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424
The CHAIRPERSON: Welcome to the meeting. The Legislative Council has given
the authority for this committee to hold public meetings; however, due to the current situation
concerning the COVID-19 pandemic, the committee has resolved to exclude strangers from the
gallery. A transcript of your evidence today will be forwarded to you for your examination for any
clerical corrections. The uncorrected transcript of your evidence today will be published immediately
upon receipt from Hansard, but the corrected transcript, once received from you, will replace the
uncorrected transcript.
I advise that your evidence today is being broadcast by the Parliament of South
Australia website. Should you wish at any time to present confidential evidence to the committee,
please indicate and the committee will consider your request. Parliamentary privilege is accorded to
all evidence presented to a select committee; however, witnesses should be aware that privilege
does not extend to statements made outside this meeting. All persons, including members of the
media, are reminded that the same rules apply as in the reporting of parliament.
We would like to acknowledge that the land we meet on today is the traditional lands
for the Kaurna people and that we respect their spiritual relationship with their country. We also
acknowledge the Kaurna people as the traditional custodians of the Adelaide region and that their
cultural and heritage beliefs are still as important to the living Kaurna people today.
We are currently still not broadcasting through the intranet so I will still do the
introductions but we will leave yours until we go live. My name is Tammy Franks and I am the Chair
of this COVID response select committee of the Legislative Council. To my left is the Hon. Kyam
Maher and Hon. Emily Bourke. To my right is the Hon. Nicola Centofanti and the Hon. Connie
Bonaros. The other member of the committee who is an apology today due to being at another
committee is the Hon. Dennis Hood.
With the formalities out of the way, if you would like to introduce yourselves. If you
have an opening statement, please deliver that, and then we will move into questions.
Dr POPE: My name is Dr David Pope. I am President of the South Australian
Salaried Medical Officers Association.
Ms MULHOLLAND: And my name is Bernadette Mulholland. I am the Senior
Industrial Officer of the South Australian Salaried Medical Officers Association. I would like to thank
you for inviting us here today. I will do a very brief introduction. Really, what we are focusing on from
a SASMOA point of view is what we have done well and what we haven't done so well in our own
observations and the feedback from our membership.
Quite clearly, what we have observed that has been done particularly well is allowing
the health professionals to lead the COVID response. Up until that opportunity was given, it was
SASMOA's view that there had been a disparity or a disrespect in the job and the professionalism of
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health workers to be able to lead such a response and indeed lead Health in particular. We also
thought that the job done by SA Pathology and its team was done very well. That should have been
recognised by government, and the leadership of SA Pathology was done very well.
What was not so good, from our point of view, was more back of house, was more
the response to health workers and in particular our doctors and what their actual needs were during
that response: issues around protective equipment; issues around social distancing; issues around
equipment, such as desk space; response to the needs of vulnerable workers, particularly pregnant
doctors, continues to be a concern for SASMOA in relation to what is happening; crowding behind
the scenes.
The disparity in leave opportunities of some doctors—for example, casual doctors
and visiting medical specialists—continues to be a concern. We certainly wrote to the government
about workers comp and the ability for it to be deemed that, should a doctor contract the disease, it
would be automatically a workers compensation claim. We are yet to receive a response to that
correspondence.
425

The CHAIRPERSON: Interesting.

Ms MULHOLLAND: Although we do understand that that is in the pipeline. But that
was very concerning for our doctors. What was also concerning was the ability to implement welfare
officers on the ground. What we also saw, with the removal of some vulnerable doctors within
particular services, was that there became a shortage of resourcing for those particular services.
Should we have seen a worse response or indeed a greater number of people contracting COVID as
well as health workers, then that would have been a desperate situation for us all.
Other issues the light was shone on was the competency of some LHNs to respond.
Some did really well and were very interactive and consultative with the unions and indeed with
SASMOA. Others lagged behind considerably and used the term 'business as usual' when we all
knew very well it wasn't business as usual. Certainly, from our point of view, in the public arena things
were good, but behind the scenes there were ongoing difficulties for us to actually access the needs
of doctors, which was problematic.
Dr POPE: Just further on the protective equipment for medical staff, there were
clearly some logistic and supply issues there that went to the safety and welfare of medical staff and
also patients presenting to the hospitals. Unfortunately, most of the acute areas of our hospitals
operate at a very high level of crowding, where it's not possible to socially distance at all. This means
that the risk of transmission is very high in those environments, and it's an environment where you've
got not only staff who are at risk but also high-risk patients being put at risk, and despite us raising
this as a concern multiple times that risk was simply ignored.
There was no provision to use anything in lieu of social distancing. Social distancing
is very important. We are doing it here today, but in the hospitals and most parts of the clinical areas
of the hospitals it's not possible to do and yet there is no attempt to mitigate that risk. We believe it
is certainly possible to mitigate that risk, but that didn't occur, which remains a concern as we go
forward and as we start to open things up, and that could be a problem.
The other thing I would say about protective equipment, just at the onset, is that
there was a big focus on masks, but we had shortages in the other parts of that equipment, like face
shields, like gowns, and big deficits in the supply of hand sanitiser such that in the hospitals our
normal routine hand hygiene procedures to limit the spread of infection were not possible because
there was no longer the sanitising hand gel available in the hospitals. They are things which the
supply chain is now catching up with largely because I think some of the demand has lessened as
the number of cases in the community has lessened, but we still are not fully back to a situation
where we can use our normal hygiene measures in the hospitals to limit all forms of transmission.
426
The CHAIRPERSON: I would like to turn to one of the specific things you raised in
your opening statement to start with. When did SASMOA write to the government with regard to
presumptive treatment of COVID transmission for front-line workers?
Ms MULHOLLAND: I couldn't give you a definitive date. I'm happy to provide the
correspondence, but I would say in about late March.
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427
The CHAIRPERSON: If you could take on notice a copy of that correspondence, it
would be most appreciated. Which minister did you write to, or ministers?
Ms MULHOLLAND: I wrote to the Premier, I believe.
428
The
correspondence?

CHAIRPERSON:

Did

you

receive

an

acknowledgement

of

that

Ms MULHOLLAND: I recently received an acknowledgement a couple of days ago.
429

The CHAIRPERSON: Who was that acknowledgement from?
Ms MULHOLLAND: That was from the Treasurer's office.

430

The CHAIRPERSON: When did the Treasurer receive the correspondence?

Ms MULHOLLAND: I can't specifically say, but I would have emailed that at the time
that I had sent it through to the Premier.
431
The CHAIRPERSON: Again, if you want to take that on notice in terms of the
response received so far from the Treasurer. You are quite right in that the Treasurer has raised this
issue in parliament in terms of a bill that we do have before the parliament; in fact, there are two bills
before the parliament looking at presumptive treatment of COVID in people-fronted worksites. The
Treasurer didn't mention SASMOA in his speech to the previous bill. Perhaps he will in the coming
week. Do other members have questions?
432
The Hon. E.S. BOURKE: I want to expand on a bit on what the Hon. Ms Franks just
mentioned with regard to communication with the government. Have you had regular conversations
with the minister or the Premier or the Chief Public Health Officer?
Ms MULHOLLAND: We had regular conversations with department representatives
later on. That was later on, and I think the agitation by the unions to get some formal discussions
happening happened about the third or fourth week in. Certainly, from our point of view, we started
raising concerns. We have a lot of doctors doing professional development overseas, and our
concerns were raised probably late February, when we started to see internationally what was
happening—are we going to put in place some supports and have some discussions about these
doctors coming back?
There seemed to be a disparity in the knowledge that we had or the potential risk in
what our doctors knew and what was happening on the ground within the administration and the
bureaucracy wasn't lining up. It almost looked like desperation from ourselves to say, 'Hey, this is
going to happen. What are we going to do? Do you want these doctors to isolate when they come
back from overseas?'
From there, we started to have planned union meetings, probably about the third or
fourth week in. I would be able to give you those dates when it started because what was really
coming to the fore were issues at local health networks that weren't being addressed. Some LHNs
were exceptional, so we were seeing some that were doing really well. We were also seeing the
anxiety and stress of our medical workforce and that discussion not happening. There was certainly
a breaking down, or a catch-up really, to address some of the concerns that they had. It improved as
time went on, but certainly earlier on there was some frustration with it.
433
The Hon. E.S. BOURKE: But just to highlight, would you describe your relationship
as having a direct line to the minister or to the Chief Public Health Officer?
Ms MULHOLLAND: Did I think that we couldn't have that direct line and couldn't
pick up the phone to have that conversation? I would assume I could. I would be comfortable in
thinking that. I don't recall if we met with government at that stage.
Dr POPE: No, we had no formal meetings, but we certainly had the occasional
phone call into the minister's office and speaking to a minister's staff about how things were going
on the front line and the odd suggestion about how government might respond to that.
Ms MULHOLLAND: The difficulty we were having initially was who actually was
going to control the response: was it the department or was it the local health networks? There was
certainly confusion with some local health networks. I'm certainly happy to say that with—well, not
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happy, but NALHN certainly presented a difficulty because their view was that it was business as
usual and the department would tell us what to do, and they were always about two to three weeks
back.
Then you had SALHN, who was on the front foot implementing things, doing their
own thing really in regard to their response, so there was no clarity on roles right from the
commencement as to who was doing what—so, when there were shortages of PPE, who do we
speak to? I think that's something that certainly can be improved, in terms of the response to the
employees on the ground, and needs to be.
434
The Hon. E.S. BOURKE: Similar information was provided by the AMA, that they
took steps to provide their own information and guidelines. They mentioned also that SALHN were
ahead of the game. Looking forward, would it be better to be looking at a centralised message to be
going out? Is it working having the individual LHNs?
Ms MULHOLLAND: It's probably a combination of both—that we actually all need
to work together, we all need to be in the room, to bring up those local health networks that weren't
achieving what should have been achieved with the employees so they could see what the other
LHNs were doing.
I think you have to have a centralised process—and Dave will talk more to this. You
have to have a command and control almost for that to happen to respond to the pandemic. But what
was really concerning was that we didn't have that. We still don't have that in terms of seeing what
each of the LHNs are actually doing. That's still concerning for us. We are not seeing comparable
responses across the networks. Is that then something the department should take up to achieve
that? Possibly, yes.
Dr POPE: The declaration of a public health emergency was interesting because it
was clear from our discussions with the department and some of the LHNs that they had no idea
what that meant in terms of the command and control structure, who was making what decisions.
SALHN was well aware of this. I think they had the advantage of having some very skilled people
working within the LHN who knew their stuff very well, and the department and the other LHNs were
really looking around for instructions when they didn't know where those instructions were going to
come from.
SALHN did very well because they just took the initiative and did all the things that
needed to be done at the LHN level and just went off and did them. They were certainly well ahead
of the game from that point of view. But even the messaging around the declaration of the emergency
was very poor because you would turn up to work and find that nobody even knew about it.
Ms MULHOLLAND: The other thing is you also have to note why there was a
difference between something like SALHN and NALHN. Quite clearly, SALHN is resourced well to
have the communication officers. They are well resourced in their HR and their IR and that response.
NALHN is not well resourced. They lost a very good EDMS to the city, who was Mike Cusack. I still
don't think they actually have the resources or the maturity in those resources to address a pandemic,
and that was reflected. You saw within SALHN and, to a degree, within CALHN that they have those
resources to be able to allocate to a pandemic, whereas NALHN don't have those resources to be
able to do that, and that was also very clear.
435
The Hon. E.S. BOURKE: When there was such a significant difference between
what was happening on the ground at the front line, what did that mean for those communities? What
did it mean for those doctors, employees, staff?
Ms MULHOLLAND: David can speak to this because he works out there. We saw a
much greater anxiety level in NALHN, and to a degree in CALHN because that was the
COVID hospital, compared to the other areas. That is because internationally doctors are very well
linked. They knew the dangers of the disease and they weren't seeing the response to those dangers
and that increased the level of anxiety and stress, particularly when we didn't see enough PPE.
At one stage, I got a call on a weekend saying, 'Bernadette, we are about to run out
of masks in the ICU in the Royal Adelaide Hospital. We are desperate.' That led to me doing a safety
inspection having had that discussion with them. So the anxiety levels, the ongoing deaths overseas
of their colleagues and the inability for something like NALHN to be able to respond to those concerns
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just removed the focus from what we should have been focusing on, and there was enormous
distress.
At one stage, out at NALHN, they were looking to commence the build of the
emergency department which caused enormous distress. We had to intervene in that to stop them.
That was very early on in the COVID response. The concerns were if you start this build and we are
overwhelmed, and I think it was very close to the breakout in the Barossa Valley that they thought to
then implement this build, and that caused enormous agitation. What should have happened is that
should have ceased without that agitation occurring, so there was a lack of maturity and thought
because at NALHN they literally put out communication that it was business as usual.
Dr POPE: The medical staff at NALHN were really, frankly, very scared because
they could see that there were no workable plans in place, that the narrative coming from the hospital
executive just didn't match the reality. They were claiming that this is nothing more than a flu and
your standard precautions will be enough, whereas at exactly the same time SALHN had put in place
extremely detailed plans as to how they were going to respond at every stage.
436
The CHAIRPERSON: I will just interrupt there. When you say 'they were claiming',
who was claiming and in what form were they making this claim?
Dr POPE:
communications.
437

This was coming from the chief executive in some of their

The CHAIRPERSON: In written communications?
Dr POPE: In some of them, yes.

438
The CHAIRPERSON: Again, if you could provide those to the committee, that would
be appreciated.
Dr POPE: There were other communications from other levels of that organisation
as well. So staff would raise concerns that we needed to have some detailed plans to make it safe
for everybody, including patients, and that was met with just derision and an approach which sort of
assumed that you're anxious and panicking for no particular reason, but the lack of proper planning
led to enormous anxiety.
Ms MULHOLLAND: Can I just add there is a specific example of this very early on
in the gastroenterology department, where they of course were very much in line of airborne droplets.
They had internationally taken it on board to wear masks, had put in place a process, had agreed a
process, were very concerned because of the speciality they were doing, and were then the following
day directed the following day to take those masks off. That caused enormous distress, incredible
distress and tension, in which SASMOA then had to write and say, 'These people are health workers.
They understand the concerns and what potentially may happen. Could you please allow them to
wear their masks?'
That wearing of masks and not having that ability to socially distance became a huge
conflict behind the scenes between SASMOA, the department and the local health network in that
they weren't able to socially distance. We didn't know then which way the disease was going to go
and people wanted to wear masks. They were getting a lot of pushback from the administration about
wearing masks, and we reached the point via an email where we provided to them what—I'm not
sure what they're called—Health and Safety Australia had actually come out and given a response:
'You cannot tell health workers to remove their masks.'
439

The CHAIRPERSON: Is this the AHPPC?

Ms MULHOLLAND: Yes. It was only when we provided that that they agreed that
health workers could bring in their own masks—but they weren't making them.
440
The Hon. E.S. BOURKE: Was there a required standard of the mask that they were
able to bring in, or could it just be any mask?
Ms MULHOLLAND: Very early on, I know within the north they had gone to Bunnings
to actually purchase their own PPE, so we were seeing this real disparity between one group—
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441
The Hon. E.S. BOURKE: Do you have any evidence of them having to go to
Bunnings to buy their own?
Ms MULHOLLAND: I certainly have emails of the membership coming to me, saying,
'We're off to Bunnings to purchase it.' Whether they would want me to table it—
442
The CHAIRPERSON: In terms of that, there are some formal communications that
you have alluded to, so you could provide that to the committee, and if you could check with some
of those people if they are happy for the committee to be aware. Perhaps we can de-identify some
of that data.
Ms MULHOLLAND: There's a good example of how will we do things better in the
future? I understand about the shortage of personal protective equipment, but there's clearly a way
to improve things in the future.
443
The Hon. E.S. BOURKE: Just expanding from that, you've already mentioned there
is workplace fatigue and anxiety but then also I think the public would have been under the illusion
that there was an automatic cover for doctors if they were to get COVID-19 or to be confronted with
these ongoing anxieties in the workplace. Are you surprised that there was no automatic workers
compensation available?
Ms MULHOLLAND: Very surprised. Given what our doctors were witnessing
overseas, and a lot of Twitter was going on, they were very concerned that they would catch the
disease and die. They were ringing us up and saying, 'What will be the benefit to our families should
we catch the disease and die?' A lot of our doctors hadn't been involved in workers comp legislation,
so we basically had to put something out to them about what that would actually mean for them.
They were very concerned and had an automatic realisation that potentially their
families would have to instigate court action to be able to demonstrate that that disease was caught
at work and that caused a great deal of concern for them. There was no hesitation of them being on
the front line—none whatsoever. There was no hesitation from them and some of them did go and
stay in other areas. The real concern and anxiety was what that meant for their family should they
catch COVID and die, and that was where we were at.
444
The Hon. E.S. BOURKE: Especially when they are wearing a mask from Bunnings.
I just wanted to also touch on some corridor chatter that has been going around regarding the Lyell
McEwin and the Modbury Hospital about the possibility that the theatres could be privatised. Is that
just corridor chatter or is there something that you have heard along the grapevine too?
Ms MULHOLLAND: We initially had a discussion, probably about three months ago
when it was raised with us, in very middle management ranks about the potential to hive outpatients
into a build. At first, we found that challenging for anyone who wanted to do it given the legislation,
but it wasn't going away. We were consistently hearing that chitter chatter after that discussion and
then we heard even more of it at CALHN, which sometimes go to the NALHN to actually provide
services.
Certainly, the discussion was being had. We were reassured it was just discussion
when we made inquiries. As we move further along and we move from only closing two theatres to
closing four theatres, emails were moving between our medical workforce and senior people talking
about the potential for outsourcing, asking, 'Could we have a clear understanding that we would be
returning back to Modbury once we moved to the Lyell McEwin Hospital?' We still hadn't got clarity
around that and even with a meeting with employer representatives last week, there was a disparity
of views on whether that would happen or not. It was really clear from one of the participants and not
so clear from one of the other participants.
There was so much discussion and there was no transparency or outright ruling out
by the hospital management that we wrote. Those letters have been backwards and forwards. It was
not until last night that we got some clear indication from the minister that there is not going to be
any outsourcing of those surgical services. Initially, it started with outpatients, then we heard it was
theatres, and that caused us a great deal of problems.
I understand, in conversations that I have had with local members out there, that
because SASMOA didn't seemingly take it seriously, because it didn't seem to be something that
was moving forward, they started to go to the local MP, who was ringing us asking about clarity. Then
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we started to see the emails and we went, 'We need to have some reassurance here.' Do I think that
was a government policy that was being put in place? No, I don't. Certainly, with COVID, I think it
would be a silly move. But, certainly, it was unclear from hospital management whether the intent
was to move policy along those lines.
445
The Hon. C. BONAROS: Given the evidence that you have provided so far today,
the issue with when we first had the declaration of a public health emergency, what that actually
means, do you think that there was an over-reliance or a general reliance by the government and
SA Health on peak bodies, unions, to effectively step up and fill the gaps in terms of providing
policies, providing information to their members, who were clearly coming to you and asking
questions? Do you think that's appropriate, or should there have been a framework around that? Is
it appropriate for those members to have to come to the peak bodies for that sort of information, or
should that have existed?
Dr POPE: I have to say that, as I mentioned, the knowledge about what the
declaration meant was almost non-existent. I had some idea because I had been involved with
emergency management in the past. There was no communication at any level from government to
LHNs as far as I could tell, and certainly amongst SA Health more broadly, as to what that actually
meant. It is only very recently that SA Health have started to have sessions and webinars about what
it means under that declaration.
446
The Hon. C. BONAROS: If we just tie that back to your opening comments,
Ms Mulholland, about the disparity and disrespect that has been shown towards clinicians and
doctors leading up to COVID, is that one of the lessons that has been learned: that they need to be
front and centre in the decision-making process? Do you think that the government has now
acknowledged that and that there is a plan going forward where doctors and clinicians are going to
be front and centre, not just in a COVID-19 situation but generally across the board in Health?
Ms MULHOLLAND: Certainly, there is some recognition of the importance of
clinicians, in particular doctors, leading some of these processes in this environment. Up until the
pandemic happened that wasn't happening. Do I think we are going to slide back into old ways? Yes,
I do, and we are already seeing that. As we move away and people think it's a bit more controlled,
we are now seeing the administration trying to claw back what they have lost.
What they should be seeing and I think what I have said publicly is that you should
be able to see the benefits—the efficiencies that were achieved—of having those front-line doctors
stepping up, taking a bit of control, having a bit of trust in them and, look, what a great result. But we
have seen that on many occasions. The frustration, I think, for front-line doctors is that no-one wants
that to happen. I can't speak for other health workers, but it has always been a frustration.
Coming back to the other part of your question, yes, we did lead a lot of responses
for our front-line doctors and we did have to provide them a lot of information but, as we all started
to work together and SA Health started to step up—I am talking about all the LHNs—there was
certainly a benefit in all of us working together, listening to one another and listening to the clinicians
to try to achieve a good outcome. I think we eventually did that with the public. I am not sure we are
yet there with the health workers.
447

The Hon. C. BONAROS: The reality is that we are not quite out of the woods yet.
Ms MULHOLLAND: We're not.

448

The Hon. C. BONAROS: We are far from it.
Ms MULHOLLAND: We are.

449
The Hon. C. BONAROS: So there is every possibility that we could step back into a
much more dire situation.
Ms MULHOLLAND: Yes.
450
The Hon. C. BONAROS: If we didn't have those front-line clinicians and doctors
leading the way then we potentially could have been in a much worse situation than we are, and we
still run that risk. Do you think that's a fair analysis?
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Ms MULHOLLAND: I think so. Where we have seen health workers put up as
heroes, I think eventually we will start to see that slide—well, actually, the linguistics will change.
451
The Hon. C. BONAROS: Following on from that then, and in terms of those front-line
doctors and clinicians who have done an amazing job, and we are all extremely grateful for what
they have done, I imagine that you are particularly concerned about the psychological impact and
the mental health impacts that this has had on your members.
I note that there is a survey that was just updated last year from Beyond Blue that
says that doctors are already at the top of the list of those individuals who are significantly impacted
by mental health, by suicide and so forth. How much has that played on your mind and how
concerned are you about post-traumatic stress and the mental health of those doctors who have
been at the front line?
Ms MULHOLLAND: Certainly, I met with a number of what I would call vulnerable
doctors, that is, older doctors within our workforce, that were incredibly upset about what was
happening and whether they can continue on in their role. That was something that I recognised and
the anxiety of doctors was a great deal more than I expected, particularly overseas doctors, who
were seeing what was happening in their previous homes. That exacerbated that anxiety in an
already incredibly difficult environment for them and what they work in. It really does become
absolutely necessary that we need to start to do some focusing—particularly because, like you say,
COVID is not going away—on the wellbeing of our doctors at the different sites.
452
The Hon. C. BONAROS: Have there been additional mental health services—
telephone support services, online services, anything—made available to doctors and clinicians
during this period to help cope?
Dr POPE: Nothing over and above what's there in normal business, which, quite
frankly, is inadequate. I would say it would go a long way to alleviating a lot of the psychological
trauma if clinicians are able to do their job properly and aren't impeded by bureaucrats and others
who seem to impose a certain will on the clinicians. That's a key source of stress.
453
The Hon. C. BONAROS: In relation to patient presentations, particularly in EDs,
have you had any reports back in relation to mental health presentations, for instance, at ED? Are
those numbers up? Are they down? Do you think people have been kept away because they have
been worried about COVID? Are you concerned that they haven't had access to appropriate mental
health treatment because they have been too scared to present to a hospital?
Dr POPE: There are many things going on there. Probably most of the things you
mentioned are true. In terms of numbers, I haven't seen any official numbers, but we didn't really see
mental health presentations fall that much.
454

The Hon. C. BONAROS: Do you think there was a decline compared to previously?

Dr POPE: Overall, the numbers presenting to hospitals were way down for a number
of weeks. They are now bouncing back up. I haven't seen any numbers about mental health issues
specifically, but I would say that the percentage of people presenting to hospitals, the number that
have mental health problems as a percentage, is growing, and it's growing quite fast.
455
The Hon. C. BONAROS: In relation to those vulnerable workers and high-risk
workers, I note that you had put together a number of fact sheets and help sheets in terms of making
sure that your members know what their rights are, what rights they have to paid leave, special paid
leave, and so forth. Do you think that part of this has been dealt with appropriately? Do you think
there's been an appropriate level of flexibility regarding pay matters generally? If you've got a
vulnerable worker or a high-risk worker and they haven't been able to go to work, do you think they
have been addressed appropriately?
Ms MULHOLLAND: It's been patchy. Certainly, with pregnant doctors there was real
concern. It almost came down to a hostility towards pregnant women, that they couldn't go off the
job. It became a debate, a medical debate, as to whether they were in jeopardy or not. Certainly,
there were a number of articles. If pregnant women are anxious for themselves and for their child
and they are not classed as a vulnerable worker, and we are waiting to see what the data is on it, I
think that was a tragedy because that increased the anxiety of those particular women, and we should
have been pragmatic. There was no pragmatism there.
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Certainly, one of our industrial officers was given the work to look after that cohort of
doctors and found it incredibly difficult to get support for pregnant front-line doctors to be able to
remove themselves from that front line for fear and anxiety for themselves and their child. Certainly,
there was concern for casual doctors and what we call our visiting medical specialists, who had no
access—and they were very clear when they raised this with the Commissioner for Public Sector
Employment—to COVID leave, and that was a real concern for them.
It was also a concern: if things had got worse, why would these doctors then present
themselves to assist in the public sector if they weren't going to be provided any leave should they
get sick? I think that's something that can be improved as we move forward as well.
456
The Hon. C. BONAROS: In relation to casual doctors, has it been a particular
problem as well, in relation to the special leave?
Ms MULHOLLAND: Yes, certainly. They couldn't access it. They were very clear
with us that there would be no access to that and very clear with visiting medical specialists, some
of whom have worked for years for the hospital sector, that because the award provides that they
are given a loading for that they wouldn't have access to that leave. It doesn't endear themselves to
the public sector when we are most in need, potentially.
457
The Hon. C. BONAROS: I'm going to end because I'm mindful of time, but there
have been some alarming articles recently and debates around vaccination rates and I want to get
some clarity. I understand that front-line staff do have access to vaccinations, and in some areas it
is a mandated requirement. Is that the same with doctors and clinicians? Is there a mandated
requirement for doctors and clinicians to be vaccinated, and are there any concerns around
vaccinations generally and vaccination rates?
Dr POPE:

No. It's probably not mandated in a strict sense, but it's strongly

encouraged.
458

The Hon. C. BONAROS: It's made available to all?
Dr POPE: It's made available to all.

459
460
as such?

The CHAIRPERSON: Are we talking about flu vaccinations?
The Hon. C. BONAROS: Yes. Is there a requirement that everyone be vaccinated

Dr POPE: No. There has been discussion many times that there should be a
requirement, but there are always cases where that can be quite difficult to achieve, so it hasn't been
pushed that far, but it's strongly encouraged.
461
The Hon. N.J. CENTOFANTI: Thank you for joining us this morning. I just have one
question. In regard to personal protection equipment, have you had any feedback on how the
establishment of the PPE vending machines has gone in hospitals?
Dr POPE: Yes. Where to start? The vending machines arrived in the hospitals. In
the particular hospital where I work the vending machines are placed in an area where there is no
power, so the vending machines do not operate. They are full of equipment that no-one can access
because there is no power and there is no attempt, it seems, so far to supply power to those
machines.
462
The Hon. N.J. CENTOFANTI: Who makes the decision as to where those vending
machines are placed?
Dr POPE: That would be made, I imagine, at the local unit level, but the options
available in very limited space are fairly limited, so they found a spot where they would physically fit.
Unfortunately, that is not a spot that has any power outlets.
463
The Hon. N.J. CENTOFANTI: Do you know how many hospitals that is happening
in? Do you have any evidence, or is it sort of anecdotal?
Ms MULHOLLAND: I know it's happening at Flinders Medical Centre. I think Flinders
had it, but I may be getting confused. I'm not clear as to the—
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Dr POPE: I understand that they have rolled out vending machines to most
hospitals. How it has worked in each hospital I imagine is quite different. I haven't got specific
feedback from other sites.
464
The CHAIRPERSON: Again, if there is any further information on that, we will take
that on notice and would much appreciate it. I have just a couple of very small things. We apologise
that we have run behind on time, and I am aware that we have two more witnesses today. In your
evidence, you talked about how only recently SA Health started having webinars about what a public
health emergency means. On notice, could you give us the dates of those particular webinars? My
question actually is: how was SASMOA informed that there was a public health emergency?
Dr POPE: It was announced on a weekend, on a Saturday, so we became aware of
it through media reports, but I think other states' declarations of emergencies got more media
coverage than our own here in South Australia. I know many medical staff became aware of
declarations in Victoria, not knowing that South Australia had made a very similar declaration.
465
The CHAIRPERSON: So there was a reliance on the media or social media for that
information. There were no official emails sent?
Dr POPE: It was delayed. In fact, that was something that I did raise with the
minister's office to essentially ask: is there any messaging that is coming out about this because
nobody knows about it? Shortly thereafter, I think that evening, some messaging did come from the
Chief Executive of SA Health.
466
The CHAIRPERSON: Any of that data or email or mail trail on notice would be much
appreciated. My final question is one from the perspective of a family member of a patient. I think
many members of this committee—and we have now received it officially—have been contacted. I
will read this out in part that, having only one visitor a day for an 87-year-old, possibly terminally ill
grandfather, is putting enormous emotional distress on both him in his last days potentially and this
family. I know that this is quite widespread. There are many in the community who have sick, suffering
and dying loved ones in hospitals, and they can only have one visitor a day, yet we can have
80 people in the pubs on the weekend. How is that impacting on your workforce watching that
happen?
Dr POPE: It's extremely distressing because the staff take on the distress of the
patients and their families. To have to tell people that they can only have one relative at a time in a
situation of a health crisis is just devastating for all concerned. I think there has to be a different way
to approach this. There is crowding in our hospitals as it is. There is no limit on the number of staff
confined to very small workspaces, so it doesn't make a lot of sense to limit visitors in those
circumstances, in my view as a clinician.
Ms MULHOLLAND: Can I just add that it has been an ongoing discussion in the
Royal Adelaide Hospital and The QEH. Dr Pope is quite right that it is left up to the doctors and the
nurses to be able to tell families. It is not done at the entrance. They come in, quite agitated, to the
service where doctors then have to say that they have had ongoing discussions over the last couple
of weeks on this particular issue. If it is a one visitor policy, then why is it being left up to them in a
very sensitive circumstance when four or five people come into the unit and they have to say, 'Sorry
we can only have one person,' so there is that particular issue.
The other area is that if we start to see COVID increase in that sort of environment,
the advice is coming back to me, 'How do we then control it?' We don't want to see what is happening
in elderly homes. If one person comes in, and they have the disease, that potentially is dangerous.
They are being left to make these decisions. No-one from the administration is actually policing it. It
has been an ongoing discussion at quite high levels within the Royal Adelaide Hospital and The
QEH between the doctors and the chief executive and the executive as to whose responsibility it is.
If you have a rule that only one member of the family is allowed in the very sensitive
circumstances that you have talked about, and that rule is there but you are not managing it and you
are leaving it to us to manage, where do we stand in all of this? There is no clarity over this and it is
causing a great deal of distress, particularly in palliative care at The Queen Elizabeth Hospital and
the Royal Adelaide Hospital. They are very distressed about it.
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467
The CHAIRPERSON: Is that rule blanket across the state—one visitor per 24 hour
period—or does it apply differently?
Dr POPE: It seems to be, unfortunately.
Ms MULHOLLAND: It's not managed.
Dr POPE: Yes, it's not well managed. The public aren't aware of it. It comes as a
shock. They are extremely angry, as you can imagine, quite rightly, so it puts an enormous amount
of stress on staff. It is certainly one of the things that can contribute to that post-traumatic stress. If
you are someone who is in the last throes of life and you are left with that situation, it just leads to
stress.
468
The CHAIRPERSON: If there are two family members wanting to visit an elderly
man in hospital, who decides which family member takes priority?
Dr POPE: That's right, and then you have conflict within the family about who that
is going to be.
469

The CHAIRPERSON: Who may all be coming from the same household.

Ms MULHOLLAND: And it causes enormous distress to those front-line health
workers who have to manage that with no support coming from the hospital administration to identify
how they would like to frame exactly the questions that you are putting.
Dr POPE: There's no alternative presented. So it's not as though, 'We limit the
numbers of people but we do something instead.' There's no thought to that, there's no planning for
that, and I think that's a huge hole.
470
The Hon. C. BONAROS: Has that included—and I imagine it has—confrontations
between family members and medical staff?
Dr POPE: Absolutely; I have had personal experience.
471

The Hon. C. BONAROS: Which is not a pleasant situation for anyone to be in.

Dr POPE: No, and it's completely opposite to the way that we would normally
manage grief and dying.
472
The CHAIRPERSON: Indeed. If there are no further questions, we thank you for
your time today and also for the extraordinary circumstances in which you have been working and
supporting your members. As you know, the transcript will be forwarded to you for any clerical
corrections, but I remind you that it will in fact go live as soon as we have the uncorrected transcript
today.
Ms MULHOLLAND: Thank you.
Dr POPE: Thank you very much.
THE WITNESSES WITHDREW
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WITNESSES:
ANDREWS, SARAH, Director, Professionals Australia (SA Branch)
ROWNEY, KIMBERLEY, Senior Organiser, Professionals Australia (SA Branch)
473
The CHAIRPERSON: Welcome to the meeting. The Legislative Council has given
the authority for this committee to hold public meetings. However, due to the current situation
concerning the COVID-19 pandemic, the committee has resolved to exclude strangers from the
gallery. A transcript of your evidence today will be forwarded to you for your examination for any
clerical corrections. The uncorrected transcript of your evidence today will be published immediately
upon receipt from Hansard, but the corrected transcript, once received from you, will replace the
uncorrected transcript.
I advise that your evidence today is being broadcast via the Parliament of South
Australia website. Should you wish at any time to present confidential evidence to the committee,
please indicate and the committee will consider your request. Parliamentary privilege is accorded to
all evidence presented to a select committee; however, witnesses should be aware that privilege
does not extend to statements made outside this meeting. All persons, including members of the
media, are reminded that the same rules apply as in the reporting of parliament.
We would like to acknowledge that the land we meet on today is the traditional lands
for the Kaurna people and that we respect their spiritual relationship with their country. We also
acknowledge the Kaurna people as the traditional custodians of the Adelaide region and that their
cultural and heritage beliefs are still as important to the living Kaurna people today.
My name is Tammy Franks, and I am the Chair of this COVID-19 Response
Committee, a select committee of the upper house. To my right are the Hon. Nicola Centofanti and
the Hon. Connie Bonaros. To my left are the Hon. Kyam Maher and the Hon. Emily Bourke. If you
have an opening statement and you would like to deliver that now, please introduce yourselves and
present that opening statement and then we will launch into questions.
Ms ANDREWS: I am Sarah Andrews, Director, Professionals Australia.
Ms ROWNEY: I am Kimberley Rowney, Senior Organiser, Professionals Australia.
Ms ANDREWS: Thanks for the opportunity to present today. I do have just some
short opening remarks which go to some of the work that medical scientists and technical officers
have done in SA Pathology through the pandemic.
When the outbreak of coronavirus first occurred, it was difficult to get testing kits
because of the high demand globally. The virology division in SA Pathology was able to design and
get a validated method up and running within two weeks, while kits were sold out worldwide and
unavailable. This in-house testing was available one week before the British National Health System,
with their large pool of laboratory experts, were able to have their own in-house test up and running.
The alternative to developing our own testing regime would have been to physically
send people's respiratory samples interstate for testing, which obviously significantly delays results
and places the patient and community at risk in the interim. The skills and knowledge base to do this
in-house work can't be undervalued. Yet, it is precisely this capability and capacity that will be
undermined if staff cuts go ahead in SA Pathology, which are forecast to begin any day now.
It's also worth noting that if an outbreak had occurred during the flu season it would
have been potentially a very different picture because of the strain on the resources within the
organisation. It's likely we would have been stretched beyond breaking point and the community
would have had a very different experience during this pandemic, because it is not just about being
resourced to scrape by and business as usual, it is about having surge capacity.
It's not just coronavirus, there are other less publicised examples of outbreaks that
have been tested at Flinders Medical Centre, and significant salmonella outbreaks in the past. But
coronavirus is in fact a perfect example of how critically important medical scientists and technical
officers are for detecting disease and defending the community.
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I think it's worth noting, too, that whilst it looks like we took it all in our stride in
SA Pathology and just increased our workloads, it is true that the scientists, in conjunction with
clinicians, also had to make decisions about what work was a priority and what wasn't. Obviously,
testing for COVID-19 was, but that meant that testing for things like salmonella was put further down
the list and that's really because it is a lower priority. It can't be transmitted person to person and
often will resolve itself. But it does mean that there were testing delays in other areas of the
organisation.
I think we would have heard through the media that one of the real success stories
of SA Pathology has been the high amount of testing that has been occurring and that has absolutely
been critical to flattening the curve. It is true, though, that there is increased complexity in handling
the specimens: more time, more care, more PPEs required. We are now going to see, though, that
there will be an increase in workload coming into the flu season and people are now feeling more
confident to visit their GPs again.
Whilst in some areas of SA Pathology the workload was down at the height of the
pandemic so far, they came in and helped backup in the virology division, so they were sent
elsewhere to help support those teams. With people returning to their GPs to have other tests, that
may not be possible in the future. We also did have very good information early on about what was
happening in the community and were able to identify hotspots.
SA Pathology did have a good opportunity to track and trace and isolate people to
prevent the virus from spreading widely. I think it's well known, too, the initiative of the drive-through
testing clinics. That made it very accessible for members of the community to have tests. It's also
true that early on SA Pathology tested more broadly than many other jurisdictions. People who
presented with a respiratory illness were automatically tested for COVID-19. This wasn't something
that happened elsewhere.
It is the high number of testing that really made a significant difference and we were
able to do that because we had a very cost-effective testing regime. We know, for instance, in the
United States that tests are hard to come by and they are very expensive and so people are making
choices about who gets tested. I don't know how you make those choices. We don't have those
difficult decisions to make because the testing kits were created in-house and so that's saved the
government a lot of money.
474
The CHAIRPERSON: In terms of the accuracy of the tests, have we got some
understanding of what level of accuracy the tests that we have been using to date have?
Ms ROWNEY: We have had no reports to the union from workers that the tests are
inaccurate. One of the reasons is because the testing has been designed and led by very
experienced scientists and clinicians. I want to note that one of the criticisms that has come out of
the UK with the NHS is that, because they got rid of senior scientists and they centralised, it has
really impacted the accuracy and the amount of testing they can undertake.
Because here in South Australia workers have fought to keep scientists, particularly
senior scientists, in their positions, we have been able to develop accurate tests and respond to the
demands of the community.
475
The CHAIRPERSON: In terms of the serology tests—from my understanding,
looking for antibodies—currently that is, under a direction I think it is, banned for everyone else bar
SA Pathology. Is there work being done in SA Pathology, to your understanding, to develop testing
for antibodies?
Ms ROWNEY: That's not a question I can answer, I am afraid.
Ms ANDREWS: I don't know.
Ms ROWNEY: I should say, just on that, we have not had many meetings with
SA Pathology willing to engage with the union, so information from the employer has been very
difficult. That is certainly a question that we would plan to put to the employer, if indeed we could
meet with them.
476
The CHAIRPERSON: In terms of your ability to represent your members to advocate
where there are concerns and issues, you have noted the lack of meetings with the direct
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management, how has the access been to members of both government and also, given we are in
a public health emergency, to those who are the State Controller and the State Coordinator?
Ms ANDREWS: I can speak with regard to the Executive Director of SA Pathology
and other directors within SA Health that have responsibility for SA Pathology. We would normally
meet regularly with them and they cancelled all of those meetings because life was too urgent. We
thought that that was a very good reason to maintain the meetings. So we were left with scrambling,
requesting meetings that took weeks and weeks to organise when normally they would be
automatically in our diaries.
We were emailing the executive director asking a whole range of questions on behalf
of members, really critical issues with regard to access to PPE, for instance, or what their planning
was for staffing if they suddenly had a reduction in workload because people had to self-isolate. They
were reluctant to respond to us. We had to send correspondence multiple times and eventually an
HR officer would get back to us with a response of sorts.
Ms ROWNEY: We still have questions outstanding from I believe three weeks ago,
though it could be four, regarding PPE, working from home arrangements, social distancing,
availability of car parking and whatnot for scientists and technical officers. They have not responded
to those questions. We have followed up those questions. They have, however, scheduled for the
end of next week the next meeting to deal with the government's cuts to pathology. So whether or
not we will get the answers to those questions then I don't know, but they're certainly prepared to
talk to us about the next phase of cuts.
477
The Hon. K.J. MAHER: Have Professionals Australia heard anything about
recommencement of voluntary separation packages in SA Health?
Ms ANDREWS: We haven't formally heard. We do know, with regard to the budget
cuts, that it is the intention of the executive director to meet those by cutting staff.
478
The Hon. K.J. MAHER: If the plan that the government embarked on to privatise
SA Pathology had have happened, how do you think that would have left us in terms of our response
to the current pandemic?
Ms ANDREWS: I think it would have been a quite different scenario. We know that
privatisation means that organisations are seeking for a profit first and foremost, so they run with a
business as usual premise. They don't staff with any capacity for surge work that comes through,
which we have seen with the pandemic. But also it comes to having the right equipment and testing
kits available. In South Australia, the private pathology providers don't have the skills and experience
that the state does with regard to the medical scientist workforce. So they don't have the kind of
capacity that SA Pathology has. It would have been a very different picture.
479

The Hon. K.J. MAHER: A much weaker response, given what you've said?

Ms ANDREWS: We wouldn't have had the testing regime. It would have been really
devastating for our community.
Ms ROWNEY: We know, in relation to VSPs, whilst the government has not been
open and honest about their plans, if we were to look to places like the UK, where they have had the
NHS and austerity measures for the last few years, where senior scientists have left and not been
replaced, that's what happens with VSPs—because it is the senior scientists who have worked for a
long time who will most likely be prepared to retire. There has been strong feedback coming back
from the UK under the NHS that, because of the loss of senior scientists and the reduction in staff
and the centralisation of laboratories, it has had a dramatic and detrimental impact on the NHS's
response to COVID-19.
480
The Hon. K.J. MAHER: I think it is just over $50 million over the next two years that
the budget says SA Pathology is required to meet its savings targets. Could that be done without
damaging our ability to respond to a crisis like this?
Ms ANDREWS: No.
481
The Hon. K.J. MAHER: What sorts of services might be cut if a savings target in the
order of $50 million over two years was budgeted?
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Ms ROWNEY: I think the question is: what wouldn't be cut? The government has
remained committed to its $35 million saving for 2021-22 and $45 million the year after. We can't see
how you can run a service and gut it. SA Pathology is a public health provider. You can't cut one
section and not think it's going to affect the health care overall. The reality is, to make those kinds of
budgetary savings, it's slash and burn across the entire service.
482
The Hon. K.J. MAHER: In terms of the SA Pathology staff in general, how
manageable has the workload been on the staff, particularly the scientists in the system, at the
moment?
Ms ANDREWS: Certainly, the scientists in the virology lab had massive workloads,
particularly early on, so they have been incredibly busy. It is also such a highly specialised workforce
that you can't really call in others to just come in and help. They can come in and do some work
around the edges, but they actually can't do the main work, so you've got a group of people that just
can't be replaced. They had to be incredibly careful to make sure that those workers remained safe
during the crises because if we lost them that would have been highly problematic for the organisation
and obviously for the community.
We did see a 30 per cent reduction in testing in other areas of the organisation, so
workload did drop for a period of time, and that's purely, as we understand it, because people stopped
going to their GPs for testing. Probably, quite frankly, they should have still been going for testing if
they were worried that they might have cancer because obviously you need to bring treatment in
really quickly. I think there is an education piece that needs to go on there to encourage the
community to keep up with their health visits.
Ms ROWNEY: Certainly, we know that work is ramping up in SA Pathology now that
things, like in the public health care system, outpatient clinics, are starting to resume. You are seeing
the resumption of elective surgery. That has an increase across pathology services, particularly for
elective surgery going in for pretesting and then following the surgery, the testing that comes out of
that. There's certainly been a ramp-up in the service despite us doing heavy loads of testing for
COVID.
483
this time?

The Hon. K.J. MAHER: What supports have been put in place to support staff during
Ms ROWNEY: In terms of wellbeing?

484
The Hon. K.J. MAHER: SA Pathology specifically but for your members in general.
The Hon. Connie Bonaros asked a question last time about SASMOA members, their mental health.
What has the government done to support and help?
Ms ANDREWS: I'm not aware of any additional support that has been provided.
There has certainly been no communication to our members with regard to anything more that they
might be able to do. What is highly concerning is that currently we are in negotiations for the next
enterprise agreement with the government.
One of the things the government is seeking to cut—and we discussed this in
negotiations only yesterday—is workers' access to mental health training. It was an initiative that was
brought in with the current enterprise agreement, so it's only been running for a few years, so it still
doesn't have the reach that it really needs to get across the public sector. There are still a lot of
people who are seeking to access this training. One of the cuts the government is currently wishing
to make is mental health training for public sector workers.
485

The CHAIRPERSON: Is that mental health first aid?
Ms ANDREWS: Yes.

Ms ROWNEY: The reason for that is they say that all those who want to have the
training have already had it, which is an interesting thing to say because when we surveyed our
members no member can tell us anything about the training. I said to large groups of them, 'Have
you done your mental health first aid training?' They said, 'What's mental health first aid training?' So
how can you be aware of training and apparently have had it if you don't even know what it is.
We know our members are extremely stressed. They are extremely concerned about
their wellbeing. They are very concerned about their colleagues' wellbeing, particularly doctors and
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nurses with the reports coming out from overseas. Our members are under an enormous amount of
pressure, and for a very long period of time they have felt the need to deliver and not ask questions
because of the threat of privatisation and the threat of job cuts.
We hear from senior scientists now, 'Yes, privatisation is off the table, but if I speak
up am I going to be one of the people who is tapped on the shoulder and my job is going to go? What
sort of consequence is that not just for me but for the colleagues I am responsible for training,
teaching and leading?' That is what is having a detrimental impact. There are also things like access
to PPE. Basic questions that have not been answered are having a detrimental impact on their
wellbeing.
486

The CHAIRPERSON: Did you get a vending machine?
Ms ROWNEY: Sadly not.

487
The Hon. K.J. MAHER: Are your members reporting shortages of PPE or have they
been reporting shortages?
Ms ANDREWS: Yes, they have, and they have been asked to do fairly controversial
things. They have been specifically requested to re-use single-use masks. That is a scary example
of the kinds of things that happen when there is a lack of access to the PPE you need to do your job.
It's worth noting, too, that labs are not designed with much space, so they can't social distance in
many labs and so they need the PPE—they can't stay clear of each other. We do hope that, in the
event that the women's and kids' hospital does get built, these kinds of scenarios are contemplated
in the future so that there is enough space for people in lunchrooms and there are enough lockers,
just the really basic things that we take for granted.
488
The Hon. K.J. MAHER: Do you have any other examples of the difficulties with the
shortage of PPE, like being asked to re-use single-use masks? Are there any other things you can
point to?
Mr ROWNEY: There is an email from Dr Tom Dodd, the Clinical Services Director,
to all staff advising that, if you cannot socially distance, you are required to wear a mask. In a
laboratory, you can't socially distance. We have images of masks in paper bags on lab coat hooks
with two or three other lab coats because there aren't enough hooks for staff to re-use.
For those who aren't aware, every time you touch your mask the integrity of the
protection breaks down, so when you are told to not just re-use it for that shift but that you have to
take it off every time you take a sip of water or leave the laboratory—and in these laboratories you
can't have access to water, food or drink for obvious reasons—these people are taking it off three,
four or five times. They are having to remove it, put it in a paper bag, which then becomes soiled, go
off and have their break and then return, put that mask back on and then, in some instances, do that
the next day.
When staff were asking questions about that, they weren't getting answers and were
workshopping things to do: 'If I microwave it, will that make it safe? If I spray it with hand sanitiser or
put some hand sanitiser on a tissue and blot it, does that make it safe?' This is a question we put to
Julie Hartley-Jones, the Executive Director of Statewide Services. It's worth nothing that Julie
Hartley-Jones was a nurse in ICU. She's an extremely experienced nurse in ICU who knows about
PPE but cannot answer simple questions about access to PPE and re-using it.
Sarah is right: the hospitals are not set up for social distancing. They are set up for
communal working. Our members don't have individual lockers. It's simple things, like if you wear
your shoes in a laboratory you have to take them home because you cannot leave them in your
locker. It's really basic things that don't happen that affect our members' health care and make them
very stressed and their families.
489
The Hon. K.J. MAHER: This is my final question. As we know, we saw dramatic cuts
to elective surgery that are starting to be eased. Was there any government requirement to limit any
SA Pathology testing for anything else while there was so much work to be done with COVID-19?
Ms ANDREWS: Not that I am aware of.
Ms ROWNEY: Not that we are aware of, no.
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490
The Hon. C. BONAROS: I have a couple of questions, thank you. The Premier has
come out on absolutely every occasion made available to him and praised SA Pathology in terms of
the world-class response that we have had here. It has been the envy of other jurisdictions. It has
been the envy of the world. We have heard a lot about the pandemic planning, the stockpiling, the
reagent.
My first question is: is it possible, for the purposes of this committee, to provide us
with an overview of that pandemic planning, one that we are not getting from the media but one that
is coming from you, in terms of precisely what that entailed? How much work went into that pandemic
planning over the last 10 years to ensure that we were in a position to be able to deal with a crisis
like this? We can take that on notice if there is something we can provide to the committee. I think
that would be useful for us.
Ms ROWNEY: We have asked for that plan. It has not been shared with us. What
we can come to you with, though, is we can explain how scientists and technical officers stockpiled
equipment of their own initiative.
491

The Hon. C. BONAROS: That would be very useful.
Ms ROWNEY: We can come back to you with that.

492
The Hon. C. BONAROS: Secondly, again, in relation to the praise that we have
heard from the Premier and the Minister for Health and Wellbeing in relation to the role that
SA Pathology has played, and the subsequent announcement that there was not going to be any
privatisation, do you think that in fact the reality is that we have relied on SA Pathology, we have
relied on doctors, we have relied on nurses, we have relied on clinicians, rather than relying on any
sort of strategic plan of the government to carry us through this crisis? Do you think there was any
overall planning for a pandemic in terms of government policy or have we just been relying on all
those experts and their expertise in effectively getting us to where we are today?
Ms ANDREWS: My discussions with members is that it's the work of senior medical
scientists in conjunction with clinicians and technical officers that has really guided us through. It's
their understanding of what will happen if a pandemic occurs and what steps they need to put in
place. I am not aware of any plan or directive by government which kicks in if something is about to
occur.
493
The Hon. C. BONAROS: Other than, 'We are going to declare an emergency and
then we are going to look at you guys for how that is going to be handled effectively.' My final question
is this: SASMOA has just presented evidence, and one of the questions I put to them was about the
level of disparity and disrespect towards their own members and clinicians and doctors in terms of
having them involved in our SA Health planning.
They talked about a very bad record of successive governments in keeping their
doctors at the front foot of the decision-making process. Their concern is that, despite everything we
have learned from COVID, we are slipping back into old habits. Is that a fair analysis? Are you
concerned about the same, especially in light of the fact that we still have cuts on the table? Are you
concerned that—and we are not out of the woods yet—we are saying it's going back to business as
usual, effectively?
Ms ANDREWS: I have no reason to think otherwise, unfortunately. Certainly, in the
middle of March, we knew that SA Pathology were making plans for workarounds in the event that
they did have significant drops in their workforce. They have blatantly refused to share those with us,
which is effectively our members, which is effectively the workforce. They have not shared any of
their plans with the workforce about how things are going to play out. It is also concerning that the
government is currently trying to weaken consultation clauses in the negotiations for our enterprise
bargaining at the moment, so we see a future that is going to play out very poorly for workers, if
things like that go ahead, given the difficult state we are currently in already.
494
The Hon. C. BONAROS: And not just for workers, though, in terms of their
negotiations, but the risk to the public in terms of the outstanding service that we have received.
Ms ROWNEY: I can think of countless times when, because workers have spoken
up, there have been positive outcomes for patients or disastrous outcomes have been prevented.
One of the great challenges for the membership that Professionals Australia represents, whether it's
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medical scientists and technical officers in SA Pathology or whether it's diagnostic medical physicists
in SAMI who are responsible for radiation safety, is we are constantly having to say, 'Have you
spoken to SA Pathology? Have you spoken to SAMI? What does this mean for those workers?',
because they are forgotten.
They are forgotten, for example, in LHNs when something happens at a hospital and
they don't tell the SA Pathology workers who were there, like an incident with the staff. They forget
when they are planning to expand an ED that, maybe if we are expanding the ED because we are
going to have more patients, we need to ensure we have diagnostic services like SA Pathology
staffed appropriately to meet the demands of that service. Lyell McEwin is a really good example of
where that challenge remains.
495
The Hon. C. BONAROS:
discussions taking place?

What about the easing of restrictions? Are those

Ms ROWNEY: I am not aware of any discussions.
496
The Hon. C. BONAROS: So in terms of planning and knowing that we are at this
phase now but we need to be vigilant and so forth but we are also working on easing restrictions, do
you think it's suitable that those discussions be taking place with SA Pathology and doctors and
clinicians so that we are all on the same page?
Ms ROWNEY: Absolutely. Surely you want medical experts in the decision-making
process when we are talking about a pandemic.
497
The CHAIRPERSON: I understand that SASMOA raised quite early on their
concerns about their members and workers compensation and presumptive COVID recognition
under the workers compensation act. Have you raised similar issues on behalf of your members?
Ms ANDREWS: No, we were happy for them to take the lead on that.
498

The CHAIRPERSON: On that note, unless there are any further questions—

499
The Hon. C. BONAROS: Just in terms of the evidence that you gave about social
distancing and so forth for vulnerable, high-risk workers in SA Pathology, do you think the response
to their needs in terms of leave or not being able to work were appropriately addressed?
Ms ANDREWS: It has been particularly difficult. It's been like right down to the wire
when we have been asking if people can work different shifts. It has been very difficult to get answers
and to get acceptance that workarounds need to occur. Even when we present solutions, to get
human resources to come on board without a fight has been difficult.
Ms ROWNEY: On that, when we have raised concerns, and I can think of some
instances, and I won't speak to the specifics because it identifies the workers, where they have
wanted to work in a certain way because there is a risk to others. We have gone to HR and executive
with questions, and HR and executive said, 'We're not going to talk to the union about it, but we're
dealing with the worker individually. We're not going to engage the union because it's not really your
business. We will deal with the worker individually.'
It's worth noting, though, that the workforce in SA Pathology is fairly thin. If you have
large groups of workers who can no longer work because they are vulnerable, maybe because, for
example, they are aged over 60, all of a sudden you lose a really large section of your workforce.
Also, SA Pathology is 73 per cent women. It is 86 per cent women in the laboratory. That means
there are high numbers of pregnancies. How do you account for pregnant workers not being able to
go to work?
500
The CHAIRPERSON: Thank you. I had just one question on notice. You mentioned
Dr Tom Dodd's email with regard to the use of PPE, but you also noted that you had some photos of
masks placed into paper bags. Any correspondence or documented evidence of workers being asked
to reuse their PPE, if I could put that on notice to you as a question to bring back for the committee.
Thank you again for your evidence today and your ongoing work with your
membership. As you know, the transcript will be forwarded to you for clerical corrections, but it will
also go up uncorrected today.
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Ms ROWNEY: Thank you.
Ms ANDREWS: Thank you.
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COVID-19 GUIDELINES
Laboratory Safety Precautions for COVID-19 Pandemic
SA Pathology’s primary responsibility is the safety of our staff. Secondly, SA Pathology must maintain a
workforce to perform the critical diagnostic testing, including detection of SARS-CoV-2, that our patients
and the SA population require during the COVID-19 pandemic.
The aims of the precautions listed below are to minimise the risk of SARS-CoV-2 infection in staff at
SA Pathology while allowing the organisation to maintain diagnostic capacity. Additional advice is provided
for at-risk workers (e.g. chronic respiratory conditions; immunocompromised or > 70 yo).
The initiatives are categorised under: general workplace precautions: PC2 laboratory-specific interventions,
and special measures for high-risk/mission-critical areas. These initiatives have been discussed with
infectious diseases physicians, public health authorities and the Public Health Laboratory Network (PHLN).
The initiatives are based on expert opinion from PHLN, and on local, national and international guidelines
referenced at the end of the document.

General guidelines for a workplace
SA Pathology is firstly a workplace. All areas including laboratories must follow Commonwealth and WHO
guidelines for being “workplace-ready” for COVID-19.1-3 These guidelines include:

•
•
•
•
•
•
•

working from home where feasible
when working from home is not feasible
promoting hand hygiene and cough/sneezing etiquette
implementation of social distancing (>1.5 m between people with > 4 m2 per person)
minimising face-to-face meetings
frequent cleaning and disinfection of high-touch surfaces
avoidance of public transport to and from work

PC2 laboratory guidelines
The COVID-19 guidelines from PHLN that are now embedded in the COVID-19 SoNG (series of national
guidelines) published by the Communicable Diseases Network Australia (CDNA),4 continue to recommend
standard PC2 procedures for non-microbial pathology testing (such as routine biochemistry and haematology).
Auto-analysers should be used according to standard practices. The guidelines suggest that capping and
uncapping of samples is not a high-risk aerosol generating procedure. Use of standard personal protective
equipment (PPE) and PC2 practices are as important as always, with particular importance attached to hand
hygiene and the cleaning and disinfection of high-touch surfaces.

Personal protection measures and equipment

•
•
•
•
•
•

hand hygiene
surface disinfection
gowns
gloves
eye protection
masks

Additional precautions (e.g. processing specimens in class II biosafety cabinets-BSCs) are in place for certain
higher-risk samples and procedures.
Standard protocols should be used for sample packaging. Diagnostic samples for testing should continue
to be shipped as standard “Category B”.
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Staff are again reminded of the increased importance of routine vaccinations this season:

•
•

influenza vaccination
pneumococcal vaccination if indicated5

Prevention and Management of Spills
Each laboratory area must:

•
•

check the contents of their spill kit and the procedures for managing a spill;

•

refresh staff on the procedures for management of a spill.

review their work processes to minimise the risk of spills (e.g. transport specimens between locations in
secondary containers); and

SARS-CoV-2 is an enveloped virus and is therefore susceptible to most disinfectants. For the routine cleaning
of benches, 70% ethanol or 1.25% w/v bleach with a contact time of 10 minutes are suitable disinfectants.
For cleaning proteinaceous spills (e.g. sputum), a stronger concentration of bleach (3% w/v) is required.
Bleach/sodium hypochlorite solutions must be prepared daily.
Detailed information on disinfectants and on the management of spills is provided in PRC-EXE-157,
PRC-EXE-169 and TRD-0617 on Q-Pulse, and in the attached references 6-9.

Formation of Teams
Where practicable, all laboratory areas are strongly encouraged to form teams separated in time or place,
either at different locations or on different shifts. These teams must not intermingle at breaks or between
shifts.
By forming teams that do not intermingle, the human exposure of each staff member is reduced, thereby
reducing each individual’s risk of SARS-CoV-2 infection. This intervention is also a business continuity
strategy ensuring that a single SARS-CoV-2 positive staff member does not place an entire laboratory
section into quarantine.

Minimising the risk of & responding to a SARS-CoV-2 positive worker in higher-risk
critical areas
The following additional risk-based precautions are recommended for areas:

•
•

that are “mission critical”, or

•

Senior Directorate staff must determine the above areas in their sections. Specimen reception areas,
automated laboratories and the Virology section are examples of mission-critical areas in a COVID-19
pandemic.

•

All areas in SA Pathology will introduce these additional precautions when the local community
transmission of SARS-CoV-2 accounts for >10% of cases (i.e. there is no known contact or international/
overseas travel for >10% of COVID-19 cases)10

where laboratory layout does not permit effective social distancing (i.e. staff members (<1.5 m apart with
< 4 m2 per person spend > 2 hours together cumulatively within a 24-hour period/shift)

In higher-risk & mission-critical areas, the following additional measures (figure 1) will be
employed:
• all laboratory staff in these areas will have symptom and temperature checks recorded using a tympanic
thermometer at the start and end of their shifts; a staff member with a temperature > 38.0ºC will be
referred immediately for medical assessment and SARS-CoV-2 testing.

•

all laboratory staff in these areas will pre-emptively wear a surgical mask while at work to reduce
transmission from an unrecognised (pre/early)-symptomatic case in the laboratory

•

a single surgical facemask will be worn throughout a shift, removed & stored in a paper bag during
breaks, to be re-donned prior to re-commencing work

•
•

staff will practice social distancing during breaks
facemasks must be worn correctly, removed properly, disposed of safely and used in combination with
good universal hygiene behaviour in order for them to be effective (figure 2)11
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•

facemasks should be donned and doffed according to the Biosafety Manual procedure (PRC-EXE-369),
with particular attention to hand hygiene before applying and after removing the mask.

•

See additional PPE measures and donning and doffing sequence for various pathology laboratory
situations (figure 3)

•

Masks should be worn in non-laboratory areas (e.g. blue space) where recommended physical distancing
recommendations cannot feasibly be met.

Management of SARS-CoV-2 positive workers and contacts

•

all laboratory contacts of a SARS-CoV-2 positive co-worker will be classified as “casual” contacts not
requiring home quarantine if they have been:

-

following the surgical mask protocol, or
have been > 1.5 m from the index case with > 4 m2 per person & have spent < 2 hours cumulatively
within a room with the case within a 24 hour period while the case was symptomatic.

•

if necessary, a Medical Officer from the MID Directorate will assist the Communicable Diseases Control
Branch (CDCB) with the classification of the fellow workers of the SARS-CoV-2positive case as “casual”
or “close”. This decision will be based on various factors including the work environment, duration of
exposure and the case’s symptoms.

•

the laboratory area where the SARS-CoV-2 positive worker predominantly worked while symptomatic
(or in the previous 24 hours) would undergo terminal cleaning as described in reference 9. Spotless
and other hospital cleaners are familiar with these routine procedures used for the rooms or theatres of
patients under infection control precautions.

•

if the SARS-CoV-2 positive worker’s colleagues had not been following the above surgical mask-protocol,
they will commence wearing surgical masks at work for 14 days according to the above regime

•

immediate urgent SARS-CoV-2 testing should be performed at the earliest symptom onset on any
laboratory contact of the index case

Rationale for surgical masks
Wearing of a surgical mask is not primarily intended to protect the wearer. Rather, the mask reduces the
spread of the wearer’s respiratory secretions and hence their infectiousness to co-workers. The wearing of
a surgical mask therefore aims to reduce “close contacts” of a newly-diagnosed SARS-CoV-2 positive coworker into “casual contacts”.12 The routine wearing of surgical masks is gaining increasing support in the
medical literature as an intervention during the COVID-19 pandemic.13 These casual contacts do not need
to be quarantined for 14 days and can continue working. They must however seek medical attention and
SARS-CoV-2 testing at the earliest onset of any symptoms (as described below).

Symptomatic laboratory staff must immediately seek medical attention and testing
Laboratory personnel are critical contributors to the state’s healthcare system. As such, they must comply
with state and national guidelines for healthcare workers (HCWs).12 They must follow quarantine requirements
after interstate and overseas travel unless an exemption is obtained.
As the pandemic evolves, acquisition of SARS-CoV-2 infection will become more likely outside the laboratory.
Staff members exposed to a SARS-CoV-2 positive case outside of the laboratory will be managed according
to community protocols as “casual” or “close” contacts as advised by the Communicable Diseases Control
Branch (CDCB).
Laboratory staff should not attend work if they have been in close contact with a confirmed, probable or
suspect case of COVID-19 (either in the community or at work) within the past 14 days when not protected
with appropriate personal protective equipment (PPE).
Staff with any signs of respiratory tract infection must seek prompt medical attention and SARS-Cov-2/
respiratory viral PCR (RVP) testing. Early recognition and quarantining of infected staff will be an important
infection control measure in maintaining a workforce and diagnostic testing capacity during the COVID-19
pandemic.12
A standardised request form for SARS-Cov-2 testing of laboratory workers has been prepared and is
available through SA Pathology Clinical Directors and Genevieve Sturman (for the Automated Laboratories).
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Staff may present to a COVID clinic or a drive-through service where HCWs are being prioritised for specimen
collection. Details about specimen collection alternatives are available on the SA Pathology intranet.
The staff member is to remain in self-isolation pending the SARS-CoV-2 test result.
If SARS-CoV-2 positive, the laboratory worker must inform their supervisor and self-isolate. Ongoing medical
supervision of a positive worker will be arranged by CDCB and State Command, and may involve the
worker’s general practitioner or a Hospital-in-the Home team.
The SARS-CoV-2positive worker can return to work when the following criteria are met:

•
•
•
•

the person has been afebrile for the previous 48 hours
resolution of the acute illness for the previous 24 hours
be at least 7 days after the onset of the acute illness
PCR negative on at least two consecutive respiratory specimens collected 24 hours apart after the acute
illness has resolved – this will be reviewed as the pandemic evolves in Australia (see reference 6 as of
2/4/20)

Interventions at SA Pathology for at-risk staff members
SA Pathology will follow state and national guidelines, and will recognise staff members at increased risk
during the COVID-19 pandemic as:14

•
•
•
•
•

those with chronic respiratory conditions
immunosuppression
> 70 yo
> 65 yo with chronic medical conditions
Aboriginal and Torres Strait Islander people > 50 yo

Where possible, these staff should work from home. If that is not possible, the following measures should
be offered:

•
•
•

paid car-parking to avoid public transport

•

if possible, at-risk staff should not work in higher-risk/mission-critical areas; if they do and are exposed
to a SARS-CoV-2 positive co-worker, they are to remain at home for 14 days with regular medical
supervision. Interval SARS-CoV-2 tests will be made available as recommended by the treating doctor.

•

Any laboratory worker with concerns relating to their personal situation (e.g. health status) should discuss
those concerns with their personal medical practitioner, line manager or Worker Health

re-location to Frome Road or another lower-acuity work site
work duties that have been risk-assessed and that are agreeable to the worker, their supervisor, their
treating doctor and consistent with Human Resources principles. These duties and the above agreements
must be documented

There is no evidence currently that pregnant women suffer more severe COVID-19 disease nor is there
evidence of miscarriage, teratogenicity or vertical transmission of SARS-CoOV-2 infection.15 Nonetheless, for
“an abundance of care”, pregnant staff members should negotiate risk-assessed duties (with the appropriate
PPE) agreeable to themselves, their supervisor and their obstetrician.
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Figure 2. Donning and doffing.
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Figure 3. Additional enhanced COVID PPE with donning and doffing sequences.
Note: COVID precautions for non-laboratory areas such as blue space apply when the physical distancing
criteria cannot feasibly be met.
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WITNESS:
GRIGGS, WILLIAM, Senior Medical Consultant COVID-19, SA Health
501
The CHAIRPERSON: Welcome to meeting. The Legislative Council has given the
authority for this committee to hold public meetings; however, due to the current situation concerning
the COVID-19 pandemic, the committee has resolved to exclude strangers from the gallery. A
transcript of your evidence today will be forwarded to you for your examination for any clerical
corrections. The uncorrected transcript of your evidence today will be published immediately upon
receipt from Hansard, but the corrected transcript, once received from you, will replace the
uncorrected transcript.
I advise that your evidence today is being broadcast by the Parliament of South
Australia website. Should you wish at any time to present confidential evidence to the committee,
please indicate and the committee will consider that request. Parliamentary privilege is accorded to
all evidence presented to a select committee; however, witnesses should be aware that privilege
does not extend to statements made outside this meeting. All persons, including members of the
media, are reminded that the same rules apply as in the reporting of parliament.
We would like to acknowledge that the land we meet on today is the traditional lands
for the Kaurna people and that we respect their spiritual relationship with their country. We also
acknowledge the Kaurna people as the traditional custodians of the Adelaide region and that their
cultural and heritage beliefs are still as important to the living Kaurna people today.
Good afternoon. My name is Tammy Franks and I am the Chair of this
COVID response committee of the Legislative Council. To my right is the Hon. Nicola Centofanti and
the Hon. Connie Bonaros. To my left is the Hon. Kyam Maher and the Hon. Emily Bourke. If you
would like to introduce yourself, and if you have any opening remarks please make them and then
we will move into questions.
Assoc. Prof. GRIGGS: Bill Griggs is my name. I was a retired doctor from the health
service. I have recently been re-employed as a casual to assist with some of the COVID-19 stuff as
of 30 April and I have also been doing some project work in the department. I have had a long career
in health, which was focused on emergency response. I have been involved in a number of disaster
responses, including both the Bali bombings, I was on the first plane into Banda Aceh after the
tsunami, led a team to Samoa after a tsunami there, I have done a number of other military
deployments as well and have been to plane crashes, train crashes, bus crashes, all sorts of things
over the years here in Australia. I have also done some work overseas.
I also picked up a postgraduate diploma in aviation medicine, which included a year
of occupational medicine and public health training, so while I don't have a full public health degree,
I have some knowledge of that area. I did an MBA as well and got quite interested in non-medical
board type work and I am currently a member of the boards of Funds SA, Super SA and
ReturnToWorkSA, and I was previously the chair of the Motor Accident Commission.
502

The CHAIRPERSON: Thank you. Did you have any further opening remarks?
Assoc. Prof. GRIGGS: Not really. I am happy to answer questions.

503
The CHAIRPERSON: In terms of what this committee should be aware of—this is a
COVID response committee of the upper house of the parliament. It was a motion of that upper house
given the extraordinary times that we are in. We keep hearing that these are unprecedented times,
although, in fact, there are some precedents that we can learn from. This is a committee that I think
is designed to ensure that things don't fall through the cracks, so where should we be looking for
things that are falling through the cracks?
Assoc. Prof. GRIGGS: The committee may be aware that I was vocal on Twitter
towards the end of March in that I thought that we as a country were perhaps not moving as fast as
we needed to. To be fair, what's happened is the events that subsequently happened were very
much what I was feeling should happen and I was just one voice. The outcome that we have got in
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terms of what's effectively eradication within South Australia and within large parts of Australia is a
pretty good outcome when you look at other parts of the world.
There is an element of good management in that. There is an element of luck in it as
well, because you can have bad luck and something can go wrong. If you go back to 2002 and the
SARS outbreak, one of the problems that happened then was that a doctor from China went to a
conference in Hong Kong and, working backwards, they worked out that he got into a lift in the hotel,
went down to the ground floor in the lift and the seven other people in the lift all got the virus, all got
on their planes and took it back to their countries.
That sort of thing is the sort of concern that I had when I go back to March, which
you still worry about, that something might happen that will trigger an outbreak. Clearly, the measures
of distancing have changed the behaviour of not just this virus but the normal seasonal influenza as
well. We have much smaller numbers of cases of seasonal influenza because, I am sure, of the
physical distancing that we are doing, the hand washing and the general attention to detail.
It is important to understand it's all about the reproductive rate of the virus and you
don't have to get it perfect, you just have to get the reproductive rate down below one and as far
below one as you can, then eventually the virus will die out. With SARS, there was no treatment and
no cure for SARS but it disappeared. The same happened with MERS about 10 years later, the
Middle East respiratory syndrome, another similar sort of disease. Again, it died out.
That opportunity was sort of missed with this episode. With international travel it is
very easy for something to spread and get out of control, and if you haven't realised it's in your
community and you're not testing for it, by the time you realise it's there it may have gone through a
number of generations. The other problem is that when you are exposed to it and you become
positive it takes a while to become sick.
It might take up to two weeks. That's one of the reasons for the two-week quarantine.
But it might take say six days or seven days on average. Then for the day or so before you start to
feel unwell you may start to spread it. So you can get one person who has it, they come into the state
and go to a football match or whatever beforehand and spreads it to the people around them.
The people from the football match go off to their social events and by the time you
have picked up the first one there are three or four generations of spread and it can get out of control.
Early on we were looking at what is called the doubling rate, how frequently it doubled, and it was
happening every three or four days in some of the places where it was out of control. That was
obviously concerning.
I might just comment briefly on the concept of herd immunity, which people have
talked about. The US currently has, if I remember the figures rightly, about 1.75 million positive cases,
roughly, and about 100,000 deaths. To get to herd immunity you need about 60 to 70 per cent of the
population. The US population is about 350 million. They would need to get to about 250 million and
they are at 1¾ million.
Even if they have only recognised half the cases they have got, that might be three
million. To get from three million to 250 million, that's a lot of time. That might be 70 times as long. It
has taken them two months to get from 10,000 cases to 1¾ million and they've got the same amount
of time with the same amount of deaths occurring every day for another 70 times that amount. You're
getting up to 14 years to get to herd immunity using that methodology.
I have put a number of things on Twitter, and not just Twitter, on LinkedIn and on
Facebook. I originally started using Facebook because people know that, although I am retired, I had
some knowledge in this area and I had friends just asking me questions, 'What is this thing? What is
it all about?' So I put a post there for the 100-odd people I knew on Facebook and it would get shared
and it would get more shared, then I would get all these friend requests.
The last article I put on, which is 'Why I downloaded the COVID app', the last time I
looked it had been shared 600 times primarily. I'm a storyteller. I try to make an effort to communicate
to people clearly, if I can. There are a number of things that I've talked about. One of them I talked
about back in the middle of April was how to get out of lockdown. Having said that we want to get us
into lockdown, how do we get out of it? There's a concept that someone may have talked to you
about: the hammer and the dance. The idea is that with the hammer you try to crush the virus, or
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crush the problem, but then you've got to work out: how do I get on with life? There's no question—
we can't just lock everything down.
Wearing my Funds SA hat or my ReturnToWorkSA hat, we've got large amounts of
money that's invested. We have to work out how that's going to work. We have to make sure the
economy works. What I wrote about, getting out of lockdown, was really that we need to look at the
things that we've done that have been effective, and they include things like social distancing, they
include things like travel barriers and they include things like keeping the number of people mixing
together relatively low.
It seems that now we've got to the stage where we are at, a level where we have
effectively eliminated the virus in South Australia—I will just talk about South Australia at the
moment—we should be able to release some of those things. But the virus will come in; whether it's
through an exempt worker, whether it's through whatever, the virus will come in, so we have to have
the ability to identify when it comes in, so that's the testing, and then we have to have the ability to
trace, to try to get it before it gets out of control. Singapore, who was early on listed as a country that
was doing very, very well and touted as all sorts of things, suddenly had a big kick up and things got
out of control. So, even though you're doing well, it can get out of control.
It is difficult for people who can't see someone dying next to them or they can't see
that the hospitals are have all been full of sick people. With the issue of shutting down elective
surgery, we did a number of things to try to make space because we were looking at what was
happening in Italy and other places, and if that happened here we were going to need all that space.
Fortunately, it didn't happen to that extent, but there's still this risk out there.
Someone asked me yesterday how did I think this was all going to finish up. There's
a lot of talk about vaccines. I'm not an expert on vaccines. There is clearly a huge drive to get an
effective and safe vaccine. If you consider how someone who works in the vaccine industry all the
time behaves, a vaccine is something that is given to a million people who are perfectly well. You
really don't want to damage too many of those million people by giving them a vaccine. You have to
have it as something that is incredibly safe, so they have checks and checks and checks and checks
and checks. So it does take a long while to make sure that there is not something that can be missed,
and part of that is the time to wait and see.
Some bad drug effects may take a long time to turn up. The extreme examples are
things like thalidomide, a German sleeping pill, and there were problems with babies that were born
with phocomelia, with limb defects. There's another drug called stilboestrol, which was used as a
drug to try to stop threatened miscarriage back in the fifties and sixties, I think, and it wasn't realised
it was a problem until the female children started getting an unusual form of cancer in their early 20s.
So sometimes it can be a long time. Clearly, you can't wait to test every drug for 20 years.
I think that, because of the consequences to the planet, to life, but also to society,
there is a higher degree of risk that's acceptable in the vaccine development. My own feeling is there
are a number that are already being tested on people. I would hope that within six to12 months or so
there may be an effective vaccine. I might be wrong. I'm a bit of a glass half full person. If that's the
case, we have to get to that point because, once there is an effective vaccine and it can be widely
spread around, you can get herd immunity. In fact, it's a much more effective way than if you have
had the disease and recover.
This is where we need to be able to keep some of the things in place. Some of the
border barriers need to stay in place. The two weeks in a hotel is quite an effective barrier. It's not
perfect, but it's quite an effective barrier. The two weeks coming into the state again I think is quite
an effective barrier. It's not perfect, so the track and trace needs to come.
There was an outbreak in north-west Tasmania. What they did was send in a group
of people to basically lock that area down and to try to track and trace. There's a challenge when
there's an outbreak in having people who are really good at managing an outbreak, as opposed to
just saying to the local people there, 'Make sure you use your PPE, make sure you do this and make
sure you do that.' This is sending flying squads in and my understanding is that there is some
planning for that as well.
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I will comment on PPE, and I'm sorry I'm wandering over the place a bit. PPE is
difficult, and I will give you an analogy. When you go to a shop and you want to buy a sandwich, the
person behind the counter makes the sandwich, puts gloves on and they make the sandwich wearing
the gloves. The idea is that they put a fresh pair of gloves on, they make the sandwich, they take
their gloves off, they take your money and they throw the gloves away. They pay that. The next time
they put another pair of gloves on. But I suspect you have all seen people who have a glove on the
left hand and take the money with the right hand, or take the money with the glove, and nothing
obvious seems to happen when they do that.
The challenge if you are in a nursing home and you are wearing PPE is that you
have to check on half a dozen people. Theoretically, you have to change every time. You have to
not touch the mask and contaminate it. You have accidentally touched a patient who may be positive
and you have picked it up on you, but you don't realise that. You can't see anything and there is the
ability to spread. I suspect that is one of the challenges that has happened in some of the nursing
home environments. Sorry, I'm all over the place, so I might just pause for a moment and let you ask
questions.
504

The CHAIRPERSON: Do you have a question?

505
The Hon. N.J. CENTOFANTI: No, I don't. I'm really sorry I have to leave, but I would
love to hear more because you are very knowledgeable. Thank you for joining us, but I'm really sorry
that I have to head off. I have a 1 o'clock meeting.
506
The CHAIRPERSON: In terms of where we get our information from, the AMA gave
evidence that perhaps we should have a CDC. Certainly, the Centers for Disease Control and
Prevention in the US provided guidelines quite early on. The AHPPC for Australia has provided some
guidelines, and of course the World Health Organization comes to mind. Some of those guidelines
have changed in this very short period because we are learning as we go. Do we need a CDC in
Australia?
Assoc. Prof. GRIGGS: I don't know the answer to that. I would need to think about
it. I probably didn't mention that I was involved with AHPPC for a number of years because I was the
state controller for health and medical, particularly after the first Bali bombing, when we realised there
was absolutely no plan at all for what to do if a bunch of Australians got injured offshore, so we had
to make it all up at the time. A number of plans were written, and I wrote the draft of the first Australian
trauma plan.
One of the challenges with AHPPC is that there are senior public health officers for
each state. In fact, you could argue they are a good group for a coronavirus-type outbreak. Are they
as good for a major disaster when it's not their speciality? Part of it is getting the right people in there.
I know a number of people who are currently members. In fact, early on, I was talking to people
saying, 'I know that you may not want to hear what I've got to say, but I'm going to tell you what I
want to say.' There are at least two of them I know quite well who are also experienced responders
and are very good. As far as a CDC, I would have to think about that and it's probably not entirely
my area of expertise.
507
The CHAIRPERSON: Just on that, the AHPPC provided, for example, educational
guidelines for schools. It particularly had different jurisdictions at different levels of children returning.
Within a period of 24 hours, those guidelines went from including that children had to socially distance
to deciding that children didn't have to socially distance. How much trust can the public have in the
AHPPC when they change that sort of guideline in that way, with seemingly a response to political
pressure rather than public health outcomes?
Assoc. Prof. GRIGGS: I think there are a couple of things in that. One is that
theoretical guidelines, or guidelines that you think are good, may not be doable in practice. With the
best will in the world, you will say something and then realise that actually, no, that's not going to
work and we need to do something else. We also have this dilemma in our federation structure that
disaster response is a state and territory responsibility, not a federal responsibility. While there has
been an approach in this particular event to get some degree of centralisation, at the end of the day,
each of the states makes their own call about how they do things.
The reality is that the states are all a little bit different for various different things. We
have big geography. When we look at countries and we look at numbers, a lot of people have been
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saying to me, 'We want to know what the rate is per hundred million of population or per million of
population?' You look at China. There was a big outbreak in Wuhan, so if you said that was the
population, you would get one rate but, if you said, 'Well, actually, China is this. It's huge.' But does
it really matter that there are people who live 3,000 kilometres away who happen to be Chinese
because that's the geography? Australia is the size of many of the European nations all put together,
so it's not surprising that we have some different things happening in different jurisdictions.
The schools stuff was challenging. There is a concept here that is important to
understand and that's the difference between the absence of evidence and the evidence of absence.
I will use the Ruby Princess as an example. It was said by people that we had no evidence that there
were no positive tests for people on board the Ruby Princess when it docked. The implication is that
there was no evidence. In fact, if I understand things correctly, there were no test results at all. No
COVID tests had been done. So to say that we have none, as opposed to, 'We have a bunch of tests
that show we don't have it,' is not the same thing. Some of the wording early on was, 'We have no
evidence that children are super spreaders or we have no evidence that it's a problem having children
in schools.' That's not the same as saying, 'We have evidence that it's okay for children to be in
schools.'
508
The CHAIRPERSON: But we do actually have evidence of Marist College in
New Zealand as now their second biggest cluster.
Assoc. Prof. GRIGGS: Yes, so there are examples like that. There are also other
studies that have been published. Part of this is learning as we go along. Things like how big our
second wave is going to be, we don't know; we can speculate. There are studies that have been
published that suggest that (a) children are less likely to get it—it doesn't mean they don't get it—
(b) they are less likely to spread it, as far as we can tell, both to other children and to themselves.
They are less likely to get sick. The logical but not proven argument might be, if they are not as likely
to be sick, they are less likely to be coughing and spluttering and, therefore, less likely to be spraying
the thing around.
Another argument is that you don't know they have it because you don't test them
because they are not sick. But if they go home and give it to mum and dad, and mum and dad get
sick, you would expect to find it in some way. I have a number of friends who are teachers who are
saying, 'How do I escape? I am terrified.' I have a number of friends who are doctors and nurses who
are terrified. I have friends overseas who have been emotionally destroyed by working in an intensive
care unit where they say, 'We have 35 patients who have come in, all on ventilators, in this particular
country, and we haven't written a protocol yet to get them off the ventilators because no-one comes
off, they all just die.'
I wandered away from the question. If we go back to the question about trusting
advice, I am a great believer, if I am going to give someone some advice, I try to explain what's
behind it. There's some stuff that you have really good evidence for, and this is true in medicine. We
might have really good evidence to do this in medicine. There's other stuff where there isn't very
good evidence, but we have to make a decision, so we are going to do this and, if we need to, we
might have to change that.
Certainly, with regard to the disaster response to stuff in the past, I went into Banda
Aceh and had a few hours to try and assess a city of 400,000 people, which was still a third
underwater and it was completely chaotic. We made a request for a whole stack of stuff, going, 'I
hope we have not overdone this.' As it turned out, we hadn't, but it is difficult to make sure you get
the messages right all the time. I do think it's important to let people understand the reasons behind
the decisions as far as possible.
509
The CHAIRPERSON: Indeed, and that goes to the ANMF's evidence to us at the
last hearing, that in fact they were pushing for references to be provided with the SA Health
information and that wasn't at first forthcoming. Do other members have questions?
510
The Hon. C. BONAROS: Can I start by thanking you for being as vocal as you were
on Twitter and Facebook and so forth, because a lot of us read those posts with a great deal of
interest. I will admit I have always hyperventilated when there hasn't been hand sanitiser around,
even without COVID, so for me the shortage was just next level. I read particularly the article that
referenced you during the peak about what you should do to protect yourself and your family. It gave
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a number of steps. I tried it. It was difficult, I have to admit. Without seeming alarmist, in a lot of
places in the world that is critical even today.
My question really is: do you agree that there is no going back to old ways and that
at some level—not at the levels that we have been exposed to during the peak of corona—there is
some merit in us maintaining some of those practices that we have all now become accustomed to,
whether it be the hand sanitiser or some level of social distancing or some level of avoiding
handshaking, for instance—things that we have taken for granted previously but have become
essential during the coronavirus?
Assoc. Prof. GRIGGS: There are very good public health reasons to do many of
those things in an ongoing manner. I perhaps have a view that human beings tend to forget stuff and,
over time, if a vaccine is developed and people have the vaccine and the coronavirus stops being a
problem, then people will want to go back to normality that they know. But I agree—
511

The Hon. C. BONAROS: From a health perspective.

Assoc. Prof. GRIGGS: —from a health perspective, absolutely. Many of those things
were things that would have been sensible before the coronavirus, just for the seasonal flu. There is
always a balance between what's sort of socially acceptable. When I wore my chairman of Motor
Accident Commission hat, I knew that if we changed the speed limit in the metropolitan areas to
20 km/h, we would save a lot of lives. It wasn't an appropriate thing to do because of the effects on
the community.
I suspect people will want to go back, and there are a number of reasons. We see
that even now. They want this to go away: 'I don't want it to be here anymore, and if I can go to the
footy and I can go to pub and I can go to the beach, maybe that means it's gone and I don't have to
be stressed about it anymore, because it's really stressful. Staying home and doing all this stuff is
just really stressful, and I don't like it.' We are driven by habit—and one of my posts was about habit—
and we want to go back to our old habits. I can understand that, but you make a valid point from a
point of view of public health. Maybe there will be some things that do stick with us as time goes
forward.
512
The Hon. C. BONAROS: In terms of our easing of restrictions, particularly in terms
of border restrictions—we saw how easily a case re-entered South Australia, and there has been
disagreement amongst state leaders about whether we ought to be easing our restrictions and so
forth in South Australia more, particularly our border restrictions—are you confident with the
approach that we are taking in terms of, particularly, our border restrictions? Do you think there is a
need to maintain the level?
Assoc. Prof. GRIGGS: I am quite comfortable with the border restrictions as they
are at the moment.
513
The CHAIRPERSON: I will just jump in at this point and note that we have just
slapped an immediate ban on all international travel for compassion reasons; it's just been
announced in the last five minutes. So there you go. Interstate is still apparently okay.
514
515
knee jerk.

The Hon. C. BONAROS: So what's the ban?
The CHAIRPERSON: All international—no compassionate reasons. It looks a little

Assoc. Prof. GRIGGS: Like many things, there's a degree of reactivity. When
something happens there is a response.
516
The Hon. C. BONAROS: Do you think that's based more on the fact that the first
person who was allowed to come in on compassionate grounds had the virus, or the public response
to that that we have probably slapped that ban now on those cases?
Assoc. Prof. GRIGGS: I am pretty sure that wasn't the first person who came in on
compassionate grounds. I don't know, but I am pretty sure that there were other people who have
come in on compassionate grounds, and there was, if you look at social media, a very strong public
response to that. Again, I don't know how much. Many of the actual facts of the whole thing weren't
clear to people but there was clearly a degree of stress. It is important to respond to the public in one
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way or another, either explaining what and why we continue to do what we are doing or to potentially
change things.
517
The Hon. C. BONAROS: Does that need to have a degree of alert but not
necessarily alarmist responses? Is that a fair—
Assoc. Prof. GRIGGS: That's a fair thing. I am keen for things to be more locked
down rather than less because I have got too good an imagination about what might happen if things
go wrong. I think we have done extremely well in this country. We are sort of a bit of a victim of our
own success because people go, 'Well, what happened? We did all this stuff, we cancelled the
surgery, why did we do that? We didn't need to do that. We could have kept doing stuff. We could
have kept doing these things. Why can't we have the pubs open with 50 people? Why can't we have
a hundred people?' There will be continuing pushing.
Part of this is making sure the messaging is clear. Part of the reason for my activity
on social media was to try to make the messaging clear. The thing about how to survive not to bring
COVID home was based on a number of people asking me stuff and me thinking about it and looking
at some other stuff and realising, 'Actually, there is a bunch of things I haven't necessarily thought of
myself.' Then, when I put it all down I thought, 'Well, here's a 23-point thing. There will be some
people who are really keen and are going to do each one of them right on time and there will be other
people who just read it and go. "I hadn't thought of that.” That's okay and it doesn't really matter.’ It's
just so that people think of things that they hadn't done. Actually, writing it myself changed my own
behaviour.
518
The Hon. E.S. BOURKE: I might just continue on with what we were mentioning just
before that. We have seen that there have been changes on compassionate grounds and a lot of
that may have come from public pressure. Do you feel that we have sort of transitioned away from
taking medical advice and are now sort of being persuaded by the headlines that we are seeing in
the newspapers?
Assoc. Prof. GRIGGS: I will make a comment about medical advice. Medical advice
is—a bit like I was talking about before—in some cases there is really good, solid evidence; in other
cases it's, 'This is the best information that we have got at the time,' or, 'This is the interpretation of
what we have got.' Maybe it changes. I remember when I started at medical school, the first day the
professor, the head of the medical school, stood up and said, 'You are going to learn 40,000 new
words, 300,000 new facts in the next six years. The problem is that about half of those facts are
wrong—it's just we don't know which half.'
I have watched over my career, with the way I was told to treat something, suddenly
a paper would come out and there would be a square way of change. The way we treated head injury
underwent a complete square way of change two days before someone I knew very, very well came
in as a patient with a head injury. I ended up treating him completely the opposite way to the way I
would have treated someone a while back. It's a challenge not to hold onto those old things.
On the medical advice versus the political advice, one of the advantages that I
thought I bring to Funds SA, ReturnToWorkSA and their investment teams is that I can provide some
medical stuff for them to consider, what the patterns are likely to be and what might happen, because
that's important in the total scheme of how they do their investments and what might happen and
what may happen.
We need to think about the country as a whole and the state as a whole. It's not just
about what the doctors say about health. That's not the only thing. It's a very important thing, but it
needs to be taken in context. That's one of the challenges for this place: to work through the input
from all the different parts of the community and try to work out what is the right solution. Subject
matter experts and people with a narrow view will have a strong view about their own area but may
not understand all the ramifications in other areas.
I am always willing to listen to other points of view, to listen to other things I haven't
thought of and maybe change my point of view. There will clearly be decisions that are made as a
result of political pressure, if you like, or community pressure. Sometimes they are decisions where
you could do this or you could do that and you don't really know which it is, but there's pressure so
we'll do this. Only time will tell; in fact, you may never know whether that was a good call or not.
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There are a number of things. If they had had the international lockdown before
Ruby Princess docked and all the people on board went for two weeks in a hotel the situation would
have been quite different. The situation for many of the people onboard that ship was very sad, and
for a number of other people, but it didn't end up with us getting out of control, which was a potential
for something like that. I am not sure if that answers your question.
519
The Hon. E.S. BOURKE: You mentioned earlier that you are undertaking a number
of projects with SA Health; is that right?
Assoc. Prof. GRIGGS: Yes.
520
The Hon. E.S. BOURKE: Are you able to expand on the nature of those projects,
what you are undertaking?
Assoc. Prof. GRIGGS: I think so. One of the things I have been doing was doing
some data analysis—this was independent before—for the boards, looking at what the effective
R value is for different countries and what the progression is over time, and also within Australia. I
did that to help those people. I shared that also with some of my medical colleagues, including some
of the AHPPC members. Some of them said they would like to have the updates, so I kept having
updates.
One of those was Nicola Spurrier. She rang me. She knew I was interested in data
and analytics. One of the early things that we did in South Australia which was different with the
testing was that, as well as targeted testing for people who had symptoms or who had travelled or
whatever, anyone who had had a respiratory screen by their GP—so they had had a swab done
because they might have the flu or whatever—the idea was to add COVID testing to that. So we did
something that was different to everyone else. She wanted to know how many of those tests there
were, how many were positive, etc.
The challenge is that many of the databases that are set up to record stuff are set
up for individual patient reporting, for example, or they might be set up to facilitate billing or all sorts
of things. Trying to pull that information, despite the fact that there were three or four databases, was
challenging. She asked me if I would be willing to come and try to see if I could do that. I'm a puzzle
solver. I like doing stuff. It went through a little process to get me officially signed up because I needed
to be on board to access things which had the patient's names, etc., so I came in and was able to do
that, get the information that was required. I gave that to her, and then got asked to look at some of
the stuff around the databases as well.
521

The Hon. E.S. BOURKE: How many of those respiratory tests came back positive?
Assoc. Prof. GRIGGS: I'm just trying to work out whether I'm allowed to say the

answer to that.
522

The Hon. C. BONAROS: Maybe take it on notice.
Assoc. Prof. GRIGGS: Can I take that one on notice?

523
The Hon. E.S. BOURKE: You can take that one on notice. I don't want you getting
an angry email. Would you personally catch rush-hour public transport at the moment? I know you
put on Facebook about travel barriers, but would you personally get on a tram or a train or bus at
5 o'clock?
Assoc. Prof. GRIGGS: I would be happy to do it if I thought physical distancing was
being achieved.
524

The Hon. E.S. BOURKE: Is that achievable?

Assoc. Prof. GRIGGS: Everything is achievable if you police it enough or you have
controls. If you had asked me the same question back in March/beginning of April, I would have said
I am not keen because I wasn't sure what was in the community, so at the moment it's a little bit
different. Assuming that there's still a risk of community spread, the whole idea of the document that
I wrote about unlocking things was all about trying to maintain social distancing.
For example, if I looked at restaurants, the way I wrote that, you would say, 'Well,
the number of people you can have in your restaurant is a function of how well you can maintain
social differencing,' so it's the size of your restaurant and everything else. There might be one
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restaurant that can have 10, and one that can have 20, or whatever. I know that there's been a bit of
a change within the state to try to avoid having a specific number.
When you get close to other people there's an increased risk. I am 62 years old, so
I am in a higher risk group. I have some health conditions which put me in a higher risk group as
well, so I'm pretty keen not to get the virus if I can avoid it. It might be different for other people.
525
The CHAIRPERSON: Thank you for your evidence today. As I noted, it will be
forwarded to you for any clerical corrections. If we could put on notice that question that the
Hon. Emily Bourke raised and whether or not there are any restrictions on the sort of information you
could share, if you can get back to us with that, that would be most appreciated. Thank you for your
time.
Assoc. Prof. GRIGGS: Thank you very much.
THE WITNESS WITHDREW
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