiting for some more
specific information around whether the RANZCOG guidelines are going to be
implemented. I will not have that for you today, but we will come back with that by
way of a question taken on notice.

MR EMERSON: Whether and when—if there is a timeline.

Ms Zagari: Of course. Referrals are made from ED to the early pregnancy service at
Canberra Hospital, and the Canberra Hospital Maternity Assessment Unit can provide
assessment, treatment and monitoring for pregnant people who are more than 12 weeks
into pregnancy.

By way of a point of clarification around cardiology, and to answer some of Mr Parton’s
questions, at the same time last year, we had 20 cardiologists employed. At the end of
the financial year just past, we had 19, so one less. Five years ago, we had 10
cardiologists employed, noting that that was at Canberra Hospital alone; it did not
include Calvary numbers. By way of context, there are now 16 cardiologists at Canberra
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Hospital, compared to 10 five years ago.

I was mistaken; we currently have one VMO engaged in cardiology. You asked about
separations, Mr Parton. There have been 13 over five years, and six in total over the last
12 months.

With respect to the elective surgery waitlist, TCH have one cat 1 breach who is currently
at 36 days and is due for surgery tomorrow. NCH have 10 breaches. Nine of those are
within the range of 31 to 36 days. Six of the nine will be completed by Friday, and the
remaining three are scheduled for next week. There is one patient with an extended wait
time, which was about not being ready for care. I do not want to give too much detail,
because that is very identifiable in those sorts of numbers.

Ms Vassarotti, as at 24 July, there were 75 patients waiting for residential aged-care
placement and 13 patients waiting for NDIS placement who are maintenance-type
patients, so 88 in total. There are another 47 maintenance patients who are not for either
of those things. Those are the patients that might fall into that definition you had of
stranded patients, which was 88 patients in total.

Finally, with the seen-in-time on triage category 2, there is a body of work being done
around this in ED at the moment to improve it. In 2024-25, the performance was at 63
per cent. This year, it decreased to 62 per cent. ED presentations overall increased by
six per cent, and there is some complexity in those increases as well. Fundamentally,
we saw six per cent more patients. We recognise that our seen-in-time for cat 2 needs
to improve, and ED have advised that they are undertaking a project at the moment to
improve that treat-in-time category in particular.

THE CHAIR: Thank you. We still have cat 3 taken on notice, just to confirm?

Ms Zagari: Cat 3, yes.

THE CHAIR: The committee will now suspend the proceedings for a short break.

Hearing suspended from 3.19 to 3.30 pm.
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THE CHAIR: Welcome back to the public hearings for the Select Committee on
Estimates 2026-2027. Welcome back, Ms Rachel Stephen-Smith, the Minister for
Health and Minister for Mental Health. Please note that, for any new witnesses at the
table, you are protected by parliamentary privilege and bound by its obligations. You
must tell the truth, as giving false or misleading evidence will be treated as a serious
matter and may be considered contempt of the Assembly.

I will go to Mr Emerson to ask the first question.

Ms Stephen-Smith: Before you do that, Chair, Ms Zagari and I were just discussing in
the break in relation to cardiology—and we certainly understand the point that both
yourself and Mr Parton were making—and Ms Zagari has indicated that she would be
willing to—I will leave her to speak for herself about what she would be able to do.

Ms Zagari: | would be happy to provide a confidential briefing around the matter, to
allow the committee to gain assurance about all of the steps that have been taken, and
the material considered, if that would be useful.

Ms Stephen-Smith: That decision does not need to be taken now. We are not offering
to do it now; just making an offer.

THE CHAIR: All right. Thank you. [ was just trying to confirm what the process would
be. Mr Emerson?

MR EMERSON: Thank you. I wanted to ask about nitrous oxide. I understand the
government were responding to Coroner Archer’s findings from the inquest into
the death of an 18-year-old boy, MK, which were released in April and which
recommended the government consider the prohibition of the supply of nitrous oxide
for people below the age of 18, for non-therapeutic use. How is the government
monitoring recreational nitrous oxide use by children and young people?

Dr Singleton: As you said, nitrous oxide is a regulated substance under the
Commonwealth Poisons Standard, which includes requirements for warnings and
health advice on the packaging. However, we are of course concerned about the
recreational use of nitrous oxide as an inhalant. We have been closely monitoring the
regulatory changes in other states and territories, and certainly, as you mentioned, are
working through a response to the findings from the coroner in terms of the
recommendations.

Sorry, the question that you had there specifically was monitoring on the harms, is that
correct?

MR EMERSON: Yes, monitoring harms; the level of use; access.

Dr Singleton: Yes. Certainly, one of the recommendations from the coroner is that we
look at mechanisms on how we can have data on those harms. So certainly, something
that we are looking into, at this point in time but I do not know that I can talk directly
to that, in that we do not currently have numbers on presentations to ED, for example,
or anything along those lines.
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Ms Stephen-Smith: I think the short answer to the question is we do not have in place
at the moment and we are not able, currently, to monitor harm associated with the use
of nangs in the community.

MR EMERSON: Okay. I understand those commonwealth settings that you spoke to
require retailers to ensure nitrous oxide is stored out of reach of children. But they are
allowed to sell it to children here. Is that your understanding as well?

Ms Stephen-Smith: I think that is correct. We will come back on notice if that is not
correct.

Dr Singleton: Yes, that is my understanding.

MR EMERSON: Okay. Thanks. As you mentioned, New South Wales have recently
announced reforms limiting children’s access to nitrous oxide. How closely is this being
considered by the government?

Dr Singleton: We have been following very closely and been in conversation with our
colleagues in New South Wales, noting that they had issued a public paper in 2024 and
now have just recently announced that they are working through the changes to their
regulations. So, it is certainly something that we have been monitoring closely and will
be considering as part of our recommendations to government in response to the
coroner’s review.

MR EMERSON: And do you have any sense of how many retailers are selling nangs
in the ACT?

Dr Singleton: I do not know the answer to that.

Ms Stephen-Smith: I do not believe that we do have data on that but, again, we will
come back on notice if that is not correct.

MR EMERSON: Okay. And I understand that is an active policy development area
but it sounds like, currently, there are not really any harm reduction measures in place.
Is that right?

Dr Singleton: There are not currently any specific measures in place in the ACT but
certainly we will be considering, in particular, the coroner’s recommendation around
education.

MR EMERSON: Okay. Just finally, is there any timeline on that? Obviously, there is
a timeline on the response to the coroner, but might we hear something sooner than
that? Is there a timeline for forming a policy position on the sorts of matters I have been
raising?

Ms Stephen-Smith: I think we will take that question on notice and come back in
relation to a timeline. The work is underway, as Dr Singleton has said.

Ms Arthy: As soon as we can. We know that this is an issue that keeps getting raised
with me, as well, through the child protection side of HCSD, and particularly the child
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safety and the Aboriginal Torres Strait Islander advocate regularly contacts me about
this. It is difficult to provide a timeline; we are just sort of helping the advice for
government, so it is however long that government process takes. But we know it is a
priority and we are working as hard as we can on it.

MR EMERSON: Okay. You are probably hearing from the people I am hearing from,
but obviously there are concerns something like this is going to happen again, you
know? So, there is—

Ms Zagari: That is right.
MR EMERSON: It just seems to be so available.

Ms Zagari: Yes. And it is just purely, maybe, working through the issues. So, we are
working and hearing very closely, particularly from the advocates. I do not know
whether there is anything else that I can add at this point.

Ms Stephen-Smith: No. And again, I think the policy work is underway but it may be
that there is a staged approach where there is a change to regulation and then a change
to legislation, if required. So that is the kind of thing that we will be working through.
Well, not me; them.

MS CLAY: Minister, the standalone birth centre: Recently, you said that you had not
made a final decision about the location of a standalone birth centre—and that was
certainly welcome news to us. The government’s feasibility study recommended a
standalone birth centre that was in a separate building from the main hospital. Last year
in estimates, we got confirmation that government was committed to a standalone birth
centre separate from the hospital. So, all of that was moving in a really positive direction.
We got the functional design brief for the hospital plans under FOI, and we had a look
and there is not a standalone birth centre in there. We have had a bit of conversation
about that already. [ am actually wondering, did the directorate ask the consultant when
they were doing that functional design brief, to include a standalone birth centre that
was separate from the hospital?

Ms Stephen-Smith: We have had a few conversations about this, and I will hand over
to Mrs Bell to go through the process that was undertaken. Ms Clay, as you know,
having had detailed presentations and briefing from my office and Infrastructure
Canberra, a number of potential sites were identified on the North Canberra Hospital
campus for exploration for a standalone birth centre.

One of the criteria that was identified through the feasibility study—and it was very
clear—was that a standalone birth centre and hospital campus should be able to be in a
location where transfer from the birth centre to the hospital, in the event that escalation
of care was required, should be able to be done without ambulance transfer.

There was nowhere on the site in stage 1 where a standalone birth centre could be built,
and could be opened in line with stage 1, that would enable a transfer by walking, trolley,

wheelchair—not by ambulance—to the hospital building.

Two shortlisted options were presented. One was a ground floor location in one part of
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the building with a separate carpark, separate entrance, separate landscaped areas. So
you park—however you get there, you are probably going to park if you are coming
into birth anyway—you come into a separate door, into a home-like setting with its own
outdoor spaces, and then if there is a requirement for escalation of care, you go out the
back door to another part of the hospital, up the lifts to level 5—I think that is where
the birth suites are planned to be, in a different part of the hospital. So, it is quite
physically separated, but it is part of the same building.

That is pretty much the same model that is the Townsville University Hospital birth
centre. It is not a long, connected corridor you go down. It is effectively that you open
the back door, you go down the corridor, and you go up the lift and there you are at the
birth suite. That was one of the examples that was provided by advocates at the time
that we originally had the conversation as what a stand-alongside birth centre would
look like.

I recognise that the language “stand-alongside” has been problematic because it was
presented in the feasibility study as exactly what we have now in both Canberra
Hospital and North Canberra Hospital. We would not say that that is stand-alongside; I
would say that it is within the same area of the building. This proposal is very different.

The alternative option that was presented, initially, was to refurbish the current
intensive care unit and provide a connection into the building. That would not be a
ground floor space, so it would have that disadvantage. It also would not be available
from day one of stage 1 of the new northside hospital building, because, obviously, the
intensive care unit would have to be relocated, and then the unit would need to be
refurbished. So, there would be, probably, a 12-month break where there was no birth
centre on the north side hospital campus. The only birth centre would be the one inside
Canberra Hospital.

There was quite a lot of conversation, I would say. I do not think that stakeholders
universally agreed on what the right outcome was—and I know that advocates and
stakeholders do not universally agree, now, on what the right outcome is. But the best
outcome we were able to achieve with the constraints on the current site, for stage 1, is
now that ground floor separate entrance. One of the decisions that has not yet been
finalised in relation to that—

I mean, I think I can probably now say there is no real other practical option for the
delivery of a birth centre as part of the new northside hospital in stage 1, other than as
being effectively part of the building: separate car park, separate entrance, separate
outdoor areas, separate floor, and designed through a co-design process with the
community, in terms of internal design.

The question that is not yet answered, I believe, is how many rooms that birth centre
would have. It is currently planned to have two. There was some quite strong advocacy
at the roundtable that two rooms at the birth centre would not be enough. And so, I think
that is something that we have to continue to work through as part of detailed design.

The other thing that we have to work through is whether the medium-term or longer

term option would be that we do this as part of the stage 1 build of the new north side
hospital, and then we say our explicit plan for stage 2—once we have demolished the
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other buildings and we have more capacity to move things around the site and connect
things up—would then be a separate standalone birth centre as part of stage 2, and we
would reuse the area that is currently being designed as a birth centre in stage 1.

So that is where the project is really up to, at this point. There was a report on the
roundtable that was released, that I think pretty clearly outlined that there was not
universal agreement about which way we should be going on this. But the reality is we
are in a brownfield site, and we have got some quite significant constraints in terms of
what is achievable.

MS CLAY: Thank you. I am really pleased to hear that second suggestion that you
have made, because that is one of the positive suggestions that has been made to me;
that you could have a stand-alongside in the hospital on an interim basis, and then come
back and build the standalone. I think that is excellent. I have had some other positive
suggestions. I wonder if we might send those up to your office, for some other positive
suggestions that might be a way forward?

I think though, taking a step back to the original question, I understand where we are
now; I am trying to work out how we got here. The functional design brief—which is
the document that leads to the plan that you have—does not say that there should be a
standalone birth centre in there. We have read that document. It said the feasibility study
that the government did very clearly said a standalone birth centre is the top choice, and
then there are other choices. Stand-alongside was one of them. But standalone birth
centre was the top choice. And we are trying to work out: you will not have been given
a plan with a standalone birth centre in it if no one asked, to say, “Can you please draw
up plans that include a standalone birth centre?”” So, I am not surprised now that it is
difficult.

Mrs Bell: I can answer that in a bit more context. The functional design brief will be a
point-in-time document, and that would have been prepared and finalised post the siting
options that the design team were asked to do. They were definitely instructed that the
priority for government was to achieve a standalone birth centre within the parameters
that came out of the feasibility report. And they were asked—and it is actually why the
design of the birth centre is lagging all of the other areas; because we tried really hard
to find somewhere on the site to achieve those various different functional
relationships—and eventually it was determined that, in this stage of the project, that
could not be achieved.

MS CLAY: So that work was done?
Mrs Bell: Yes.

MS CLAY: And then it did not make it to the functional design brief because it had
been decided that it was impossible to be in there?

Mrs Bell: Yes, correct.
MS CLAY: That actually makes a lot more sense. Thank you for setting that out, that

is a lot better. We might pass up the other proactive suggestions that we have had for
how we might get through this situation. I do not know if any of those might achieve
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an outcome, but [ was really pleased to hear that there are other options on the table that
might lead to a different outcome in a few years. I think, certainly, the outcome where
all we get is the same number of beds inside a hospital as we have now, is not going to
make anybody very happy after such a multi-decade campaign for something different.

Ms Stephen-Smith: Yes.

Mrs Bell: I think, I might just quickly add, that one of the messages that did come
through the co-design session that we held with the participants was that a lot of the
participants did not want more birth suites in what was a temporary birth centre—
because then that would be an over-investment and may limit the opportunity in the
medium term to demonstrate that the standalone in stage 2 was worth investing in. So,
if the capital investment went into something that was bigger and for a medium to longer
term outcome, that might then limit the investment in what was a medium solution.

MS CLAY: And I understand you have not made decisions and you cannot announce
policy when you have not made decisions, but it sounds like the government is
considering and may be leaning towards a standalone birth centre in stage 2, as one of
the possible outcomes?

Ms Stephen-Smith: I mean, I think it is too early for anyone here to lock in any
decisions about stage 2 at this point. The other point that I have discussed with people
over time, Ms Clay, is we obviously have a publicly accessible home birth program,
but not everybody is going to have a home that will be a suitable place to birth—for a
range of reasons. It may not be accessible. They may just not want to birth in their home.
But they might want to birth off the hospital campus.

And I know you have talked about the original argument being for a freestanding birth
centre. I think that seemed, when it was put forward, to be a real bells-and-whistles
proposal, for a freestanding birth centre. But one of the things that I have been
pondering is whether a future development, not really in the major project area, is—
well, is there a way to build what is, effectively, a home for people who meet the criteria
for home birth to, effectively, have a home birth but not at their actual home?

I think it is a different model of care than the birth centre would be, but it is also
something that may be, actually, meeting the needs of some of the cohort of particularly
low-risk birthing people.

MS CLAY: I think that sounds like an excellent option for the north side hospital.

Ms Stephen-Smith: I am worried that I have now given you another thing to demand
funding for.

MS CLAY: I think the reality is, whilst these things will be an upfront investment, they
will save hospital beds long-term. So, there will be long-term cost savings from any of
these things that are done well. Thank you, minister.

MR WERNER-GIBBINGS: I apologise to colleagues that, as I have been talking

about, all my questions are budget-related, but this one is not as tied to the budget as
previously, so I will get off my high horse.
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It has come from a query from a constituent, and I am guessing was motivated by the
food standards outbreak that happened during the World Cup, when a lot of people got
really, really sick because of really bad stuff happening through Taco Bell. And I was
asked about how food standards are looked after in the ACT. So that is the Health
Protection Service, I have done a little bit of work on. For me, instead of sending an
email to you and then coming back, now, with it here: what is the role of the HPS in
food consumption standards?

Dr Singleton: Thank you. I am happy to answer that. In the ACT, all registered food
businesses are required to comply with the Food Act and—

MR WERNER-GIBBINGS: Does it include food trucks and stuff like that?

Dr Singleton: Yes. And with the Australia New Zealand Food Standards Code. Health
Protection within the Health and Community Services Directorate provides an
engagement and education approach with businesses to ensure that they are
understanding those responsibilities and their obligations under the Food Act, and that
they are aware of the Australia New Zealand Food Standards Code.

We do that in a number of ways, including providing access to food safety training and
some resources that we have available on our website.

From 1 July 2025 to 30 June 2026, a total of 3,446 food safety inspections were
undertaken in the ACT—noting that that may include repeat inspections to support the
business if, for example, they had been provided an improvement notice or, potentially,
a prohibition order.

And, for example, those 3,446 inspections were across 271 high-risk businesses; 2,591
medium-risk businesses; 145 low-risk businesses; 436 food stores operating at declared
events; and three proactive site visits where education was provided. So, hopefully that
gives an example of the breadth of activity that is happening in that space.

MR WERNER-GIBBINGS: It does. I will ask a question, probably at the end, about
what is defined as high-risk, low-risk, medium-risk. But before that, I have seen, I guess,
their warning notices slapped on businesses, or even, a couple of times, a prohibition
notice. In those inspections, what is the percentage of own-motion where the HPS is
doing it itself, to go and make an inspection, or it receives a complaint? Say, a member
of the community says, “I think this is a problem. Can you go and have a look at it?” Is
there a rough percentage?

Dr Singleton: I do not know that percentage off the top of my head, but—

MR WERNER-GIBBINGS: Well then, on notice, the 12 months would be good if
you are talking about 3,000-plus in the past 12 months.

Dr Singleton: Yes, so, there is a mix of routine inspections, but of course, also
inspections in response potentially to complaints or to concerns raised. Or, for example,
if we are concerned about a food-borne disease outbreak, then there is an inspection
process undertaken as part of that public health response.
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To be clear, in all of this, the overwhelming majority of food businesses are taking
appropriate steps to ensure that they are offering safe food to customers, and most
engage in very good faith when recommendations are given to them.

I have just gotten the number of routine-based inspections: it was 1,711; and then there
were food safety complaint-based inspections, which was about 289; so that was 8.4 per
cent of the total of all food safety inspections.

MR WERNER-GIBBINGS: Okay. And so, every time you receive a complaint you,
you make an inspection, so you can say there are 289 complaints roughly?

Dr Singleton: I do not think it is as straightforward as that because we may well have
had more than one complaint about an individual site. So, I do not know that I could
hand-on-heart tell you that those were those exact numbers.

Coming back to your question about what were the high-risk, medium-risk, low-risk:
an example is that a high-risk venue would be a location that serves to specific risk
populations, for example a location serving food in a hospital, a childcare centre or a
business that might manufacture small goods.

MR WERNER-GIBBINGS: Right, okay. Finally then, and the big one, is the
prohibition order, in terms of the impact on a business and the decision making. How
many breaches were identified over the past year? And how many of those became a
prohibition order?

Dr Singleton: So clearly, we take that very seriously and we understand the impact that
has on the business—

MR WERNER-GIBBINGS: Like last resort, presumably.
Dr Singleton: —but we also need to be balancing the safety of the community. For the
2025-2026 period, the Health Protection Service issued 267 improvement notices, or

INs, and 26 prohibition orders.

MR WERNER-GIBBINGS: Will you always get an improvement notice before you
get a prohibition order?

Dr Singleton: Not necessarily.

MR WERNER-GIBBINGS: Sometimes it might be so egregious you just have to
go—?

Dr Singleton: Correct, it depends on the magnitude of the concern.
MR WERNER-GIBBINGS: Okay. Thank you. What are the most common issues
identified during inspections that are resulting in breaches? And if you get a breach,

then you get an improvement notice?

Dr Singleton: It will depend. We have very experienced environmental health officers
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who undertake these inspections.
MR WERNER-GIBBINGS: Right, and they will make the call?

Dr Singleton: And so, they will be providing education while they are undertaking the
inspection. So, it will depend on the magnitude of rectification that might need to be
taken, to inform the level. And that is always taken seriously by all of us, and case by
case.

Examples of some of the breaches that we might find might include: a poor food safety
knowledge among the food handlers; a lack or not-sufficient hand washing facilities;
arrangements for cleaning and sanitation; temperature control, which, of course, will
come down to the types of foods that are being prepared; maintenance; and appropriate
pest control. They would be the most common concerns or safety compliance issues
that come up during inspections.

MR WERNER-GIBBINGS: Thank you. Excellent answer.

MR BRADDOCK: The Better Regulation Legislation Amendment Bill, which is
currently before the Assembly, removes the requirement for certificates being issued,
held or displayed. So, I am wondering how best will we make sure that we maintain the
confidence of those accessing those food vendors, that the food is safe?

Dr Singleton: I would have to clarify the—

Ms Stephen-Smith: We will take a question on notice, Mr Braddock. The attorney
manages that piece of legislation.

MR BRADDOCK: Okay.

MS VASSAROTTI: I have a couple of questions around harm reduction. According
to the ANU and Burnet Institute, every $1 invested in harm reduction sees a return of
about $10.80. For take-home naloxone in particular, the return goes up to $18 in
economic and social value for every dollar invested. According to ATODA, as of 2021
it is modelled that, for funding to meet demand, it would need to double the current
figure that is currently provided. I could not find anything in the budget specifically for
harm reduction. Is that the case? Was there nothing provided?

Ms Stephen-Smith: There was nothing specific in relation to alcohol and other drug
harm reduction in this budget, but there have been some significant investments made
over recent years. In terms of the take-home naloxone program, which has been really
successful, I think the ACT has been a nation leader in take-home naloxone and there
has been some—I think those findings of the harm reduction report were really
encouraging about the impact that has had. Did you want to say anything about demand,
Dr Singleton?

Dr Singleton: In terms of demand for take-home naloxone, I do not know that I have
those numbers to hand. I am just triple-checking.

Ms Stephen-Smith: I am not aware that there is a restriction, as such.
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MS VASSAROTTI: I think it is more in terms of funding available for the community
organisations.

Ms Stephen-Smith: To be providers of, it into the community?
MS VASSAROTTI: Yes.
Ms Stephen-Smith: We will take that question on notice.

MS VASSAROTTI: Okay. Also, we hear particularly that there is a real challenge in
terms of GPs that are willing to take on clients with drug and alcohol—and that has
been particularly exacerbated with the issues that saw the moving and then the closure
of Interchange. Has there been, specifically, any funding provided around GP training
around alcohol and drugs, to try to reverse that decline in the ability for people to access
services?

Ms Stephen-Smith: Yes. So, we have $4 million committed to GP professional
development and wellbeing. Some of that has been specifically committed to the
Drs4Drs program, but a range of that work is around doctors’ professional development.

We have identified some areas where we know that there are GPs either wanting to
extend their scope of practice in a particular area—or where we want to prioritise more
GPs making services available in the community. And I have now filibustered enough
for Dr Dorrington to be here and talk more about what we are hoping to do, to support
more doctors to be confident and comfortable supporting people with alcohol and other
drug dependencies.

Dr Dorrington: Thank you. I am Dr Melanie Dorrington, and I am answering in my
capacity as Chief GP and the Primary Care Adviser, and I acknowledge that I have read
the privilege statement.

In terms, specifically, with this, there has been some work actually in the ATODs group
around this, with funding. We have been very careful not to overlap where there is
existing funding, so I will let Sally talk to that one. But I will also comment that Capital
Health Network has some specific funding in relation to this as well, and hopefully, by
the end of the year, through funding they have put out, we will have two more GPs in
the ACT that are signed up to provide this training. They had an EOI out for five people
to attend a conference, and to support them in becoming prescribers. So, there is a piece
of work out there. We have other bits, but we are trying not to overlap, so we are holding
back while there is other stuff happening. I will let Sally comment on that.

Dr Singleton: Thank you, Mel. I think you have covered off on a number of things.
There was a workshop that the Health and Community Services Directorate delivered
in partnership with the Capital Health Network, targeting primary health care
professionals to upskill in opioid-dependents’ treatment. That happened in March 2026,
and my understanding is that was attended by GPs, GP registrars, nurse practitioners,
pharmacists and some other primary healthcare providers. And we are continuing to
work quite closely with CHN on exploring options for other programs to build on the
outcomes from that.
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Mel mentioned the national conference; that there is currently work to support people
to attend all of that, with a view to improving people’s confidence to be prescribers—
noting that there is a range of prescribing habits; from potentially upskilling to support
an existing patient base, versus people who might specifically say that that is an area
that they might focus on as a specialist.

Dr Dorrington: And just for clarity, every GP is able, if they feel comfortable, to
prescribe for to up five patients.

MS VASSAROTTI: We just know that they do not.
Dr Dorrington: They do not.

MS VASSAROTTI: We know that they do not if they do not have the confidence, yes.
And then the other thing is that we have actually heard really positive feedback in terms
of the training that was rolled out to police—particularly around decriminalisation—
but there have potentially been gaps in health professionals, including with CHS. So, I
was interested to understand what incentives do exist for the CHS staff to get training,
particularly around the implications and the impacts of the decriminalisation process.

Mr Aloisi: CHS was, absolutely, very involved in the process of going through the
decriminalisation. We actually provide some of the services which are the referral
points for people coming through that service. That involves specific assessments and
counselling. So absolutely, we worked very much around the decriminalisation process,
as well as proving support services directly for that. So, we do get those referrals from
the courts.

MS VASSAROTTI: Okay. And so, outside those areas that work directly with support
services, was there other training that was provided to generalist areas across CHS?

Mr Aloisi: Well, I suppose, generally, as alcohol and drug specialists we receive
training around those principles of alcohol and drug harm reduction. That is very much
part our training curriculum for all our staff who work in that area. So, regardless of
what part of our alcohol and drug services you work in, that is fairly fundamental and
core to that training. So probably, a bit more specificity around your particular concern,
I might be able to look a bit further into that—but really, that is our core business,
working from a harm minimisation approach.

MS VASSAROTTI: Yes, okay. Do we know why opioid dependence treatment is not
being provided in bulk billing clinics at the moment?

Dr Dorrington: Was the question why it is not being provided in a bulk billing clinic?
MS VASSAROTTI: Yes.

Mr Dorrington: Is this specifically in relation to the Tuggeranong practice, or in
general?

MS VASSAROTTI: This is in terms of the information that we are hearing that the
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ability to access opioid treatment through bulk billing clinics is virtually impossible. So,
we are trying to understand why.

Dr Dorrington: There is not going to be one answer to it; there are complexities. The
provision of care is one thing; and then there are the business elements as well, in terms
of funding a practice, and bulk billing practices do need a high turnover of patients to
actually be viable and sustainable.

MS VASSAROTTI: Yes. It is a challenge.

Dr Dorrington: And so, it can be complex, but it also comes down to individual
clinicians and what their interests are and what they want to do. So, it is attracting
people to deliver any element of sub specialised care—which is what that is when you
have to do any extra training. So, there is not one single answer about why it is not or
why there are difficulties getting it.

It is difficult compared to standard means for a general practice, to deliver opioid
maintenance therapy care. So, I guess you could say it is an incentivised thing. There is
no incentive to do something more difficult and more complex.

There are great people who do do it, but yes—.

MS VASSAROTTI: I think the challenge is, though, that we are seeing some of the
most vulnerable clients potentially not being able to access bulk billing services—
which seems to be a pretty fundamental gap.

Ms Stephen-Smith: Yes. And obviously, we support, as the commonwealth does,
Directions—but they cannot support everybody.

MS VASSAROTTI: That is true.

Ms Stephen-Smith: I just want to give a shout out that they do an incredible job
supporting some of the most vulnerable people in our community. But they just do not
have capacity to do it at all.

MS VASSAROTTI: Yes, they do an amazing job.
THE CHAIR: Thank you.

MR PARTON: Minister, | have got some questions around health technology—Digital
Health Record. The original eight-year business case for the Digital Health Record was
$151 million net of savings, but the current eight-year program cost is $378 million.
I am wondering if you can explain why the government’s digital health project has cost
more than twice the original business case and identify exactly what the additional
$226 million has delivered?

Ms Stephen-Smith: Going back to some conversations from quite a while ago, there
are numerous reports in the public domain that lay out the changes that were made that
resulted in increased costs of this project. Ms Lopa will be very familiar with it in her
former role, as will Holger. One of the changes was bringing forward the introduction
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of the Digital Health Record as a single product rather than phasing implementation
over time, so a single go-live for Digital Health Record, which was undertaken,
obviously, in the context of a global pandemic and then a really successful project in
the end in terms of delivering an epic electronic health record right across Canberra
Health Services and with some of the partners.

There were also some costs that came through later in the project that had not been
funded in the initial business case around additional training, including training for
Calvary staff, where there was a contractual obligation with Calvary to explicitly pay
them for that training time, where Canberra Health Services absorbed some of that cost,
but it did have a cost. Some of the savings that had been identified as potentially going
to be achieved through efficiencies as a result of the Digital Health Record were
reconsidered and have not been achieved, and then there were additional licensing costs,
hosting costs et cetera. At this point I am going to hand over.

Dr Kaufmann: Thank you very much. Holger Kaufmann, CIO and Executive Group
Manager, Digital Health at the Digital Canberra Directorate. I guess you were referring,
Mr Parton, to the ongoing costs of running the Digital Health Record. I think we have
answered this in a past session before, but I am very happy to go into it again.
Effectively, the budget allocation for the ongoing operations of digital health records
are based on the original business case from 2019. Since then a number of things have
changed.

One of them is that the overall activity in our healthcare system has gone up, measured
by a number of “nvals”, for instance, that we report to the commonwealth. There has
been about a 30 per cent increase. We have new facilities that are supported by the DHR
that were not in the original business case, including the critical services building that
was commissioned on the Canberra Hospital site, but obviously also additional walk-in
clinics and other facilities that were not in the original plan. That is one the reasons why
the operational costs are higher.

The second main reason is that over that timeframe we have seen significant
inflationary pressure in all of the services that we commission with technology. That
includes staffing costs but also technology costs. Inflation in technology during the
pandemic has been significantly higher than CPI.

MR PARTON: It is a lot of inflation, though, isn’t it?

Dr Kaufmann: It is not just that. | am saying that there are several factors. The third
factor is that some of the assumptions that were in the original business case did not
hold. Three outstanding are assumptions around how quickly we are able to
decommission legacy systems. We have found that decommissioning legacy systems is
taking us longer than originally anticipated in the business case. That has to do with
legal requirements and also clinical requirements to access historical data. For instance,
we are still holding 20 years of pathology information in a legacy system that we are
currently planning to decommission in the next 12 months, but that needs to be done on
the right side.

MR PARTON: Mr Kaufmann, it is probably not a question for you. It is probably a
question for the minister. Is it safe to say that the original business case was somewhat
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optimistic?

Ms Stephen-Smith: I think we certainly have matured in the way that we undertake
business case planning. Part of the motivation to establish Digital Canberra was some
of the shortcomings in the Digital Health Record program, which are laid out in—the
ACT health directorate actually commissioned a Digital Health Record program review
from KPMG—apologies—in 2024. That is publicly available through a quick search.
It lays out a number of the challenges that were experienced. Similarly, obviously, there
was the HRIMS project, where a lot of lessons were learnt about the whole-of-
government technology projects. This has been part of the motivation for the
establishment of Digital Canberra.

Even before the establishment of Digital Canberra there were changes in the way that
business cases that have a digital component are considered. There was establishment
of a team to review any business case that has a digital component to make sure that all
of the complexities that might be associated with that and all the costs that might be
associated with that have been taken into account, but also to look at any opportunities
around whole-of-government implementation of a similar technology or where another
directorate might be doing a similar thing and efficiencies can be achieved.

Previously directorates were quite siloed in the way that they brought forward projects
with a digital element or solely digital projects, and they basically managed their own
project. This is certainly the case for the Digital Health Record in what was Digital
Solutions Division in the health directorate. Now we have this whole-of-government
oversight and a very clear provision of advice to the Expenditure Review Committee as
business cases come forward. I think it is fair to say that we have learnt lessons from
these processes over time. Certainly if those processes had been in place, some of the
elements that either were not included or were too optimistic in relation to savings or
were excluded from the business case at the time may have come to light if there had
been that capacity for external review, which did not really exist in the ACT public
service at that time.

MR PARTON: Speaking of lessons learnt, I refer to the technical problem that resulted
in 231 referrals being acknowledged as successfully sent by HealthLink but not
reaching the Digital Health Record for triage. How many patients were affected by that
failure? How many referrals were delayed or lost? And what assurance can you provide
that no similar referral integrity problems remain?

Dr Kaufmann: I have to take this on advice, the exact numbers, but I can assure you
that no problems remain.

MR PARTON: Okay. That is a pretty solid assurance. I look forward to seeing those
numbers. Minister, given the DHR was intended to improve coordination and reduce
the risk of information being lost between systems, how can the government describe
the system as delivering safer care when confirmed as successfully sent but did not
reach the system responsible for triaging? Obviously I am referring in a large part to
that incident, and obviously it would have raised serious concern for everyone at this
table. How can you be absolutely sure that the system remains foolproof?

Ms Stephen-Smith: I am not sure that anyone can ever be absolutely sure that any
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digital system remains foolproof. I think providing that level of guarantee would be
foolhardy. I will introduce Christina Igasto. I think I did introduce you at the session
the other day, didn’t I?

Dr Igasto: Yes.
Ms Stephen-Smith: The DG of Digital Canberra.

Dr Igasto: Christina Igasto, Director-General of Digital Canberra. There is never a case
that we can say that digital systems are safe in that regard when it comes to security
safety. When using digital systems it depends on how we are introducing those and how
we are changing processes as we are also using them. We are quite experienced in that
range of implementing systems today. It was different 10 years ago in digital health,
but in the digital space the processes that precede the digital and the manual processes
that align into a workflow need to be aligned.

Responding to your question, we currently always when we are working with digital
systems, Mr Parton—because they are also changing technologies—we constantly need
to reassess and re-evaluate, and that is part of our processes for every digital tool that
we implement in digital health or anywhere else in Digital Canberra. We cannot
promise that it is going to be completely safe at all times, but we do have processes in
place ensuring that at all times.

Dr Kaufmann: Can I just add that no technology is completely safe. We are trying to
keep it as safe as we can. To your earlier question, I would just like to add that before
we had the system we would not have been able to actually identify the reason we have
these problems.

MR PARTON: All right. I am glad that I could get you and Christina at the front table
and that your afternoon was not a complete waste of time.

MR EMERSON: I just want to ask about 1 Moore Street, the ongoing closure there
due to the asbestos that has been found. How many services—health-specific services,
I suppose—have been relocated because of that?

Ms Stephen-Smith: As in Canberra Health Services services or total? There is
Canberra Health Services services, on which I am sure someone is doing some quick
maths around how many there are, and then there is also MSI and the two Directions-
run services of CanTEST and the needle and syringe program.

MR EMERSON: Anything government funded. I guess I mean not ... interruption to
the sound ... not relevant to this session.

Ms Stephen-Smith: Okay, good.
MR EMERSON: Health-related services. What services have been relocated?
Ms Stoddart: We have MSI. We fund MSI under the no-cost abortion program, and

they operate out of 1 Moore Street. We have been working closely with them to identify
options to enable the continuity of their service. We have supported them to identify
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alternative options for their clients, particularly those requiring time-sensitive abortion
services.

For the week of 6 July—because obviously it has been an evolving issue and we were
not sure how long it would be closed for—MSI sent urgent surgical termination clients
to their services in Westmead in Sydney, with funding support from the government,
because that was an immediate support in terms of those in need. From 13 July MSI—
surgical termination of pregnancy services have been relocated to CHS and have got a
room over in Canberra Hospital, and this arrangement can continue as long as it is
needed to, so we have got that covered there. We have also had temporary arrangements
made for medical termination of pregnancies, so we have provided another ACT
government building through until 7 August at this stage, and we are continuing to work
with MSI on options for longer term arrangements for that, given we now have the
advice that the building will be closed for a longer period of time.

MR EMERSON: The medical abortions—can you give a general sense of where that
has been relocated to?

Ms Stoddart: It is in another ACT government building in Dickson at the moment.
That is temporarily there to support those for the time being, but we are looking, post
7 August, at what other alternative arrangements we can make to support that.

Ms Stephen-Smith: Recognising that we also have other partners in the free abortion
service that can provide medical termination.

Ms Stoddart: Yes.
MR EMERSON: And then the other services in the building?

Ms Zagari: I have got a list of 10 CHS services, understanding that each of these will
have multiple subcomponents. There is a group of mental health services, a
BreastScreen service in that building, community nursing, dental services, drug and
alcohol services, forensic mental health services, maternal and child health services,
neuropsychology, a women’s health service and community health intake. Some of
those are office-based workers who provide care in the community; though they are
hubs for people to be located at. We have made arrangements for services to be provided
from other CHS sites and for the most part have been able to accommodate people
within expected times that they otherwise would have been seen due to the really great
work from our teams, who have done the best that they can to get on and make sure that
we are still seeing patients. I really would like to thank the teams who have done that
so well.

MR EMERSON: So far everything has been successfully located. Have you got some
more information?

Mr Tournier: I am Mark Tournier, Acting Branch Manager for Research, Programs
and Scientific Services. I have read and acknowledge the privilege statement. So
Directions—both the CanTEST and the Civic needle and syringe program have
relocated to 71 Northbourne Avenue. Both services are anticipated to remain there until
remediation is complete. CanTEST will operate on Thursdays and Fridays, and the
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needle and syringe program will operate Mondays, Tuesdays, Wednesdays and Fridays
nine till five and Thursdays nine till three. Both of those have already relocated.

MR EMERSON: For that one, is that a new lease? Who was holding that? Who was
occupying that building?

Mr Tournier: I will need to take that on notice.

Ms Stephen-Smith: I understand that Directions has entered into that lease itself with
the landlord.

MR EMERSON: If you are able to take on notice if that has been funded by
government?

Mr Tournier: That is level 5, 71 Northbourne Avenue, so we can check that, yes.

MR EMERSON: And the cost of that arrangement I presume would be passed on to
the government?

Ms Stephen-Smith: We will take that on notice.

MR EMERSON: Can I just very quickly ask: is there an asbestos register for
government assets?

Ms Stephen-Smith: I thought I was searching my memory banks for the Digital Health
Record report, but this one is going way back. I think this is probably a question better
directed to whoever has administrative arrangement responsibility for the asbestos
taskforce, or whatever it is called now, probably Sustainable Buildings— maybe
Minister Steel.

MS VASSAROTTI: That is where it is.

Ms Stephen-Smith: Former minister Vassarotti, who probably had responsibility for it
at some point. Sustainable development would be—I have a vague recollection that we
do, but I cannot answer definitively, so we are happy to take it on notice. The reality is,
though, that a lot of our older buildings are going to contain asbestos. That is understood,
managed in situ and only becomes a problem when things deteriorate and it becomes
airborne, so by and large it is contained.

Mr Tournier: Directions have taken on the lease on a month-by-month basis.

MR EMERSON: Thank you.

MR BRADDOCK: Last year’s budget had a budget line “invest in public health care,
Canberra Health Services transformation program”, which included $13 million over
three years to encourage Canberrans to use their private health insurance to pay for
services. I was just curious in terms of: how much do we get as a return off the private

health insurance from that program?

Ms Stephen-Smith: I believe the $13 million was not specifically for that; that is for
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the transformation program. Ms Lopa, as she said earlier, is in charge of managing that
transformation program within CHS, but Ms Hughes is the Chief Financial Officer for
CHS.

Ms Hughes: My name is Rosalie Hughes. I am the Chief Financial Officer. We have
been working on improving that number, and in the 25-26 year just gone we collected
$8 million more than we did in the previous year through really changing processes and
some more staff. We are on a journey. We can get details of how much we do collect,
but we basically made $8 million more with an investment of about $600,000 in one
year.

MR BRADDOCK: If you could please give me on notice last year’s collect, I would
be interested.

Ms Hughes: Yes.

MR BRADDOCK: Is there any assessment in terms of the impact on Canberrans’
private health insurance premiums as a result of this collection?

Ms Hughes: There is not, but we are still one of the lowest jurisdictions in terms of
uptake of private in public, so it would be very unlikely to be material across Australia
or in Canberra in terms of the premiums.

MR BRADDOCK: What is the reason for us being the lowest?

Ms Stephen-Smith: One of the highest uptakes of membership of private health
insurance, one of the lowest usage, if not the lowest usage, of private health insurance.
It is partly because we have generally much higher out-of-pocket costs and are much
more likely to face out-of-pocket costs in private and higher out-of-pocket costs than in
other jurisdictions, and we have never really had a push for private health insurance to
be used in our public system before, unlike some other jurisdictions that have pushed
really hard to encourage people who have private health insurance to use it with no gap.
This is a bit of a change of approach for us, to encourage and support people to use their
private health insurance with no gap in our public system. My understanding of the way
that premiums are set for the ACT is that we are not an island in terms of the setting of
premiums, so our premiums are going to be influenced by the whole of Australia,
particularly New South Wales.

MR BRADDOCK: Thank you.

MR WERNER-GIBBINGS: This is another one. This is probably the last one that |
will have—actually I have got a better one. This is not about Tuggeranong,
unfortunately, but it is about the Watson Health Precinct and talking about the approach
in the community to drugs and rehab. The redevelopment of the Watson Health Precinct,
where is that up to? What can users and people in and around the community expect
from it?

Ms Stephen-Smith: It is really well progressed. It is getting close to completion. I think

Winnunga Nimmityjah’s new residential alcohol and other drug rehabilitation service
will be—the building itself I think is expected to be completed within the next month,
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and then of course they will do some operational commissioning and setup, and that
will be over to them. The other buildings, the replacement for Ted Noffs alcohol and
drug services for young people and the Marymead CatholicCare STEPS program for
mental health for young people—both of those buildings are expected to be
completed—

Mrs Bell: October.
Ms Stephen-Smith: In October. We will go with October for the moment.

Mrs Bell: Let me quickly double-check—sorry, Minister—because it might be a little
sooner than that.

Ms Stephen-Smith: I think by October is really the expectation at this point.

MR WERNER-GIBBINGS: In delivering culturally safe treatment environments and
services, a huge amount of work has been done with Winnunga and other Aboriginal
and Torres Strait Islander groups and people?

Ms Stephen-Smith: Yes. Winnunga managed their own project, so we funded them. I
believe we have transferred the land to them as part of the project. If not, that is currently
in train. But they have certainly managed that project in the same way that they
managed their other building in Narrabundah. They are self-determined; it is up to them
to undertake all of the consultation with the community, as well, about the services that
they are going to deliver there and how that is going to be done. Ted Noffs and
Marymead CatholicCare are very well-established services already in the community.
It is really about replacing their infrastructure, which was way at end of life.

MR WERNER-GIBBINGS: Is it going to expand the amount of services and people
that they can offer those services to? Is that going to be bigger?

Ms Stephen-Smith: The funding for the actual service delivery is not scheduled to
increase at this point, but there will be some additional capacity to grow, I think.

Mrs Bell: I cannot recall exactly how many beds they had originally, Minister, but I
can confirm that the Ted Noffs Foundation youth alcohol and other drug rehab service
will have 22 beds in its new facility. The youth residential mental health care facility
that is part of Marymead CatholicCare’s facility will have 11 beds and an 18-person
outreach program. The Winnunga Nimmityjah facility will have a 24-bed residential
alcohol and other drug rehab facility as part of the built infrastructure. To the minister’s
point, that will then depend on how they fund and operationalise their services in terms
of how many beds will be open from day one. I will just correct the record: it is actually
August that we are forecasting completion of those.

Ms Stephen-Smith: Well, there you go.
MR WERNER-GIBBINGS: As in three days’ time or mid to late August?

Mrs Bell: I am going to say by the end of August. We will be tracking closely the
certificate of completion and occupation, so we will be tracking that very closely.
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Ms Stephen-Smith: But that is not the expected opening, because there will be then
commissioning work to move everybody in.

Mrs Bell: Correct.

THE CHAIR: I think we are going to call it there.

Ms Stephen-Smith: We are past time.

THE CHAIR: We are indeed. On behalf of the committee, I thank you for your
attendance today. If you have taken any questions on notice, please provide your
answers to the committee secretary within five business days of receiving the

uncorrected proof Hansard.

Short suspension.
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Appearances:

WorkSafe ACT
Agius, Ms Jacqueline, Work Health and Safety Commissioner
Smith, Mr Bill, Executive Branch Manager, Compliance and Enforcement

THE CHAIR: We welcome the Office of the Work Health and Safety Commission.
Please note that, as witnesses, you are protected by parliamentary privilege and bound
by its obligations. You must tell the truth, as giving false or misleading evidence will
be treated as a serious matter and may be considered contempt of the Assembly.

As we are not inviting opening statements, we will now proceed to questions, and I will
hand my first slot to Mr Cocks.

MR COCKS: Thank you, Chair. I want to jump straight into some accountability
indicators—specifically, output 1.1, indicator g. Can you help me to understand what
is happening here? The target that you had last year was for 60 per cent of major
investigations to be completed within 12 months of commencing an investigation, with
the exception of fatalities, which, clearly, need to take longer. But the estimated
outcome for that one is down at 30 per cent. I would be keen to understand both what
falls into that category of major investigations and who triggers it, and why we are
landing at only 30 per cent.

Ms Agius: [ am appearing as both the Work Health and Safety Commissioner and the
Labour Hire Licence Commissioner. I have read the privilege statement, and I
understand and agree to abide by the privilege statement.

Mr Cocks, it is great to see you again. We love the fact that you are so interested in
work health and safety; thank you for the question. It is a great question for me, because
our work in that area has increased significantly. Yes, we do have a target of 60 per
cent, and we have been unable to meet that target.

Over the period from 2012 to 2020, which is when WorkSafe ACT became an
independent statutory authority, there were approximately 12 prosecutions. Since 2020,
we have been slowly increasing the amount of prosecutions that WorkSafe take before
the court. For instance, last year we had eight successful prosecutions, and we currently
have 30 matters before the court.

A major investigation, or an investigation that fits under that accountability indicator,
is an investigation where WorkSafe has determined that either a significant injury has
taken place, there has been a risk of a serious injury or death or there has been a
dangerous incident which may have exposed workers to a serious injury or death.

For instance, in relation to prosecutions that we had last year, two of those matters
involved asbestos breaches. One was a matter where there was an asbestos removalist
who did not have a licence, did not apply to WorkSafe for a licence, and removed
asbestos without taking the appropriate precautions and abiding by our legislation.
There was also a successful prosecution in relation to dry cutting of engineered stone.
You will be aware that banning of engineered stone occurred in 2024. There was a code
of practice put in place, and that code of practice included that wet suppression must be
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used when processing silica-containing products, and—

MR COCKS: That lands in the major investigations category because it brings the risk
of silicosis and therefore risk of death; is that right?

Ms Agius: Yes, that is correct. It is the risk of a serious illness, injury or death and, in
that case, it was dangerous substances that were released into the atmosphere due to the
dry cutting and the failure to use wet suppression in that instance.

With the other sorts of prosecutions that will fall into that space, we have an
investigations team. It is a very small team. Currently, there are six investigators who
look into complex work health and safety matters, and those six investigators do all the
work around investigating matters, to get those matters before the court.

We also, in that team, have two in-house lawyers. Those in-house lawyers support the
work of the investigations team. One of them is Deputy Commissioner Ms Peggy
Cheong. We have now adopted some of the investigation work in-house, because we
have approval from the GSO to have those in-house.

MR COCKS: I think I am getting a pretty good idea around what happens there. It
sounds like the trigger for it becoming a major investigation is internal to WorkSafe.

Ms Agius: Yes.
MR COCKS: What number of major investigations do you currently have open?

Ms Agius: This is an approximate. We currently have about 24, but if you would like
the exact number, I am happy to provide that information on notice.

MR COCKS: Yes, that would be fantastic. Has there been any increase that has arisen
from the addition of the banning of engineered stone? How has that shifted the number
of investigations? Was there a workload impact? That is what [ am getting to.

Ms Agius: The major workload impact would more likely lie within our inspectorate,
because the inspectorate will be conducting those initial regulatory workplace visits,
and they will assess a workplace in relation to things like whether or not all the workers
have been trained in silica awareness training. The ACT government has a requirement
that any worker that works near, with or in relation to silica substances must undertake
awareness training. There was a shift in the work of the inspectors, because they were
going out and assessing, as part of their normal work in the construction industry, that
compliance with silica regulations.

MR COCKS: I am trying to understand what is driving the increase you were referring
to around major investigations.

Ms Agius: The increase is partly to do with the fact that WorkSafe has, over the last
five years, conducted a lot of work on awareness campaigns. We receive more
notifications; we also receive more public complaints. There is an increase in awareness
in the community, and that will drive some of the work.
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We also have a strategic push. It is our view that we want to encourage not only specific
deterrence, but also general deterrence, and the way to do that is through our
prosecutions. Also, we are seeing that incidents in relation to the prosecutions that we
run are quite serious. With the prosecutions that we run, we have a tiered approach to
our regulatory approach. Our prosecution work involves the most serious matters that
come before us.

MR BRADDOCK: You have been talking to accountability indicator g. I am also
interested in b, ¢ and f, where the targets were not met for 2025-26. Can you please
walk us through what is happening there?

Ms Agius: In relation to the prohibition notices reviewed within 14 days of being issued,
we reached 85 per cent. We were quite happy with that. The reason we were happy with
that is because it was an improvement from the previous year. We have been making
some internal improvements in relation to reviewing those prohibition notices.

There can be many reasons for prohibition notices not being reviewed within that period.
It can come down to unexpected leave, where a particular inspector has carriage of a
matter and, for various reasons, the matter is not reviewed in time. The same is the case
in relation to notifiable incidents. Sometimes, with those notifiable incidents, we might
get notified of an evening—say, on a Friday evening, and the on-call inspector does not
pick it up until, say, the Sunday. That will skew some of those results.

In relation to labour hire licences and the five working days, I have made it very clear
to my team that I am not satisfied with the results that we have achieved in relation to
that accountability indicator. However, I have sought explanations, and I am satisfied
that the explanations I have been given are appropriate. They include pressures within
the team and, again, unexpected leave, and training people.

For the work that WorkSafe do, it is not easy for us to fill a position at short notice. We
have to train someone. Our training program is quite extensive, so we train our
inspectors in that team. They go through three-month training before they can start
doing the work.

We have also had a shift in what we call phase 2 and phase 3. Since 2020, we have been
building systems to ensure that we are able to manage the work that is coming into our
agency. We have built a phase 2 system on labour hire licensing. Over 2025-26, we
built phase 3. The transition from phase 2 to phase 3 has resulted in some delays in
those licences.

Bill, have I covered everything or did I miss something in relation to that indicator?

Mr Smith: We have also had a couple of issues. The indicator relies on, with regard to
labour hire licensing, all information received from the applicant being referred to a
manager. In some instances, the matter has been referred before information has been
received. With respect to what we have done in the interim, once we got this preliminary
accountability indicator result, the teams worked on and finalised a standard operating
procedure around the labour hire licence assessment and referral to the manager.

We also had some instances where we were assessing the application prior to a payment
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being made; then we would have to wait for the payment to be made. There is a
multifaceted response as to why we did not achieve that target, but the commissioner
has directed us to do better in that space, and it is something that we have committed to
her to do over the next 12 months.

MR BRADDOCK: Going back to notifiable incident notifications, are there any
workplace health and safety risks that could arise from triaging not happening within
24 hours, as required by that target?

Mr Smith: The number of 95 per cent is the best number that we can get with the
information that we have been able to gather. We are more confident that we are at 99
per cent. What has happened in that instance is that we have received phone calls and
triaged them on the spot—on-call over the weekend, we have triaged them; then a
public complaint has been raised. We then ask for the business to put in a notifiable
incident in writing.

What the businesses then do is backdate to the date they have notified, so we receive a
notification as soon as it hits the system. We have already missed the accountability
indicator, even though we have triaged it via the phone. They will backdate and say,
“We notified on the 26th,” but they submit their notifiable incident on the 28th, so we
are already past the indicator date. There is a little glitch that we have to fix there to get
a better representation of what our notifiable incident rate is. It is probably up to 99 per
cent; that is what we are confident that it will be, but we do not have the evidence to
show that.

MR BRADDOCK: Does that fulfil their obligations under the act, to do it via phone
and, a day or two later, do it by email?

Mr Smith: They have notified us via phone, and we are satisfied that we have received
notification. What we get is that additional specificity, when they provide a notification
in writing.

MR EMERSON: I want to ask about a specific project. My office has received a
number of complaints that, with the Geocon works that are underway at
220 Northbourne Avenue, there have allegedly been significant negative impacts on the
neighbouring property, including rocks and dust flying into the building, resulting in at
least one smashed window and a smashed door, rubble in the car park and potential risk
to personal safety. I understand this has also been raised with WorkSafe. I am curious
about what compliance action has been taken in response to this case.

Ms Agius: We have visited that site numerous times, in response to both notifiable
incidents from the PCBU and public complaints that have come through to our office.
On the first occasion that we visited the site, that was when the rock hit the window and
smashed a window. The inspectors were satisfied at that stage that the PCBU had put
in place controls, and those controls included raising the fence to that adjoining property
by another two metres. There was a section of the fence that they were unable to raise,
and they were unable to raise it because they would have needed strata permission to
put a fence in that property. They would have had to put it in the adjoining property,
and they were in negotiations with strata about that.
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There were some initial controls put in place, and inspectors were happy that they had
relieved the risk, but we were subsequently advised that it happened again. Our
inspectors worked with the PCBU, and the PCBU worked out a really novel way of
managing that risk of the rocks that we had never seen before and that had not been
used anywhere else. That was to attach a mesh sleeve over—and I will get this wrong,
so [ will ask Bill about the correct name for where the rocks came out the chute. I will
just say the chute that the rocks came out of. They innovatively developed a mesh
system to ensure that the rocks could not travel, which, again, our inspectors were happy
about. We have not received any other complaints since those early ones in relation to
rocks going into the neighbouring property.

We did receive, however, another complaint on 5 July, which was in relation to traffic
management. It was about trucks lined up on the road. Our inspectors had, again, visited
the site on 6 July and identified that there was a traffic management plan in place, and
that that traffic management plan was current. They were not able to identify that there
were any lined-up trucks on the road on that day.

Of course, whenever we undertake regulatory work, our inspectors are required to
identify by seeing for themselves what is occurring. If they go out to the site and the
issue is not still occurring, they are unable to take any regulatory action.

In relation to any notices, I will hand over to Bill. I am not sure whether we issued any
notices.

Mr Smith: No notices were issued with regard to that incident, so the—
MR EMERSON: With regard to any of the incidents?

Ms Agius: Yes. With the ejection of rocks from the site, the inspectors determined that
the appropriate reasonable and practicable controls were put in place and, with regard
to traffic management, they sighted the traffic management plan and, at the point of
their inspection, saw that the traffic was being managed in accordance with that
temporary traffic management plan.

MR EMERSON: With those reported trucks, was that on Lowanna Street or was it on
Northbourne or Wakefield?

Mr Smith: It was on Lowanna Street.

MR EMERSON: Was there remediation regarding the damage to the neighbouring
property?

Mr Smith: When we received the first notification from the PCBU, they had done an

internal review of the incident and had advised that they were remediating—paying for
the broken window. That is the advice we received.

MR EMERSON: You have not had any further complaints about the rocks and that
sort of thing. When was the last complaint about that that you received?

Mr Smith: It was 17 June.
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MR EMERSON: PCBU is the construction—
Ms Agius: The person with control—

MR EMERSON: The contractor?

Ms Agius: Yes.

Mr Smith: Yes.

MR EMERSON: The head contractor?

Mr Smith: Yes; in this instance, the principal contractor is Geocon, and D Group is
doing the excavation works. There are two PCBUs in that instance. Geocon is the
principal contractor; D Group is the PCBU who is undertaking the works, but Geocon
has control over the site.

MR EMERSON: On notice, I would be interested to know if you have received any
other complaints relating to Geocon projects in, say, the last three financial years, what
they related to, if any of those investigations are ongoing, if any notices were issued in
relation to any of those, and what was the nature of the notices, if there were fines and
that sort of thing.

Ms Agius: Sure.
MR EMERSON: A table setting that out would be amazing.
Ms Agius: Yes, absolutely.

MR BRADDOCK: The ACT public service has gone through machinery-of-
government changes, a recruitment freeze and now voluntary redundancies. Are there
any concerns for you, from a psychosocial hazard perspective, about the ACTPS at the
moment?

Ms Agius: We have received complaints in relation to some of that work. From
memory, we issued one notice, but I could be incorrect. Did we issue a notice in relation
to the redundancies? I will take that one on notice because there are so many notices
sometimes.

MR BRADDOCK: That is fine. I am very happy—

Ms Agius: | get confused. We have undertaken visits in that space and, whenever we
receive complaints, we will continue to take regulatory action, where appropriate.
Regulatory action occurs when the Work Health and Safety Act has been breached. In
relation to psychosocial hazards, there are a number of things that we need to consider;
that is, whether or not the PCBU—in this case, the ACT government—have taken all
necessary steps to eliminate the risk. If they are unable to eliminate the risk, have they
minimised the risk so far as is reasonably practicable? What we are seeing, in most
circumstances, is that if they have not been able to eliminate the risk, they have
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minimised it. But do we have concerns? We are always concerned about psychosocial
hazards in workplaces.

MR BRADDOCK: I am very happy for you to take it on notice. I will be more
interested in any detail that you can provide about a notice around that.

MR COCKS: I like it when people get onto my subjects! What advice have you
provided to the ACT government around best practice in managing those psychosocial
risks, and were you consulted ahead of any of the actions that have been outlined?

Ms Agius: As the independent regulator, we would not provide advice to the
ACT government. We do not provide advice to any PCBUs. We make them aware of
their obligations under the act or, in this case, the psychosocial code of practice. Our
inspectors, when they are going out and doing visits, will make the PCBU aware—in
this case, the ACT government—of any psychosocial hazards that they need to address
in that workplace, and make them aware of their obligations under both the legislation
and any codes of practice that exist.

MR COCKS: I am keen to understand whether that has happened in respect of either
the voluntary redundancies or the negotiations around enterprise bargaining. Has any
of that happened? Have you provided any of that information?

Mr Smith: No, we have not.

MR COCKS: Is there best practice guidance on managing psychosocial risks in the
context of voluntary redundancies and enterprise bargaining type settings?

Ms Agius: The wonderful thing about the Work Health and Safety Act is that it is not
prescriptive; it is principles based. Principles based requires the PCBU to ensure that
the hazard—in this case, you are referring to redundancies—is risk managed. All of our
advice around it, and all of the material that exists on our website, in legislation and in
the psychosocial health code of practice, is around risk-managing those hazards.

MR WERNER-GIBBINGS: You may be aware—maybe not—of the entry gates that
have been installed at Woolworths stores in Tuggeranong and Belconnen. Are you
familiar with them? “Gates” is a kind word. There has been a plethora of concerns from
would-be users, or people whose access to the stores has been impeded, about both
accessibility and the potential of the gates to impede customers attempting to leave the
store during an incident. I have raised this with Woolworths and have received
correspondence from them that they “take their obligations to inclusive accessibility
seriously and engage with SafeWork ACT, who have visited the store to view the
gates”. Can you please tell me what involvement WorkSafe ACT has had with
Woolworths about the gates, and the purpose and outcome of any of the site visits?

Mr Smith: We have attended the site and have been in consultation with Woolworths
around those gates. I think they are referred to as “shark teeth”—

MR WERNER-GIBBINGS: Yes, “dragon’s teeth”, but “shark’s teeth” is better.

Mr Smith: I understand that the matter is still ongoing, but I might take on notice the
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resolution of that. Inspectors have attended the site. I am aware that we have made
inquiries, but I do not have notes to say what the definitive outcome was—whether we
have issued notices or whether the matter is closed. I will take it on notice.

MR WERNER-GIBBINGS: I would be really interested to know about that; that will
be useful for me, having regard to the engagement that I am having. I will add these
couple of questions to the one taken on notice. Has WorkSafe ACT assessed whether
these gates present any work health and safety risks, including risks related to
emergency egress, customer behaviour incidents or accessibility? Has WorkSafe ACT
provided any advice, recommendations or compliance directions to Woolworths in
relation to these gates?

Mr Smith: I will take those on notice.
MR WERNER-GIBBINGS: Thank you very much.

THE CHAIR: I have a question around the Boland review. This is around the in-house
prosecution function that was recently funded. It recommended establishing an
effective in-house function, and it would require five people to man that function,
including senior prosecutors, two junior prosecutors, one graduate lawyer and one
paralegal. I want to get your understanding of whether you think that the current
allocations in the budget funding, specifically for those roles, are sufficient to employ
the staffing that is required to meet that?

Ms Agius: The allocation for this financial year is for a transition to take place.
Currently, our matters are sitting either with the DPP or with us. We have 17 matters
that are sitting with the DPP and 13 matters that are sitting within WorkSafe ACT.
Because two of our people have in-house practising certificates, they can also prosecute
on behalf of the regulator—me. The DPP is still accepting our matters, whilst we put in
place all the policies and all the work that we need to do to transfer the work over. Next
financial year, we will have an increase in the current allocation for this year. We will
not be able to tell whether or not one prosecutor and one paralegal are enough until we
take all of that work in-house and we are doing all of that work.

It could be that, at some stage, we seek more funding, but at this stage it is too early to
tell whether or not it will be enough. We think it is enough for the transition to take
place, because we will not realistically have an in-house prosecutor until around
January, by the time we put in place all the policies that we need to have. One of those
things is that the prosecutor needs to be totally independent of me. I will refer matters
to the prosecutor, but the prosecutor will make their decisions totally independent of
my role.

THE CHAIR: As to whether to prosecute.
Ms Agius: We are working internally on what processes we will put in place to ensure
that there is that independence between the prosecutor and me, as well as between the

prosecutor and our investigation team.

THE CHAIR: I know that you have that $179,000 in the next financial year, and you
say that is sufficient. Looking at the forward estimates and subsequent years, you have
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$364,000. Are you saying that that money is sufficient? The recommendation is for a
senior prosecutor, two junior prosecutors, one graduate and one paralegal. That is not
enough money.

Ms Agius: | beg your pardon, Ms Barry. In relation to Ms Boland’s review, what she
was suggesting at the time was a hybrid approach, and what we currently have in place
is a hybrid approach. Ms Boland is now the CEO of Safe Work Australia. Ms Boland’s
recommendation did not anticipate that we would have two in-house lawyers working
for us. At the time that she wrote the review, we had no lawyers working for us, but we
now have GSO approval to have two in-house lawyers. We will have the two in-house
lawyers, plus the prosecutor, plus a paralegal.

THE CHAIR: At what level are those lawyers?

Ms Agius: One of them is the deputy commissioner. The other one is the senior director
of investigations. They formerly acted as a deputy for the DPP.

THE CHAIR: With those two very senior people, you would probably potentially just
need to recruit two juniors, one graduate and one paralegal, essentially.

Ms Agius: We think that, with the two in-house lawyers, the prosecutor who will be
recruited and a paralegal, that will be sufficient.

THE CHAIR: Sufficiently staffed. That alleviates some of the concerns I held around
that line item. Thank you very much for that explanation.

MR EMERSON: I want to ask about any complaints you have received related to the
CIT EV TAFE Centre of Excellence in the last 12 months. Are you able to provide an
account of any complaints?

Ms Agius: We have received complaints in relation to that matter, and we have made
inquiries in relation to that matter. I believe Bill is happy to provide some more details.

Mr Smith: Yes, we received a complaint anonymously on 12 May this year. It was a
multifaceted complaint. One of the elements was with regard to the electric vehicles
tested within CIT.

MR EMERSON: It was in relation to the electric vehicles that were being used?

Mr Smith: Yes. The complaint was with regard to labour hire vehicles being used for
training, fleet vehicles being used for training. Concerns were raised around fatigue
management, the training facilities, consultation and issues resolution, and safety

concerns around an enclosed trailer.

MR EMERSON: Was the use of the Woden CIT basement car park raised as part of
that complaint?

Mr Smith: I believe that was with regard to the training facilities.

MR EMERSON: What was the nature of the investigation that you carried out in
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response to that?
Mr Smith: It is still ongoing, so it is yet to be finalised.
MR EMERSON: Have you conducted site inspections, as part of that?

Mr Smith: Yes, we have; a workplace visit. Initial inquiries were made by an inspector
on 18 June. A single workplace visit was undertaken on 1 July.

MR EMERSON: Do you know whether that was to the Fyshwick campus or the
Woden campus?

Mr Smith: I do not have specifics on that, [ am sorry.
MR EMERSON: Are you okay to take that one on notice?
Mr Smith: Yes, I can.

Ms Agius: I can also supplement that to advise that, throughout 2025 and 2026, we had
eight notifiable incidents from CIT, and we issued seven notices in relation to CIT.

MR EMERSON: Are you able to provide a little bit of information about those
incidents and notices?

Ms Agius: I do not have that information with me. As some of them are still ongoing,
it would probably not be appropriate to provide them at this stage, because we may
proceed with a matter and we would want to contain the information at this stage.

MR EMERSON: Okay. Would it be possible to take it on notice and provide in
response anything that you can—even if it is the part of CIT that was involved, ongoing,
sensitive, so cannot disclose, and anything you can disclose that has been wrapped up?
That would be fantastic.

Ms Agius: Yes.

MR EMERSON: As part of the ongoing investigation into the issues at the centre of
excellence, are you also engaging with any other entities—any other investigation
entities or—

Mr Smith: Not at this point in time; not as far as I am aware. I believe that the inquiries
have been directly limited to the CIT at this stage.

Ms Agius: One of the limitations for us in relation to engaging with other entities is
section 271 of our act, which prevents us from providing information in certain
instances. Our position generally is to undertake our own inquiries and our own
investigations, and not to rely on other entities.

MR EMERSON: You will take on notice any extra detail that you can provide on that.

Finally, have any actions been taken to prevent risky behaviour that has been alleged
while the investigation is underway? I am thinking about the Geocon example, where
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you quickly investigated it, intervened and made sure things were remediated.

Mr Smith: The tools that are available to us are prohibition notices. That is usually
when there is a serious or imminent risk to workers or others. What we rely on in that
instance, where there is risky behaviour, is that it is the responsibility and the duty of
the PCBU for that. We have not seen fit to issue a prohibition notice within this process.
MR EMERSON: Who would be the PCBU in this case?

Mr Smith: The CIT.

Ms Agius: The CIT.

MR EMERSON: As in the CEO?

Mr Smith: Yes, the duty holder; the officer for this would be the CEO.

MR EMERSON: The CEO, not the head of the EV Centre of Excellence?

Mr Smith: They could be an officer with regard to the Work Health and Safety Act.
That is dependent on the control they have over the work that is undertaken.

MR EMERSON: Okay, but the CEO; thank you.

THE CHAIR: Thank you. On behalf of the committee, I would like to thank all our
witnesses who have assisted the committee through their experience and knowledge.
We also thank broadcasting and Hansard for their support. If a member wishes to ask
questions on notice, please upload them to the parliamentary portal as soon as possible,
and no later than five business days from today. If you have taken any questions on
notice, please provide the answers to the committee secretary within five business days
of receiving the uncorrected proof Hansard. This meeting is now adjourned.

The committee adjourned at 5.20 pm.
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