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Hearing commenced at 11.03 am

COHEN, DR HARRY
Consultant Gynaecologist, King Edward Memorial Hospital for Women, examined:

The CHAIRMAN: On behalf of the committee, | welcome you to theeting. To begin with,
would you please state your full name, contact eskiand the capacity in which you appear before
the committee?

Dr Cohen: My name is Harry Cohen. My work contact addres¥King Edward Memorial
Hospital in Subiaco. | presume | have been as&emppear on the basis that | chaired the group
that did the statewide obstetrics services revied subsequently wrote the report. | am currently
working at King Edward as a consultant gynaecotogisave retired from obstetric practice, but |
work in a building with a lot of obstetricians ahdreaucrats, and | know what is happening on the
obstetrics scene and | am kept well informed. Gfftbe recommendations | made was to set up the
statewide obstetrics support group. The people afgoinvolved in that group are in the same
building as | am, and we often have discussionsialvbat is happening in that direction.

The CHAIRMAN: You will have signed a document entitled “Inf@ton for Witnesses”. Have
you read and understood the document?

Dr Cohen: Yes.

The CHAIRMAN: These proceedings are being reported by Hansa&dranscript of your
evidence will be provided to you. To assist thepottee and Hansard, please quote the full title of
any document that you refer to during the coursthefhearing for the record, and please be aware
of the microphones and try to talk into them. Easihat you do not cover them with papers or
make noises near them. | remind you that yourstiapt will become a matter for the public
record. If for some reason you wish to make aidential statement during today’s proceedings,
you should request that the evidence be takenased session. If the committee grants your
request, any public and media in attendance wilekeuded from the hearing. Please note that
until such time as the transcript of your publiedewce is finalised, it should not be made public.
advise you that premature publication or disclosingublic evidence may constitute a contempt of
Parliament and may mean that the material publisitedisclosed is not subject to parliamentary
privilege. Would you like to make an opening stagat to the committee?

Dr Cohen: | have been in the practice of both private poblic obstetrics and gynaecology for
more than 40 years. More recently, in the yeaferbd retired from obstetrics, | was a full-time
employee of King Edward Memorial Hospital. In thedter years, | have been working in
gynaecology only. | believe that my long expereitthe specialty has served me well in terms of
understanding the problems of maternity care irhlibe city and country areas of this state. |
suspect that is why | was asked by the Health Refdommittee of the Department of Health to
chair the group almost six years ago.

The CHAIRMAN: First, can you provide the committee with soraekground to the statewide
obstetrics services review and, in particular, tbason for the review, its aim and what it was
intended to be used for at the time that you weke@to chair that group and write the report?

Dr Cohen: As | understand it, the Health Reform Commitieses looking at reform in the health

sector following the preliminary report of a numbar senior people. Fiona Stanley was one
member of the group that wrote recommendationfdostate government. After it was elected at
the last election, the state government had a wewé health services. The Health Reform
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Committee was the overarching body that met an#éedaat the review of health services right
across the spectrum, including emergency serveaas;er services and so on. | was asked by Dr
Bill Beresford, who was part of the Health Reforron@nittee, to chair the group looking at
obstetric services. That is how the group wasupet We had a group of some 15-odd people. |
think it is in the report of the project workingogip. A number of people from all the clinical
services in both the city and country areas werthahcommittee. There were two consumers, one
from the city and one from the country, on the cottem. We met frequently and discussed and
debated the issues. Robyn Collins, who is thectbireof midwifery at King Edward Memorial
Hospital, and | travelled quite a bit up and doWwe state and talked to both medical and midwifery
staff and, when possible, consumers in the varousitry towns that we visited. Most but not all
of the obstetric units were visited. We also speké various metropolitan obstetric units - intfac

| think we spoke with all of them - in which all Iplic patients were delivered. That formed the
basis of the report that | wrote.

The CHAIRMAN: What was the intended use of the report? Wt meant to happen with it at
the time that it was written?

Dr Cohen: The intended outcome was for improved obstetidternity services. The intention of
the report was to make recommendations that wonfaave the service to the public. We felt at
the time, and certainly still do, that the obstetmaternity service was in a state of crisis for a
number of reasons that have been outlined in tpertesuch as manpower and womanpower
shortages, people dropping out of midwifery, chaggilemands and expectations of patients and
the community, changing practice, and litigatioantong very large as a factor that was making it
difficult to recruit both obstetricians and midwssénto the speciality. All these factors were
Impinging on the sort of service that was beingvgted. It was felt that a review would look at all
those factors and come up with recommendations vilmatld improve the service. This was
something that had not been done. There was aegen by the obstetric and midwifery
communities that the Department of Health was mieding to their concerns and they were
grateful that people like Robyn and | were takihg trouble to go and talk to them. We let them
know before we came that we would be coming, whisrmation we wanted and what we would
talk about so that there was some feedback at@dtie sessions we had. The general feeling was
that there was a need for this, that they werebeatg supported by the various branches of the
health department that looked after their area @rad, for the first time, somebody specificallysva
seeking them out to talk about it and was seekieg views and opinions about the various issues
that were confronting them on a day-to-day basis.

The CHAIRMAN: You have commented in that paper a few timesiait® being a review from a
clinicians’ perspective. | understand that. hkhthere is also reference in the report to itadei
discussion paper that would lead to further worik@eone. Can you comment on, first, whether it
was meant to be a discussion paper or somethiegaeld, secondly, whether you perceive it very
much as a paper from a clinicians’ perspective?

Dr Cohen: 1 think it was more than a discussion paperrtadaly it was a basis for change, and |
did say in the report that it was not the be-alll @md-all. The recommendations, if followed
through, would deal with the range of issues tharewraised. There were 16 or 17
recommendations, and each of those required aasulatamount of work to deal with the issues
that were raised. In a sense it was a discussaperp but many of the things in there required
teasing out, elaborating and additional work. iRstance, we felt that the recommendation for the
statewide obstetrics support unit was one of thetnmoportant recommendations, and that the unit
would require funding and would have a huge amofintork to do to follow through on many of
the work force issues and those sorts of matteaswie were made aware of when we talked to
clinicians and midwives. In a sense it was a disimn paper and a start, but we hoped that the
recommendations that we made in the report woulddrged through in time. We realised, of
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course, that it would take time, but | am pleasesdy that some of them are in the process of being
carried through right now.

[11.15 am]

The CHAIRMAN: You also mentioned the need for an audit antevewf models to determine
their strengths, weaknesses and suitability. Haskeen done?

Dr Cohen: Not to my knowledge. | take it you are refegrito the metropolitan model and the
country model of obstetric practice. | believe toeintry model will be a function of the statewide
obstetric service. When the metropolitan modd&higlly implemented, a range of issues will come
out of it which will need to be looked at to seeeffer it works or whether the recommendations
that were made about the various units that caomstlit that metropolitan model have been
implemented and how they are working. That is agoing process. Likewise with the country
model. | am not aware that any particular aud# keen done because the recommendations made
about the country model have not come into force.

One of the issues about country hospitals was wehetiey were going to close or whether we were
going to recommend that they close because ofrtfadl sumber of deliveries they do. We said we
were not going to close any country hospital. ®bstetric units in country hospitals are closing
themselves. There has been a considerable amébuw®@ntralisation of obstetric services right
across the country areas, particularly in the wiredait It was not really necessary for us to say th
X or Y should close because of the very small nundfedeliveries they carry out. Country
districts are unique and we did not feel that thexleh that we proposed for the metropolitan area
would any way suit or be appropriate for countrgpitals and country people.

The CHAIRMAN: You state in the report that you were askedetwise the review from the
clinicians’ perspective. Why was that approachpheld as opposed to a more general review that
would have involved a substantial involvement afisuumers?

Dr Cohen: It was a question of time and money. It was tieght once the Department of Health
was given this document, which would be a frameworkvhere we should go, it would then carry
out the necessary community consultation. It wesdepartment’s remit to follow that through.
We were constrained by limited time and money tovjgle a report from the perspective of
clinicians and midwives.

The CHAIRMAN: Do you believe that the health department hiswed through on that?

Dr Cohen: | am not sure that it has. | am not aware gfeat deal of community consultation. |
know there has been some. There has been sonmmmetacthe closure of the obstetrics units at
Kalamunda District Community Hospital and Wooddidigternity Hospital.

The CHAIRMAN: The report indicates that the working party utmlek extensive consultation
with the obstetric practitioners and other groujth wlinical involvement. What was the benefit of
this approach and what information did it reveal?

Dr Cohen: As one would anticipate, it revealed that evedgp wanted to protect their patch,
which is something | mentioned in the report. Whew that that would be the case. If they were
involved in a practice such as Kalamunda or Woajsidey liked what they were doing there.
They did not like the concept of the plan whereliasic requirements of the metropolitan hospital
were a backup service, anaesthetist, pathologycesiavailability of blood and so on. These were
essential for any metropolitan hospital deliverovgr 1 000 or 1 500 babies. Obviously these two
hospitals did not fit that plan. Clinicians wem@ncerned about it. Indirectly | was recommending
their closure, which | was not actually, but thatsna decision that had to be made by the health
department. There were concerns by cliniciangeltithat those clinicians who were practising
obstetrics in those areas should and would betaltbke their general practice obstetric practtoes
other units in the metropolitan area. That was pathe recommendation | made. It may not have
been made in writing. In my reporting to the healepartment - | am on the public record as




Public Obstetric Services Monday, 3 July 2006 Rage

saying this - | said that no hospital unit shoulsse until the recommendations were in place, until
the necessary infrastructure was there. That decluthe facility for the general practitioner or
obstetrician to continuing to practise obstetriosluhey were in place.

The CHAIRMAN: You commented - | cannot remember exactly how gaid it - about the
necessity to have anaesthetic services and consuwlbstetrician services available to a service.
Does that also include the mother being able toerfoam one hospital to another to access that
service within, | think, a 30-minute time frame,isrit only that the consultant and the anaesthetis
have to be able to come to the mother in the halspit is it interchangeable?

Dr Cohen: 1 do not think it is interchangeable. Cliniceaneed to be within half an hour of a
hospital to deal with an emergency. That is ayfatandard time. Obviously clients, pregnant
women, need to be as close to an obstetric ung asssible, but there are constraints about the
need to have those specialist services availalieoge units. The ideal situation is for women to
be able to have their baby as close to home ashpmssVe have to bear in mind that we are living
in changing times, and what is considered by mamgmant women as the ideal is not always
achievable in this day and age, from the pointiefwof cost, staffing availability and essential
services. Those things are not necessarily availaby more. The expectations of patients has
changed so much that they require all those adaikiservices which we believe we can provide in
the larger unit but cannot provide in smaller ones.

The CHAIRMAN: | understand some of the cost issues associaiidservices at Bentley,
Osborne Park and Kalamunda, for example - | am rfamgiar with the ones at Kalamunda. The
cost differences between the service that was tipgrat Kalamunda versus the amount that will be
saved by that service closing and moving to Swastridt is quite minimal. Are there other cost
issues that you are referring to other than the past of providing this service?

Dr Cohen: We are talking about the cost of laboratory &y, the cost of providing a blood
facility on site. | do not think there was a fagilon site at Kalamunda; correct me if | am wrong.
If somebody had a haemorrhage at Kalamunda, blaadtd be got from Bentley or somewhere
else. Quite often there was a delay. That wast@odiout to me by certainly the midwives at
Kalamunda hospital. The cost of providing a mommplete service, including laboratory
technicians at close call, would be an additiomak.c There are costs which are perhaps not dll tha
obvious from the point of view of simply staffing with midwives. That would need to be
included, but that is not the major factor. Thare costs in keeping small country units going. As
| said, the country is different. Country peopked that whereas metropolitan women, much as
they might like to have their baby in a lovelylétthospital looking down the Bickley Valley or
wherever, we have to remember that they are initadSpr only two or three days and they only
have an average of two babies in a lifetime.

Down the road from me is a home called Tresilli#ins in the same street as me. Many years ago,
Tresillian was a small hospital. | believe thatnpgoeople about my vintage were actually
delivered at Tresillian. Perth had a number ofyv@mnall hospitals dotted around its periphery,
some of which | used to visit to deliver babies;tsas Devonleigh Maternity Hospital in Cottesloe,
the South Perth Community Hospital. | used to allnover the city. It was nice to be able to
deliver babies in those little hospitals. | caa sdy women liked them; they were family sized and
friendly. However, times have changed, not jud®anth, but in all western areas. We have a crisis
in staffing and we have increasing medical costiécivneed to be considered. We simply cannot
spend more and more on our health services. We tmagventually ration that. AS | said, client
expectations have changed. Women want to havelibbies safely. The ideal is in a larger unit
that provides them with the range of services teyld get at a birth unit at King Edward, for
instance, in a labour ward in a hospital which do@slook too much like a labour ward or the units
at Osborne Park Hospital, which look much friendlig&Ve need to provide friendly services and a
whole range of services but in perhaps lightly éaigospitals.
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The CHAIRMAN: You mentioned Osborne Park, which is one of hbepitals that has been
earmarked for closure of obstetric services. $tdnver 1 000 births a year and has all those svic
on site that you are referring to. It would appeame to be a hospital that should continue to
provide obstetric services.

Dr Cohen: Osborne Park fits quite nicely into my plan aseaondary unit in the metropolitan area.
You are quite right: it delivers an appropriate fn@mof babies. It has all the services therdninkt

you would have to ask the health department whgets a need to close that. Perhaps it has
earmarked Osborne Park for other services thataititsvto expand, like rehabilitative services,
caring for the aged and so on. | guess a certaguat of rationalisation will have to take place in
relation to those expanded services that are needed

The CHAIRMAN: The literature looked at indicators and guidedirestablished overseas in

relation to issues such as the minimum birth nusttleat you referred to, practitioner availability

and equipment needs. The UK report of the RoydleGe of Obstetricians and Gynaecologists on
safer childbirth seems to have been relied uport stosngly by the working party. Why was this

report considered particularly relevant?

Dr Cohen: 1do not think it was relied on all that much ttne working party. We looked at reports
from a whole range of countries, including Germahg, US, Canada and the UK. | guess we have
a strong bond with the UK as that is where manysére trained. | do not know that we placed
undue emphasis on the UK report. Our college dae® a strong link with the English college.
We had to come up with a number. It was 1 5080 hot think that we should get too tied up with
numbers.

[11.30 am]

As the committee will see from those figures, thenber of deliveries in the metropolitan and

country areas has been remarkably stable overabel® years. We still deliver between 25 000
and 26 000 babies per year. | doubt whether teastrer's exhortation to have an additional one
in the country will make any difference to the birate. The numbers will stay around that number.
The number is not critical. What is importanthe tservices, and they will have to be rationed, if
that is the right word, and they could quite nicély incorporated into those units which the

government has in mind - Rockingham, Swan Distrdctpndalup, Fiona Stanley hospital and
Armadale.

The CHAIRMAN: | certainly understood the report to suggedd, lalnave heard others make this
comment, that critical mass equals quality and owement in safety of services. Is that the
connection that you are making between the nunmdredoutcomes?

Dr Cohen: | know you do not like the term “critical massl.read the comments iHansard in

that regard; therefore, | have tried to avoid tleamn. We do not need a critical mass to be able to
provide an excellent service. However, we neetltthan a sense, be able to provide all the other
backup services and make sure that they are prbadd are used economically. Again, we are
looking at a critical shortage of staff, particlyjamidwives, whose average age is, | am led to
believe, now in the 50s. They are most importaimt.spite of the importation of midwives and
doctors from overseas, we have a major problenticp&arly in country areas. In effect, we are
already seeing a rationalisation and rationing edgte working in that area and we have to take
that into account when we are developing thoserathigs. We will find that 1 500, or thereabouts,
will be the number that they will deliver. 1t mag 1 500 upwards to 2 000.

The CHAIRMAN: Does that equate to a minimum number for safety?

Dr Cohen: There is no question that we can safely delimesmall units. There is no argument
about that so long as the patients are carefulycssl. We, as trained obstetricians, always belie
that nothing is safe about childbirth until it i @ver. | guess what | am saying is that we nied

provide the backup services in the event that smteevention or additional service is required.
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One in 10 patients will require some sort of aasiseé at delivery. It may be not as straightforward
as we would like.

The CHAIRMAN: Do you have a guideline that says that thos&ugaservices to which you are
referring have to be available within a certain ammf time? | think it is half-an-hour.

Dr Cohen: That is right.

The CHAIRMAN: Does that mean that the backup service can a#able elsewhere and the
woman who is experiencing difficulty in labour cgat to that service by ambulance or does the
backup service have to be available at the placgevbhe is delivering?

Dr Cohen: If we restrict obstetric practice to those faurfive units, then all those services must
be provided at each of those units. In other woedsh unit must have the ability to carry out
interventions, have blood cross-matched on sité canry out a Caesarean section as an emergency,
which means that paediatricians, anaesthetisto#ra staff must not be further than half-an-hour
away from the hospital.

The CHAIRMAN: Is that an ideal model for the metropolitan @rea
Dr Cohen: lItis.
The CHAIRMAN: However, it cannot apply in the country.

Dr Cohen: In the country other factors need to be lookedaluding the number of deliveries and
the availability of larger units close to smalleuatry hospitals. For example, | will refer toraal
town like Mt Barker. | am not sure of the numbédeliveries at that hospital, but it is quite simal
Mt Barker is only half-an-hour from Albany. Mt Baar has some very enthusiastic doctors who
want to practise obstetrics and it has midwivesl ao way in the world should the Mt Barker
hospital be closed, because it is only half-an-Hoam Albany. However, if we look at a similar
situation such as in Wagin, which is a small whelaitbountry town that is sandwiched between
two larger towns - Katanning and Narrogin - in npirgon there is no way in the world that the
obstetric unit at the Wagin District Hospital caontinue, because Wagin is a small, one-doctor
town and does not have any of the facilities th&t available at the Narrogin and Katanning
hospitals. As much as the women in Wagin woule Ity have their babies in Wagin, for the two
or three days they will be in hospital it would efer for them to go to one of these bigger towns.
A range of issues like these must be taken intowadc

The CHAIRMAN: | know that the report does not canvass the viefwvhat should happen in
private hospitals, but if there is a guideline dbistetricians around safety, numbers etc, shoaid th
same guideline be applicable to country and pritaatspitals?

Dr Cohen: Absolutely. If we are providing the best possiservice for public patients, then
private patients, who pay a heck of a lot moreughget no less than the appropriate service.

The CHAIRMAN: Is it your view that some small private hosgtate delivering fewer than the
number you referred to?

Dr Cohen: | am not aware of where most of the privategrai now deliver in Perth. | suspect
most of them deliver in the larger private unit-John at Murdoch and Subiaco.

The CHAIRMAN: | would say that that is where most are deliderdHowever, | assume that
places like Attadale Hospital, Glengarry Hospitadl dMercy Hospital are smaller private hospitals.

Dr Cohen: They are smaller and the clinicians who use @éhosspitals to deliver their patients
certainly would be within half an hour of that hdap | suspect that those hospitals would have
easier access to the facilities, such as anaestthgiaediatricians, blood and so on.

The CHAIRMAN: In looking at the evidence and documents froffedént countries to assist
with the model that you have come up, were therapawable reports from Australia or overseas
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that had developed similar benchmarks and guid&?iné am particularly interested in the use of
Australian literature you might have had in comumwith the guidelines and model?

Dr Cohen | have now retired from obstetrics practice. wHs five years ago that we started
meeting and the report was written four years abthink our report was the first of its kind of
statewide review. In fact we had people who cawer &rom the east to talk to us about it because
they felt that what we were saying and the guidslime were laying down were something they
might take on board. | do not know how far thantve We certainly had a lot of interest from
people in the eastern states and they may stithtieeested. We did not have much to go on. We
certainly talked to people from around Australi&imails and discussions.

This state is unique insofar as there are so fdivaltiees in such a huge area. We have nothing to
go on that is similar. It is very special where e women who deliver in the Kimberley. In
places like Kununurra, Wyndham and so on there ineigteneral practitioner obstetricians who are
sufficiently skilled in obstetrics to be able torgaout a Caesarean section if it is required as an
emergency. There are, and they often come to Kohgard for a refresher and to brush up on their
work. We realise that the general practitionerthemremote area of Western Australia need special
skills that metropolitan general practitioners dut require. Places like Kununurra, Wyndham,
Carnarvon, which is a fair way from Geraldton, d&gperance require special services and well-
trained general practitioners. These towns aresrilom anywhere. The Royal Flying Doctor
Service cannot provide the sorts of cover for thiaees that is needed when something is needed
in a hurry. The situation in this state is unigue the remarkable thing is that the results are as
good as they are. They are excellent, consideghegremoteness and distance and the potential
problems that can arise. It says a lot for thes dhat is given to remote area people and the
recognition by local practitioners that there mayabparticular problem with a patient. They will
arrange for the transfer of a patient, say, togioreal larger centre, before her baby is due on the
basis that she may have a problem at deliverytaedefore, should be moved out. All these things
have shown us, and we have stated this on moreoti@mccasion, that the service that is provided
is remarkable considering the problems that we baeal with.

The CHAIRMAN: Are you aware of more recent research that lkeas lndone in Australia since
your paper was written relating to the safety ofhing in small units?

Dr Cohen: | am not specifically aware. | know that smatlits can be safe; there is no question
about that. They need the backup services andoagful selection. Women who have particular
problems should not be delivered in small unite&ml certainly not opposed to women having their
babies in small units, or at home, if necessarynahe spectrum of where they want to have their
babies.

The CHAIRMAN: It comes down to the backup?

Dr Cohen: It is the need to understand that problems cappén and can happen quickly;
therefore, there needs to be careful selectiondaras set and guidelines laid down outlining who
should be delivered at small units or at home. tThamportant. As | said, the backup services
must be in place.

The CHAIRMAN: 1| have to ask this question: is that not possifol have been provided at
Kalamunda hospital?

Dr Cohen: | am sure it was possible to provide it therat b was a question of having to
rationalise our services. We need to rationalige services. It would have been possible to
provide a good backup service at Kalamunda, bat aware that Kalamunda had problems. As far
as | am aware, it certainly did not lose babiesothers, but there were a number of near misses.
Certainly that formed part of the discussions we tith some of the midwives when we visited
the Kalamunda unit. We do not always read aboaitntar misses. We all have near misses, but
when they occur an hour away from available blood,an anaesthetist is not available that
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particular night because they are too tired or@arenot be dragged out of bed, these issues become
very important.

The CHAIRMAN: Did you follow up and look into the evidencetbbse comments to ascertain
whether the near misses actually occurred? | lwked at the Apgar scores and | wonder whether
you followed up on the comments that were made?

Dr Cohen: No, but the comments were made by more thanpamson. They were certainly
issues. They are not peculiar to Kalamunda hdspitawever, with the small number of deliveries
and the services not being available at Kalamurtdd, being available just the road, it was
inevitable that the obstetric unit at Kalamunda ldazlose.

[11.45 am]

The CHAIRMAN: | am also interested in your comments about salection, but | might leave
that for the time being. The report notes that litezature review revealed little in the way of
research that was of direct relevance to the unifestern Australian situation, but | think you
have already talked about that. Were any oth@ifgignt gaps in data and research indicated in the
literature review? | realise it was five years .ago

Dr Cohen: | could not put my finger on any gaps in thergture. | do not think that | could
truthfully answer that question.

The CHAIRMAN: Did the working group receive submissions inpmse to the discussion
paper?

Dr Cohen: Yes, we did. | had a file of submissions thatdant to bring in. We received a whole
lot of submissions from groups all over the state.

The CHAIRMAN: After the discussion paper was put out?

Dr Cohen: Yes, after it was made public.

The CHAIRMAN: How were they dealt with?

Dr Cohen: | responded to them. | wrote to virtually dletpeople who wrote to me. Some of
them had concerns, as we knew there would beied to answer them in as truthful and open a
manner as possible. | kept a very large file spomses from various groups around the state.

The CHAIRMAN: Are those responses public?
Dr Cohen: | do not see why not.
The CHAIRMAN: Are the submissions that you received from pegoiblic?

Dr Cohen: They are not really public; | think they wereitten to me in my capacity as chairman
of the working group. Many of them were happy witke report. Some were concerned about what
it might mean - whether | might recommend that rthispital be closed. | have not made any
closure recommendations in the report, but that wiagt was read into it. We received a lot of
information.

The CHAIRMAN: Other than written submissions, were there aggponses in person, or
meetings held with people following the discusgaper?

Dr Cohen: No, we did not hold meetings with people whopeesled subsequent to the report
coming out. The meetings were all held before. that

The CHAIRMAN: The need for the teaching of obstetricians, nud# and general practitioner
obstetricians has frequently emerged in discussidnknow that we do not like to use the term
“critical mass”, but we talk about the need for ritical mass of people in order to effect an
appropriate teaching situation. Why is it that ¢hiéical mass has to be in one location? Why can
the teachers and trainees not go to a varietyaafegl to achieve critical mass?
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Dr Cohen: It certainly does not have to be in one platedeed, with the anticipated increase in
the number of medical students going through thveisity of Western Australia, there will need
to be additional hospitals used for teaching pugpda both the metropolitan area and in country
areas. They already are. We have the Rural @lirfschool, in which medical students are
allocated to various sites in the country. Thatem is working out extremely well. When | was in
Port Hedland, | came across a medical student vadobleen seconded there for a while. She was
part of the Rural Clinical School and was doingidew link-up with her chief medical officer and
someone in Perth. She told me what a great systemas. | also met medical students in
Kalgoorlie, where the head of the Rural Clinicah8al was based. It is important to use outlying
facilities, where it is possible to be arrangedbviOusly, the university has to do that in such as
way as to be able to organise it adequately. Hewd\believe it is important for students to have
balanced view of childbirth. It is as important them to be able to see normal deliveries at the
birth unit, where women might have a baby and baéwwithin 24 hours, as it is for them to see the
whole spectrum of obstetric practice. It certaishould not be, and is not, limited to the tertiary
unit.

The CHAIRMAN: What role does concern about potential litigatialy in the models?

Dr Cohen: Unfortunately, litigation breathes down everypsdeck, both doctors and nurses, and
it certainly influences medical and midwifery piiaet there is no question about that. Practitisner
are forever looking over their shoulder. Thereramre complaints than there used to be. The fact
that we have in our hospital a customer servicadeent with a staff of about four or five people,
and a full-time nurse lawyer, is indicative of tbleanging nature of the way we practice and of
patients’ perception that if something goes wrasmmebody is to blame. It has a considerable
bearing, and | have no doubt that it is one offleors - although not the only one - contributiog
the very high Caesarean section rate in the westemd, including Perth. 1 think that is
unfortunate. Litigation is certainly an influeness, is the changing expectations of patients. iBhat
one of the factors contributing to the shortagenwfses going into midwifery, and possibly the
shortage of doctors, although there does not agpdae a shortage of people wanting to enter the
obstetrics training program. It always amazes ma¢ people still want to do that, in spite of what
they read and some of the patients they meet indhg-to-day activities.

The CHAIRMAN: Did the review commence after the findings o thouglas inquiry were
reported?

Dr Cohen: We started after the Douglas inquiry was congalebut the implementation process
was still continuing. The implementation of its0260dd recommendations was an ongoing process.
It was towards the end of the inquiry and the beigip of the implementation process, as far as |
can recall.

The CHAIRMAN: Given that the inquiry was quite damning of pices at King Edward, of the
role of consultant obstetricians and the cultued trad emerged at the hospital, what influence did
that have on the report and review?

Dr Cohen: | am not sure that it had any specific influemmcethe report. However, it may have
been one of the factors that accelerated the redreview of services and doing something about
them. The problems we had at KEMH were not uniguéhat hospital. Many groups working in
other hospitals would make the comment, “Thereftauthe grace of God go I.” In many ways we
welcomed the report. We knew there were problents taat they had to be dealt with. The
Douglas report was a catalyst in improving thingi¢e think we have done that. One of the biggest
factors - which we have repeatedly maintained - thiaslack of full-time staff at the hospital and
hence the lack of 24-hour supervision etc. One¢hef major outcomes of that review was the
increase in the number of full-time consultantfséaid junior staff in the hospital. That has résdl

in a great improvement in the ability to improvevgmance, and an improvement in a range of
areas.
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The CHAIRMAN: Are you talking specifically about King Edward?
Dr Cohen: Yes.

The CHAIRMAN: You have mentioned in your report and also togayr support for general
practitioner obstetricians having ongoing involvema the metropolitan area. How do you see
that specifically? Do you see them coming intopiads on a fee-for-service basis? How do you
envisage GP obstetricians maintaining their rolgenrthe new model?

Dr Cohen: That is a very important issue. One of the nem@ndations | have made is for
statewide obstetrics services to look at that $igesituation as a first priority. GP obstetricsenl

to frame the way in which they can be incorporatéd hospitals, and there is a need to train GPs
who want to work in country and remote areas. slvery important, and that is a subject for
ongoing discussions. | understand that Dr Ann Kalog Head of Obstetrics at King Edward
Memorial Hospital, has chaired or is chairing augref doctors and others, looking on that very
issue. She has written quite a comprehensive trepoit. | believe she has presented it to the
health department, or to Dr Fong; | am not absbludare where the report is going, but she has
made a number of observations and good recommendatil think it is very important. | would
certainly envisage general practitioners continuiagdeliver babies. It has been mooted and
perhaps should be reconsidered. Until 25 or 3@syago, general practitioners delivered babies at
King Edward Memorial Hospital. They still attendtanatal clinics. They are still associated with
the hospital. They attend the birth centre; | @¢ think they deliver babies, but they attend the
centre. Perhaps there will be a need to expartdsthéhat we have a general practitioner unit at
KEMH in which general practitioners actually comedadeliver babies. They used to deliver
babies at Woodside Maternity Hospital; | understérat general practitioners are able to deliver
patients at Kaleeya Hospital. They continue t®atkingham-Kwinana District Hospital; they do
not at Swan District Hospital, because of the paldir set up there, which was negotiated between
the consultants and the health department, toxbkigon of general practitioners. That, | think,
was unfortunate in some ways. That is somethiagttie health department will, in its own time,
have to deal with. It may well be that generalcpitemners should be invited back to deliver
patients at Swan District Hospital. | am not saipeut the set up at Joondalup. However, | think it
is important to re-involve general practitionerscéuse they need to be involved in practising the
learning of obstetrics in the metropolitan areathsd they can go out into the country and practice
obstetrics and look after patients in country aredley are the backbone of obstetrics practice in
country areas.

Hon LOUISE PRATT: You have had some feedback, post-reportingr aveumber of years.
You mentioned that you had a large file of respens®&/ith the benefit of hindsight, would you
revisit any of your recommendations, considerirgwlay in which things have evolved since then?

[Noon]

Dr Cohen: 1 will have a look at the recommendations agaid go through them. With regard to
the endorsement of the services models, | stilielsel that those models form a basis and are
appropriate, so | do not shy away from that recomaa@on. The chief medical officer is the
person who determines who can and who cannot #aink that is appropriate. | think we are all
keen on the importance of clinical governance, thatl should be part of every unit’s practice. The
statewide obstetric service is basically up andhinm albeit in an attenuated form, but | thinkttha
is important and it is a development.

| think consumer education is very important, sat #tonsumers know what choices they have and
what risks there are. That is very important. rérere consumer linkage, information and the work
force issue working group, which is very importéetcause work force issues loomed large in the
discussions that we had as we toured the country.
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The enhancement of the midwife is very importahihe midwifery training and ways and means of
attracting and retaining midwives are importanec&nmendation 10 is about obstetricians; there
is no argument there, and likewise with recommeaodatl. With regard to recommendation 12,
the mother and baby unit is currently being built King Edward, so that is one of the
recommendations that is coming to fruition. We éngwrst discussed recommendation 14 about
general practitioner obstetricians. Recommendatidns for practitioner education and training.
The others relate to the academic situation. nataeally feel that | need revisit those.

Hon LOUISE PRATT: Itis a very good record.
Dr Cohen: | am probably biased, of course.

Hon LOUISE PRATT: We have had some discussion about issues afatrihass. There has
clearly been some community and work force readiiothe size of units, as that is translated into
real decisions on the ground. Do you have anyhéurtomment to make?

Dr Cohen: Only that | do not think we should be hung uptloa critical mass or the size. As the

numbers of births have been static and are pretjieecording to the ABS and various other
bodies, not to biase substantially in the nearr&ytwe will get similar numbers of deliveries. If

you work all that out, those that are going to @éoithe metropolitan area - the number of 1 500 or
whatever - fit quite nicely into the number of pohdeliveries that are going to occur outside King
Edward and the Fiona Stanley hospital when it idt.bd do not feel we should get too hung up

about numbers or, in fact, critical mass.

The CHAIRMAN: Would it be a problem, from your point of vieilwvOsborne Park, Bentley and
Kaleeya Hospitals continued to provide obstetriwises in the new model?

Dr Cohen: No, it would certainly not be a problem from tbstetric point of view. | suspect
there will be other issues, as | said before, whidh supersede that. | suspect that the Cohen
report may well be used as a lever to bring abthgrochanges in other hospitals. | would not like
to feel that | am recommending the closures of @sbdPark, Kaleeya or Bentley Hospitals,
although 1 think that Bentley is a very old unit.am not sure of the number; | think it is 700 or
something at Bentley.

The CHAIRMAN: It has gone down.

Dr Cohen: It could well be incorporated into the new FioB&nley and Armadale units. The
Bentley unit is certainly very old and below stamtba | am quite sure that obstetric care and
midwifery care is great, as it is in all units. deybody does their best. It is a small unit. Ehisr
something about a small unit that means in someswag preferable to going into a large unit. |
think what we have to do with the large units isrtake them in some ways like the small units, but
provide all the additional services to fulfil theed.

Hon LOUISE PRATT: | wanted to go through with you the questioraddlitional services. You
have considerably enhanced my understanding ohttien of services coming in versus them
being provided on site as one of the reasons liegtneeded to be rationalised in the way that they
have been and how that has informed current decisiaking. Can you give me a reasonably
comprehensive list of what those kinds of things?ar

Dr Cohen: All units will have what we call level 2 nursingith which we can look after babies
that are born, say, after 36 weeks’ gestation, wheg have minor breathing difficulties, or other
babies with minor problems who would need a paadiaéervice. Neonatal paediatricians will not
necessarily staff the post, because they will remtessarily have to be there on site, but they will
certainly need to be attached to those units. \Afifthing more complex than that, those babies are
transferred to the intensive care units as King &dwand PMH. There are paediatrics, blood and
anaesthesia, which is certainly required on théslihat the anaesthetists are available or onmroste
and can be got within half an hour. There areratkevices. | have mentioned pathology services
and the availability of blood. There are more sesed services, which obviously cannot be
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provided at all of the units. Genetics servicesame of them, for instance. It is highly complex.
Although the basic testing can be done in the sdinad departments of these hospitals, and they
will certainly have ultrasound departments, as tleyrently have X-ray departments, more
complex testing requiring antenatal testing ofaarvarieties will probably still have to be dorte a
the more specialised units.

Hon LOUISE PRATT: You are clearly talking about some prenatal postnatal issues. What is
the importance, in the management and service s@fskaving those prenatal and postnatal
services attached to where someone gives birth?

Dr Cohen: It is not critically important. For instancey smaller country hospitals, there is no
reason that antenatal care cannot be carried oatdsneral practitioner. For instance, there is no
reason that patients at Wagin could not be looKest for most of their antenatal care by a good,
keen general practitioner or midwife, or both, @hein when it came to having their babies, they
could go Narrogin or down to Wiluna, so it is natically important that they have all their cane o
site. Indeed, we have such a thing that we callexshcare. We have that at King Edward. That has
been promoted and is successful. One of the thimgsmakes that a lot easier and makes it flow
more smoothly is that the patient carries her ostesinow. It is called “empower”. The system is
variable in the country, but we are doing it heRatients carry their own antenatal records. They
may go to a particular doctor, carer or midwifeesuattally, and they can travel around the state, in
theory, with their antenatal notes. If they comePerth and suddenly and unexpectedly go into
labour, they have their notes with them wherevey thre going to have the baby. In a sense, it is
not critically important to have the carer theref bbviously patients would like to know and
develop a relationship with their carer and wouldb@ably prefer to have the same person looking
after them before, during and after the delivery.

Hon LOUISE PRATT: In looking at the structure of care, | note thati support, and I do, too,
community midwives being able to conduct birthstie community. What is the difference
between that and a unit like Kalamunda continuihgj?he assumption that the patient will travel to
the hospital where the blood and anaesthesia ssraie? |s that the logic behind that?

Dr Cohen: In a sense, yes. Community midwives are catletiand deliver the patient in her
home. Hopefully, if the patients have been calgkelected, as they should be, there should be no
demand on those additional services, hospitalsiditianal clinical staff of any sort. They aretus

a backup service if they are required. It is adfar to a hospital that already knows about it and
has that woman’s details in case that transfexgaired. There should be no draw on other services
apart from that one midwife who will deliver theldyaat home.

Hon LOUISE PRATT: | want to follow up on the difference betweemsovhere like Kalamunda
and Mt Barker. Are some of those issues to do wétthment? There are issues relating to the
Kimberly and whole of the state. How we judge, wlepregnant woman is in the community,
whatever stage of her pregnancy, is a matter ofingatke best available decision on how far she
needs to be from the nearest facility. PlacesMkd3arker can still be strategically importantrro
that point of view.

Dr Cohen: Country people are different and the countrglifierent. As | said before, | think we
should be leaning over backwards to see that cpsetvices are enhanced in whatever way we can
and not closed down because the numbers are lowhatever. We need to take into account
everything; the keenness or otherwise of the pgracérs who are there who want to practise
obstetrics, whether there are sufficient midwivesy far away they are and how long it takes for
an ambulance trip from A to B. Denmark is similarMt Barker and is about an hour or three-
guarters of an hour from Albany. Again, it haseayvsmall personalised unit, with the numbers
that go there, but again it has very keen midwaes practitioners. Albany hospital has the careful
selection of patients and a supportive and helgtfaif, including the GPs there who will become
involved and who will act as a backup service, gomes reluctantly, but who, on the whole, will
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act in helping that service; whereas, in the maliitgn area, several sizable units are able to
provide the facilities that we require and that eensider to be core. | guess that is why the
Department of Health reasoned that Kalamunda hadspduld go and that those patients who
usually went there could be as well looked aftaunits not all that far away.

Hon LOUISE PRATT: Do you have any opinions on the strengths anaknesses the reform
process as it currently stands?

Dr Cohen: Not really, except that | think the reform presewill take an awfully long while to be
implemented. Various groups are working very hamcthis. | can speak only from the point of
view of my own report, and there are some things #ne happening there. It is slow. As | have
said, it is five years since we started workingitonlt requires time and money. One would hope
that ultimately the reforms will be carried out,tbuis certainly a slow process, as it always has
been in the health arena. Health takes up a hogeira of the budget. It is understandable why
they would move slowly.

[12.15 pm]

Hon LOUISE PRATT: In relation to consumer input and involvemenpianning, you said that
because of the time frame and the resources thatavailable to you, you were not able to engage
in a wide range of community consultation.

Dr Cohen: | believe it was the role of the health deparie follow that through.

Hon LOUISE PRATT: You have also indicated that clearly this wilvie a long time frame. It
does not appear that you have closed off any d&aréquired community input in that regard,
other than the fact that the size of units and blmse they are to a facility have implications tioe
community. Those decisions were made based oicaliand planning issues as opposed to
community input in the current hierarchy. Is thetd adequate room for community consultation
on models of care and the wide range of areasatlattill open to reform?

Dr Cohen: | believe there should be ongoing consultatiath ihe community. Yes, | believe
there is still room for that. There should be dngoconsultation because this reform process is
ongoing and slow. The community certainly needbddept informed by one means or another,
through either the health consumers associatiathar bodies. However, | think there absolutely
needs to be ongoing dialogue with consumers.

Hon ANTHONY FELS: Will the concentration of resources at someiderthospitals, like at
block K at King Edward, lead to more and betteiniray of experienced staff or increased
resources overall? You have said that there sheotage of GPs wanting to train. Why is that any
better than doing it through other hospitals arotaeh?

Dr Cohen: One of the advantages of a critical mass israicecollegiate support for each other,
and this is particularly so with midwives. If tleeis a major problem or a bad outcome of whatever
sort, support, somebody or a group to discusstit ai an educational meeting or a debriefing on it
are very important when looking at outcomes. #réhis a larger unit, there are more people who
can be talked to about it and more educationaviicitan occur. Naturally, that is just the way it
goes with bigger institutions; there are more opputies. That is not to say that small hospitals
cannot have their own regular meetings, analysespast-mortems - if that is the right word -
about events that have occurred. They do have #mehthey are certainly invited to partake in, for
instance, the activities that are generated at Kdgard Memorial Hospital. One of the things
about our hospital is the publication of protocatal guidelines for almost every complication that
can occur, and for incidents that are not necdgsamways a complication. Our hospital organises
and sends out a huge amount of published mateati@ran hard copy or via the web to all the
midwives and public obstetric institutions throughdhe state. We provide a huge amount of
information and material, and we encourage intarghaand discussion. We have video link-ups
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and so on with these institutions. | am not suhetiver that answers your question in a roundabout
way.

Hon ANTHONY FELS: It contributes to it. How did the existing resces and staff in the
system gain their experience in the past, and vghiite difference between the way in which that
was done, say, 20 or 30 years ago and how it is dow?

Dr Cohen: We cannot practise on our patients anymore, lwlsovhat we used to do. The old
adage was see one, assist with one and then doltiose days are gone.

Hon ANTHONY FELS: When did that stop?

Dr Cohen: | should think that stopped about 10 or 15 yemys. Gradually, there has been a
process so that education is different. People leéth models, groups and video linkage. We do
not teach young doctors on our patients anymomwveier, they must be involved and they have to
assist. There is a process now called credengallivhich is very important. That is one of the
things that came out of the Douglas inquiry, altiiouwe were credentialling our doctors and
midwives before the inquiry. We need to credemi&bple so that they are appropriately trained in
whatever procedure they want to do; for instanewjirsg up a tear after delivery. It sounds easy
and simple, but it can be complex and difficultheTyoung trainee must be credentialled and have
done a certain number of these under supervisionitbr the assistance of someone more senior
before he or she can be permitted to do the proeedn his or her own. Credentialling has
changed the nature of the way we teach and sigpl@pedf as being suitable and safe for carrying
out certain procedures.

Hon LOUISE PRATT: | have been told that because of the limited lmemof births in Western
Australia - it is similar in other parts of Auste}t opportunities to witness or carry out procedur
are limited for people seeking accreditation. hist {part of the reason behind consolidating some of
the areas -

Dr Cohen: That may be factor. This is one of the readiias we send our resident staff, our
training staff, to the peripheral hospitals. | aot sure whether they go to Armadale; Armadale has
resident staff, as does Osborne Park. Our reggstiad residents will go to Osborne Park, which
has a sizeable number of deliveries but fewer stafihpeting for the deliveries or to do
interventions, to assist or whatever. By movingnthout into the outer metropolitan hospitals, they
are getting sufficient training. However, in somstitutions that can be difficult. At King Edward
for instance, resident and registrar staff are agmg with midwives who have to do X number of
deliveries to become certified finally or beforeyican sit their examinations and so on. It caa be
problem, particularly because the number of delkegers not going up; it is reasonably static. We
have to look for additional sources, and that maammoving them outwards or even into the
country.

The CHAIRMAN: Has the number of trainees gone up?

Dr Cohen: Not really, and only as is required by the dabdews practices. Yes, | suspect that they
have gone up. Young doctors are not working thaber of hours that we used to. They have to
be off at a certain time, which means that moreojustaff are doing the work that we used to do. |
has been a slow process, but it is definitely true.

Hon ANTHONY FELS: What is the proportion of problem births now gared with 20 or 30
years ago? Is there a worsening trend, or isttguchange in expectations and does it haveta lot
do with litigation and the expectations of the ss\provided?

Dr Cohen: | would not call it a worsening trend, but thése trend towards more complications in

childbirth. Two factors certainly contribute toath One factor is that women are having their
babies later in life; they are leaving it until th80s and late 30s. We know from the evidence tha
the later they leave it, the greater the risk thaye of certain complications. Secondly, more and
more women are having their babies by assisteddeptive techniques such as IVF. We know
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that these women and babies are more at risk taioeareas. That is another factor. A third facto
that would complicate things is obesity. We areirsg an increasing number of women who are
morbidly obese, and that produces tremendous pakgmbblems in childbirth, such as increased
risk of diabetes, big babies, obstructed labouent@rhage and so on. A few months ago the
newspapers vilified the Armadale hospital becatseould not deliver a certain large lady and it
said that she had to come to King Edward Memor@dpital. That was interpreted by the girl and
the media as being discriminatory. In actual fadtat Armadale was doing was absolutely right; it
was referring that child - that is all she was -Kimg Edward because we are more used to
delivering the babies of large ladies. We everehaeds that will cope with women who are more
than 200 kilograms, for instance. That complicait@sgs and produces a huge amount of work for
the staff. A number of factors are making obststrnore complicated. In addition to that is the
factor that we mentioned earlier about antenatdlng. This has complicated it as well. We are
now able to test the developing foetus for a rasfgeossible diseases and this complicates the early
antenatal care.

Hon ANTHONY FELS: What would be the problem with having low-risktlhs - that is,
excluding women on IVF programs, those in the 3@Qeyear age group, obese women and those
sorts of situations that would cause women to legdt risk - in the outer metropolitan and regional
hospitals, where they would be only 30 minutes frfnetter equipped and better staff-resourced
hospital?

Dr Cohen: There need not necessarily be any problem. uffiertunate thing about obstetrics is

that something can happen suddenly and unexpectédignnot always be predicted. One in 10
deliveries will be complicated in some way. Nothis more hair raising than having a normal

delivery followed by a massive post-partum haenegeh for instance. It can certainly be a
difficult situation if a woman is miles from nowleeand is on her own with a midwife. That does
not happen very often, but it happens enough teedt@ living daylights out of us. In spite of the

fact that we can try to select out complicatedgrds or select patients who are uncomplicated in
every way and say, yes, they are okay to deliver small unit, there will always be a concern that
something may go wrong. | do not think that shooktessarily dictate the way we select
altogether, but it is something that we need ta loeanind. That is why if women are to have a

safe and uncomplicated delivery in one of thesésuthiey have to be within a certain distance or
certain time from all those other supports thathaee said we require.

Hon ANTHONY FELS: Does the rough indication of one in 10 problemrihs apply to the
overall number of births, or are you taking out plo¢ential problems?

Dr Cohen: No, that is overall. Some of those complicagi@re minor; they are not all major
complications.

Hon ANTHONY FELS: Once the ones that are high risk are excluded -
Dr Cohen: Itis still one in 10.

Hon ANTHONY FELS: However, of the births that would be considded risk before labour,
what would be the proportion of births that becdngh risk or complicated?

Dr Cohen: It could be a little less, but | would say theis higher than one in 10 if a lot of
complicated patients such as older women and owesen are dealt with. It is more likely to be
one in 10 in a low-risk population.

[12.30 pm]

We see that, for instance, in women who are boodthve their babies at the birth centre at King
Edward. These women are carefully selected sotiagg no potential complicating problems, but
when a significant number of them go into labowmething develops and they have to be
transferred to the labour ward at King Edwardis la very significant number; it is quite high. It

may be that the patient wants an epidural anaéstiied cannot have it in the birth centre. That is
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not really a complication in the true sense ofwwd, and that may be one of the factors which
necessitates her being transferred out of the lwethire. There are other factors which also
necessitate transfer.

Hon ANTHONY FELS:. Is that an issue in these smaller hospitals;eikk@mple, of women
wanting an epidural when there is no anaesthetsstadble?

Dr Cohen: Yes, that would certainly be an issue in som@efsmaller hospitals such as Mt Barker
where many of the general practitioner obstetriare very good general practitioner anaesthetists
but there is a need for more than one doctor.

Hon ANTHONY FELS: What about the metropolitan ones?

Dr Cohen: They would not have a problem if they are sthffiyy an anaesthetist on call. The
smaller ones would have to call in an anaesthelibey would have access to them, but sometimes
they would have difficulty getting them if they awet rostered on call.

Hon ANTHONY FELS: What consideration has been given to trying ¢b myore experienced
staff developed in those smaller hospitals, espgdia low-risk births? You might have general
nurses who are not qualified midwives but can @@stassist by being around at the time. They
might take an interest and go on to further trgnmthat area in one of the bigger hospitals.

Dr Cohen: We would then be moving into the whole area efndrcation disputes between

midwives and nurses, and that is a different balhg. The whole issue about the training of
midwives and whether they will continue to be teminn the way they are or have direct entry into
midwifery schools is a very complicated area. Tisabne of the problems in country hospitals.
Midwives are expected to do general nursing whieeg know nothing about some of the general
nursing histories because they are not trainedtthat sort of thing or their training has lapsed i

that area. We do have problems of that natureoimity hospitals which lead to demarcation
disputes.

Hon ANTHONY FELS: What about having another tertiary hospital @adidm King Edward?
Instead of having all the concentration at one hakgould it be split with another hospital loedt
in the metropolitan area while still maintaining thmall hospitals for the low-risk patients?

Dr Cohen: | understand that the Fiona Stanley hospital k& a large public general hospital
associated with Murdoch. That will have a publisttric unit and it will be a tertiary referralitin

in much the same way as King Edward. | believeneed one south of the river. If there is a large
unit there, the two peripheral units would use Fiana Stanley hospital as their transfer point, and
they would be Armadale and Rockingham hospitals.

Hon ANTHONY FELS: You were talking about Wagin District Hospitahda Narrogin and
Katanning being 30 minutes away or close by. W lisk births continued to be done in Wagin
because the families wanted to have them theret edmplications could there be that would see
the need for the mothers to be transferred to Narr@r Katanning versus being put in an
ambulance, if the condition was serious enough, set straight to Armadale or somewhere in
Perth, which is probably two hours from Wagin?

Dr Cohen: Wagin is a one-doctor town. | do not think kEbshould continue to be delivered in
one-doctor towns. It is too strenuous and mostatsavill not want to do it and will not do it. To
put a woman in that potentially dangerous situatitrere she has to be transferred to Narrogin - it
would take hours for the Royal Flying Doctor Seevio get there and hours to get back - is a
scenario which | think would be very, very unsafe.

Hon ANTHONY FELS: What if they were at Narrogin hospital, whictshmore than one doctor,
or Katanning, but they are still only reasonablainowns?

Dr Cohen: They do have facilities there. They have opegatheatres, availability of blood and
more than one doctor, so one can anaesthetiseéssary. As a last resort, they can transfer the
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patient by RFDS. Quite often the problem can baltdeith by telephone discussion or, if it is a

pre-term baby and looks like it is going to be d&led, the neonatal transport unit can be flown
down from Perth to the hospital to deal with ittorlook after that little baby and bring it back to

the nursery at King Edward if necessary. Thatd#farent scenario.

Hon LOUISE PRATT: Surely in that sense there is an inevitable nedthve services located in
those areas, even if they are logistically difficblecause if there are pregnant women nearby you
cannot necessarily predict that they will be inlace where they can give birth close to those
facilities. You cannot predict an emergency situain a normal birth.

Dr Cohen: That is why it is important that they be closeds in a town where those facilities are
present and where there is more than one doctor.

Hon LOUISE PRATT: Those facilities should not be withdrawn unneee$y, because pregnant
women will be living in those areas and cannotaate themselves weeks before a birth.

Dr Cohen: | would not withdraw the services from Narrogin Katanning but | would certainly
withdraw the obstetric service from Wagin for thossasons. As | said earlier, they are
withdrawing themselves. For instance, there are¢omms in the northern wheatbelt that deliver
babies, including Mullewa, Perenjori and NorthamptoThat whole area drains into Geraldton,
which provides all the services that | have suggksatre needed, including a consultant obstetrician
gynaecologist. Geraldton has the required faediti

Hon LOUISE PRATT: Is that viable from a risk point of view in tesnof women being able to
get to Geraldton quickly enough if they give biathexpectedly?

Dr Cohen: | suspect a lot of them would move down to Gairal beforehand and stay there for a
while. One of the recommendations that | made sdmes in my report was that these
regionalised services, in addition to providing thesic things that | have suggested, should also
provide residential accommodation for pregnant wommed their families who may have to travel
so far that they would prefer to stay there for @elvor whatever. There is a new hospital at
Geraldton. | asked the hospital whether it wasviging this accommodation, which 1 felt was
important. | do not know whether it is but it skshu We provide some accommodation at King
Edward at Agnes Walsh House. All of these regiamals should do that, because we are a huge
state and we should do our best to make it easieur country clients.

Hon ANTHONY FELS: | refer to the move to concentrate the resouatdsrtiary hospitals and
close down some of the smaller hospitals for ses/ic How much consideration was given to
increasing the funding to the smaller hospitalpriavide and train additional staff and how much
extra would that cost versus concentrating obstegtvices in fewer hospitals?

Dr Cohen: | cannot answer the second part of the questis far as building up the services in
the smaller service hospitals is concerned, owuregs are not limitless. We are constrained by
rising costs. That is a factor which cannot beorgd and has to be taken into account. If a small
hospital is delivering 400 babies a year and ose gown the road is delivering more than 1 000
babies a year and 11 or 12 people are being usétkamall hospital at Kalamunda, a health
bureaucrat would put two and two together and Baydne is not viable, particularly if we want to
provide all the services which | believe we shauidvide. If they are not available at Kalamunda,
we then have to increase the number of staff irhalevrange of areas. We are battling a shortage
of midwives. We will not be able to increase thup@y. Most of those who come through go
overseas, go elsewhere, go into general trainirgagrthey want that additional certificate because
they think it will come in handy. We need to loakother issues, like how we retain midwives,
whether training is appropriate and how we keemthédo not think we are in a position to be able
to dissipate them into smaller units than we alyeda | do not think that is feasible.
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Hon ANTHONY FELS: How many of the problems that you experiencelstetrics relate to the
mother’s potential problems and how many relatah® baby’s problems? Also, what is the
relative indication of problems that occur antelyt@nd postnatally?

Dr Cohen: 1 do not know that | can answer that. Most lbé tproblems occur antenatally.
Toxaemia of pregnancy, which is a common complicain pregnancy, occurs in about seven per
cent of all women. Seven per cent of women willadep this condition, which is associated with
high blood pressure, swelling and kidney problemd may be associated with difficulties and
problems with the foetus, the baby, which may regurgent treatment or urgent delivery. That
may occur very suddenly without much warning. Watreful selection, we ought to be able to
predict the problems that occur with babies. Iffegl the baby is going to have a low Apgar score
- in other words, it will arrive into the world uedpar - we will transfer the parents out, but we
cannot always predict that. There could be a hadrage during labour or a cord problem or
something of that nature. They are some of theadigtables that make obstetrics the kind of
specialty that it is. Some of them are predictdthiesome of them are not. With careful selection,
we ought to be able to keep the numbers of uneggegptoblems with the babies down to the
absolute minimum as long as we think the baby is séasonable size, we are monitoring the
progress of the baby during labour, we hear itstheat and we know it is okay. Our methods of
determining foetal wellbeing are pretty crude amelytdo not always tell the whole story.

Hon ANTHONY FELS: Finally, | want to get your views on whetherrhés an alternative way
to improve things in this area. With the potentradidence of litigation affecting workers in this
industry and the cost of professional indemnityumasice, do you have any views on how this can
be better addressed to make it easier for spdsiatioperate, for midwives to work in the fielddan
for patients and consumers of obstetric servicelset@omfortable that they are getting a quality
service and will be looked after if problems arise?

Dr Cohen: That is an area that has taxed better brainsrtiiae. One of the systems that has been
looked at is the New Zealand system, which putaman the amount of money that is paid out,
say, in cerebral palsy cases. The governmentveslithat the parents of all handicapped children,
whatever the cause, need to be supported finapt@mknable them to look after their child to the
best of their ability. That is something that wed to look at. We should not be looking to thve la
courts and clever lawyers to determine how manyiong a particular patient gets. If we take on
board the work of Fiona Stanley, who showed thathi& majority of cases cerebral palsy is not
associated with birth trauma but with some antetegmblem that occurred during pregnancy, we
will realise that the payment of large sums of nyobg medical defence unions to parents of babies
who have this condition is probably not right, motrect, and not the way we should be dealing
with this situation. We need to look at systenst tire in place in other countries. The system in
New Zealand is certainly one that appears to bekiwgrvery well, with far less cost to the
community than is ours. Those costs, of coursey amount to about $100 000 per annum for
obstetricians. They are passed on to the consanteshe and her husband are paying an awful lot
more for obstetric services than they used to paywhen | first went into practice, when it was
25 guineas per delivery from A to Z. Times havaraded

The CHAIRMAN: Thank you very much. | am very conscious thai f1ave been here for well
over an hour and a half.

Dr Cohen: Have 1? | enjoyed it.
The CHAIRMAN: We have not even talked about things like timeate and Aboriginal issue.
Dr Cohen: Itis a very important issue.

The CHAIRMAN: | know it is a very important issue. The conteet will go into regional
Western Australian to understand more about thdtvee may want to talk to you after we have
been there, if that is possible.
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Dr Cohen: | will make a final comment, and | used to shig tto all my patients when they were
talking about the way they wanted to have theirybabd where they wanted to have it: you can
have your baby any way you would like, | do not chand | am very flexible. It is important for
women to have a good birth experience in the pllaeg want to have their baby, but what is more
important is the nurturing of the child when itiaes and giving it the sorts of things that babies
and kids need. The birth experience can be gaddhlere is no doubt that it can be traumatic and
can influence people. For example, depression b®yne of the outcomes of a bad birth
experience. What is more important is the way Imct that child is looked after when it arrives.

The CHAIRMAN: Thank you.
Hearing concluded at 12.47 pm




