
 Inquiry into Health and Medical Research in South Australia 

Inquiry into Health and Medical Research in South Australia 

Draft Report 
Page | 1 

Draft Report 

Inquiry into Health and Medical Research in 

South Australia 

2 September 2020 



 Inquiry into Health and Medical Research in South Australia 

Inquiry into Health and Medical Research in South Australia 

Draft Report 
Page | 2 

© Government of South Australia. Published 2020. All rights reserved. 

No part of this publication may be reproduced by any process except in accordance with the 

provisions of the Copyright Act 1968 (Cth), without prior written permission from the South 

Australian Productivity Commission.  

Disclaimer 

The views expressed herein are those of the South Australian Productivity Commission and 

do not purport to represent the position of the Government of South Australia. The content of 

this Inquiry into Health and Medical Research and Development draft report is provided for 

information purposes only. Neither the South Australian Productivity Commission nor the 

Government of South Australia accepts any liability to any person for the information (or the 

use of such information) which is provided in this draft report or incorporated into it by 

reference. The information in this draft report is provided on the basis that all persons having 

access to this draft report undertake responsibility for assessing the relevance and accuracy 

of its content.  

South Australian Productivity Commission 
GPO Box 2343 
Adelaide South Australia 5001 
AUSTRALIA  

Telephone: 08 8226 7828 
Email: sapc@sa.gov.au  
Website: www.sapc.sa.gov.au 

An appropriate citation for this publication is: 

South Australian Productivity Commission, Inquiry into Health and Medical Research in 

South Australia, Draft Report, September 2020 

http://www.sapc.sa.gov.au/


 
 Inquiry into Health and Medical Research in South Australia 

 

Inquiry into Health and Medical Research in South Australia 

Draft Report 

 

Page | 3  

 

 

 

Preface 

The release of this draft report gives interested parties the opportunity to comment on the 
Commission’s analysis in relation to its inquiry into health and medical research in South 
Australia. 
 
The Commission will consider comments received prior to developing and presenting its final 
report to government.  
 
In preparing this draft report, the Commission invited public submissions and consulted 
widely with a range of individuals, businesses, organisations and government agencies. 
 
The Commission invites further written submissions on the draft report. These submissions 
may address any of the issues covered by the terms of reference. The Commission will hold 
further consultations as necessary, to gather further evidence and hear views on the draft 
report.  
 
At the conclusion of consultation on the draft report, the Commission will prepare a final 
report to be presented to the Government of South Australia. 
 
The Commission looks forward to receiving feedback on the draft report.  
 
We would like to thank all those who have participated in this inquiry to date which includes 
universities, research institutes, research funding bodies, state government departments, 
professional bodies, and industry. 
 
We would like to acknowledge and thank the Office of the South Australian Productivity 
Commission staff for their work in researching and preparing this draft report. 
 
 
 
 
 
 
 
 
 
Dr Matthew Butlin   Adrian Tembel   Prof Edwina Cornish 
CHAIR AND CHIEF EXECUTIVE COMMISSIONER  COMMISSIONER 
 
2 September 2020 
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About the South Australian Productivity Commission 

The Commission provides the South Australian Government with independent advice on 

facilitating productivity growth, unlocking new economic opportunities, supporting job 

creation and removing existing regulatory barriers. 

The Department of the Premier and Cabinet (DPC) Circular PC046 sets out the objectives 

and functions of the Commission; how inquiries are referred to the Commission, undertaken 

and reported on; and how the Commission and public sector agencies work together. 

The Commission was established to assist the government: 

 to improve the rate of economic growth and the productivity of the South Australian 

economy in order to achieve higher living standards for South Australians;  

 to improve the accessibility, efficiency and quality of services delivered or funded by 

government;  

 to improve South Australia’s competitiveness for private sector investment;  

 to reduce the cost of regulation;  

 to facilitate structural economic changes while minimising the social and economic 

hardship that may result from those changes;  

 to take into account the interests of industries, employees, consumers and the 

community;  

 to increase employment;  

 to promote regional development; and 

 to develop South Australia in a way that is ecologically sustainable. 

The Commission is supported by the Office of the South Australian Productivity Commission 

(OSAPC) which is an attached office of the Department of the Premier and Cabinet. The 

Chair of the Commission also serves as the Chief Executive of the OSAPC. 

For more information on the Commission, including DPC Circular PC046, visit the website at 

www.sapc.sa.gov.au. 

Disclosure 

The Commissioners have declared to the South Australian Government all personal interests 

that could have a bearing on current and future work. The Commissioners confirm their belief 

that they have no personal conflicts in regard to this inquiry. 

Commissioner Adrian Tembel is the Chief Executive Partner for a firm that has acted for 

SAHMRI in the past. No work has been accepted from SAHMRI by this firm since the 

commencement of this inquiry. 

 

  

http://www.sapc.sa.gov.au/
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How to make a submission 

The release of this draft report gives interested parties the opportunity to comment on the 

Commission’s analysis in relation to its inquiry. 

The Commission invites further written submissions on the draft report. These submissions 
may address any of the issues covered by the terms of reference.  
 
 

An electronic submission in Word or PDF 

format is preferred, along with any supporting 

documentation containing facts, figures, data or 

examples: 

 through our website facility 

www.sapc.sa.gov.au; or  

 via email at sapc@sa.gov.au; or 

 via post at: 

South Australian Productivity Commission 
GPO Box 2343, 
ADELAIDE SA 5001 

 

If you would like to discuss how best to communicate 

with the Commission, the Office of the SAPC can be 

contacted at 08 8226 7828. 

 
The draft report will be the start of a further round of consultation with stakeholders, following 
which the Commission will consider all feedback received, finalise its views, and submit its 
final report and recommendations to the Premier by 13 November 2020. The Commission 
is required to publish the report within 90 days of providing it to the Premier. 
 

Confidentiality 

Transparency is an important part of the Commission’s independent process for gathering 

evidence and other elements of the inquiry process. It provides confidence to stakeholders 

that their views have been heard and accurately shows to the wider public the breadth of 

views and information that have been put to the Commission in reaching its independent 

conclusions and recommendations. To that end the Commission will publish the 

submissions that it receives on its website unless the author clearly indicates that the 

submission is confidential or the Commission considers the material to be offensive, 

potentially defamatory, beyond the scope of the inquiry’s terms of reference, or an abuse 

of process. 

If you wish to submit material in confidence, please advise us why your submission should 

remain confidential and we will contact you to discuss. We reserve the right to decline your 

submission if we do not agree with the rationale provided for it to be confidential. Material 

accepted as confidential will be read only by our Commissioners and staff and will not be 

referred to in our reports. Later, if we consider the confidential information to be important for 

conclusions drawn by the Commission, we will seek your permission to refer to it in a form 

that is acceptable to you.   

Key dates 

2 September 2020 

Draft report published 

September - October 

Draft report public consultation 

9 October 2020 

Submissions due on draft report 

13 November 2020 

Final report presented to the Premier 

13 January 2021 

Due date to be available to the public 

http://www.sapc.sa.gov.au/
mailto:sapc@sa.gov.au
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Confidential submissions may be subject to the Freedom of Information Act 1991 which 

provides applicants the right, subject to some restrictions, to access documents created and 

held by the government.   

Avoid the use of personal or identifying information in submissions, e.g. contact details or 

names of people referred to in submissions. The Commission will try to ensure that all 

personal contact details are removed from submissions before they are published on our 

website. 

Use of information – Public Sector Agencies 

While the Commission does not generally accept submissions from SA Government 

agencies, it encourages their participation in inquiries. Information or correspondence from 

state agencies is critical to support the Commission’s work and used in published reports, 

unless advised that the information is confidential. 

For more information regarding treatment of public sector agency information, please visit 

our website.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.sapc.sa.gov.au/__data/assets/pdf_file/0004/42637/Guideline-Use-of-Information_Public-Sector-Agencies.pdf
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Key messages 

The Commission was tasked with identifying action the South Australian Government might 

take to increase South Australia’s share of Australian Government funding for health and 

medical research (HMR) and increase the scale, productivity and impact of that research. 

South Australia’s competitiveness in securing national research grant funding has declined 

over the last two decades. Several factors have contributed, including: a reduced priority for 

HMR relative to service delivery and cost containment in the public health system; 

progressive loss of key HMR leadership positions in public hospitals and universities; 

investing in buildings rather than research talent; and a lack of strategic HMR leadership 

from the state’s health department. A complex regulatory environment for HMR, inefficient 

SA Health framework for HMR support services and disruption resulting from the transition 

from the old to the new Royal Adelaide Hospital also contributed.  

The worsening in the state’s HMR environment occurred as HMR competitors in the eastern 

states strengthened their capabilities and better positioned themselves to capitalise on the 

shift in national funding priorities toward larger scale HMR projects with translational impact.  

Assessing the state’s HMR performance has been constrained by significant data limitations 

for input, output and outcome measures and by incomplete and inconsistent SA Health HMR 

expenditure and workforce information which requires further work to rectify. 

SAHMRI was established to arrest the decline in South Australia’s share of national research 

funding.  While it has achieved some important successes to date, the Commission also 

considers it has been challenged by conflicts in its objectives and membership model and by 

flaws in the business model for medical research institutes (MRI) more generally.  

Excellence in HMR, particularly clinical research and translation, is fundamental to the state 

securing more grant funding, lifting the scale, competitiveness and productivity of research 

and delivering greater HMR impacts in terms of improved health and economic benefits to 

South Australians from a health and medical industries sector. 

Sustained long term reform of South Australia’s institutional architecture – governance, 

accountabilities, roles and relationships between the state’s key HMR organisations – is 

needed. 

Key elements include re-prioritising HMR in SA Health, supported by a strengthened 

accountability and performance measurement system; alignment of priorities and incentives 

between public hospitals, universities and research institutions to support collaboration 

focussed on fields where the state has actual or potential research strengths; investing in 

research talent, particularly jointly appointed clinical research-academic leaders; and making 

HMR support services and regulation more efficient and enabling. 

The Department for Health and Wellbeing would play an important role in establishing and 

maintaining the new strategic, regulatory and accountability framework, talent attraction and 

efficient HMR support service delivery. 

The Commission has not reached a final view on whether the value added by SAHMRI to the 

state’s HMR system would be greater if it focused on becoming an international centre of 

HMR excellence or on being an enabler and integrator of the HMR efforts of others. Three 

options are set out to stimulate discussion. 
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Executive Summary 

The inquiry 

The South Australian Productivity Commission (the Commission) was asked to investigate 

health and medical research in South Australia and to make recommendations to the South 

Australian Government in two areas: 

 action the government might take to: 

a) increase the state’s share of Australian Government funding for health and 

medical research and development (R&D); 

b) increase the scale and productivity of publicly funded and public health and 

medical research institution R&D as well as private sector R&D; 

c) increase the impact of health and medical R&D activity in South Australia on 

the state’s economic growth; and 

 changes to the structure, governance and operation of publicly funded health and 

medical research and development to increase research output, productivity and 

translational impact.  

Part of the remit for the inquiry is that over the last two decades South Australia’s relative 

success in competitive national grant funding for health and medical research (HMR) has 

fallen, particularly in the earlier decade. The Commission is required to have regard to the 

South Australian Government’s Growth State initiative and relevant state and national 

policies. The Commission notes, in that respect, that the health and medical industries have 

been identified as a strategic sector for the state’s economic development. 

Our perspective: conclusions and caveats 

The Commission sums up the position as follows: 

 The South Australian health and medical research sector is critically important to 

South Australia becoming a vibrant, modern and competitive state. Excellent clinical 

research is: 

o a foundation for excellent medical staff and improving health care for South 

Australians; and 

o an essential underpinning of a sustainable local health and medical industries 

sector. 

 Historically SA health and medical research was highly competitive by national 

standards. 

 Notwithstanding some recent successes, that position has declined due to stronger 

competition from east coast universities (especially Melbourne and Monash 

universities) and research institutes and a combination of decisions including: 

o the reduction in support for HMR within SA Health since around 2010; 

o a systemic de-emphasis on clinical research in public hospitals (for several 

reasons); 
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o the focus on investing in buildings and precincts as opposed to the underlying 

people actually engaged in productive HMR activity; and 

o reduced success by the University of Adelaide in competitive HMR over the 

last decade. 

 The South Australian Health and Medical Research Institute (SAHMRI) has achieved 

some success and may have lessened the loss of HMR competitiveness but was 

established with a purpose that raises conflict with some of its members and the 

independent MRI financial model that has intrinsic weaknesses.  

 The position can be fixed but only with a practical and staged long-term plan that 

ensures all relevant South Australian Government affiliated or associated entities: 

o eliminate complexity and duplication;  

o establish alignment among the components of the HMR system; and 

o focus on encouraging and building a grassroots revival of clinical research in 

the public hospital system with efficient and direct interaction with SA 

universities and medical research institutes. 

The Commission considers the case for new money to be invested in HMR – argued for by 

many inquiry participants – has not been made. Instead the focus needs to be on freeing 

resources through efficiencies by eliminating duplication, cutting complexity and creating 

additional dedicated time for clinician research. 

The evidence 

The Commission’s evidence has come from over fifty submissions and items of 

correspondence, extensive consultations with stakeholders, additional information from local 

health networks (LHNs), universities and the Department for Health and Wellbeing (DHW) 

among others and commissioned work on data.  

The resulting body of evidence is large, with many expert views and anecdotes, many facts 

and significant gaps in hard numbers that the Commission is attempting to close. Some gaps 

– such as the absence of readily available quantitative information on HMR activity in SA 

Health, numbers of researchers and research input in the public health system – reveal that 

the high-level stated commitment to HMR has not been carried through into accountability for 

the activity. This is a longstanding matter of more than a decade. 

Accordingly, the evidence needs to be weighed carefully, distinguishing between claims, 

expert conclusions and hard evidence. Conclusions need to be qualified accordingly to be 

clear about the degree of confidence attached to them at this stage of the inquiry.  

For example, this applies in assessing to what extent and where South Australia has become 

less competitive in national funding for HMR and its HMR performance considered more 

broadly. The detailed conclusions depend on the starting point of the period under 

consideration, adjusting for the year-to-year volatility of the information, on the areas of HMR 

being examined and other measures including academic publications.  

That said, there is a widely held view in submissions that, overall, South Australia HMR has 

become less competitive over the past fifteen years in national grant funding (with some 

noteworthy exceptions) and that the causes are deep-seated. 
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The Commission agrees with both of those views. 

Research funding 

South Australia’s share of National Health and Medical Research Council (NHMRC) funding 

has been in decline for the last 20 years, although the pace of decline has slowed over the 

last decade. 

South Australia’s NHMRC grant application success rate has followed the national trend and 

has declined from a high of 28 per cent in 2010 to 18 per cent in 2019.  

South Australia’s share of the Medical Research Future Fund (MRFF) stood at 3.1 per cent 

for the period 2015–20, with SAHMRI administering 54.4 per cent of the total amount 

received, reflecting the translational focus of the MRFF. 

At an institutional level, the University of Adelaide’s share of NHMRC funding has been 

declining, and the two other public universities have increased their share of the funding. The 

more recent contribution from SAHMRI has fluctuated. 

Measuring HMR performance: a broader perspective 

In addition to definitional issues, there are significant data gaps and limitations which prevent 

a full assessment of HMR activity at both the sectoral and institutional level. There are 

difficulties in assessing the performance of HMR activity due to very long lags between the 

conduct of research and occurrence of economic or health outcomes. While international 

literature suggests there is an association between R&D, improved health outcomes and 

economic growth, it is difficult to establish a causal relationship in South Australia. The 

Commission’s research indicates that these matters are not unique to South Australia. 

Consistent definitions and datasets for inputs, outputs, productivity and impacts are needed 

to enable evaluation and benchmarking of performance at the institutional level as well as 

sector-wide inter-jurisdictional comparisons. 

The number of HMR publications produced across the South Australian sector increased 

significantly between 2005 and 2019, with South Australia’s share of national HMR 

publications remaining just under 10 per cent during this period. This is slightly higher than 

the state’s share of higher education expenditure on HMR which averaged around 8.5 per 

cent between 2006 and 2018. 

The University of Adelaide produced the bulk of HMR publications, while both Flinders 

University and the University of South Australia (UniSA) steadily increased their research 

publication output. Based on the category-normalised citation impact, South Australian 

research institutions perform above the world average and SAHMRI has outperformed the 

universities by a considerable margin. SAHMRI has a higher share of publications with 

international or industry collaborations. 

The Commission notes that the available HMR workforce data at the state and institutional 

level, while not suitable for constructing productivity measures, still provide some insights 

into general trends and size. Data on higher education teaching and research staff indicate 

that the full-time equivalent numbers in South Australia have been declining in recent years, 

particularly in the University of Adelaide.  

While a key aim of HMR is to improve health outcomes, it is difficult to establish a direct 

causal relationship in practice. Selected indicators on the performance of the South 
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Australian public hospital system over time and, in comparison with other jurisdictions, show 

stable or improving performance moving closer to the national average. 

The Commission concludes overall that the evidence on performance points to a weakness 

in national competitive grant funding for HMR in South Australia. 

Health and medical research competitiveness: the contributing explanations 

Over the past two decades the competition from other jurisdictions for competitive national 

grant funding from universities outside South Australia became much tougher. This 

competition reflected significant investments in people (especially world-class research 

leadership), infrastructure and facilities, especially in Victoria. Those investments in other 

jurisdictions were made by universities, state health systems, and state and national 

governments, among others. South Australian institutions also made significant investments, 

although not to the same degree and with a focus on buildings not people.  

From around 2015, the national objectives for HMR funding (including the creation of the 

MRFF) gave higher priority to clinical research and health translation. The intention of these 

changes was to lift the value to Australians from the large national investment in HMR. This 

shift in turn raised the central importance of clinical research and translation. Some South 

Australian universities appear to have been slower to respond to the change in national 

priorities than the competition. 

The leading performers in other jurisdictions have clinical research embedded in hospitals 

whose leadership regard excellent HMR as glue that joins the hospital, universities and other 

entities for the benefit of the quality of the health system, patient care and productivity. 

Clinical research is led in the hospital network by top clinical researchers jointly appointed to 

the hospital and an affiliated university or research institute. 

The capacity of South Australian HMR to respond to this increased competition and national 

policy shift was held back. Inquiry participants put forward a range of views, which the 

Commission summarises as:  

 The adoption of a centralised health governance model for the public hospital system 

from 2008, combined with health policies, leadership priorities and budgetary 

pressures, at a practical level resulted in HMR having a reduced priority in the 

hospitals network relative to clinical care and cost containment. These changes made 

collaborative clinical research more difficult, especially the collaboration needed 

between clinical researchers, hospitals and universities. HMR also became a sub-

strategic function in the health department, especially after the establishment of 

SAHMRI in 2009, notwithstanding HMR being a stated priority for South Australian 

Governments over the past two decades. 

 SAHMRI is perceived as a competitor to the universities (counter to the intent of its 

creation to facilitate HMR collaboration), as lacking clear direction and focused 

research priorities, and as absorbing most or all of the South Australian 

Government’s funding for HMR. The Commission considers this perception to be a 

significant overstatement of reality.  

 There has been a progressive loss of key leadership capability in clinical research in 

hospitals, and reduced numbers of senior clinical academics with joint hospital and 

university appointments, over the past decade. This may in part be the result of 

inadequate succession planning by universities and local health networks. 
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 The South Australian Government and universities have focused on investing in 

buildings, rather than on key research leaders (and to some extent, facilities). While 

much of the funding for these investments came from the Australian Government, the 

priorities contributed to an emerging deficit of key HMR talent. 

 The transition in the North Terrace HMR in moving from the health precinct centred 

around the old Royal Adelaide Hospital, University of Adelaide and UniSA, to the 

new, state-of-the art precinct centred on the new Royal Adelaide Hospital and 

SAHMRI infrastructure has been disruptive. 

 The framework for HMR support services is more complex and inefficient than in 

other jurisdictions and there are greater barriers to key data for HMR. 

In short, the Commission summarises this picture as a combination of these decisions and 

external events resulting in insufficient investment in, and maintenance of, excellent clinical 

research and increased barriers to collaboration at a time when higher national priority was 

given to HMR that would deliver translational impact elsewhere in Australia.  

The Commission finds this broad characterisation to be compelling. It implies a pathway to 

restore, in part, the competitiveness of HMR in South Australia.  

The Commission also notes: 

 There are some areas where South Australia’s HMR has achieved international 

excellence, largely as measured by publications.  

 The nascent establishment of the Adelaide BioMed City (ABMC) precinct may offer 

an opportunity to house world-class clinical research in a very efficient system. A 

great deal of work is required to realise this ambition. 

 Recent changes in South Australian Government policies, programs and the 

governance of LHNs have increased the focus on, and improved the underlying 

conditions for, HMR but critical gaps and inefficiencies remain especially in the 

framework for budgets, resources and performance assessment.  

Towards a better architecture for health and medical research 

The Commission uses the term ‘the state’s HMR architecture’ as shorthand for the structured 

relationship of governance, accountability framework, roles, relationships and capability 

between and within the key organisations involved in doing, framing or governing HMR. The 

HMR architecture in principle covers relevant South Australian Government agencies and 

policies, LHNs, universities, medical research institutes and private research entities, among 

others. The Commission’s focus is, of course, on the final recommendations it will eventually 

make to the South Australian Government on matters the government can address. 

Accordingly, the Commission has focused mainly on four aspects of the HMR architecture:  

 the state government-influenced parts of the high-level HMR architecture;  

 the North Terrace precinct; 

 Flinders University and the Southern Adelaide Local Health Network (SALHN); and 

 SAHMRI. 
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Regarding the state government’s HMR architecture, which embodies more than a decade of 

evolution, the Commission concludes it contains important elements of dysfunction, the 

principal elements being: 

 poorly aligned incentives for HMR between the health department, hospitals and 

universities, partly driven by different priorities being given to HMR by those 

institutions; 

 HMR being a non-strategic function in SA Health for much of the past decade; 

 under-investment in clinical research leadership by universities and the public 

hospital system;  

 state government funding for HMR almost entirely vested in SAHMRI without a clear 

government strategy; and 

 separation of interdependent service and research functions in some key areas such 

as SA Pathology.  

There is movement to redress several of these matters, including the higher priority being 

given to HMR as a result of governance changes to SA Health, key leadership appointments 

in the hospital networks and the establishment of the Commission on Excellence and 

Innovation in Health among others. 

Some of these system-wide architecture issues are particularly relevant to the biomedical 

precinct on North Terrace (the ABMC precinct). In addition, the Commission notes in relation 

to the North Terrace precinct: 

 the heavy investment in constructing modern buildings and facilities and an 

insufficient attention to the type of facilities to enable clinical research in the Royal 

Adelaide Hospital, which has been partially addressed; 

 a weak, essentially voluntary accountability framework linking the institutions in North 

Terrace that attempts to better enable clinical research and translation; and 

 the opportunity to cut duplication of support functions, streamline the approval 

processes and consolidate clinical activity.  

Regarding the southern HMR precinct comprising Flinders University and the Flinders 

Medical Centre, the picture is somewhat different because its area of HMR operations is 

largely separate from the North Terrace precinct. The Commission sees merit in explicitly 

accommodating that reality in the architecture for HMR in South Australia. 

In the case of SAHMRI, the Commission considers it has achieved important success in 

several areas, including: securing research funding, appointing clinical research leaders; 

winning the MRFF grant to establish Health Translation SA; and gaining international 

recognition among medical research institutes.  

The Commission considers the role SAHMRI was given on its establishment contains 

intrinsic conflicts and gaps relative to the Commission’s analysis of the causes of the state’s 

HMR performance and the steps needed to retrieve it. In particular, while it was established 

with a mission for excellent HMR, this was not explicitly connected to the state’s hospitals 

(and subsequent LHNs).  
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In addition, the role emphasised collaboration among the state’s research institutions as an 

intrinsic purpose, rather than collaboration where it contributed to HMR excellence (which 

also importantly includes national and international collaborations). 

Notwithstanding the best intentions of the board and leadership of SAHMRI, in addition to its 

purpose, the Commission suggests it is also challenged by: 

 a flawed and at times conflicting membership model and purpose that has been 

unable to resolve some basic differences of purpose and incentives for HMR among 

its members; 

 the inherent structural weakness of the medical research institute model arising from 

competitive research grants not covering the full costs of research activity; and 

 potentially unrealistic financial expectations associated with the independent MRI 

model.  

This has added further complexity and ambiguity to the HMR sector. 

Several claims about SAHMRI and its impact on research, especially becoming a competitor 

to other bodies, the Commission is inclined to discount in the absence of hard evidence. In 

particular the Commission is unable to reach a conclusion about the net impact of SAHMRI 

on South Australia’s competitive performance in national competitive HMR grant funding, 

largely because the counterfactual position cannot be established. 

A central issue, in the Commission’s view, is the fundamental importance of excellence in 

clinical research to a competitive HMR system in South Australia. The adverse impact of the 

current system architecture on the place of clinical research and clinical researchers and the 

relationship between hospitals/LHNs and universities is a key matter to reverse.  

Making clinical research and translation more competitive 

The changed priorities in the competitive national grant funding focus attention on the 

conditions for future successful HMR, especially in clinical research and translation. The 

logic for the changed priorities is, in the Commission’s view, compelling in terms of the 

benefits for health care/health systems and their wider and ultimate impact on South 

Australians. 

A key requirement is to lift the quantum and quality of clinical research conducted by 

universities, research institutes and hospitals and its translation. This in turn will depend on 

attracting and retaining leading clinical researchers and having in place the conditions and 

circumstances where they and their teams can do excellent HMR. 

The Commission observes that interstate jurisdictions with the most competitive HMR 

precincts possess the following features: 

 A CEO of the LHN who understands the importance of internationally competitive 

HMR to quality of care and who drives a strong research culture throughout the LHN. 

In turn the CEO drives an internal productivity agenda to free up resources within the 

LHN to invest in HMR. 

 Commitment by the leadership at all relevant levels of the affiliated university (or 

research institute) to HMR excellence. The university supports the Dean of the 

medical faculty to provide competitive salaries and support packages to attract ‘star’ 

researchers who are jointly appointed at the university and hospital. 
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 Alignment of, and deep collaboration between, the LHN and an affiliated university 

(and any collocated medical research institutes) around a joint vision for HMR. This 

vision translates into collective commitment and involvement (funding) of clinical 

researchers; a dedicated time budget for clinical researchers; a commitment to 

building critical mass that defines the LHN’s competitive strengths (including related 

capabilities such as informatics); and focusing on the areas where there is a realistic 

opportunity to be nationally, if not internationally, competitive. 

 The LHN/university partners are focused on outputs (performance) rather than 

keeping track of their relative contributions (inputs). 

 The medical research institutes in the precinct are affiliated with the one university 

and are integral to the LHN’s research agenda. 

The Commission has had regard to those elements in formulating its conclusions and draft 

recommendations. The smaller scale of South Australian institutions compared with their 

east coast counterparts is a particular challenge. 

A focused long-term reform agenda is needed 

The Commission considers there are no quick fixes. But there is a realistic possibility that the 

situation can be changed for the better to make HMR more competitive and make a greater 

contribution to South Australia. 

The central agenda is to fix the HMR system, not simply to focus on any single component 

such as SAHMRI. Moreover, such reforms are essential for the state to have any realistic 

prospect of a sustainable health and medical industries sector. 

In the Commission’s view, a set of sustained long-term reforms is needed, including:  

 creating a better institutional architecture to achieve close alignment of HMR 

incentives among the key institutions, beginning with the state government setting 

HMR as a priority for South Australia and giving effect to it with an accountability 

framework that:  

o makes HMR a priority for the health networks and their boards accountable 

for ensuring it is resourced and done; 

o lifts HMR in the health department to a strategic advisory and review function;  

 having leadership in those institutions that, at all levels, jointly shares the view that 

HMR is strategically important and acts accordingly;  

 paying greater attention to, and investing in, talent, especially in appointing great 

clinical researchers into hospitals with access to the facilities to do that research; 

 making HMR support services simpler and more efficient, and enabling and reducing 

duplication among the key institutions; and 

 removing barriers to access to hospital and other data needed for clinical research.  

Some of these elements may be delivered as a result of recent policy and governance 

changes. 
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Improving the institutional architecture for HMR 

Many submissions have suggested the state needs a strategy for HMR. Most stop at this 

point, providing little assistance about the content of such a strategy. Some suggest specific 

areas. 

The Commission summarises its understanding as research that: 

 is translated into the state’s health system, improving its performance and the health 

of South Australians. This aligns closely with the objectives of SA Health’s Health and 

Wellbeing Strategy; and 

 provides a stream of commercialisation opportunities that strengthen a local health 

and medical industries sector as a strategic sector in the Growth State initiative. 

A key expectation is to build scale and productivity of research that could reasonably be 

expected to achieve better performance against other jurisdictions in competitive national 

grants.  

The Commission considers that local collaboration is not an objective in its own right.  

Pursuing a competitive edge in HMR necessarily means prioritised choices and limiting 

areas of focus. Excellence in every area of medicine, allied health and nursing is not 

practical for South Australia, nor any other Australian jurisdiction for that matter.  

The Commission considers HMR in general, and in the public health system especially, must 

be both purposeful and accountable. It requires budgets (including money, people and time), 

quantitative targets and performance measures, together with the necessary scope and 

authority for outstanding research leaders and their collaborators to do their work. 

Importantly, this also requires the boards of LHNs to embed HMR as an essential component 

of improvement within their strategic and business plans, and to hold executive management 

accountable for it. 

SA Health is funded for some HMR. The Australian Government provides block grants for 

teaching, training and research. Currently this funding appears to be buried in overall 

budgets, is not identified separately by LHNs and, to the Commission’s knowledge, is not 

established as a dedicated budget for research. The Commission considers these funds 

need to be identified, quantified and allocated to explicit HMR budgets as a key part of a step 

change in focus and accountability for HMR in the LHNs. 

A key question is how the choices on research priorities are made to achieve higher 

productivity in research and better outcomes for the state.  

The Commission considers sustained HMR excellence is built on joining strong clinical 

practice with strong research, led by world-class research leaders jointly appointed to a 

hospital and university and/or medical research institute. The scope encompasses a range of 

health professions including medicine, allied health and nursing. Clinical research is a key 

element in high-performing hospital networks in Australia and overseas. Their cultures value 

innovation and improvement based on clinical research that is translated into improved 

practice and better health outcomes.  

Such successful hospitals and their research partners focus on a small number of areas 

where outstanding HMR performance is achievable (at least at a national level) and 

collaborate seamlessly.  
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Together they compete effectively for grant funding, often in collaboration with other groups 

that have complementary strengths. They are not strong across the board and de-emphasise 

areas where leading performance is not a plausible aspiration. They choose strategically, 

including with an eye to national and international collaborations. 

Given that, the decisions on specific strategic priorities and focus need to be made jointly by 

the LHNs and their research collaborators. They see the opportunities in a practical context, 

understanding success can have a visible impact on both the hospital and its collaborating 

research institution.  

Accordingly, the LHNs and their boards would be explicitly accountable to the minister for 

making choices, applying objective and quantifiable performance targets to those choices, 

for using resources and for achieving outcomes in terms of translation and 

commercialisation. Leadership at all levels, both in the LHN and in the research 

collaborators, who see the value of ‘best in class’ HMR to their organisations is a 

prerequisite. Being held accountable for the HMR by the minister is another prerequisite. 

A clear and ambitious strategic framework, developed with strong input from the LHNs and 

research institutions, would provide a pathway to guide the narrowing of HMR focus to areas 

of actual or potential state research strength.  

This framework could be underpinned by an aspiration to secure a share of national grant 

funding in excess of South Australia’s population share and would include other quantitative 

targets for headcount, budget, outputs and outcomes. This narrowing of focus will enable an 

increase in the scale and productivity and competitiveness of research. It does also involve 

making difficult choices: for LHNs and the public health system about the degree of 

specialisation and consolidation of clinical activity; and for research institutions, about the 

weighting given to HMR compared with other fields of research among other considerations. 

There is a natural cluster of activities, buildings and personnel in North Terrace, including 

SAHMRI, the Royal Adelaide Hospital (RAH), the University of Adelaide and the University of 

South Australia. Other institutions are planned to locate in that area. The Commission notes 

that the HMR interests between the two universities appear to be significantly 

complementary – one largely focuses on medicine, while the other largely focuses on 

nursing and allied health.  

This geographic cluster is the basis of the Adelaide BioMed City (ABMC) precinct. There is 

scope for much better utilisation of facilities and infrastructure and reduced overheads 

through better usage arrangements among the parties. These arrangements may also 

enable simpler approvals and data access, among other matters. Such potential efficiency 

gains may provide a virtuous cycle of freeing resources that can be deployed to HMR areas 

of excellence or opportunity.  

The Commission notes that the precinct partners have recently entered into a collaboration 

agreement which aims to achieve a collective approach to research infrastructure, grant 

funding bids, talent attraction, commercialisation and industry partnerships. The Commission 

considers that an essential early priority is to pursue efficiencies in utilisation of resources 

and facilities; streamline approvals, access to data and other necessary HMR support 

processes; and economise on administration, with savings to be deployed to support HMR. 

These gains can be best achieved by the leadership of the various institutions in the ABMC 

incentivising their representative executives to search for, deliver and report on precinct 

synergies, efficiencies and general value. 
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There is a second precinct comprising Flinders University and the Southern Adelaide Local 

Health Network (SALHN). It makes sense for Flinders University and SALHN to focus 

principally on this second network.  

DHW would play an important role in the strategic framework. It would provide an enabling 

service and support function to the LHNs, including:  

 a framework of key performance measures for HMR; 

 tracking and reporting metrics on HMR activity across the LHNs (budgets, resources, 

staff, spending, outputs) for LHN boards and the overall public health system;  

 fit-for-purpose policies on intellectual property, approvals, data access, staff 

development and so on;  

 maintaining and tracking key HMR talent, including succession planning; and  

 SA Health’s digital strategy.  

While these proposed functions and accountability are not inconsistent with existing high-

level governance structures in SA Health, they would be a step change in the focus for the 

performance expected from HMR, define roles clearly, require some LHNs to greatly 

strengthen their clinical research and greatly sharpen the accountability for action.  

The Commission considers any resources to pursue this direction ought in general to come 

from efficiencies in the existing support functions, removing duplication of services across 

the LHNs, and prioritising key research leaders over new buildings.  

SAHMRI 

Achieving a better HMR architecture, especially for the North Terrace precinct, necessarily 

includes SAHMRI. 

SAHMRI was established a decade ago with a purpose and governance structure that, with 

the proposed direction in draft recommendation 5.1, need revisiting to make the overall HMR 

system fit for purpose. This includes SAHMRI’s purpose and role, in conjunction with the 

LHNs and the universities, in increasing the quantity and performance of clinical research in 

the LHNs.  

In particular, the Commission sees an inherent conflict between the pursuit of excellence and 

a commitment to collaboration among local universities as an objective in itself. Universities 

are inherently competitive and, broadly speaking, collaborate – locally, nationally and 

internationally – where that is logical to achieve their objectives. This tension needs to be 

addressed by aligning the interests in excellent clinical research. 

That said, the Commission does see areas where collaboration makes sense, especially in 

support functions – for example in cutting overheads and increasing the utilisation of 

expensive infrastructure.  

The Commission questions whether SAHMRI’s value add to the state is best achieved by a 

focus on developing as a national and international centre of excellence as a medical 

research institute (MRI) or, alternatively, a focus on being an enabler and facilitator 

developing productive collaborations. If the former, then a closer alliance with either a single 

LHN or single university may be a more appropriate structure. If the latter, then something 

approximating the current structure, combined with appropriate funding, may be optimal.  
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Accordingly, the Commission sets out three options for development of SAHMRI as a centre 

of clinical research excellence for discussion. In doing so it is not signalling a preference for 

any option over another; rather that the current model has some important shortcomings that 

the options illustrate. The feedback and discussion during the consultation process will 

inform the final recommendations the Commission makes in this area.  

The three discussion options are: 

 Option 1: Incorporate SAHMRI in the hospital network as part of the Central Adelaide 

Local Health Network (CALHN) (Royal Adelaide Hospital) and perhaps the Women’s 

and Children’s Health Network (WCHN). This would mean joint appointments 

between SAHMRI clinical researchers and the RAH. The SAHMRI facilities would be 

the clinical research facilities for the RAH, enabling consolidation of administration 

and duplicated services and other efficiencies. This would also provide for joint 

clinical academic research appointments between the RAH and the two CBD-based 

universities. This option would place MRI staff within the hospital system in terms of 

access to data and may have a structurally stronger focus on excellent clinical 

research with translation impact for health outcomes. It may de-emphasise attention 

to commercialisation to some extent. 

 Option 2: Incorporate SAHMRI as an MRI in a university. Given the Commission’s 

position on Flinders/SALHN as a second medical and HMR precinct, this would mean 

incorporation in either the University of Adelaide or the University of South Australia. 

While this does not address strengthening collaboration with hospitals to do clinical 

research, it allows some consolidation economies and efficiencies in support and 

administration. All other things equal, structurally this would tend to align the MRI with 

the university’s priorities which may give greater weight to academic outputs rather 

than excellent clinical research with translational impact. It is more separate from the 

research client and co-producer – the LHN – than Option 1. That said, the incentives 

in the competitive national grant funding would prioritise clinical research in any 

event. 

 Option 3: Change SAHMRI’s purpose, constitution, governance and membership to 

give effect to the proposed focus on excellence in HMR, especially clinical research 

involving the hospitals in the ABMC precinct. The membership could be changed to 

strengthen the connection to CALHN and WCHN and remove Flinders so that it could 

focus on the southern medical precinct. These changes would strengthen clinical 

research involving hospitals, especially the RAH in the short term, and would reduce 

the university membership to the two in North Terrace. 

These options are put forward for consultation and discussion. The Commission’s thinking on 

the relevant principles for considering the options for SAHMRI is: 

 clear purpose in pursuing excellent HMR in South Australia that creates value to the 

state through one or both of translational impact and commercialisation; 

 enabling excellence in clinical research in the hospitals in the ABMC precinct; 

 close alignment of the interests of its members and its board; 

 capacity of the members to shape direction; 

 building on SAHMRI’s (competitive) strengths and successes to date; and  

 financial robustness and sustainability. 
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The Commission seeks views on the appropriateness of maintaining SAHMRI’s current 

structure, including its membership and board composition, or adopting one of the three 

options with appropriate amendments. The Commission would welcome alternatives that are 

superior to those it has put forward for discussion. 

Workforce 

The Commission’s analysis of the submissions, information received, and available data 

supports the generally held view that the declining number of clinician researchers and 

academics is a critical factor in the performance of HMR in the state. Competing demands 

and the lack of protected research time were identified by stakeholders as key barriers to 

research by clinicians. It appears that the complex and heterogeneous employment 

arrangements between universities, LHNs and research institutes tend to compound these 

barriers.  

The Commission also heard that South Australian health and medical researchers face 

issues relating to lack of job security and career pathways, primarily resulting from the short-

term grant-funded employment arrangements. This is a national feature of this labour 

market. 

Attracting and retaining top health and medical researchers to South Australia is a critical 

workforce issue on which the long-term performance of HMR depends. Local hospital 

networks and their collaborating research partners have a deeply shared interest in excellent 

joint appointments. Coordinated and sustained action by the universities, LHNs and SAHMRI 

is needed. In the Commission’s view this investment in human capital, especially to build and 

maintain a cadre of excellent research leaders, is essential to achieve HMR excellence and, 

moreover, to realise value from the heavy investment in buildings. 

Stakeholders identified several areas of skills gaps which would benefit from improved 

training and capacity-building programs.  

The Commission also considers that, while there is some flexibility in the enterprise 

agreements (EA) for medical, nursing and allied health staff to facilitate HMR within LHNs, 

they are not fit for purpose compared with Victoria. Moreover, industrial agreements for 

nursing and allied health staff have no provision for clinical research. Improved provision for 

clinical research is a priority for when EAs are next opened up for renewal. 

Access to data 

World-class HMR depends on access to high-quality data in data collections that are, 

increasingly, linked. While South Australia has some advantages in current data repositories 

and data linkage, the data environment is also fragmented in quality, quantity, availability 

and ownership and an unhelpfully complex regulatory environment limits access to data 

repositories and promotes risk-averse responses from their custodians. 

The absence in South Australia of a whole-of-state approach to health data management, 

evident in other jurisdictions, is a significant gap that needs to be addressed. DHW’s current 

efforts to develop a health data and analytics plan may do so. That plan may also address a 

range of specific issues including obtaining patient consent for research, data use licences, 

electronic medical record optimisation for research, missing data types for underrepresented 

population groups and fragmented data silos. 
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The Commission considers South Australia would benefit from a stable and secure data 

environment conducive to investment in data infrastructure where data custodians are 

confident of data integrity, security and safety.  

South Australia is one of two jurisdictions to lack privacy legislation to regulate the way in 

which public sector agencies collect, store, use and disclose data (including HMR-related 

data). In its absence, a number of statutes including the Health Care Act 2008 and the 

Mental Health Act 2009 regulate the collection, storage, use and disclosure of patient health 

information.  

The regulatory framework unnecessarily restricts researchers’ access to identified, or 

potentially identifiable, patient data. This framework adversely affects various forms of HMR, 

including clinical trials, by not providing legal authority for researchers to access patient data 

unless they are part of the team caring for a patient. 

Timely access to data in a fragmented data environment has been a difficult problem. A 

situation now exists where data custodians lack confidence in data protection and fear 

potential legal issues arising from the use of their data. Simplifying and reducing the layers of 

privacy legislation and differing regulatory environments would simplify and streamline the 

task data custodians have in approving access to data, especially during the human 

research ethics committee process.  

Data from private healthcare providers is currently inaccessible except on a voluntary basis. 

The government has announced legislative changes to overcome this barrier but no progress 

has been made to date. Access to whole-of-population data remains limited. 

The funding for data linking and data registry management is uncertain in some important 

areas. SA NT DataLink is funded largely by uncertain commitments from joint venture 

partners along with some Commonwealth Population Health Research Network funding. 

Fragmented and short-term funding does not allow for long-term surety and development or 

for secure expert staffing. The Commission considers this position is ultimately 

unsustainable. 

Data registries held in SA NT Datalink, SAHMRI and other SA Health locations also require 

high-level expertise to secure, manage, retrieve and interrogate data. Data analytics 

expertise is relevant to realising the potential of available data types and sources and 

bringing together members of the research community. The Commission considers South 

Australia appears to have opportunities to develop and strengthen its position in data by 

linking HMR data with other capabilities, especially artificial intelligence (AI), machine 

learning and big data analytics.  

The Commission concludes that an ideal data environment to support HMR includes the 

following features: a stable suite of data registries including private healthcare provider data 

and a quality linking service all managed in a financially sustainable manner, decluttering of 

the regulatory environment to remove access bottlenecks, and a robust SA Health data and 

analytics plan supported by a whole-of-state-government data strategy to promote a 

coordinated approach to data development and use. The Commission understands that 

some action is underway to improve the state’s data environment, including further reforms 

that would improve South Australia’s competitiveness in HMR. 
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Translation and commercialisation 

Quantifying the level of translation and commercialisation activity in South Australia is difficult 

for several reasons, including the patchy information available, the complexity of the 

translation pathways and time lags in the translation process. It is apparent that insufficient 

attention is paid to evaluating both translation impact and the commercialisation return from 

South Australia’s investment in HMR. This is a general problem for all Australian 

jurisdictions. 

The Commission concludes that improvements can be made in several areas that would 

help to improve both translation and commercialisation activity. They include better 

alignment and simplification of the various intellectual property (IP) policies used in the 

sector, including those determined by the government for HMR in its agencies. Mismatched 

intellectual property practices by individual institutions are barriers to collaboration, especially 

in clinical research, which is at the heart of translation and commercialisation.  

Based on the assessment of trends and interstate comparisons of public hospitals, South 

Australia appears to have improved its performance towards the national average, but it is 

not possible to identify the contribution of research translation to this improvement. 

Addressing impediments to translation could be expected to further improve the position. 

There appears to be an opportunity to lift the quantity and quality of clinical trials conducted 

in the state. Several industry sources stated South Australia has missed clinical trial 

opportunities for reasons including the complexity and delays in obtaining approvals. Further 

work is needed to assess the potential opportunity to increase the uptake of industry-funded 

clinical trials. 

On the question of opportunities for increased commercialisation activity in HMR and the 

growth of health and medical industries, the Commission considers a cautious approach is 

warranted.  

A sustained local sector requires a foundation of a competitive local HMR effort that includes 

some world-class performance. International benchmarks indicate a stream of licensing and 

start-up opportunities might reasonably be expected from the size of South Australia’s HMR 

activity. Absent recruitment of companies from overseas which may bring a sovereign risk 

with them, the growth trajectory of the sector is ultimately constrained by this consideration. 

The small flow of licensing and other opportunities suggest consolidation of the existing 

fragmented commercialisation efforts in the LHNs is warranted. Other impediments, such as 

those arising from different approaches to intellectual property by LHNs and universities, also 

need to be addressed. A positive commercialisation environment needs clear intellectual 

property (IP) processes, incentives (both financial and non-financial) for researchers and 

accessible sources of commercialisation expertise to commercialise research and work with 

industry partners. 

The health and medical industries sector is very small in South Australia, containing mostly 

small businesses. This limits opportunities for collaboration between researchers and 

existing businesses for commercialisation.  
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End piece 

It is important to emphasise that the Commission has not completed its work.  

This draft report is very much a work in progress. In many areas final conclusions have not 

been reached, although the direction of the Commission’s thinking is clear. In part this 

reflects the fragmentary and inconsistent nature of key evidence in some areas. The 

discussion of the draft recommendations, discussion options and information requests with 

stakeholders will shape the Commission’s final advice to government.  

The Commission welcomes comment on this draft report and further contribution to this 

inquiry. 
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Summary of draft recommendations 

Draft recommendation 5.1 

In order to provide the focus and drive necessary for improving the long term performance of 

the public health system, delivering better healthcare and providing an essential foundation 

for sustainable local health and medical industries, the Commission recommends that: 

1. The South Australian Government make achieving excellent clinically based health 

and medical research with translation impact a priority for SA Health, backed up by 

performance measures and clear accountabilities for:  

 

a. The boards and chief executives of local health networks for  

i. establishing explicit budgets for HMR;  

ii. establishing clear accountability for quality, performance and the use of 

resources and measuring performance; 

iii. doing all things necessary, including with their research collaborators, to 

deliver excellent research, such as establishing focus and priorities, 

developing the research workforce and ensuring the translation of the 

research into local practice;  

iv. instilling a research-based improvement culture in their health network; 

and  

v. collaborating with research partners including universities, SAHMRI and 

industry in excellent clinical research and translation and in consolidating 

support services such as commercialisation. 

 

b. Department for Health and Wellbeing (DHW) for supporting the local health 

networks in their health and medical research, including by:  

i. measuring and monitoring the resources applied to HMR by the 

department and the LHNs; 

ii. providing management information to support accountable HMR 

leadership, including resources for the development of HMR researchers; 

iii. tracking the performance of HMR, including HMR inputs and outputs to 

understand the return to the state from its investment in HMR; 

iv. decluttering HMR policies and support services provided by the 

department to simplify regulatory frameworks (such as IP and data 

access), streamline all essential approvals and unnecessary impediments 

to achieving excellence in clinician-based research; 

v. consolidating the Human Research Ethics Committees (HREC), with the 

exception of current specialist HRECs and creating a single point of entry 

to streamline the ethics approval process for both internal and external 

stakeholders; and 

vi. the chief executive being made accountable by the minister for 

implementing the department’s HMR role in an effective and efficient 

matter.  
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2. Noting the difficulties the Commission experienced despite significant efforts in 

obtaining basic information on the resources applied to HMR in the public health 

system such as expenditure, numbers of research staff in LHNs and research 

budgets, the department, immediately: 

a. establish, with each LHN, the amount for HMR contained in the Australian 

Government block funding, this funding to become part of a specific budget 

for HMR in LHNs; 

b. assemble existing information held by the department on the level of its 

expenditure in HMR, both within SA Health and externally, for which it is 

accountable;  

c. identify gaps in that information and address them;  

d. develop performance measures, in conjunction with LHNs, for the 

performance of HMR that the state government funds; and 

e. assist the minister in holding the LHNs accountable for their HMR efforts and 

outcomes. 

 

3. To further improve the utility of the Adelaide BioMed City (ABMC) the Commission 

strongly encourages the leadership of respective member institutions to incentivise 

their representative executives involved in ABMC to search for and deliver precinct 

synergies, efficiencies and general value. This may start with regular reporting by the 

ABMC Board of its tangible and verifiable achievements. 

  

Draft recommendation 6.1 

As part of delivering a step change in SA Health HMR workforce capability, the DHW and 

LHNs develop and implement a multi-year plan to raise the proficiency and effectiveness of 

the HMR workforce. The plan to have quantitative targets, clear accountabilities for achieving 

them and ongoing progress reporting. DHW and the LHNs to work out the scope and content 

of the plan, with attention to matters such as: 

1. clearly articulated research expectations and performance outcomes in HMR role 

statements and employment contracts;  

2. training and development to address identified skill requirements; 

3. incentives to encourage a research career by health professionals and promote take-

up of joint hospital-university appointments; 

4. succession planning for key HMR roles;  

5. an online register of health and medical researchers to support future workforce 

modelling; and 

6. opportunities to change EB agreements to provide more scope for research time to 

attract, retain and develop clinician researchers, and to exploit all existing EB 

flexibility. 

As part of this step change in SA HMR workforce, the LHNs also:  

1. increase the number of clinical/academic joint appointments between LHNs, 
universities and other institutions with top priority given to clinical research leaders; 
and 

 

2. expect universities, as part of the research collaboration with LHNs, to have an active 
professional development program for HMR researchers which includes: 
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a. facilitating networking between researchers and industry; and 

b. mentoring early and mid-career researchers and clinician-scientists. 

 

Draft recommendation 7.1 

To ensure the ongoing security and stability of SA NT DataLink, the South Australian 

Government, as a matter of some urgency: 

 identify options for securing stable, multi-year funding of SA NT DataLink, including 

its own contribution and the performance outcomes it expects. 

   

 work with SA NT Datalink’s other funders to secure appropriate core funding from the 

SA and NT Governments together with a simplified joint venture partner funding 

model in line with other successful Australian data linkage programs. 

Draft recommendation 7.2 

The South Australian Government, through the Attorney-General’s Department, develop and 

introduce privacy legislation to streamline the current regulatory environment as it relates to 

data access and privacy protection in order to provide greater transparency and certainty for 

the South Australian public, researchers and public sector agencies. 

Draft recommendation 7.3 

To improve access to patient related data South Australian Government, through DHW: 

 in conjunction with LHNs, develop and implement a standardized system-wide pre-

consent process to assist in the recruitment of research participants.  

 

 build online capability to facilitate access to patient groups and individual patient 

records for HMR purposes. 

 

 work with LHNs, the university sector and SAHMRI to resolve the issue of access to 

health system data for those researchers who are not employed directly by SA 

Health.  

 

 give effect to the state government commitment to ensure the necessary legislative or 

regulatory changes to allow the collection and use of data from private health care 

providers without further delay. 
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Summary of Information Requests 

Information request 3.1 

The Commission seeks information and views on: 

 To what extent has the Commission provided a balanced and reasonable 

assessment of grant funding trends? What key observations are missing? 

 

 What other sources of HMR funding are currently or potentially available to South 

Australian institutions? What information is available on them? 

Please provide relevant supporting examples, data or case studies, where available. 

Information request 4.1 

The Commission seeks information and views on: 

What is the size and nature of the HMR workforce in South Australia’s public universities, 
MRIs and LHNs? Please provide time series data for the last 10 years. 
 
Information request 4.2 

The Commission seeks information and views on: 
 
What explains the apparent divergence between the trend in South Australia’s share of 
publications and the state’s share of funding received from the NHMRC? 
 
Information request 4.3 

The Commission seeks information and views on: 

 What other health research impact assessment frameworks are in use in South 

Australia? Please provide details. 

 

 What examples of health research impact assessment frameworks would be most 

useful for South Australia? Why? 

Information request 4.4 

The Commission seeks information and views on: 

What empirical evidence is available on the causal relationship between HMR public hospital 

performance and public health outcomes, particularly at the state level? Please provide 

details. 

Information request 5.1: 

The Commission seeks information and views on: 

What reforms could the South Australian Government seek to implement, in conjunction with 

other jurisdictions, to address the remaining areas of duplication that reduce the 

effectiveness of the National Mutual Acceptance (NMA) framework process? 
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Information request 5.2 

The Commission seeks stakeholder views on the merits of the following structural options for 

SAHMRI to more closely align its structure with a purpose to develop as a centre of HMR 

excellence: 

 Option 1:Incorporate SAHMRI into an LHN with close attachment to the Royal 

Adelaide Hospital; 

 

 Option 2: Incorporate SAHMRI into one of the state’s CBD based public 

universities; and 

 

 Option 3: Modify SAHMRI’s current structure, purpose, constitution, governance 

and membership to enable a stronger alignment of member interests in HMR. 

Information request 6.1 

The Commission seeks information and views on: 

 What is the current number of clinician academics and researchers in South 
Australia across the universities and LHNs?  How have these numbers changed 
over the last decade? 
 

 What are the most significant barriers to attracting and retaining clinician 
researchers and academics, medical researchers and scientists in universities 
and MRIs in South Australia?  

 
Information request 6.2 

The Commission seeks information and views on: 

What other lessons and examples of research attraction and retention models from interstate 

and/or overseas would be useful for South Australia? Why? How might they be applied in 

South Australia? 

Information request 6.3 

The Commission seeks information and views on: 

 What examples of successful models of joint employment arrangements exist in other 

states? Please provide details. 

 

 What capacity building and skill development programs are currently available for 

health and medical researchers in South Australia? Which institutions provide them? 

 

 What are the existing and longer-term potential impacts of the COVID-19 pandemic 

on the HMR workforce? What measures might be used to mitigate those impacts? 

Information request 7.1 

The Commission seeks information and views on: 

What specific actions are needed to test the opportunity to build big data medical analytics 

as a strength for the health system and HMR in South Australia?  What is the role of the 

South Australian Government? 
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Information request 7.2 

The Commission seeks information and views on: 

 What are the key data gaps, or deficiencies in data quality, which, if addressed, 

would strengthen performance of HMR in South Australia?  

  

 Why are they important? 

 

 What action could be taken by the South Australian Government to address these 

issues? 

Information request 7.3 

The Commission would like to hear views from stakeholders regarding the importance of a 

whole of state government data strategy to enable interoperability, connectivity and timely 

access to South Australia’s data assets and underpin individual agency plans such as the SA 

Health Data and Analytics Plan. 

Information request 7.4 

The Commission seeks information and views on: 

 What are the key infrastructure gaps or deficiencies which constrain HMR data 

management in South Australia?  Why are they important? 

 

 What action could be taken by the South Australian Government to address these 

gaps and deficiencies? 

Information Request 8.1 

The Commission seeks information about successful approaches to addressing proof of 

concept funding necessary for development of an investible commercialisation proposal, 

including the roles of research institutions among others. 

What policy settings have addressed this funding gap?  What is the evidence of their 

effectiveness? 

Information Request 8.2 

The Commission seeks information and views on an HMR IP framework that better enables 

collaboration and clinical research.  What are the relative merits of: 

 a centralised IP network covering the local health networks; 

 

 SA Health, in conjunction with university and industry, developing guidance on 

intellectual property and commercialisation; 

 

 addressing intellectual property ownership and treatment in the contractual 

arrangements for clinician researchers who are employed in local health networks; 

and 

 making specific overarching framework agreements between local health networks 

and individual universities, as noted by Flinders University. 

What other options are possible?  What are their merits? 
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Information Request 8.3 

The Commission seeks views and evidence on the merits of a more centralised, 

streamlined and coordinated approach to commercialisation across LHNs including: 

 a single organisation, such as AusHealth, to be responsible for 

commercialisation activity across SA Health;  

 

 LHNs to have access to a central commercialisation back office support 

function; and  

 

 a precinct approach in which collaborating institutions can pool resources. 
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Acronyms 

AAMRI  Association of Australian Medical Research Institutes 

ABMC  Adelaide BioMed City 

ABS  Australian Bureau of Statistics 

ACNC  Australian Charities and Not-for-Profits Commission  

AHARP Association for Human Research Programs  

AHMS  Adelaide Health and Medical Sciences 

AHRA  Australian Health Research Alliance 

AHRTC Advanced Health Research Translation Centre  

AIHW  Australian Institute of Health and Welfare 

ASMR  Australian Society for Medical Research 

AIML  Australian Institute for Machine Learning 

AMRAB Australian Medical Research Advisory Board 

ANZCTR Australia-New Zealand Clinical Trials Register  

APPs  Australian Privacy Principles  

ARC  Australian Research Council 

BHI  Basil Hetzel Institute 

BTF  Biomedical Translation Fund  

CALHN Central Adelaide Local Health Network  

CCB  Centre for Cancer Biology 

CCSA  Cancer Council, SA 

CEIH  Commission on Excellence and Innovation in Health 

CERC  CAHLN Executive Research Committee 

CRGSC Clinical Research Governance Steering Committee 

CRO  Clinical Research Organisation 

CSIRO  Commonwealth Scientific and Industrial Research Organisation 

CT  Clinical trial 

DHW   Department for Health and Wellbeing  

DIS  Department for Innovation and Skills 

DPC  Department of the Premier and Cabinet 
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Acronyms 

EMR   Electronic Medical Record  

FIXE  Future Industries Exchange for Entrepreneurship 

FMC  Flinders Medical Centre 

FTE  Fulltime Equivalent 

GMOs  Genetically Modified Organisms  

HARC  Health Analytics Research Collaborative 

HERD  Higher Education Expenditure on Research and Development 

HERDC Higher Education Research Data Collection 

HDR  Higher Degree by Research 

HMR   Health and Medical Research  

HMRF  Health and Medical Research Fund 

HPC  Health Performance Council 

HREC   Human Research Ethics Committee 

HSCGB Health Services Charitable Gifts Board 

HTSA   Health Translation South Australia 

ICP  Innovation and Commercialisation Partnerships  

IHPA  Independent Hospital Pricing Authority 

IMVS  Institute of Medical and Veterinary Science 

IPP  Intellectual Property Policy 

IPP  Information Privacy Principles 

KPI  Key Performance Indicator 

LHN   Local Health Network  

MDPP  Medical Device Partnering Program 

MDRI  Medical Devices Research Institute 

MRFF  Medical Research Future Fund 

MRI  Medical Research Institute 

NIF  National Imaging Facility  

NALHN Northern Adelaide Local Health Network 

NCRIS  National Collaborative Research Infrastructure Strategy 
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Acronyms 

NCVER National Centre for Vocational Education Research 

NHMRC  National Health and Medical Research Council  

NHRA  National Health Reform Agreement 

NISA  National Innovation and Science Agenda 

NMA  National Mutual Acceptance 

ODA   Office of Data Analytics 

OECD  Organisation for Economic Co-operation and Development 

OFR  Office for Research, DHW 

PFROs Publicly Funded Research Organisations 

PHRN  Population Health Research Network 

PIC/S  Pharmaceutical Inspection Convention/Scheme  

RAH  Royal Adelaide Hospital 

RCSF  Research Commercialisation and Startup Fund 

REDI  Researcher Exchange and Development within Industry 

ROSA  Registry of Senior Australians 

RRI  Robinson Research Institute 

RSO  Research Service Office 

SAAMB South Australian Ambulance Service 

SAHMRI  South Australian Health and Medical Research Institute  

SALHN  Southern Adelaide Local Health Network  

SAVCF South Australian Venture Capital Fund  

SERM  SA Health Single Ethical Review Model  

SHRP  Strategic Health Research Program 

SLA  Service Level Agreement  

SSA  Site Specific Assessment  

STEMM Science, Technology, Engineering, Mathematics and Medicine 

TEQSA Tertiary Education Quality Standards Agency  

TGA  Therapeutic Goods Administration  

THRF  The Hospital Research Foundation 

WCHN  Women’s and Children’s Health Network  
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Definitions 

The following list of definitions apply for the purposes of this inquiry. 

Clinical academic 

Qualified medical specialist who combines research and teaching responsibilities with clinical 

activities. 

Clinical research 

Clinical research is research that determines the efficacy of medications, devices, diagnostic 

products and treatment regimens intended for human use. These may be used for 

prevention, treatment, diagnosis or for relieving symptoms of a disease. It can involve 

doctors, nurses, allied health professionals, pharmacists, psychologists, biostatisticians, 

medical device engineers and other professional researchers seeking to improve the 

performance of the health system. 

Clinical researcher 

Health professional who both conducts research and provides direct healthcare services. 

Clinical trial 

Any research study that prospectively assigns human participants or groups of humans to 

one or more health-related interventions to evaluate the effects on health outcome.1 

Commercialisation 

The means of delivering research benefits to the community and creating economic benefits 

through the commercial process of converting science and technology, new research or an 

invention into a marketable product.2 

Data registry 

A clinical data registry is an interactive database that records information about the health 

status of patients and the health care they receive over varying periods of time. Data 

registries typically focus on patients who share a common reason for needing health care. 

They hold data about patients with similar characteristics such as age, disease, condition, or 

implant and transplant recipients.  

Health and medical research (HMR) 

Human research which involves people taking part in surveys and medical or psychological 

testing/treatment, being observed, researchers collecting and accessing specimens, 

personal information and other materials. An additional consideration in defining HMR relates 

to ethical review procedures, which provide guidelines on distinguishing health research from 

service and practice 

 

 

 

                                                
1 For more Information, see <https://www.who.int/ictrp/glossary/en/> 
2 For more information, see< https://www.health.gov.au/initiatives-and-programs/medical-research-future-
fund/about-the-mrff/mrff-strategy-and-priorities> 

https://www.who.int/ictrp/glossary/en/
https://www.health.gov.au/initiatives-and-programs/medical-research-future-fund/about-the-mrff/mrff-strategy-and-priorities
https://www.health.gov.au/initiatives-and-programs/medical-research-future-fund/about-the-mrff/mrff-strategy-and-priorities


 
 Inquiry into Health and Medical Research in South Australia 

 

Inquiry into Health and Medical Research in South Australia 

Draft Report 

 

Page | 40  

 

 

 

Intellectual property 

Intellectual property is the result of someone, or an entity (for example, a company), using 

their individual or collective minds and intellect to create an invention, design, method or 

process that is deemed to be novel or original.3  

Linked data  

Linked data registries are specialist units that link health and other related data at the person 

level. Data linkage techniques allow statistically significant connections to be drawn between 

different sources of information which relate to the same place, event, person or family.   

Patent 

A patent is a right that is granted for any device, substance, method or process that is new, 

inventive and useful. It is a legally enforceable right to commercially exploit the invention for 

the life of the patent.  

Translation   

Translation is the process of moving research ideas from laboratories to clinics. As defined 

by the Australian Government Department of Health, it describes the process whereby new 

medical discoveries become part of the clinical practice of GPs, other specialists and 

hospitals.4  

SA Health  

The South Australian public health system is generally referred to by the overarching brand 

and portfolio name ‘SA Health’, and includes a number of agencies, business units and 

statutory authorities. It includes the Department for Health and Wellbeing (DHW) and South 

Australia’s 10 local health networks (LHNs). 

LHNs are incorporated under the Health Care Act 2008 and exercise primary responsibility 

for the delivery of health services within their geographical areas. 

 

 

 

 

                                                
3 For more information, see <https://www.turnbullhill.com.au/articles/intellectual-property-in-australia-explained/> 
4 For more Information, see <https://www.health.gov.au/initiatives-and-programs/medical-research-future-

fund/mrff-research-themes/research-translation> 

https://www.health.gov.au/initiatives-and-programs/medical-research-future-fund/mrff-research-themes/research-translation
https://www.health.gov.au/initiatives-and-programs/medical-research-future-fund/mrff-research-themes/research-translation
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1. Introduction 

1.1 The inquiry 

The terms of reference (see pp. 5-7) task the South Australian Productivity Commission (the 

Commission) to investigate health and medical research in South Australia and to make 

recommendations to the South Australian Government in two areas: 

 action the government might take to: 

a) increase the state’s share of Australian Government funding for health and 

medical research and development (R&D); 

b) increase the scale and productivity of publicly funded and public health and 

medical research institution R&D as well as private sector R&D; 

c) increase the impact of health and medical R&D activity in South Australia on 

the state’s economic growth; and 

 changes to the structure, governance and operation of publicly funded health and 

medical research and development to increase research output, productivity and 

translational impact.  

Part of the remit for the inquiry is that over the last two decades, South Australia’s relative 

success in competitive national grant funding for health and medical research (HMR) has 

fallen, particularly in the earlier decade. The Commission is required to have regard to the 

South Australian Government’s Growth State initiative and relevant state and national 

policies. The Commission notes, in that respect, that health and medical industries have 

been identified as a strategic sector for the state’s economic development. 

This inquiry has largely been undertaken during the COVID19 pandemic, a circumstance 

that will persist for the remainder of the process. The Commission deeply appreciates the 

efforts of the many participants in the inquiry process, many of whom have played a major 

part in the state’s response to the crisis.   

The Commission notes the wide ambit of the detailed terms of reference.  To make the task 

manageable, it has focussed attention on actions the state government can take.  The 

importance of other non-government actors, such as the universities, is acknowledged 

throughout this draft report, without whom excellent health and medical research in South 

Australia cannot be achieved. But the state government has little or no influence over them. 

While the Commission has gathered a great deal of evidence and looked widely in 

responding to the terms of reference it has been essential to exercise its judgement on 

priorities to be addressed in this draft report. For example, while the terms of reference ask 

the Commission to examine opportunities for increased commercialisation for HMR, this is 

an enormous subject in its own right. Accordingly, the Commission has limited its 

investigation in this area to date and may do more in the next stage of the inquiry. 

The terms of reference also require the Commission to consult with key stakeholders with an 

interest in the health and medical research sector. 

1.2 Health and medical research is an important activity 

The Commission considers health and medical research is an important activity for South 

Australia. Excellent clinical research is a foundation for excellent medical staff, improving 

health care for South Australians and for improving the performance and productivity of a 
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large part of the South Australian economy. For the purposes of this inquiry, the Commission 

defines clinical research as research that determines the efficacy of medications, devices, 

diagnostic products and treatment regimens intended for human use. These may be used for 

prevention, treatment, diagnosis or for relieving symptoms of a disease. It can involve 

doctors, nurses, allied health professionals, pharmacists, psychologists, biostatisticians, 

medical device engineers and other professional researchers seeking to improve the 

performance of the health system. 

In addition, noting the state government has identified health and medical industries as a 

strategic sector, its sustained success can only be built with a powerful engine room of 

excellent HMR. For these reasons the Commission considers there is a good case for 

regarding excellent HMR as an element of South Australia becoming a vibrant, modern and 

competitive state.  

The Australian Government is the single largest source of funding for HMR. Since 2000, 

health has received a large and growing proportion of Australian Government research and 

development funding (R&D). Figure 1.1 shows that health has been the second largest 

category of Australian Government R&D funding for many years. 

This expenditure has contributed to the Australian healthcare system being regarded as 

amongst the best in the world. Australia ranked 8th out of 36 OECD+ countries in its 

contribution to the top 1 per cent of highly cited publications per million population.1 

Figure 1.1 Australian Government funding of R&D by selected socio-economic category 

2000-01 to 2018-19. 

 

Source: 2018-19 Science, Research and Innovation Budget Tables. Selected categories only. 

Australian Government spending on grants for health and medical research has risen from 

less than $0.2 billion in 1990-91 to over $1.3 billion in 2011-12, as shown in Figure 1.2. 

                                                
1 B Palmer and V Kishore, When Australia innovates, the World of Healthcare Changes (Medtech Actuator, 
2017) 2 <http://medtechactuator.com/wp-content/uploads/2017/11/MedTech-Paper_When-Australia-Innovates-
The-World-of-Healthcare-Changes_.pdf> 
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Growth has since tapered off and annual expenditure has fluctuated between $1.2 and $1.4 

billion.  

National grant funding awarded to South Australia has grown at a slower pace, with a 

resulting decline in South Australia’s share of national grant funding since around 2000. The 

apparent decline in SA’s competitiveness has prompted this inquiry by the Commission to 

identify and assess factors that have affected the state’s capacity to secure HMR funding 

and identify opportunities to improve South Australia’s capability to attract investment in 

HMR and translate HMR into improved health and economic outcomes. 

Figure 1.2: Total Australian Government HMR expenditure 1990-91 to 2019-20. 

 

Source: 2019-20 Science, Research and Innovation Budget Tables.2 

Common themes have emerged from engagement with universities, hospitals, medical 

research institutes (MRI) and business regarding the impediments to HMR. They include a 

complex regulatory environment administered by both the Australian and South Australian 

Governments, exacerbated by the absence of South Australian privacy legislation and 

unhelpful complexity regarding intellectual property (IP) management. Investment in HMR in 

South Australia has constructed buildings (and facilities to a lesser extent), rather than the 

critical leadership talent, especially for clinical research. A combination of policy choices and 

external developments also contributed to an apparent decline in clinical research in the 

public hospital system. While South Australia has benefited from significant recent 

investment in buildings and facilities, it appears that HMR workforce development has not 

received appropriate levels of investment.  

The Commission is mindful that the current coronavirus pandemic has had major impacts on 

South Australia’s universities and the state’s HMR performance more generally. A rigorous 

assessment of the implications of the pandemic is, however, beyond the scope of this 

inquiry.  

                                                
2 <https://www.industry.gov.au/data-and-publications/science-research-and-innovation-sri-budget-tables> 

https://www.industry.gov.au/data-and-publications/science-research-and-innovation-sri-budget-tables
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1.3 Commission’s approach 

The Commission is required to take a broad perspective in developing advice for the South 

Australian Government. It must consider the broad interests and experience of state 

government agencies, universities, research institutions, industry, relevant peak bodies and 

other stakeholders. 

Consultation and respectful engagement with stakeholders are an essential part of our work 

and, together with robust research and analysis, is the foundation for quality advice and 

recommendations to government. Transparency, including publication of the submissions 

received by the Commission, is an important part of this process. 

The Commission invited submissions on the issues paper that addressed any of the issues 

covered in that paper, and any other matters relevant to the terms of reference where the 

Commission’s understanding was imperfect. Thirty-six submissions, seventeen items of 

correspondence from state government bodies and other information were received in 

response to the issues paper. This information has greatly assisted the Commission’s 

understanding of all aspects of its task. The full list of submissions is in Appendix 6. In 

addition, the Commission undertook a wide consultation approach including 62 meetings of 

Commissioners with various stakeholders.  

The Commission acknowledges with thanks the assistance from state government 

departments, universities, research institutions, industry, relevant peak bodies and other 

stakeholders. 

The Commission seeks a further round of consultation with stakeholders to test and verify 

the Commission’s understanding of the issues as well as possible recommendations, 

presented in this draft report, to lift HMR activity and its impacts in South Australia. 

1.4 Structure of the report 

The report is structured as follows: 

 chapter 2 presents an overview of the policy and regulatory environment for HMR in 

South Australia; 

 

 chapter 3 provides a historical and comparative overview of SA’s share of national 

HMR grant funding and summarises views on factors affecting this funding share; 

 

 chapter 4 discusses alternative measures of HMR activity and presents indicators at 

both the state and institutional levels; 
 

 chapter 5 discusses the roles and relationships between the state’s publicly funded 

institutions with key roles in HMR; 

 

 chapter 6 identifies the key workforce factors affecting HMR performance; 

 

 chapter 7 examines data access issues including the impact of the current Australian 

and South Australian Government legislative frameworks; and 

 

 chapter 8 identifies barriers and opportunities to translation and commercialisation as 

key to the realisation of economic and health benefits from research. 
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2. Policy environment 

2.1 Introduction 

The inquiry’s terms of reference require the Commission to examine and report on the 

following matters regarding health and medical research (HMR) in South Australia: 

 increase the state’s share of Australian Government funding for health and medical 
R&D; 

 increase the scale and productivity of publicly funded and public health and medical 
research institution R&D as well as private sector R&D; and 

 increase the impact of health and medical R&D activity in SA on the state’s economic 
growth. (TOR 8); 

 recommend changes to the structure, governance and operation of publicly funded 
health and medical research and development to increase research output, 
productivity and translational impact. (TOR 9). 
 

National and state policy, regulatory and administrative frameworks influence what and how 

HMR is done in South Australia. The elements include competitive funding frameworks, 

research priorities and strategies and regulation, including intellectual property, ethics 

approvals and access to data. This landscape of frameworks is complex.   

This chapter sets the scene for the draft report by describing the current frameworks and 

their relevance to HMR in South Australia. It also provides an abbreviated history of the 

evolution of the South Australian policy and institutional arrangements that has led to the 

current arrangements (see Figure 2.1). There are some particularly significant milestones for 

this inquiry.   

At the national level: 

 establishment of the NHMRC as a statutory authority (2006); 

 new national health system funding agreement commenced (2011); 

 establishment of the Australian Medical Research Future Fund (MRFF) (2015); and 

 significant changes to the structure and eligibility criteria of the NHMRC grant 

scheme (2018). 

In South Australia: 

 health department funding for the Human Services Research and Innovation 

Program commenced (2002); 

 South Australian Health Care Act 2008 enacted, resulting in greater centralisation of 

the SA public hospital system. The Shine and Young Review of Health and Medical 

Research in South Australia recommended the establishment of SAHMRI (2008); 

 SAHMRI incorporated (2009); 

 Major planning of the restructuring of the public health systems (2014-17); 

 MOU signed between CALHN, SAHMRI, University of Adelaide, UniSA for 

collaboration at the Adelaide Biomedical precinct (2013) later replaced by a 

collaboration agreement between these partners, Flinders University and Renewal 

SA (2018). 

 New governing boards for ten local health networks and six regional local health 

networks commenced operation and the Commission on Excellence and Innovation 

in Health (CEIH) was established (2019). 
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Figure 2.1: Key event timeline 1991 – 2020. 

  Au    

    

   1991  

1992     

2001 

    

        2003 

 

 

 

2004   

2007  

   

   

   

 

  2008
 

  

 

 

           

 

         2009 
       

         
          

              

2011 

   

 

 

Australian Government South Australian Government 

National Health and Medical Research 

Council Act 1992 

SAHMRI incorporated as South Australia’s first 
independent health and medical research 
institute. 
80% of HMRF allocated to SAHMRI. 
The Basil Hetzel Institute for Translational 
Health Research purpose-built facility opened 
at QEH. 
 

 

Better Choices Better Health: Final report of the 

South Australian Generational Health Review   

Planning for new Royal Adelaide Hospital 
commenced. 
Review of Health and Medical Research in SA - 
Shine & Young report recommendation to 
establish SAHMRI. 

 
Health Care Act 2008 passed in SA Parliament. 
Health Performance Council established as a 
result of the Generational Health review under 
2008 Health Care Act. 
Centre for Cancer Biology established within 

SA Pathology in 2008. 

National Collaborative Research 

Infrastructure Strategy updated 

National Health Reform Act 2011 
introduced. 
New national health system funding 
agreement commenced. 

HCCR renamed Hanson Institute 

Research activities in QEH formalised in Basil 

Hetzel Institute.  
 

 

 BioInnovation SA established. 

Human Services Research and Innovation 

Program (HSRIP) recurrent DHW funding in 

excess of $2m. 

HSRIP renamed Strategic Health Research 
Program (SHRP). 
South Australia’s Health Care Plan 2007-2016 
commenced. 
Health & Medical Research Fund (HMRF) 
established by DHW to receive the proceeds of 
research commercialisation.  
 

Hanson Centre for Cancer Research (HCCR) 

established in IMVS (now SA Pathology). 

NHMRC established as a statutory 

authority. 

Health Services Charitable Gifts Board 
established pursuant to the Health Services 
Charitable Gifts Act 2011. 
South Australian Public Health Act 2011 came 
into full operation on 16 June 2013 
 

 



 
 Inquiry into Health and Medical Research in South Australia 

 

Inquiry into Health and Medical Research in South Australia 

Draft Report 

 

Page | 47  

 

 

 

 

 

 2013 

 

 

         

 

 2014         

  

 

 2015 

    

 2016 

 

     

2017  

 

 

          2018 

 

             

  

   

                                     

   

              

               2019
   

   

      

 

 

   2020
 

  

NHMRC – change to structure of grant scheme 

and eligibility criteria 

MOU for collaboration between CALHN, 
SAHMRI, Uni of Adelaide, UniSA at North Tce 
precinct. 
Construction for new Royal Adelaide Hospital 
commenced. 
SA Chief Scientist position established. 

 

Transforming Health reforms officially launched. 

Health Translation SA accredited by the 

NHMRC. 

Australian Government South Australian Government 

Transforming Health – major restructure of 
public health systems commenced (2014-2017). 
Health Industries SA established 
Strategic Alliance established between Centre 
for Cancer Biology and University of SA. 
 
 

 
Australian Medical Research Futures Fund 

(MRFF) established 

SA Health – Clinical Capability Framework 
established.  
Public Sector (Data Sharing) Act 2016. 

 Department of Industry, Innovation and Science 

Entrepreneurs Program - Accelerating 

Commercialisation established 
SA Health Strategic Plan – 2017-20 
SA Research Ethics Policy Directive activated. 
SA Health - Research Focus 2020 policy 
launched.  
New Royal Adelaide Hospital open for business. 

Adelaide Biomed City collaboration agreement 
between CALHN, SAHMRI, Uni of Adelaide, 
UniSA & Flinders Uni.  
Health Industries SA incorporated into the 
Department for Trade, Tourism and Investment. 
Office of the Chief Entrepreneur established. 
Passage of Health Care (Governance) 
Amendment Bill. 
Review of Research Governance in the 
Department for Health and Wellbeing and related 

LHNs - Birch Review. 

Governing boards for ten local health networks 
and six regional local health networks 
commenced operation. 
Establishment of Wellbeing SA and Commission 
for Excellence and Innovation in Health (CEIH) 
within DHW. 
Research, Commercialisation and Start up fund 
established. 
 

Establishment of Wellbeing SA and the CEIH as 
attached agencies. 
SA Heath & Wellbeing Strategy 2020-25 

published. 

Department of Health & Ageing 
Strategic Review of Health and Medical 

Research - McKeon Report 

National Health Reform Agreement Addendum 

2020-2025 
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Figure 2.2 depicts the plethora of Australian and South Australian government agencies that 

are either directly involved in HMR, set policy, regulate aspects of HMR or fund HMR. In 

several cases the connection to HMR is incidental to economy-wide activities such as the 

Australian Tax Office in relation to the R&D tax concession, the Australian Office of the 

Information Commissioner (data protection), the South Australian Department of the Premier 

and Cabinet (intellectual property policy and data sharing) and the South Australian 

Department of Treasury and Finance - strategic procurement. Two key points are that there 

are many players and that the national policies and priorities shape (but do not determine) 

HMR in South Australia. 

Figure 2.2: HMR Australian and state government regulatory and funding environment. 

 

Source: The Office of the South Australian Productivity Commission. 

This chapter is organised as follows: section 2.2 summarises Australian Government policy; 

section 2.3 covers South Australian policy; section 2.4 addresses the regulatory framework; 

and section 2.5 provides a brief conclusion. 
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2.2 Australian Government policy 

The Australian Government’s funding objectives for R&D and innovation, including HMR, are 

contained in several strategic plans and statements. The National Innovation and Science 

Agenda (NISA) 2015 is one of the most important overarching statements of the 

government’s strategic priorities in all areas of R&D and innovation, including HMR. It 

presents a comprehensive strategic policy statement in the overlapping areas of research, 

development and innovation. Other related statements of the government’s overarching 

policy objectives include the National Science Statement and the government’s response to 

the recent Australia 2030: Prosperity Through Innovation report.3 

NISA explicitly seeks to harness research, science and innovation as drivers of economic 

growth. It is based on four key ‘pillars’ that are a foundation for 24 separate initiatives, some 

of which are of particular significance to HMR. One is the Biomedical Translation Fund 

(BTF), which is intended to support biomedical companies by providing them with access to 

venture capital to commercialise HMR innovations.  

The Australian Government is the single largest source of funding for HMR research in the 

areas of basic, clinical and health translation research.  

In its 2018-19 budget, the Australian Government invested a total of approximately $9.4 

billion in general R&D4. This included funding for programs that directly support HMR, 

including the NHMRC’s competitive grant program, which dispersed approximately $846 

million during 2018-19.5 Cumulative funding through the Medical Research Future Fund 

(MRFF), since its establishment in 2015, stood at approximately $222 million in 2018-19.6  

The Australian Government also provides block grants to universities to support their 

activities in HMR. Block grants also support research, teaching and training in the public 

hospital systems managed by the states and territories. Government support for private 

sector HMR largely comes through the R&D tax incentive.7 It provides a refundable tax offset 

for R&D-active companies with an aggregate turnover under $20 million per annum. 

HMR is the third largest social economic area of Australian Government total R&D funding. 

Specific government HMR objectives are often subsumed in broader strategic policy 

statements, such as NISA. The Australian Government’s funding priorities and objectives in 

HMR are contained in the three most significant sources of national HMR funding: the 

NHMRC, the MRFF and the BTF as well as the National Collaborative Research 

Infrastructure Strategy (NCRIS), which are discussed below.    

 

 

                                                
3 For additional details, see Australia’s National Science Statement <https://www.industry.gov.au/data-and-
publications/australias-national-science-statement> and the Australian Government’s response to the Australia 
2030: Prosperity Through Innovation report, <https://www.industry.gov.au/data-and-publications/australia-2030-
prosperity-through-innovation> 
4 For further details, see the 2019-20 Science, Research and Innovation budget tables, 

<https://www.industry.gov.au/data-and-publications/science-research-and-innovation-sri-budget-tables> 
5 National Health and Medical Research Council, Annual Report 2018-19 (October 2019) 14 
<https://www.nhmrc.gov.au/about-us/publications/annual-report-2018-19> 
6 2019-20 Science, Research and Innovation budget tables 
7 For further details, see the Australian Taxation Office’s overview of the R&D Tax Incentive, including eligibility 
criteria, <https://www.ato.gov.au/Business/Research-and-development-tax-incentive/> 

https://www.industry.gov.au/data-and-publications/australias-national-science-statement
https://www.industry.gov.au/data-and-publications/australias-national-science-statement
https://www.industry.gov.au/data-and-publications/australia-2030-prosperity-through-innovation
https://www.industry.gov.au/data-and-publications/australia-2030-prosperity-through-innovation
https://www.industry.gov.au/data-and-publications/science-research-and-innovation-sri-budget-tables
https://www.nhmrc.gov.au/about-us/publications/annual-report-2018-19
https://www.ato.gov.au/Business/Research-and-development-tax-incentive/
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NHMRC 

The NHMRC is the Australian Government’s primary funding agency for all forms of HMR. It 

is the lead agency for the development of evidence-based policy advice on public health and 

has lead responsibility for the development and administration of guidelines on the ethical 

conduct of human research. 

The NHMRC is required to develop a corporate plan to identify the major health issues 

facing Australia and develop a strategy to guide HMR funding.8 The current NHMRC 

corporate plan, which expires in 2022-23, sets out strategic priorities and a strategic plan. 

The NHMRC’s current strategic priority areas are: 

 improving the health of Aboriginal and Torres Strait Islander peoples, including by 

enhancing the capacity of Aboriginal and Torres Strait Islander researchers and 

addressing health disparities; 

 resilience in relation to environmental change, emerging health threats and 

emergencies; 

 supporting the delivery of palliative and supportive care and issues related to end-of-

life care; 

 furthering an integrated and coordinated approaches to chronic conditions; 

 harnessing the power of data and analytical technologies; and 

 improving research quality to maximise the rigour, transparency and reproducibility of 

NHMRC-funded research.9 

The NHMRC’s strategic priorities drive its HMR strategy, which is also guided by key 

principles, including funding both investigator-initiated and priority-driven HMR. The current 

HMR strategy is guided by the research themes of investment, translation and integrity and 

commits the NHMRC to three mutually reinforcing objectives:  

 creating knowledge and building research capability through investment in the 

highest quality health and medical research and the best researchers; 

 driving the translation of health and medical research into clinical practice, policy and 

health systems and the effective commercialisation of research discoveries; and 

 maintaining a strong integrity framework for research and guideline development.10 

The NHMRC’s funding priorities are also informed by a commitment to support the ‘four 

pillars’ of HMR – basic science, clinical research, public health research, and health services 

research. It provides competitive and merit-based funding in support of the full spectrum of 

contemporary HMR, including both discovery and implementation science. 

MRFF 

The NHMRC’s funding priorities are intended to be complemented by the MRFF.11 With a 

projected capitalisation of $20 billion by 2020-21, the MRFF is designed to provide a stable 

and consistent source of funding for HMR that is focussed on national health priorities, such 

                                                
8 See, in particular, s 16 of the National Health and Medical Research Council Act 1992 (Cth) s16.  
9 National Health and Medical Research Council (Cth), NHMRC Corporate Plan 2019-20 (2019) 5. 
10 Ibid.7. 
11 Australian Government, Australian Medical Research and Innovation Strategy 2016-21 (2016) 3.  
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as supporting effective research translation, including commercialisation, and helping to 

advance frontier medical research. 

The Medical Research Future Fund Act 2015 (the MRFF Act) requires the fund’s strategic 

direction be developed by the Australian Medical Research Advisory Board (AMRAB), which 

is a statutory advisory body under the Act.12 The MRFF Act requires the Health Minister to 

take the priorities and strategy developed by the AMRAB into account when making funding 

decisions, but all decisions on grant funding remain with the Minister. 

The AMRAB must develop strategic funding priorities on the basis of five interrelated areas: 

 addressing the burden of disease on the Australian community; 

 delivering the practical benefits of HMR to as many Australians as possible;  

 ensuring that the financial assistance provided under the Act provides the greatest 
value for all Australians;  

 ensuring that financial assistance provided under the Act complements and 
enhances other financial assistance provided for HMR; and 

 any other relevant matter.13 
 

The MRFF’s strategic funding priorities balance the Australian Government’s funding in other 

areas of HMR, including those funded by the NHMRC. They are not intended to duplicate, or 

detract from, the NHMRC’s strategic focus on the full spectrum of HMR.  

The MRFF’s priorities are also intended to align with the government’s priorities in broader 

R&D and innovation, including the strategic direction mapped out in NISA. As part of a 

broader strategy of complementarity and alignment, the MRFF’s strategic platforms and 

associated priorities are intended to be sufficiently flexible to connect with HMR investments 

made by state and territory governments.   

These strategic priorities are in the Australian Medical Research and Innovation Strategy 

2016-21 and the Australian Medical Research and Innovation Priorities 2018-2020. There 

are six strategic ‘platforms’, with priorities linked to each ‘platform’, presented in Table 2.1. 

Table 2.1: Current MRFF strategic priorities. 

Strategic platform Priorities 

 
Strategic and international horizons  

 

 One health – antimicrobial resistance; 

 Global health and health security; 

 Aboriginal and Torres Strait Islander health; 

 Ageing and aged care  

Data and infrastructure  Digital health intelligence 

 
Health services and systems 

 Comparative effectiveness research; 

 Primary care research 

 
Capacity and collaboration 

 Comparative effectiveness research; 

 Primary care research 

 
Trials and translation 

 Drug repurposing 

 Public health interventions 

 
Commercialisation 

 

 Translational research infrastructure 

Source: MRFF Australian Medical Research and Innovation Strategy 2016-21 

                                                
12 See ss 32B and 32C of the Medical Research Future Fund Act 2015.   
13 See s 32E(3) of the Medical Research Future Fund Act 2015. 
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Biomedical Translation Fund 

The Biomedical Translation Fund (BTF) is designed to harmonise with NHMRC and MRFF 

and aims to assist the effective translation and commercialisation of biomedical discoveries 

in a range of HMR areas, including discoveries that are therapeutic, medical or 

pharmaceutical in nature.  

The BTF complements the MRFF’s Medical Research Commercialisation initiative. Funding 

from the MRFF primarily focusses on supporting early stage HMR to the proof-of-concept 

stage and on providing opportunities for commercialisation. The BTF focusses on the later 

stages of the translation and commercialisation processes.    

The BTF program has two overarching policy objectives: 

 invest in promising biomedical discoveries and assist companies’ efforts to 

commercialise their discoveries; 

 address capital and management constraints to encourage the development of 

companies that are seeking to commercialise biomedical discoveries.14 

The BTF operates as a venture capital fund based on equity co-investment, with funding 

available through three private sector licensed venture capital fund managers. The fund’s 

structure requires Australian Government program capital to be matched by private capital 

raised by licensed fund managers.  

National Collaborative Infrastructure Strategy 

The National Collaborative Infrastructure Strategy (NCRIS), established in 2004, provides 

funding to support the development of a national network of significant research 

infrastructure assets.  

The priorities guiding the NCRIS investments are set out in a National Research 

Infrastructure Roadmap (revised every five years) and a Research Infrastructure Plan 

(developed every two years). Both documents are developed in consultation with the 

research sector. NCRIS is not a competitive funding program. Decisions are made solely by 

the government, guided by the infrastructure roadmap and plan.     

The majority of NCRIS-funded infrastructure is not focussed on HMR, with most facilities 

headquartered outside of South Australia. A number of NCRIS facilities directly support 

HMR, such as the National Imaging Facility (NIF), and some have nodes in South Australia. 

The Large Animal Imaging Facility, administered by SAHMRI, is one of 10 national nodes 

that make up the NIF. 

In 2016, the Australian Government committed $1.9 billion in funding over twelve years. 

NCRIS grants, which are administered by the Australian Government’s Department of 

Education, Skills and Employment, generally require matching funding from a state or 

territory government and from the partnering HMR institution (usually a university). The 

South Australian Government has committed a total of $20.5 million in matched funding for 

contracts commencing in 2019 and expiring in 2023.   

2.3 South Australian Government policy 

Unlike some Australian jurisdictions, South Australia does not have a whole-of-government 

HMR strategy. The Department for Health and Wellbeing (DHW) has developed a portfolio 

                                                
14 Australian Government, Biomedical Translation Fund Guidelines (2016) 3.  
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HMR strategy, Research Focus 2020, which is intended to support research within the South 

Australian public health system. The strategy was released in 2017 and is aligned with the 

Health and Wellbeing Strategy 2020 – 2025 and the Clinical Excellence: Developing 

Strategic Direction to Build Allied Health Research and Translation Capacity: 2019-29.  

Research Focus 2020 outlines a number of key areas in which the department aims to 

assess performance, such as the number of HMR projects undertaken across South 

Australia’s public health system and the extent of clinical trial activity in South Australian 

public hospitals. Various submissions contend that Research Focus 2020 is inadequately 

integrated within the Local Health Networks (LHNs). Correspondence from the Women’s and 

Children’s local health network argues: 

SA Health’s health and medical research strategy, Research Focus 2020, is not supported by 

the Health Networks in its current format as it is deficient in relevant content and vision for the 

future. (Correspondence from Women’s and Children’s Health Network, p.1) 

Several stakeholders, both within the state’s public health system and in non-government 

HMR institutions, consider that South Australia’s lack of an overarching HMR strategy limits 

the effectiveness and impact of the state’s research output. They consider areas in which 

South Australia already has a comparative advantage could be consolidated and 

strengthened by a whole-of-state strategy. According to Health Translation SA:  

South Australia must develop a whole of government HMR Strategy that includes research 

priorities based on the state’s needs and strengths. This strategy must also consider broader 

horizons to include issues at a national and international level in which the state has leading 

capabilities. While there is acknowledgement that blue sky research should still be part of the 

research landscape, research priorities that address recognised local, state, national or 

international problems and challenges must be a major focus of research in order to deliver 

impact. (Health Translation SA, DR17 pp.9-10) 

On a whole-of-government level, state governments over the past two decades have sought 

to develop the state’s R&D capacity, including in HMR, through a range of programs and 

strategies, including initiatives like Adelaide BioMed City and Tonsley Innovation District.  

Current initiatives are largely centred on the new Lot 14 precinct, including the Office of the 

Chief Entrepreneur. Several government programs in support of R&D and innovation have 

recently been consolidated under the Future Industries Exchange for Entrepreneurship 

(FIXE) strategy.15 

Two general R&D initiatives, administered by the Department for Innovation and Skills (DIS), 

are open to businesses or institutions in the HMR sector: 

 $28 million Research Commercialisation and Startup Fund (RCSF), which is 

designed to support proposals that build industry R&D capability in South Australia; 

and 

 South Australian Venture Capital Fund (SAVCF), which enables innovative South 

Australian ventures to accelerate growth into national and global markets. The 

SAVCF will only support HMR companies or institutions if they can demonstrate the 

successful completion of stage 1 clinical trials or the equivalent stage for medical 

devices. 16 

 

                                                
15 For an overview of the programs under the FIXE umbrella, see <https://www.fixe.org.au/support>. 
16 For more details, see <https://innovationandskills.sa.gov.au/innovation/sa-venture-capital-fund-savcf> 

https://www.fixe.org.au/support
https://innovationandskills.sa.gov.au/innovation/sa-venture-capital-fund-savcf
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HMR conducted in the state’s public health system is also supported by DHW through policy 

development, coordination and governance support. The Office for Research (OFR) has a 

role in coordinating research conducted under the auspices of the department, including 

clinical trials. OFR is also principally responsible for developing and implementing policy for 

conducting research in the South Australian public health system, including policies that 

relate to health research ethics and research governance obligations. 

In 2019 the government established the Commission on Excellence and Innovation in Health 

(CEIH) within the DHW portfolio. The CEIH is broadly modelled on similar agencies in other 

jurisdictions, such as the Agency for Clinical Innovation in NSW, and is responsible for 

providing leadership and advice on a range of issues in the health system. These include 

supporting clinical innovation and enhancing collaboration between stakeholders in the 

public and private sectors. It does not set priorities for research. 

The role of the CEIH is to provide leadership and advice within SA Health and the South 

Australian Government on clinical excellence and innovation with a focus on maximising 

health outcomes for patients, improving care and safety, monitoring performance, 

championing evidence-based practice and clinical innovation and supporting collaboration.  

An expert Advisory Council supports the CEIH in the delivery of its mandated functions, 

including the development of its future work program. Its members possess expertise in a 

range of health-related fields, including areas that are important for the further development 

of HMR in South Australia, such as clinical research and research translation. 

The Department for Innovation and Skills (DIS) also contributes to the broader regulatory, 

funding and policy landscape in South Australia in relation to HMR, particularly through the 

research, analysis, advocacy and policy development undertaken by the Office of the Chief 

Scientist and the Office of the Chief Entrepreneur, both of which are portfolio agencies 

responsible to the Minister.  

The Department of Treasury and Finance (DTF) has direct administrative responsibility for 

strategic procurement. As a significant area of government expenditure, procurement can be 

used to provide support to HMR commercialisation in the private sector, including in areas 

like the procurement of health equipment and pharmaceuticals for the state’s public health 

system. 

The Department for Trade and Investment (DTI) has lead responsibility for promoting the 

development of the health and medical industry, including HMR, as one of the state 

government’s “growth state industries”. 

Over time state governments have established various advisory councils, including most 

recently the Premier’s Science and Innovation Council. The Council provides input on the 

performance of the state’s science, research and innovation strategic plan, analyses 

international and national priorities and emerging technologies and considers market 

responses that provide opportunities for South Australia.  HMR is included in this scope. 

The Health Performance Council was established under the Health Care Act 2008, as a 

result of the Generational Health Review into the performance of the public health system. 

HMR support in other jurisdictions 

Some other jurisdictions have adopted a more structured approach to the provision of 

financial support to their HMR sectors. This is particularly true of Victoria and NSW, which 

have both made significant investments in different areas of HMR, including infrastructure. 
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Both state governments’ funding initiatives are guided by strategic plans that aim to enhance 

areas of comparative advantage, such as HMR translation, commercialisation and clinical 

trials. HMR support in Victoria is guided by the government’s Healthier Lives, Stronger 

Economy strategy, while the NSW Government’s HMR support programs and initiatives are 

informed by the NSW Health and Medical Research Strategic Review. This was published in 

2012 and provides a 10-year plan to enhance HMR outcomes in the state. 

The Victorian Government has provided approximately $400 million over the last 20 years 

through its Operational Infrastructure Support Program to assist independent MRIs to defray 

their operational costs. The program is limited to MRIs whose primary research 

concentration is in fundamental HMR or clinical biomedical research.17  

A similar support fund, which also targets the indirect costs of HMR, has been in place in 

NSW since 2003. The Medical Research Support Program is designed to assist institutions 

to meet their indirect research costs by matching grant funding provided by the Australian 

Government. Funding is allocated based on the institution’s recent track record in securing 

competitive grants.18  (See Appendix 1 for further information on HMR initiatives by other 

state governments.) 

2.4 Regulatory environment 

HMR in Australia is subject to a range of legislative, regulatory, ethical and policy 

requirements. The HMR sector in Australia is not regulated by a single agency at the 

national level. Approval and governance responsibilities are also shared between the 

government and non-government sectors, including universities, medical research institutes 

and public sector health organisations.19  

Intellectual property 

Australia’s intellectual property (IP) regime is based on Commonwealth legislation and a 

variety of common law protections. A number of different pieces of legislation create the 

statutory basis of contemporary IP law. The most significant acts include the Patents Act 

1990 (Cth), the Trade Marks Act 1995 (Cth), the Designs Act 2003 (Cth), and the Plant 

Breeders’ Rights Act 1994 (Cth). The legislative framework that creates the system for IP 

protection in Australia is administered by IP Australia, an agency within the industry portfolio.     

In South Australia, all intellectual property generated in state government agencies, including 

DHW and the LHNs, is subject to the Intellectual Property Policy, which is administered by 

the DPC. 

The IP Policy sets the framework that guides the use, generation, acquisition and 

management of IP within the public sector, while also aiming to ensure that government-

owned IP is utilised to facilitate knowledge transfer and innovation.  

The state’s approach to the protection and development of IP generated within the public 

sector is based on the principle that the government is not generally best placed to develop 

and commercialise IP. The IP Policy includes a presumption in favour of allowing third 

                                                
17 Additional details on the Operational Infrastructure Support Program can be found at 
<https://www2.health.vic.gov.au/about/clinical-trials-and-research/operational-infrastructure-support> 
18 For further details on the scope and objectives of the Medical Research Support Program, see  
<https://www.medicalresearch.nsw.gov.au/medical-research-support-program/> 
19 Department of Health and Ageing, Strategic Review of Health and Medical Research (2013), 51.  

https://www2.health.vic.gov.au/about/clinical-trials-and-research/operational-infrastructure-support
https://www.medicalresearch.nsw.gov.au/medical-research-support-program/
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parties to benefit from the development of IP, provided this does not erode the state’s IP 

rights.20  

Human research ethics approval  
 
The NHMRC has oversight of the national framework that guides the conduct of human 

research. The NHMRC is required to issue guidelines on matters related to the conduct of 

HMR in Australia, particularly ethics approval and site-specific governance requirements (as 

an addition to, and without detracting from, any applicable legislative requirements and 

common law obligations).  

The most significant of the NHMRC’s guidelines is the National Statement on Ethical 

Conduct in Human Research (the national statement), which the NHMRC developed jointly 

with Universities Australia and the Australian Research Council (ARC).21 The national 

statement is designed to create a nationally consistent framework to guide the conduct of 

HMR, but does not prescribe standards or processes that are legally enforceable. Its primary 

aim is the creation of a nationally consistent set of ethical principles and standards to inform 

the conduct of HMR, rather than developing a framework that is grounded in statute. 

The national statement specifies that all institutions engaging in HMR should establish and 

fund human research ethics committees (HRECs), and prescribes that that HRECs exercise 

primary responsibility for reviewing, approving and monitoring HMR projects that involve 

human participants. It also provides guidelines on the way that HRECs ought to be 

established, including their composition, and the steps that researchers are required to 

follow when submitting proposals for consideration by a HREC. In addition, the national 

statement outlines the issues that HREC members ought to consider when assessing the 

ethical implications and scientific merit of a proposal.  

Ethics approval in South Australia 

The NHMRC’s national role is complemented by institutions developing their own policy 

directives to give effect to the requirements laid out in the national statement.  

In the South Australian public health system, these requirements are expressed in two 

overarching policy guidelines administered by DHW: the SA Health Research Ethics Policy 

Directive (the ethics policy) and the SA Health Research Governance Policy.22 The policy 

directives provide guidance on complying with the relevant regulatory, policy and 

organisational requirements that apply in South Australia. 

The SA Health ethics policy applies to the processes and procedures to be followed to 

receive HREC approval to undertake HMR in the public health system. The ethics policy also 

makes clear, consistent with the national statement, that SA Health’s HRECs are 

responsible for monitoring approved HMR projects throughout their duration.  

                                                
20 For further details, see South Australian Government, South Australian Government Intellectual Property 
Policy (2017), 1. 
21 See National Statement on Ethical Conduct in Human Research 2007 (Updated 2018), 
<https://www.nhmrc.gov.au/about-us/publications/national-statement-ethical-conduct-human-research-2007-
updated-2018 
22 Additional details on the requirements that apply to both ethic and governance approval can be found at  
<https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/health+and+med
ical+research/research+ethics/research+ethics>  

https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/health+and+medical+research/research+ethics/research+ethics
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/health+and+medical+research/research+ethics/research+ethics
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The South Australian public health system currently includes five separate HRECs, including 

the DHW HREC, which evaluates research proposals from SA Health staff and assesses 

applications from external researchers for access to SA Health data.  

Both CALHN and Women’s and Children’s Health Network maintain independent HRECs, 

and these have sole responsibility for approving research conducted at facilities associated 

with these LHNs. The Southern Adelaide Local Health Network’s (SALHN) HREC is 

managed in partnership with Flinders University and is responsible for approving HMR 

undertaken at SALHN facilities or under the auspices of the university. HMR that has a 

primary focus on Aboriginal and Torres Strait Islander peoples must be approved by the 

Aboriginal Health Research Ethics Committee. That said, 

these proposals also require review from one of the other SA Health HRECs (depending on 

the location of the proposed HMR).23                   

The Commission notes that ethics and governance approval processes in SA Health were 

separated in 2012, and that the Review of Research Governance in the Department of 

Health and Wellbeing and related LHNs (Birch Review) has made a range of 

recommendations to enhance the effectiveness of the current system. The implementation of 

these recommendations is currently being coordinated by the South Australian Clinical 

Research Governance Steering Committee, under the auspices of Health Translation South 

Australia. 

The recommendations from the Birch Review are outside the scope of the Commission’s 

inquiry as their implementation is underway. Issues related to the ethics approval process 

not directly addressed in the Birch Review are in scope. 

Data access  

In South Australia, researchers’ access to data is governed by a comparatively complex 

regulatory framework, some of which is governed by legislation and policy at the state level, 

including the Health Care Act 2008, the Mental Health Act 2009, the Information Privacy 

Principles (IPPs), and the Public Sector (Data Sharing) Act 2016 (Data Sharing Act). SA 

Health has also developed its own privacy policy, the Privacy Policy Directive.24 This 

provides guidance on the legislative and administrative requirements that apply to access 

and disclosure of HMR data, including the requirements laid out in the IPPs. Adherence to its 

provisions is mandatory throughout SA Health.  

Both the Health Care Act and the Mental Health Act contain provisions that allow for the 

disclosure of information for research purposes in the absence of the prior consent of the 

individuals concerned, provided that the proposed research has been approved by “an ethics 

committee [HREC] and there is no reason to believe that the disclosure would be contrary to 

the person's best interests”.25 

In addition, all South Australian public sector agencies are subject to the requirements laid 

out in the IPPs and other relevant state legislation. The IPPs, which carry the force of a 

Cabinet decision, are outlined in Premier and Cabinet Circular 12 (PC 12) and contain 

provisions that prescribe the way in which South Australian public sector agencies are 

                                                
23 NALHN currently does not support its own HREC, but relies on external HRECs to assess and approve HMR 

at NALHN sites. Approval can be granted by one of SA Health’s HRECs or by a committee managed by a private 
sector provider, such as Bellberry.  
24 See SA Health, Privacy Policy Directive (2019).  
25 Health Care Act 2008, s 93(3) (f).  
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permitted to collect, store, use and disclose personal information, including HMR data. PC 

12 also establishes the South Australian Privacy Committee (the Privacy Committee) and 

specifies its membership, functions and powers.  

The Privacy Committee exercises a number of powers and responsibilities under PC 12, 

including advising the Attorney General on the desirability of legislation or additional 

administrative action, but one of its most significant functions involves the authority to grant 

exemptions from one or more of the IPPs on the basis of “such conditions as the committee 

thinks fit”.26 

Other aspects of privacy protection and data access are governed by legislation at the 

Commonwealth level, principally on the basis of the Privacy Act 1988 (Privacy Act).27 

The Privacy Act applies to most Australian Government agencies and large sections of 

the private sector, but generally does not apply to state and territory agencies and 

crown instrumentalities. The Commission notes that DHW is a prescribed organisation 

for the purposes of the Privacy Act. That said, its inclusion under the Privacy 

Regulations 2013 is limited to technical data linkage work undertaken by SA NT 

DataLink and DHW. The Commission understands that the decision to prescribe DHW 

pursuant to the Privacy Act does not create any additional legal obligations on the 

department or the LHNs. 

2.5 Conclusion 

This chapter has set out the basic landscape of Australian and South Australian government 

policies, programs, institutions and regulatory arrangements that impact HMR.  The 

evolution of the policies, funding structures and regulatory changes is an important element.  

It is evident that there has been ongoing attention and activity in connection to HMR by 

successive South Australian governments over many years. Much of it has focused on 

administration, marketing and regulatory arrangements, rather than on measuring and 

nurturing actual productive research on which much depends. 

Some significant changes in South Australian policy in recent years have the potential to 

contribute to a more conducive environment for health and medical research in South 

Australia. 

This landscape and its history set the context for the following chapters. 

                                                
26 Department of the Premier and Cabinet (SA), PC 012 – Information Privacy Principles Instruction (2017), 3. 
27 One of the most significant provisions in the Privacy Act in relation to HMR is section 95. This deals with the 

requirements that apply to the disclosure and use of health and medical information in the absence of the 
consent of the individuals from whom the data has been collected. The NHMRC publishes guidelines on the way 
in which section 95 must be implemented by HRECs and researchers. 
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3. Research funding 

3.1  Introduction 

The inquiry’s terms of reference require the Commission to examine and report on the 

following matters regarding health and medical research (HMR) in South Australia: 

 assess the performance of HMR in South Australia including a comparative analysis 

of the state’s share of national grant funding, benchmarked against other jurisdictions 

(TOR 1); 

 identify and assess measures of the productivity and impact of research activity 

(including key areas of research), South Australia’s share of national funding 

programs such as the Medical Research Future Fund (MRFF), and the performance 

of publicly funded research institutions in South Australia compared to other 

jurisdictions, including overseas (TOR 5); and 

 identify and assess the characteristics of South Australia and its population that may 

give rise to areas of competitive advantage compared to other jurisdictions in health 

and medical R&D and identify methods to maximise these opportunities (TOR 6). 

 

This chapter contributes to this task by examining how HMR is funded, HMR funding trends 

in South Australia compared to other jurisdictions and the key challenges in obtaining 

funding from the Australian Government and other sources.  

HMR is largely funded by the Australian Government, with lesser amounts provided by state 

governments, non-government philanthropy, universities and the private sector. As 

evidenced by several stakeholders, including the Association of Australian Medical Research 

Institutes (AAMRI), funding arrangements across the sector are diverse and marked by a 

high degree of complexity and competitiveness. Figure 3.1 presents the major stakeholders 

in the HMR sector and the flow of HMR funding from various key sources.  

Figure 3.1: Stakeholders in the HMR sector and the flow of funding from various sources. 

 
Source: Association of Australian Medical Research Institutes (AAMRI) Economic impact of Medical Research in 

Australia, (August 2018) 13. 
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3.2 Government funding 

Australian Government 

As discussed in chapter 2, a number of bodies have been set up to administer Australian 

Government HMR funding, including the National Health and Medical Research Council 

(NHMRC), MRFF and the Biomedical Translation Fund (BTF) amongst others.  

The NHMRC is the Australian Government’s primary funding agency for all forms of HMR 

The NHMRC competitive grant program dispersed approximately $846 million in funding 

during 2018-191. Total NHMRC expenditure has increased considerably from $209 million in 

2001 to $709 million in 2009. Growth slowed thereafter and national total expenditure stood 

at $901 million in 2019. 

The Australian Government commenced the MRFF in 2015. While annual MRFF funding 

data are not available, accumulated funding provided through the MRFF stood at 

approximately $222 million in 2018-19.2 The Australian Government announced a $5 billion, 

10-year investment plan for the MRFF in the 2019–20 Budget. The 10-year plan provides 

secure funding to support research and strengthen industry partnerships. 3  

In 2015 the Australian Government established the $501 million BTF with $250 million of 

Commonwealth capital and $251 million private sector capital. BTF is an equity co-

investment venture capital fund 4 used for venture capital investments through government 

licensed private sector fund managers, including Brandon Capital Partners operating in 

South Australia. 

The Australian Government also provides funding in the form of block grants to support 

teaching, training and research (TTR) in the public hospital systems managed by the states 

and territories.5 6 The Independent Hospital Pricing Authority (IHPA), a key body supporting 

delivery of National Health Reform Agreement (NHRA) funding, assesses state and territory 

estimates of annual hospital TTR expenditure. The efficient cost of services for South 

Australia in 2020−21 was $116,981,000 compared to $113,058,632 the previous year7. 

States receive funding equal to 45 per cent of the annual growth in expenditure on TTR.  

The Australian Government has established six Industry Growth Centres, one of which is the 

Medical Technologies and Pharmaceuticals Growth Centre, MTPConnect formed in 2015 as 

                                                
1 National Health and Medical Research Council, Annual Report (n5) 14,  
2 <https://researchaustralia.org/budget-2018-19-budget-summary> 
3 For more information, see,< https://www.health.gov.au/resources/publications/medical-research-future-fund-
mrff-10-year-investment-plan>  
4 KPMG, Economic Impact of Medical Research in Australia (Report, 2018), 10. 
5 Teaching and training describes: The activities provided by or on behalf of a public health service to facilitate 
the acquisition of knowledge, or development of skills. These activities must be required for an individual to: • 
attain the necessary qualifications or recognised professional body registration to practice; • acquire sufficient 
clinical competence upon entering the workforce; or • undertake specialist / advanced practice in medicine, 
dentistry, nursing, midwifery or allied health.  
Research describes: The activities undertaken in a public health service where the primary objective is the 
advancement of knowledge that ultimately aims to improve consumer and patient health outcomes and/or health 
system performance. The activity must be undertaken in a structured and ethical way, be formally approved by a 
research governance or ethics body and have potential for application outside of the health service in which the 
activity is undertaken. 
6 https://www.ihpa.gov.au/sites/default/files/publications/ttr-final-report.pdf  
7 DHW response to OSAPC information request. 

https://www.health.gov.au/resources/publications/medical-research-future-fund-mrff-10-year-investment-plan
https://www.health.gov.au/resources/publications/medical-research-future-fund-mrff-10-year-investment-plan
https://www.ihpa.gov.au/sites/default/files/publications/ttr-final-report.pdf
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part of the Australian Government’s $250 million Industry Growth Centres Initiative.8 The 

Biomedical Translation Bridge (BTB) and the BioMed Tech Horizons funding programmes 

are operated by MTPConnect. 

Accelerating Commercialisation (AC) is part of the Department of Industry, Innovation and 

Science’s (DIIS) Entrepreneurs’ Programme and provides small and medium businesses, 

entrepreneurs and researchers with access to expert advice and grant funding to help 

commercialise novel products, processes and services. The AC program introduced in 2014 

provides matched funding to businesses of up to $1 million to help lower the costs and risks 

of early stage (pre-revenue) commercialisation. Since AC commenced, a total of 264 grants 

have been offered to businesses at a value of $133.6 million (as at 30 September 2017). 

Grants have been made to 168 businesses across the five key growth sectors.9 

The Australian Government has provided significant funding for key HMR infrastructure in 

South Australia including $200 million for the South Australian Health and Medical Research 

Institute (SAHMRI) building, $100 million for the two university buildings in the Adelaide Bio-

Med City precinct and $68 million for the proton therapy unit to be housed in SAHMRI 2. 

South Australian Government  

State government funding for HMR is limited primarily to SAHMRI and the local health 

networks (LHNs). SAHMRI was established with the support of state government funding of 

approximately $85 million for the building. The Commission understands that SAHMRI 

currently receives approximately $5-6 million ($5.884 million in 2019) of state government 

funding annually as an operating grant. It has sought advice from the Department for Health 

and Wellbeing (DHW) as to what, if any, conditions are attached to this grant. 

Correspondence received from DHW states that in 2007-08, the Health and Medical 

Research Fund (HMRF) was established administratively by the DHW to receive the 

proceeds of research commercialisation. Eighty per cent of the HMRF was later used to 

support SAHMRI, with the balance retained by DHW.10 

 

Work has begun on the $500 million SAHMRI 2 medical research building, which will house 

Australia’s first proton therapy unit as well as other tenants when it is finished in 2023. The 

state government has allocated $47 million principally for the remediation of the land and the 

relocation of major rail infrastructure from the site.11  

 

HMR conducted in the state’s public health system is supported by DHW through funding 

from the Private Practice Special Purposes Fund (PPSPF).12 The Commission has heard 

that the contribution from PPSPF provided up to $3.5 million in 2016, but since then there 

has been a decline in the funding available.  

 

                                                
8 For more detail, see, https://www.mtpconnect.org.au/overview  
9 Information on growth sectors is available in Appendix C of the AC Customer Information Guide, 
<https://www.business.gov.au/assistance/accelerating-commercialisation>. 
10 DHW response to OSAPC Information request.  
11 <https://www.adelaidenow.com.au/news/south-australia/sod-turning-signals-start-of-work-on-500m-million-
sahmri-2-building-housing-australias-first-cancerblasting-proton-therapy-unit/news-
story/c586becfe4affa18f01475fbb93cbef6>  
12 For further details, see Special Purpose Funds Classification  Policy Directive 
<https://www.sahealth.sa.gov.au/wps/wcm/connect/5e25ede2-e8ef-4d15-b125-
70be88c5506b/Directive_Special_Purpose_Funds_Classification_V2.0_20200302.pdf?MOD=AJPERES&amp;C
ACHEID=ROOTWORKSPACE-5e25ede2-e8ef-4d15-b125-70be88c5506b-n5jhUK7>. 

https://www.mtpconnect.org.au/overview
https://www.business.gov.au/assistance/accelerating-commercialisation
https://www.adelaidenow.com.au/news/south-australia/sod-turning-signals-start-of-work-on-500m-million-sahmri-2-building-housing-australias-first-cancerblasting-proton-therapy-unit/news-story/c586becfe4affa18f01475fbb93cbef6
https://www.adelaidenow.com.au/news/south-australia/sod-turning-signals-start-of-work-on-500m-million-sahmri-2-building-housing-australias-first-cancerblasting-proton-therapy-unit/news-story/c586becfe4affa18f01475fbb93cbef6
https://www.adelaidenow.com.au/news/south-australia/sod-turning-signals-start-of-work-on-500m-million-sahmri-2-building-housing-australias-first-cancerblasting-proton-therapy-unit/news-story/c586becfe4affa18f01475fbb93cbef6
https://www.sahealth.sa.gov.au/wps/wcm/connect/5e25ede2-e8ef-4d15-b125-70be88c5506b/Directive_Special_Purpose_Funds_Classification_V2.0_20200302.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-5e25ede2-e8ef-4d15-b125-70be88c5506b-n5jhUK7
https://www.sahealth.sa.gov.au/wps/wcm/connect/5e25ede2-e8ef-4d15-b125-70be88c5506b/Directive_Special_Purpose_Funds_Classification_V2.0_20200302.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-5e25ede2-e8ef-4d15-b125-70be88c5506b-n5jhUK7
https://www.sahealth.sa.gov.au/wps/wcm/connect/5e25ede2-e8ef-4d15-b125-70be88c5506b/Directive_Special_Purpose_Funds_Classification_V2.0_20200302.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-5e25ede2-e8ef-4d15-b125-70be88c5506b-n5jhUK7
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Unfortunately, the move to the new RAH and changes in billing efficiencies, along with 

some re-alignment of services has meant there has been a dramatic fall in the income to 

this fund, which is now at the point where no contribution to research could be made for 

2019, and none envisaged for 2020. This has had a major impact on this seed grant 

program. (Correspondence from NAHLN) 

 

The Commission notes that stakeholders have suggested that the state government review 

the PPSPF to determine whether this source of research funding can be improved and 

provide better funding opportunities for research activities in the state. 

 

State Government health research expenditure data provided to the Commission by 

DHW and LHNs are presented in Table 3.1. The Commission acknowledges that this 

does not necessarily represent all expenditure as some organisations were not able to 

provide data for every year.  

 

Table 3.1: State Government health research expenditure ($ million). 
Organisation 2015-16 2016-17 2017-18 2018-19 2019-20 

CALHN 15.59 18.54 19.28 21.00 17.91 

SALHN 3.5 4.12 4.50 4.93 - 

NALHN 0.66 1.04 0.85 1.70 1.85 

DHW 0.18 2.07 2.26 1.21 1.27 

WCHN 2.19 2.55 3.69 3.40 - 

Total 22.12 28.32 30.58 32.24 21.03 

Source: Agency response to OSAPC information request. Approximate numbers only based on information 

provided.  

The Commission has actively sought data from DHW on research expenditure within SA 

Health, but the quality of the data provided to date is affected by numerous inconsistencies 

and gaps. More work is clearly necessary. The Commission has also received conflicting 

information regarding the total amount of funding provided to SAHMRI by the State 

Government. The Commission will require additional data to assess the level and 

effectiveness of research expenditure in the public health system.   

 

There are currently two major SA government funding initiatives available across all fields of 

research; the Research, Commercialisation and Startup Fund (RCSF) and the South 

Australian Venture Capital Fund (SAVCF). 13  In addition, AusHealth, a SA Government body 

owned by CALHN provides HMR commercialisation grants through its AusHealth – 

Research funding initiatives.14 

3.3 Non-government funding 

HMR organisations also receive research funding from a variety of non-government funding 

bodies. A number of the submissions, including the Central Adelaide Local Health Network’s 

(CALHN) Executive Research Committee, point to the importance of the Heath Services 

Charitable Gifts Board (HSCGB), the Hospital Research Foundation (THRF) and the Cancer 

Council of South Australia (CCSA) as major sources of local funding.  

                                                
13 For more details on other State Government funding programs, see Appendix 1. 
14 For more details, see Aushealth Annual report 2018-19 (2019) 
<https://www.aushealth.com.au/assets/Uploads/Aushealth-Annual-Report-2019.pdf > 

https://www.aushealth.com.au/assets/Uploads/Aushealth-Annual-Report-2019.pdf
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Collectively the funding awarded by these bodies was approximately $27 million in 2019 

compared to $37 million in 2018. Further details on these sources are in Appendix 2. 

The Commission has found that HMR institutions have access to quite significant levels of 

funding largely provided by Australian and state governments. Non-government philanthropy 

has been a less significant source of local funding support. 

3.4 South Australia’s funding share 

3.4.1 National Health and Medical Research Council 

As the main funding source for HMR in Australia, the NHMRC provides the majority of 

funding for health research in South Australia. Figure 3.2 shows the annual NHMRC 

expenditure for South Australia and the state’s share of the national total expenditure for the 

period 1994-2019.15  

Nationally the total annual NHMRC expenditure saw a significant growth, from $108.5 million 

in 1994 to $708.5 million in 2009. During this same period, expenditure in South Australia 

grew at a slower rate than nationally, resulting the state’s share declining from nearly 11 per 

cent in 1994 to 7.4 per cent in 2009.  

It appears that growth in expenditure in South Australia has not kept pace with the significant 

growth in national NHMRC expenditure since 2009 with a consequent fall in the state’s share 

of the total. The national total expenditure stood at $901 million in 2019, of which South 

Australia’s share was 6.7 per cent. 

Figure 3.2: Annual NHMRC expenditure for South Australia ($m), 1994-2019. 

Source: NHMRC (2020). 
Data current as at August 2010 and is subject to change over time due to grant status alterations, the indexation 

of expenditure and the allocation of funding for new awards. 

 

Figure 3.3 presents the state share of annual NHMRC expenditure for the period 1994-2019. 

Victoria is clearly ahead of other states, receiving 40 to 45 per cent of the national total 

throughout this period. It is followed by NSW which has increased its share from 24 per cent 

in 1994 to 28 per cent in 2019. Queensland has increased its share from11 per cent in 1994 

to 14 per cent in 2019.  

                                                
15 The NHMRC defines expenditure as ‘the actual funding amount distributed to a grant within a calendar year’.  
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Figure 3.3: Annual NHMRC expenditure, state share (per cent), 1994-2019. 

 
Source: NHMRC (2020). Data current as at August 2010 and is subject to change over time due to grant status 

alterations, the indexation of expenditure and the allocation of funding for new awards. 

The Commission was asked to benchmark South Australia’s share of national grant funding 

against other jurisdictions. The Commission considered three possible approaches in 

addition to the trends in the shares of national grant funding, having regard to population, the 

amount of HMR labour input and the size of the health and medical sector. These 

adjustments are intended to account for productivity and differences in economic structure 

among the states.  In South Australia’s economy, for example, the health care and social 

assistance sector is relatively larger than other jurisdictions: this might be expected to result 

in an otherwise higher level of HMR activity in the State. 

Table 3.2: NHMRC expenditure share relative to population share and rank ( ), by state, 

2000, 2010 and 2019.*  
2000 2010 2019 

NSW 0.7 (4) 0.8 (3) 0.9 (3) 

VIC 1.6 (1) 1.7 (1) 1.7 (1) 

QLD 0.6 (5) 0.7 (4) 0.7 (4) 

SA 1.4 (2) 1.1 (2) 1.0 (2) 

WA 0.9 (3) 0.5 (5) 0.4 (5) 

Source: NHMRC expenditure data; ABS (2020), Australian Demographic statistics 3101.0 (2020) Table 4. 

*relative share for state= (NHMRC expenditure share for state/ population share for state) 

Table 3.2 presents the share of annual NHMRC expenditure relative to population share by 

state for the years 2000, 2010 and 2019. This measure can be considered as a measure of 

HMR effort per capita and provides a basis for comparing South Australia’s performance 

relative to other jurisdictions.  A value of 1 (one) indicates that the state’s NHMRC 

expenditure share is higher than its population share.  

As evident from the table, Victoria and South Australia were the two states whose effort per 

capita measure was greater than 1. Victoria ranks first, with an essentially unchanged effort 

rating over the past two decades.  
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South Australia ranks second for this period, although the effort has fallen from the high in 

2000, reflecting the effect of the state’s declining share of NMHRC expenditure. Over this 

period NSW has lifted its effort per capita and now sits slightly behind South Australia.   

The relative ranking adjusting for the relative size or importance of the health care and social 

assistance16 sector in state economies is set out in Table 3.3. The Commission notes the 

measures are heavily influenced by major structural shifts in the mix of industries over the 

past two decades. While the proportion of the economy accounted for by the resources 

sector grew sharply in Western Australia, the share of the manufacturing sector in South 

Australia fell. Moreover, the health care and social assistance sector grew in South Australia 

at the same time. The Commission does not regard the relative performance from these 

measures as particularly insightful.  

Table 3.3: NHMRC expenditure share relative to health care and social assistance industry 
share and rank ( ) by state, 2000, 2010 and 2019.* 

  2000 2010 2019 

NSW 4.6 (2) 4.2 (2) 4.2 (2) 

VIC 6.8 (1) 6.0 (1) 5.2 (1) 

QLD 2.2 (3) 2.2 (3) 1.8 (3) 

SA 1.8 (5) 0.9 (5) 0.6 (5) 

WA 1.95 (4) 1.3 (4) 0.9 (4) 

Source: NHMRC expenditure data; ABS Australian National Accounts: State Accounts 5220.0 (2019) Table 5. 
*relative share for state= (NHMRC expenditure share for state/health care and social assistance industry share 
for state) 

Figure 3.4 shows NHMRC grant funding for South Australia and the share of total funding for 

the period 2006-20.17 This is conceptually different from the annual NHMRC expenditure 

discussed above. Total grant funding refers to the full amount awarded to a grant across all 

years, presented as at the project start year, while NHMRC expenditure is defined as ‘the 

actual funding amount distributed to a grant within a calendar year’.18 Use of funding data 

enables consideration of grant application success rates and trends over time. The state’s 

share of population during this period is also included as a comparator. Nationally, the total 

funding amount has nearly doubled from $456.6 million in 2006 to $867.9 million in 2019. 

                                                
16 The healthcare and social assistance sector is defined based on the Australian and New Zealand Standard 

Industrial Classification (ANZSIC), noting that it includes aged and residential care services, child care and social 
assistance services which may not be directly associated with HMR. Further information is available at 
<https://www.abs.gov.au/AUSSTATS/abs@.nsf/Lookup/8155.0Main+Features12018-19?OpenDocument>. 
17 The NHMRC notes that due to data collection and reporting changes, data prior to 2010 includes indexation 
and other post-award adjustments while it is not included for data post 2010, causing a break in the series. 
Comparison of time trends across these periods should be undertaken with caution.  
18 NHMRC definition. 

https://www.abs.gov.au/AUSSTATS/abs@.nsf/Lookup/8155.0Main+Features12018-19?OpenDocument
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Figure 3.4: NHMRC grant funding for South Australia ($m), 2006-20. 

 

Source: NHMRC (2020); ABS (2020).  

Note on NHMRC data: For all projects (competitive and non-competitive) funding amounts refer to the total 

amount of grant funding announced for each project, in the year the project starts. Expenditure data prior to 2010 

includes indexation and other pos-award adjustments which are not included post 2010. Caution should be 

exercised when comparing the data across these time periods.  

 

The figure shows the state’s share of NHMRC funding has fluctuated around the population 

share. There were several years where the funding share was above the population share 

(for example in 2007, 2010, 2011 and 2015).  

In 2006, South Australia received $31.6 million in NHMRC19 grant funding or 6.8 per cent of 

the national total. This rose to $59 million (8.5 per cent of the national total) by 2007. By 

2009, the state’s share had fallen to 6.5 per cent, then rose to 9.3 per cent in 2010. The 

intervening years saw a decline in the state’s share of funding, with 2014 being the lowest 

with 4.6 per cent of the national total.  

Since then, there has been a gradual recovery with South Australia receiving $61 million in 

2019, amounting to 7 per cent of the national total, which is in line with the state’s population 

share (6.9 per cent). 

 

NHMRC funding by administering institution 

Table 3.4 shows the total NHMRC grant funding received by administering institution in 

South Australia for the period 2006-20. Note that the data presented at the sector or 

institution level are based on grant administering institution, and as discussed in the 

submission by AAMRI:  

national funding statistics for both NHMRC and MRFF grants consistently underrepresent the 
success of medical research institutes. Grant outcomes are reported according to 
administering institutions which is not necessarily the organisation where the chief 
investigator will be conducting the research. Most often the administering institution for 
medical research institutes and hospitals is an affiliated university. (AAMRI, DR5, p16) 

Universities tend to administer the bulk of grants on behalf of medical research institutes 

(MRIs) and hospitals to enable receipt of additional block grant funding. This is evident from 

                                                
19 The latest data is available until the year 2017. 



 
 Inquiry into Health and Medical Research in South Australia 

 

Inquiry into Health and Medical Research in South Australia 

Draft Report 

 

Page | 67  

 

 

 

Table 3.3  which shows that the university sector administered the vast majority of NHMRC 

funding in South Australia during the period 2006-20.  

South Australian universities administered $31.6 million in NHMRC funding awarded in 

2006, which had increased to $60.9 million in 2019. While the University of Adelaide 

administered the highest amount of funding during this period, it has been gradually 

declining over the last decade. In 2010, the University of Adelaide administered $60.3 million 

which had fallen to $23 million by 2019. On the other hand, both Flinders University and the 

University of South Australia (UniSA) have continued to increase the NHMRC grant funding 

administered over the last decade. Hospitals have not been administering institutes since 

2014. SAHMRI has been the administering institute of some NHMRC grants since 2013 and 

administered $1.6 million in 2019, and the Commission understands that the majority of 

SAHMRI grants are administered by one or more of the South Australian universities. 

Table 3.4: NHMRC funding awarded to South Australia by administering institution ($m), 

2006-20. 
  2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 

  $m 

Hospital 

CALHN                 0.6              

RAH 0.4 0.1 0.6   0.3        0.3              

SA Pathology 0.9 1.3 0.6     0.3  0.6                  

QEH 0.1 0.8   0.1                       

Repat 
General 

0.5 0.0                           

Women’s and 
Children’s 

0.3 0.3   
            

Total health 2.1 2.6 1.2 0.9 0.3 0.3 0.6 
 

0.9 
      

MRI 

SAHMRI               0.4  3.4  3.4  5.5  4.0  4.5  1.6  1.6  

Women's & 
Children's HRI 

    0.6   0.1    0.3                  

Total MRI 
  

0.6 0.1 
 

0.3 0.4 3.4 3.4 5.5 4.0 4.5 1.6 1.6 
 

University 

Flinders 
University 

7.8 8.3 9.3 8.8 8.5  10.1  9.7  6.5  7.2  6.9  6.6  8.3  11.9  18.3  12.8  

University of 
Adelaide 

18.6 43.6 33.2 32.7 60.3  34.1  46.5  36.4  20.0  35.6  20.0  19.3  28.8  23.0  20.0  

UniSA 3.0 4.6 3.1 7.8 6.6  11.9  6.7  9.0  5.8  14.7  9.7  15.8  13.5  17.9  11.5  

Total 
university 

29.5 56.4 45.6 49.3 75.5 56.1 63.0 52.0 33.1 57.2 36.2 43.4 54.2 59.2 44.4 

Total SA 31.6 59.0 47.4 50.3 75.9 56.4 63.9 52.4 37.3 60.6 41.7 47.4 58.7 60.9 46.0 

Source: NHMRC 

Note: Data available up to May 2020. Administering institution for projects starting in a given year. Funding 

amounts refer to the total amount of grant funding announced for each project, in the year the project starts. 

Figure 3.5 illustrates the trend in institutional share of total NHMRC funding administered by 

the three South Australian public universities and SAHMRI between 2006 and 2020. The 

trends observed are broadly similar to that of HERDC research income from NHMRC for 

higher education institutions.20 

The University of Adelaide’s share declined from nearly 60 per cent in 2006 to 43.5 per cent 

by the first half of 2020. In 2019, the University of Adelaide share was 38 per cent – the 

lowest recorded during this period. Meanwhile, the shares of NHMRC funding administered 

by UniSA and Flinders University have risen steadily during the last decade. In 2006, UniSA 

                                                
20 See Appendix 3 for a detailed analysis of HERDC data. 
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administered just under 10 per cent of the state’s total NHMRC funding. By 2020, it was 25.1 

per cent. Similarly, Flinders University’s share in 2006 stood at approximately 25 per cent, 

which had increased to 28 per cent in 2020.  

Figure 3.5: Administering institutional share of South Australia’s NHMRC funding (per cent), 

2006-20.

Source: NHMRC. Note: Data available up to May 2020. Administering institution for projects starting in a given 

year. 

As discussed above, the Commission notes that both MRIs and hospitals are under-

represented in NHMRC grant funding based on administering institution. To understand 

NHMRC research income received by each university, including from grants administered by 

other institutions, Appendix 3 includes a discussion on the Higher Education Research Data 

Collection (HERDC).21 That data indicates that while the state’s share of HERDC income 

from the NHMRC was higher than its share of NHMRC expenditure, it followed a similar 

trajectory for the period 1998-2018.22  

NHMRC grant success rates 

Figure 3.6 shows the success rates of NHMRC competitive grants by jurisdiction for the 

period 2006-19.23 Nationally, there has been a declining trend in success rates, from 25 per 

cent in 2006 to 18.1 per cent in 2019, with a significant drop in the share of applications 

funded between 2015 and 2017 (approximately 16 per cent). The success rate was highest 

in 2008 at 27.8 per cent. Victoria has maintained the highest success rate throughout the 

past decade, even though the state’s success rate has dropped from 34 per cent in 2010 to 

22 per cent in 2019. 

                                                
21 Department of Education, Skills and Employment, Canberra (2020) < https://www.education.gov.au/higher-
education-research-data-collection> 
22 Noting that NHMRC expenditure includes non-higher education institutions as well. HERDC income is reported 
only by higher education institutions. 
23 Competitive grants are those that go through a peer review selection process for funding as opposed to non-
competitive grants that are not required to go through the same process. This analysis includes only competitive 
grant applications. The share of funded grant applications for a given state/institution is derived by dividing the 
number of successful grant applications for a given project by the total number of applications submitted by that 
state/institution. 

https://www.education.gov.au/higher-education-research-data-collection
https://www.education.gov.au/higher-education-research-data-collection
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Figure 3.6: Success rates of NHMRC competitive grant applications (per cent) by state, 

2006-19. 

Source: NHMRC. Note: Applications for grants announced in a given year. Competitive grants go through a peer 

review selection process, as opposed to non-competitive grants that do not go through the same requirements. 

Success rates of grant applications funded= (number of grant applications funded for a given project / total 

number of applications received for a given project). 

South Australia’s performance has followed the national trend, declining from a high of 28 

per cent in 2008 and 2010 to 18 per cent in 2019. However, it has improved from 13.5 per 

cent in 2017 to 18.6 per cent in 2018. By 2019, South Australia had a success rate of 18 per 

cent, slightly behind Victoria (22.2 per cent) and NSW (19.5 per cent). Notably, South 

Australia has been performing above or on par with the national average between 2007 and 

2011 and during the period 2018-19.  

Figure 3.7: Success rates of NHMRC competitive grant applications (per cent) administered 

by South Australian institutions, 2006-19. 

Source: NHMRC. Note: Applications for grants announced in a given year. Competitive grants go through a peer 

review selection process, as opposed to non-competitive grants that do not go through the same requirements.  
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South Australian institutional success rates of NHMRC competitive grant applications for the 

period 2006-19 are presented in Figure 3.7. As illustrated in the figure, success rates at the 

institutional level tend to fluctuate considerably due to the variation in the total number of 

applications submitted annually.24 Overall, there is a general declining trend in the success 

rates across all institutions between 2006 and 2015. That said, all three universities have 

improved their success rates since 2015.  

Figure 3.8 illustrates the NHMRC competitive grant funding success rates by broad research 

area25 for the period 2006-20. The Commission notes that these figures vary based on the 

number of total applications submitted each year and should be interpreted with caution. 

As evident from the figure, there is a general decline in success rates across all research 

areas, and the relative performance of different research areas has varied over time. This 

highlights the fact that HMR is a diverse field of research with a wide range of research 

areas. Further analysis is required to elicit a better understanding of the performance of 

these different research areas, which is beyond the scope of this inquiry. 

Figure 3.8: NHMRC competitive grant funding success rates by broad research area, South 

Australia (per cent), 2006-20. 

 

Source: NHMRC. 

Note: Applications for grants announced in a given year. Data available up to May 2020. Broad research areas as 

defined by NHMRC. 

3.4.2 The Medical Research Future Fund  

Table 3.5 shows the distribution of MRFF grants awarded up to January 2020 by state. 

Victoria received 42.4 per cent of total MRFF funding for 106 grants totalling $252.3 million. 

NSW had the next highest share of funding (29.2 per cent) with 62 grants funded. South 

Australia’s share of MRFF funding stands at 3.1 per cent, totalling $18.5 million for ten 

grants.  

SAHMRI has advised the Commission that based on more recent MRFF awards, South 

Australia’s performance has improved and the state share of MRFF funding has increased. 

                                                
24 For example, a ‘high’ success rate for a given year may be due to a smaller number of total grant applications 
submitted by an institution.  
25 Defined as the number of successful applications divided by the number of total applications submitted for 
each research area. 
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The Commission will further analyse these data when they become available and 

incorporate them in the final report. 

Table 3.5: MRFF distribution by state, January 2020.  
 $m Share of funding (%) Total number of grants 

awarded 

VIC 252.3 42.4 106 

NSW 173.5 29.2 62 

QLD 46.4 7.8 24 

SA 18.5 3.1 10 

WA 68.8 11.6 16 

ACT 15.5 2.6 4 

NT 4.6 0.8 3 

TAS 13.3 2.2 6 

Global 2.0 0.3 1 

Total 594.9 100.0 232 

Source: MRFF, Consolidated data as at 31 January 2020. 

In order to get an understanding of how MRFF funding is distributed across sectors, Table 

3.6 presents the amount and share of funding received by different sectors by state. The 

majority of MRFF funding has been to the university sector, accounting for nearly half of all 

funding awarded nationally so far. MRIs have received a total of $157 million, constituting 

just over one quarter of total MRFF funding awarded.  

Table 3.6: MRFF distribution by state and sector, January 2020.  
VIC NSW QLD SA WA ACT NT TAS Global Total 

 
$m 

MRI 68.2 41.2 
 

10.1 35.0 
 

2.4 
  

156.9 

University 89.8 90.3 46.4 4.5 33.8 15.5 
 

13.3 
 

293.6 

Hospital 82.8 4.9 
 

1.0 
  

2.2 
 

2.0 92.9 

Other 11.5 37.0 0.0 3.0 0.0 0.0 0.0 0.0 0.0 51.5 

Total 252.4 173.5 46.4 18.5 68.8 15.5 4.6 13.3 2.0 594.9 
 

Proportion (%) 

MRI 27.0 23.8 0.0 54.4 50.9 0.0 51.6 0.0 0.0 26.4 

University 35.6 52.1 100.0 24.2 49.1 99.8 0.0 100.0 0.0 49.4 

Hospital 32.8 2.8 0.0 5.2 0.0 0.0 48.3 0.0 100 15.6 

Other 4.6 21.3 0.0 16.2 0.0 0.0 0.0 0.0 0.0 8.7 

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

Source: MRFF, Consolidated data as at 31 January 2020. Note: sector based on administering institution. 

In South Australia, SAHMRI received the highest amount of MRFF grant funding ($10.1 

million), accounting for 55 per cent of the state total (Table 3.7). The university sector 

accounted for nearly one quarter of MRFF grant funding, with the University of Adelaide 

receiving $3.2 million (17.1 per cent of the state total). The Cancer Council of South 

Australia (CCSA) received $3 million or 16.2 per cent of the state total. 
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Table 3.7: MRFF distribution in South Australia by administering organisation, up to January 

2020. 
Administering organisation $m Proportion (%) 

Cancer Council (SA) 3.0 16.2 

SAHMRI 10.1 54.6 

Flinders University  0.2 1.0 

University of Adelaide 3.2 17.1 

University of SA 1.1 6.2 

Australian Lung Health Initiative 1.0 5.2 

    South Australian Total 18.5 100.0 

Source: MRFF, Consolidated data as at 31 January 2020. 

Grants awarded under the different MRFF funding streams up to January 2020 by state are 

presented in table 3.8. ‘Emerging priorities and consumer driven research’ received $169.9 

million, making it the highest funded stream overall. South Australia received $3 million 

under the scheme, accounting for only 1.8 per cent of the national total. The majority of 

MRFF funding to South Australia has been through the ‘rapid applied research translation’ 

stream ($8.3 million). A further $2.9 million was awarded under ‘global health’. Out of the 

total of $23.7 million awarded nationally for clinician researchers, South Australia received 

only $0.2 million, less than one per cent of the national total.  

Table 3.8: MRFF distribution by funding stream and state ($m), up to January 2020. 
 

VIC NSW QLD SA WA ACT NT TAS Global Total 

 $m 

Australian Brain Cancer Mission 3.7  8.0  
       

11.8  

Clinical Trials Activity 42.3  27.6  12.7  1.2  5.4  1.3  2.4  
  

92.8  

Clinician Researchers 11.5  6.2  2.3  0.2  2.5  0.2  
 

0.8  
 

23.7  

Dementia, Ageing and Aged Care Mission 
  

10.0  
      

10.0  

Emerging Priorities and Consumer-Driven 
Research 

62.4  71.0  3.5  3.0  10.0  10.0  
 

10.0  
 

169.9  

Frontier Health and Medical Research 5.8  1.7  1.0  1.0  
     

9.5  

Genomics Health Futures Mission 20.6  21.8  1.6  
      

44.0  

Global Health 1.8  
 

1.2  2.9  
    

2.0  7.9  

Indigenous Health Research Fund 
    

35.0  
    

35.0  

Medical Research Commercialisation 67.3  
        

67.3  

Million Minds Mental Health Research 
Mission 

11.3  3.7  5.0  
 

7.5  
    

27.5  

Preventive and Public Health Research 8.8  12.4  2.9  2.0  2.1  4.0  
 

2.6  
 

34.7  

Rapid Applied Research Translation 16.7  21.0  6.3  8.3  6.3  
 

2.2  
  

60.9  

Total 252.4 173.5 46.4 18.5 68.8 15.5 4.6 13.3 2.0 594.9 

Source: MRFF, Consolidated data as at 31 January 2020. 

Summary 

Nationally the total annual NHMRC expenditure saw a significant growth, from $108.5 million 

in 1994 to $708.5 million 2009. During this same period, expenditure in South Australia grew 

at a slower rate than nationally, resulting in the state’s share declining from nearly 11 per 

cent in 1994 to 7.4 per cent in 2009.  
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South Australia’s share of NHMRC funding has fluctuated around the population share but 

was consistently below the state’s HMR workforce share during this period. The state’s 

share of total NHMRC expenditure relative to its population share – a measure of HMR effort 

per capita – compared to other states, ranked the state second after Victoria. Victoria ranked 

highest, while NSW lifted its HMR expenditure per capita close to South Australia’s level.  

At the institutional level, while the University of Adelaide administered the highest amount of 

funding during this period, its share has declined over the last decade. 

Nationally, there has been a declining trend in grant application success rates between 2006 

and 2019. South Australia’s performance has followed the national trend and has declined 

from a high of 28 per cent in 2010 to 18 per cent in 2019. Notably, South Australia has been 

performing above or on par with the national average between 2007 and 2011 and during 

the period 2018-19. 

The share of HERDC research income from NHMRC reported by the universities broadly 

follows a similar trend to that of the share of funding reported by administering institution for 

the period 2006-18.  The University of Adelaide continued to receive the highest amount and 

share of NHMRC funding, both in terms of the administering institution and based on the 

HERDC research income. However, the University of Adelaide’s share of funding has been 

declining on both measures. While the other two universities have increased their share of 

the funding, it has not been sufficient to compensate for the University of Adelaide decline. 

South Australia’s share of the MRFF stood at 3.1 per cent for the period 2015-20, with 

SAHMRI administering 54.4 per cent of the total amount received, reflecting the translational 

focus of the MRFF. 

 

3.5 Stakeholders’ views 

The Commission considered stakeholders’ views on the key factors that have affected South 

Australia’s share of national funding since the establishment of SAHMRI. The Commission 

also examined stakeholders’ views on the reforms and strategies that are likely to enhance 

the state’s capacity to increase its share of the available national funding. The common 

themes that have emerged, discussed below, are closely linked. Causal explanations of the 

state’s declining share of national funding often form the basis for stakeholders’ suggested 

reforms. For example, stakeholders in the university and public health systems have 

highlighted a lack of state government funding for indirect research costs as both a causal 

factor in the state’s declining performance and an area where increased funding would 

enhance future funding performance. 

Information request 3.1 

The Commission seeks information and views on: 

 To what extent has the Commission provided a balanced and reasonable 

assessment of grant funding trends? What key observations are missing? 

 What other sources of HMR funding are currently or potentially available to South 

Australian institutions? What information is available on them? 

Please provide relevant supporting examples, data or case studies, where available. 
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Stakeholders across the HMR sector have consistently argued that success in the 

competition for relatively scarce national funding is positively affected by state and territory 

governments’ support for HMR. This support can take multiple forms, including funding 

programs that seek to address the indirect costs of research. A number of jurisdictions have 

established dedicated support programs, such as the NSW Government’s Medical Research 

Support Program. This program is designed to ensure that NHMRC funding awarded to 

MRIs is complemented by a funding stream that defrays the indirect costs of research.26   

The Commission notes that other jurisdictions, particularly NSW, Victoria, Queensland and 

WA, have made significant investments in a wide variety of HMR support programs. These 

investments include initiatives to enhance translation and commercialisation and provide 

funding for research fellowships to support early to mid-career researchers in different areas 

of HMR. (See Appendix 1 for further details.)  

Several stakeholders argued that the decline in South Australia’s funding success over the 

last decade has been accompanied by a reduction in the state government’s financial 

support for HMR. The CALHN Research Services Office (RSO) argued that funding has 

been channelled to SAHMRI in a way that adversely affects the government’s capacity to 

fund other areas of HMR, including infrastructure and indirect costs. This ‘transfer’ of funding 

is highlighted by the decision to dedicate 80 per cent of the Health and Medical Research 

Fund (HMRF) to support SAHMRI: 

The Health and Medical Research Fund was set up as a perpetual source of strategic 

infrastructure funding for South Australia, and as a means of providing a base of sustainable 

dollars for health and medical research that can be allocated to universities, hospitals and 

SAHMRI on a competitive basis. When a request to access the funds for the SA Health 

Research Management System was submitted a key piece of infrastructure for research, it was 

knocked back as the funds have all been allocated now and the future for SAHMRI. 

(Correspondence received from CALHN RSO) 

The redirection of the funding available through the HMRF appears to constitute a policy 

shift by the state government. The resultant lack of a dedicated state government funding 

stream for infrastructure and other indirect costs has been identified by a range of 

stakeholders, including the universities and LHNs, as a disadvantage for South Australian 

researchers. These stakeholders suggest that the contrast with South Australia is made 

more acute because much of the limited funding available to address indirect costs and 

provide matching funding is delivered by a small number of philanthropic funding bodies, 

such as the Hospital Research Foundation and the Health Services Charitable Gifts Board. 

The Commission notes that stakeholders have consistently argued that increased 

government support, applied strategically to address current funding gaps, will enhance 

South Australia’s success in securing Australian Government grant funding.  

The lack of an effective strategic leadership and coordination capacity within SA Health has 

been a significant and consistent theme in stakeholders’ submissions. The effect of this 

leadership ‘vacuum’ on the key relationships between HMR institutions in South Australia will 

be examined in greater detail in chapter 5, but stakeholders have highlighted its effects on 

the state’s funding performance. The declining trajectory of the state’s share of Australian 

                                                
26 The NSW Government’s Medical Research Support Program is designed to defray the indirect research costs 
incurred by MRI’s, but the program’s eligibility criteria exclude other types of institutions that undertake HMR. In 
part, this is an acknowledgement of the fact that universities, for example, can use the Australian Government’s 
block grants to the higher education sector to meet the indirect costs associated with HMR. For additional details 
on the NHMRC’s policy position on direct research costs, see  <https://www.nhmrc.gov.au/funding/manage-your-
funding/funding-agreement> 

https://www.nhmrc.gov.au/funding/manage-your-funding/funding-agreement
https://www.nhmrc.gov.au/funding/manage-your-funding/funding-agreement
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Government funding, stakeholders have suggested, is correlated with policy reforms and 

financial pressures that over a decade de-emphasised the role of DHW and the public 

hospital system in HMR.  

The Women’s and Children’s Health Network (WCHN) argued that the previous 

government’s shift towards emphasising SAHMRI’s role has adversely affected the research 

workforce in the public health system: 

SA has seen a decline in research funding over the last 10+ years, and this decline is linked to 

a corresponding decline in the Hospital/Health Network research workforce…The SA 

Government has not provided specific support to help researchers access Australian 

Government funding and there is no “Research Champion” in the Department of Health and 

Wellbeing to oversee it. This lack of investment in research over the years, in particular since 

the establishment of SAHMRI, has reduced the competitiveness and number of HMR 

researchers that is necessary to successfully compete for funding. (Correspondence from 

Women’s and Children’s Health Network) 

The Commission heard from multiple stakeholders that budget pressures and policy reforms 

over the last decade contributed to the weakening of the relationships between the public 

hospital system and the universities. This affected the capacity of the public hospital system 

to partner effectively with the universities, especially in key areas of clinical and translational 

research. The weakening of connections and partnerships is especially evident in the decline 

in the number of clinician academics jointly appointed by the public hospitals and 

universities. This is a key factor affecting South Australia’s capacity to secure a larger share 

of NHMRC and MRFF funding, with several stakeholders arguing that the state’s funding 

performance would be strengthened by increasing the number of clinician academics in the 

HMR workforce. Workforce issues are considered in more detail in chapter 6.  

The Commission considers that the downward trajectory in the state’s funding share in both 

NHMRC and MRFF rounds reflects, in part, a comparative failure to generate a critical mass 

of research collaborations focused on translational and outcomes. Several stakeholders in 

the university and public hospital systems observed that the state’s HMR output has been 

largely centred on smaller-scale projects, many led by individual researchers.27 This may 

have been a factor in the state’s capacity to compete for MRFF funding. 

Many submissions from across the HMR sector, including universities, public hospitals and 

SAHMRI, argued there is a close connection between high levels of collaboration and 

increasing funding success. The Northern Adelaide Local Health Network (NALHN) has 

argued that other Australian jurisdictions, such as Victoria and NSW, achieved high levels of 

funding success by fostering research partnerships with a focus on outcomes-based 

research in areas of existing advantage.  

Some of these issues are addressed in other chapters, particularly chapter 5, which 

focuses on the state’s key HMR institutions and the architecture that links them. 

Another factor affecting opportunities and funding performance is researchers’ access 

to data. Stakeholders suggest this is important to the state’s capacity to retain and 

expand its share of clinical trials. Researchers’ ability to screen large patient cohorts 

for potentially suitable trial participants is currently hampered by legal restrictions, 

based on privacy concerns, which limit access to patient information to clinicians 

treating patients. The influence of the current regulatory environment on researchers’ 

access to data and on HMR performance is considered in chapter 7.  
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3.6 Conclusion 

South Australia’s share of NHMRC funding has been in decline for the last 20 years, 

although the pace of decline has slowed over the last decade. 

At an institutional level, the University of Adelaide’s share of NHMRC funding has declined, 

while Flinders University and the University of South Australia increased their share of the 

funding. The addition of SAHMRI has not offset the decline in the performance of the 

University of Adelaide. 

South Australia’s NHMRC grant application success rate followed the national trend and has 

declined from a high of 28 per cent in 2010 to 18 per cent in 2019.  

South Australia’s share of the MRFF stood at 3.1 per cent for the period 2015-20, with 

SAHMRI administering 54.4 per cent of the total amount received, reflecting the translational 

focus of the MRFF. 

The Commission observes that several factors have contributed to South Australia’s 

weaker performance in national HMR competitive funding. These include a decline in 

HMR workforce capacity and capability in LHNs and some universities, budget 

pressures, a policy-driven reduction of priority for HMR in SA Health spending and a 

reduction in clinical research in hospital networks.  

Some of these issues are explored in greater detail in other chapters, particularly 

chapter 5, which explores the relationships between the state’s key HMR institutions. 

Other issues related to funding success include the composition of the state’s HMR 

workforce, both in the public hospital system and the universities, including the decline 

in the overall number of clinician academics. Workforce issues are examined in 

chapter 6. 

Other factors that have the potential to positively or adversely affect funding 

performance include researchers’ access to data. This is particularly significant in 

relation to the regulatory and administrative barriers that currently restrict researchers’ 

access to HMR data. These are discussed in detail in chapter 7.  

The Commission notes that a state’s share of national HMR grant funding is seen by 

many stakeholders in the sector as one of the most significant measures of success. In 

addition, funding success is generally viewed in isolation from the broader question of 

how efficiently that funding is used or the extent to which HMR improves health 

outcomes or contributes to economic growth. The following chapter examines other 

performance measures or indicators of output, productivity and impact to analyse the 

benefits that flow from HMR funding.  
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4. Measuring HMR performance 

4.1 Introduction 

The terms of reference of the inquiry require the Commission to assess the performance of 

health and medical research (HMR) in South Australia with particular reference to how HMR 

fosters innovation and improvement in healthcare service delivery that lead to improved 

health outcomes for the community and provide cost savings to the health system (TOR 1a). 

The Commission is also required to identify and assess measures of the productivity and 

impact of HMR activity in South Australia (TOR 5). 

This chapter begins with a discussion of the varying definitions and usage of HMR and an 

overview of methodologies used to measure HMR activity and associated limitations. The 

rest of the chapter provides an assessment of HMR performance based on inputs, outputs, 

productivity and impact of HMR, including available data and their limitations. A key issue in 

the measurement of HMR activity relates to gaps in available data which limit the analysis. It 

also provides an overview of the performance of the public health system in South Australia 

in comparison to other jurisdictions and summarises related issues and observations. 

4.1.1  Definitional issues 

The literature distinguishes health research from practice, the aim of which is to prevent 

disease or injury and to improve the health of communities through activities such as 

disease surveillance, program evaluation and outbreak investigation.1 

For the purpose of the inquiry, the Commission will use the National Health and Medical 

Research Council’s (NHMRC) definition of research:2  

The concept of research is broad and includes the creation of new knowledge and/or the 

use of existing knowledge in a new and creative way so as to generate new concepts, 

methodologies, inventions and understandings. This could include synthesis and analysis 

of previous research to the extent that it is new and creative. 

The NHMRC further defines HMR as human research which involves people taking part in 

surveys and medical or psychological testing/treatment, being observed, and researchers 

collecting and accessing specimens, personal information and other materials. An additional 

consideration in defining HMR relates to ethical review procedures which provide guidelines 

on distinguishing health research from service and practice.3  

The Commission notes that there are varying definitions of HMR, as discussed in the 

literature and raised in several submissions. For example, the submission from the Hospital 

Research Foundation (THRF) indicates that the definition adopted by the Commission is “not 

extensive enough”4, while the Northern Adelaide Local Health Network (NAHLN) is of the 

view that “the Commission’s definition of research is too broad”.5  

                                                
1 For a detailed discussion, see J. Otto, M. Holodiny, and R. DeFraites, ‘Public Health Practice is not Research’ 
(2014) 104(4) American Journal of Public Health, 596-602.  Further guidelines provided by the UK Health 
Research Authority (2017) on distinguishing health research from service and practice. 
2 National Health and Medical Research Council, the Australian Research Council and Universities Australia, 
Australian Code for the Responsible Conduct of Research (2018). 
3 Ibid. 7. 
4 The Hospital Research Foundation, DR26, 4. 
5 Information received from NAHLN. 
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Regardless of its depth and breadth, it is evident that a particular definition of HMR adopted 

by institutions will necessarily reflect individual organisational goals and objectives. For 

example, correspondence from the CALHN Executive Research Committee (CERC) 

indicates that a broad range of research activities is undertaken within CALHN and its 

partners, including basic (wet lab), investigator and industry-initiated clinical research, health 

service research and public health (population) research.6 Similarly, the Basil Hetzel Institute 

(BHI) states that:  

The BHI embraces a broad definition of health and medical research that describes its 

mission of fostering research from discovery through pre-clinical development, 

clinical trials and implementation. (Basel Hetzel Institute, DR2, p.2) 

While acknowledging that there are other domains that affect HMR and that the boundaries 

of definition may vary depending on organisational goals and relevance, the Commission’s 

use of the definition of HMR is necessarily driven by the inquiry terms of reference.  

4.2 Measuring HMR activity 

Assessing the performance of HMR is considered an important step in improving the 

effectiveness and accountability of research funding agencies and funding recipients that 

receive it.7  

Measuring performance across the entire research and innovation pipeline from 

discovery to translation incentivises translation activities that maximise impact and 

provides the means to identify gaps in investment and support. (AAMRI, DR5, p.11) 

A recurring theme in the Commission’s consultations was that establishing clear impact and 

outcome evaluation frameworks are important for all research.8 However, there is no agreed 

upon or wholly ‘scientific’ way to evaluate research, and the method of evaluation will 

depend on the organisation and objectives.9  

The objective of research evaluation may include among other reasons, accountability, 

advocacy or learning purposes, with each implying different organisational goals and 

requiring different evaluation strategies.10 This issue is highlighted in the information 

received from NAHLN, which noted that the ‘measurements for lab-based research and blue-

sky research are necessarily different’.11  

The Commission notes the differences in the organisational goals requiring different 

evaluation strategies that were discussed in several submissions, particularly in relation to 

research in the public health system (in contrast to academic/research organisations): 

While academic organisations use the traditional metrics of grants, publications and citations; 
healthcare services focus on service outcomes (length of stay, occasions of service and to 
some extent patient outcomes), and health consumers and the community value things like 
access, equity and efficiency. (HTSA, DR17, p.13) 

 

                                                
6 Information received from CAHLN Executive Research Committee. 
7 See e.g. S. Rivera et al, Assessing the impact of healthcare research: A systematic review of methodological 
frameworks, (2017) 14 (8) PLOS Medicine, UK Evaluation Form, Medical Research: assessing the benefits to 
society, (Report 2006). 
8 Public Health Association, Australia, 1. 
9 UK Evaluation Forum, (n62) 9. 
10 Panel on Return on Investment in Health Research, (2009) ‘Making an impact: a preferred framework and 
indicators to measure returns of investment in health research’ (Canadian Academy of Health Sciences,2009)  
11 Information received from NAHLN. 



 
 Inquiry into Health and Medical Research in South Australia 

 

Inquiry into Health and Medical Research in South Australia 

Draft Report 

 

Page | 79  

 

 

 

For the South Australian public health system, it is important that KPIs associated with HMR 

go beyond funding success, publications/citations and other traditional academic measures, 

noting the importance of these metrics. (Information received from the South Australian 

Research Management Group) 

It is also important to consider performance metrics applicable to the needs of LHNs. The 
standard array of metrics relating to research performance even using multiple ‘views’ may 
not capture what is the most important result of research activity in terms of adoption of better 
evidence-based practices feeding through into patient care and eventually population health. 
The metrics used to monitor HMR in SA need to encompass follow through of research 
income and publications etc, to impacts on patient care and population health. (University of 
Adelaide, Faculty of Health and Medical Sciences, DR28, p.2) 

 

Within this context, examples of existing approaches to measurement and evaluation of 

HMR activity include bibliometric analysis, retrospective case studies, surveys, peer review 

and micro/macroeconomic analysis (summarised in Figure A4.1 in Appendix 4).12 

Additionally, the submission from the Association of Australian Medical Research Institutes 

(AAMRI) notes process indicators of impact which indicate the research findings on a path to 

impact, are useful measures.13 

Therefore, a research performance analysis may include several different methods to 

triangulate evaluation findings and the full range of impacts of HMR.14 These methods may 

be all quantitative, all qualitative, or a combination of both, and be tailored to collect 

information that supports the evaluation goals.  

Information received from the Women’s and Children’s Health Network (WCHN) also 

supports the use of a mix of quantitative measures, case studies and qualitative approaches 

to formulate a complete picture of HMR activity.15This view is consistent with information 

provided to the Commission from the South Australian Research Management Group: 

An approach that can examine the impact and outcomes of health and medical research on 

the health system is required. Necessarily this will require more than just quantitative 

measures and should involve case studies and qualitative approaches. (Information received 

from the South Australian Research Management Group) 

This interpretation is also supported in the submission from the Faculty of Health and 

Medical Sciences, University of Adelaide which claims that: 

There is a myriad of potential indicators of research performance that ought to span different 
dimensions including income (total HERDC, Cat 1, NHMRC), outputs (such as publications, 
reports, IP, commercialisation, etc), research training and mentoring of HDRs, collaborations, 
and research culture and leadership. The general experience is all single measures are 
flawed and so a suite of indicators in each of these areas is required to give different ‘views’ 
of performance. (University of Adelaide, Faculty of Health and Medical Sciences, DR28, p.2) 

A key issue in any performance measurement exercise relates to the difficulty articulating 

and quantifying the value of HMR in terms of “impacts and outcomes on health system 

performance, delivery of service and patient care and patient outcomes”.16 Impact 

assessment frameworks discussed in section 4.3.5 aims to examine these issues in detail. 

                                                
12 Ibid 15. Figure A4.1 provides a summary of each method as discussed in the report. 
13 AAMRI, 11 
14 R Ruegg, and I. Feller, A Toolkit for Evaluating Public R&D Investment Models, Methods, and Findings from 
ATP’s First Decade (US Department of Commerce (2003). 
15 Information received from WCHN. 
16 Information received from the South Australian Research Management Group. 
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Given the considerable limitations of existing measures and the lack of consistent data, the 
Commission’s analysis provides an overview of HMR performance based on a combination 
of indicators. This is consistent with information gathered through the consultation process 
and discussed in several submissions: 

Research productivity is notoriously difficult to measure. The Commission’s focus on 
bibliometric indices, research publications, grant success and grant income, economic 
outcomes, and qualitative impact is probably the best that can be accomplished in terms of 
measures at present. (University of Adelaide, School of Public Health, DR32, p.3) 
 
The set of measures used in the discussion paper to assess HMR activity, while individually 
having limitations, is appropriate. (Flinders University, DR14, p.4) 

4.3 Assessment of HMR performance  

4.3.1  Inputs 

Inputs into HMR refers to the resources needed to undertake research and development 

(R&D) activity, including capital, human resources and consumables. Data on inputs to HMR 

at the state level are fragmented, incomplete and in some cases inconsistent. Data on input 

quality pose additional issues. Such gaps limit the ability to analyse investments in HMR at 

the state level. These are issues not just at the state level. The lack of detailed data on 

research expenditure at the national level was highlighted in the McKeon Review (2013) as a 

key issue in the HMR sector. It also found that there was no consistency in definitions and 

limited ability to identify HMR investments due to a general lack of monitoring of research 

performed in state and territory hospitals and health networks.17  

A major limitation of the data relates to the unavailability of information related to business 

and government investment in HMR, as Australian Bureau of Statistics (ABS) data on R&D 

for these sectors are not available at the field of research level by jurisdiction.18The 

Commission acknowledges these data constraints and limitations related to HMR 

investments. This section presents the available data on expenditure and workforce in the 

higher education, public health and medical research institute (MRI) sector in South Australia 

in comparison to other jurisdictions and over time. 

HMR expenditure 

Higher education sector - HERD 

While higher education expenditure on R&D (HERD) captures only a part of the total 

expenditure on R&D, it forms a significant component of HMR research investment in South 

Australia.  

Table 4.1 presents HERD on HMR in South Australia for the period 2006-18. South 

Australia’s share of national higher education expenditure on HMR experienced a decline 

during this period, except for 2014. Expenditure on HMR accounted for the largest share of 

total HERD in South Australia during the period. More than one third (38 per cent) of higher 

education expenditure on R&D was spent on HMR in 2018.  

                                                
17 S McKeon, E Alecander, H Brodarty et al. Strategic Review of Health and Medical Research: Better Health 
Through Research (Commonwealth of Australia,2013) 38. 
18 Business Expenditure on R&D (BERD) and Government Expenditure on R&D (GOVERD) by field of research 
are available only at the national level. 
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Table 4.1: Higher education expenditure on research and development (HERD) for HMR in 

South Australia, 2006-18. 

Year HERD on HMR 
for SA 

Total HERD for 
SA 

Share of HERD 
on HMR in SA 

Total HERD on 
HMR, Australia 

SA share of 
national total 

HERD on HMR 

  (a) (b) (a)/(b) (c) (a)/(c) 

  $millions $millions % $millions % 

2006 126.1 395.1 31.9 1,469.9 8.6 

2008 185.4 505.1 36.7 2,072.1 8.9 

2010 206.6 544.9 37.9 2,327.5 8.9 

2012 236.6 639.9 37.0 2,822.5 8.4 

2014 265.5 724.2 36.7 2,883.6 9.2 

2016 240.2 707.2 34.0 3,086.9 7.8 

2018 314.1 826.6 38.0 3,721.9 8.4 

Source: ABS. Survey of Research and experimental development, Higher education organisations, Australia 

2018, cat.8110D005. 

The distribution of the share of national total HERD on HMR across different states for the 

period 2006-18 is illustrated in Figure 4.1. Victoria accounted for 29 per cent of the national 

HMR total in 2018, which had decreased from 32 per cent in 2016. NSW’s share remained 

steady at 33 per cent and Queensland’s share fell from 16 per cent in 2016 to 14 per cent in 

2018. In comparison, South Australia’s share of national HERD on HMR in 2018 was 8.4 per 

cent, which had risen marginally from 7.8 per cent in 2016. The share of HERD to Western 

Australia increased from 8 per cent in 2016 to 12 per cent in 2018, which was the highest 

increase across all states. 

Figure 4.1: Higher education expenditure on research and development (HERD) for HMR, 
share of national total by state, 2006-18 (per cent). 

  

Source: ABS. Survey of Research and experimental development, Higher education organisations cat.8110D005 

(2018). Note: Data for NT and Tasmania are not included in the figure. 
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Medical research institutes (MRI) 

The MRI sector is a key component of HMR, and data provided by AAMRI on the MRI sector 

expenditure by activity are presented in Table 4.2. This information is reported by AAMRI 

members as part of member surveys in 2014, 2016 and 2018.19  

Reported ‘research expenditure’ in Table 4.2 captures the direct costs of doing research 

which includes direct research staff salaries; research consumables; specialised equipment 

purchases for research projects (included in grants); travel expenditure associated with the 

grants or fellowships; and scholarships provided by the MRI.  

Table 4.2 also includes ‘indirect research costs’ which are those incurred by the MRI that are 

not directly related to the outcome of the research projects but are operational activities 

required to support research. They include costs of corporate and support services, 

operations/maintenance, IT and data management, business development and 

commercialisation as well as costs for services administered by the MRI that do not generate 

an income (for example, tissue banks). All other costs are captured in the ‘other expenditure’ 

category in the table.20  

Table 4.2: MRI expenditure by activity, 2014,2016 and 2018 ($m). 

  # MRIs Research 
expenditure 

Expenditure on 
indirect research 

costs 

Other 
expenditure 

Total 

  $millions $millions $millions $millions 

2014 

VIC 15 372.6 170.0 19.2 561.8 

NSW 15 219.3 132.7 61.7 413.6 

SA 2 31.6 23.0 0.1 54.8 

Qld 5 70.1 64.5 0.5 135.2 

Rest of Australia 3 69.4 29.4 4.7 103.6 

TOTAL 40 763.0 419.6 86.3 1,268.9 

2016 

VIC 15 448.6 216.4 17.5 682.5 

NSW 16 260.8 141.4 94.9 497.1 

SA 3 49.8 29.6 0.2 79.7 

Qld 4 78.5 91.8 5.2 175.5 

Rest of Australia 5 115.3 50.6 16.1 182.1 

TOTAL 43 953.0 529.9 133.9 1,616.8 

2018 

VIC 17 533.6 391.6 39.9 965.1 

NSW 17 278.7 193.2 108.1 580.0 

SA 3 64.8 29.0 0.2 94.0 

Qld 6 106.7 87.3 2.5 196.5 

Rest of Australia 6 113.3 58.9 9.8 182.0 

TOTAL 49 1,097.0 760.1 160.5 2,017.6 

Source: AAMRI Member Survey (2015, 2017, 2019).  
Notes: Includes both independent and non-independent MRIs. “Rest of Australia” is the aggregate data for NT, 
WA, Tas and ACT.  

                                                
19 AAMRI member survey, expenditure data provided to the Commission. Data represent calendar years 
2014,2016, 2018 or financial years 2014-15, 2016-17, 2018-19 depending on the financial reporting year of the 
institute. Note that AAMRI membership varies across different years and the survey data may not capture all the 
MRIs for a given year. 
20 Expenditure category definitions provided by AAMRI. 
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Based on AAMRI member data, $1.1 billion was spent on direct research costs across 49 

MRIs in Australia in 2018.  Total indirect research costs amounted to $760 million in the 

same year. In South Australia, three MRIs including the Centre for Cancer Biology, the 

Robinson Research Institute and the South Australian Medical Research Institute (SAHMRI) 

reported spending a total of nearly $65 million on direct research and a further $29 million on 

indirect research in 2018.  

HMR workforce 

This section presents available data on the HMR workforce across the higher education and 

MRI sector, noting that there are considerable limitations and gaps in existing data. The 

Commission is seeking better workforce data from the universities, SA Health and MRIs. A 

detailed discussion of workforce issues as they relate to HMR is available in chapter 6.  

Higher education sector 

Research and teaching staff in the higher education sector make up a substantial proportion 

of the broader HMR workforce. Table 4.3 presents the jurisdictional distribution of HMR 

teaching and research staff (full-time equivalent [FTE]) in the higher education sector from 

2001 to 2017. This data, reported by universities to the Commonwealth Department of 

Education and Training do not include research-only staff, which is a considerable limitation 

as this results in under-estimating the true number of researchers in the sector.  

This is particularly true for larger states with multiple MRIs, such as NSW and Victoria, 

whose workforces are not included in Table 4.3. As such, these data are not suitable for 

comparison of the total HMR workforce by state. That said, they provide some insights on 

the nature and trends of the HMR workforce as they relate to the higher education sector.  

Table 4.3: Health and medical teaching-only and teaching and research staff in higher 

education, FTE by state, 2001-17. 
Year NSW VIC Qld WA SA Tas ACT NT Multi-

state 
Australia 

2001 1109 767 507 360 402 47 17 10 67 3286 

2002 1056 779 509 367 390 72 19 10 65 3267 

2003 1066 788 519 372 387 73 9 34 67 3315 

2004 1099 847 562 466 386 72 13 42 67 3554 

2005 1123 903 659 477 392 78 21 42 72 3767 

2006 1038 881 738 549 418 83 52 29 80 3868 

2007 1114 955 837 569 418 64 36 28 95 4116 

2008 1181 888 858 640 443 86 35 32 104 4267 

2009 1291 988 811 655 445 101 58 36 96 4481 

2010 1315 1048 830 672 466 112 48 61 112 4664 

2011 1376 1086 861 646 473 118 75 48 125 4808 

2012 1470 1136 918 661 575 124 83 36 136 5139 

2013 1538 1206 928 646 597 124 87 32 158 5316 

2014 1610 1178 954 649 602 127 79 32 191 5422 

2015 1646 1152 750 573 630 86 78 35 215 5165 

2016 1626 1256 743 595 598 193 80 44 230 5365 

2017 1473 1126 782 615 592 182 89 44 230 5133 

Source: Department of Education and Training, Canberra. Higher Education Statistics Staff Data, 2020. Note: 

Includes teaching-only and teaching and research staff. Excludes research-only staff. 
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As evident from Table 4.3, nationally the number of teaching-only and teaching and research 

staff (FTE) numbers increased steadily from 2001 to 2015 but has seen a slight decrease 

since then. South Australia followed the national trend, with FTE numbers increasing from 

402 in 2001 to 630 in 2015.  In 2017, the number stood at 592, accounting for 11.5 per cent 

of the national total. For reasons previously mentioned, this percentage overstates South 

Australia’s relative position. 

South Australian public university HMR workforce 

Figure 4.2 presents HMR teaching-only and teaching and research staff in the three South 

Australian public universities.21 South Australia’s share of teaching-only and teaching and 

research staff in higher education institutions fluctuated between approximately 10 per cent 

and 12 per cent of the national total between 2001 and 2017. Flinders University has seen a 

substantial increase in the FTE staff numbers during this period. The University of Adelaide 

also experienced a gradual growth in FTE numbers between 2001 and 2015 but has since 

declined. The FTE numbers in the University of South Australia (UniSA) have remained 

relatively steady during this period.  

Figure 4.2: HMR teaching-only and teaching and research staff in higher education 

institutions, South Australia, 2001-17. 

 
Source: Department of Education and Training, Canberra. Higher Education Statistics Staff Data, 2020. Note: 

Includes teaching-only and teaching and research staff. Excludes research-only staff. Does not include Torrens 

University which reported 6 FTE in 2016 and 2017. 

 

The Commission also received information on the HMR workforce at the South Australian 

public universities, which is useful in providing an understanding of their relative size, noting 

that the figures presented are not directly comparable as they are reported differently across 

institutions. The Commission intends to compile consistent and comparable HMR workforce 

data from the universities which will enable further analysis.  

University of Adelaide  

University staff active in HMR research, or those contributing to its facilitation, are distributed 

throughout a number of different faculties, departments and institutes within the University of 

                                                
21 Note that these figures do not include research-only HMR staff employed at universities. 



 
 Inquiry into Health and Medical Research in South Australia 

 

Inquiry into Health and Medical Research in South Australia 

Draft Report 

 

Page | 85  

 

 

 

Adelaide. The largest proportion is employed in the Faculty of Health and Medical Sciences 

and Table 4.4 provides the number of academic staff in the faculty for the period 2014-2018.  

As evident from the data, academic staff numbers have fallen during this period both in FTE 

and headcount terms. In 2014 there were 449 academic FTEs in the Faculty of Health and 

Medical Sciences which had declined to 411 FTEs by 2018.  

Table 4.4: University of Adelaide academic staff in the Faculty of Health and Medical 

Sciences, FTE and headcount numbers. 

  2014 2015 2016 2017 2018 

Academic FTE 449 444 422 432 411 

Academic No. 546 541 510 535 508 

Source: University of Adelaide, Pocket Statistics, 2019,2018, 2017.22 

Flinders University 

The HMR workforce data for Flinders University, reported in Table 4.5 is estimated based on 
university income classified for HMR. The Commission notes that, between 2012 and 2018, 
Flinders University has seen a decline in the total number of FTE academic staff in all areas 
of HMR, with the total number of FTE positions declining from 210.2 in 2012 to 170.5 in 
2018. 
Table 4.5: Flinders University HMR staff numbers (FTE). 

  Academic HMR FTE All Colleges(a) (b) 

2012 210.2 

2014 198.5 

2016 185.6 

2018 179.5 
Source: Flinders University response to SAPC information request.  
a) All values are estimated Research FTE only (i.e. the research FTE for a full-time balanced role(teaching/research) is estimated a t0.4x the employment fraction). b) The 

proportion of university income classified for FOR11 or SEO-92 (HMR) is used to estimate the proportion of research FTE devoted to HMR. 

 

University of South Australia  

Table 4.6 summarises UniSA’s FTE numbers for continuing academic, fixed-term and casual 

employees. It includes staff classified as ‘research-only’, ‘teaching and research’ and 

‘professional’ in the main HMR areas within the Division of Health Sciences and the Centre 

for Cancer Biology. 

Table 4.6: University of South Australia total academic and professional HMR workforce. 
   2015 2016 2017 2018 2019 

Academic staff Continuing/fixed 
term 

Teaching and 
Research 

139.88 150.90 144.43 143.70 135.80 

  Research only 153.65 138.33 164.47 163.15 192.65 

 Casual Research only 18.21 21.88 20.98 23.13 24.09 

Total   311.74 311.12 329.87 329.98 352.24 

Professional staff Continuing/fixed 
term 

Research only 8.90 8.20 8.40 7.40 8.20 

 Casual Research only 1.74 3.88 3.68 4.91 5.92 

Total   10.64 12.08 12.08 12.31 14.12 

Grand total   322.38 323.20 341.95 342.95 366.66 
Source: University of South Australia response to SAPC information request 

                                                
22 <https://www.adelaide.edu.au/planning/pocket-statistics> 

 

https://www.adelaide.edu.au/planning/pocket-statistics
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Unlike the state’s other two public universities, the UniSA’s HMR workforce, including both 

academic and professional staff, increased between 2015 and 2019, with the total number of 

HMR staff increasing by approximately 45 FTE positions. 

MRI sector 

Data on the MRI workforce for 2019, based on the AAMRI Member Survey (2019) are 

presented in Table 4.7. Based on this data, the MRI sector had a national workforce of 

16,852 FTE spread across 55 research institutes in 2019.23 This figure includes research, 

corporate and support staff, international and domestic research students and international 

staff.  

Table 4.7: The Australian medical research institute workforce (FTE) by state, 2015-19. 
 

# 
MRIs 

Research 
staff 

Corp/ 
support 

staff 

HDR 
students 

- 
domestic 

HDR 
students 

- int'l 

Other 
staff* 

Other 
students* 

Total 
staff & 

students 

% of 
Australian 

MRI 
workforce 

2015 

ACT - - - - - - - - 
 

NSW 15 1381 637 463 92 816 481 3869 30.8 

NT 1 141 44 42 8 0 0 234 1.9 

QLD 6 789 335 310 53 76 1079 2642 21.1 

SA 4 313 126 43 17 30 8 536 4.3 

TAS 1 55 39 31 38 17 19 200 1.6 

VIC 15 2090 807 629 216 369 330 4440 35.4 

WA 3 304 126 172 3 3 22 629 5.0 

Australia 45 5072 2115 1689 426 1310 1938 12550 100.0 

2017 

ACT 1 194 29 41 37 0 35 334 2.2 

NSW 17 1398 942 523 95 1021 468 4447 28.7 

NT 1 160 36 54 0 1 0 251 1.6 

QLD 5 805 449 275 74 74 27 1703 11.0 

SA 4 557 121 167 6 1 2 853 5.5 

TAS 1 86 14 28 51 4 11 193 1.2 

VIC 16 2461 966 839 342 376 1959 6942 44.8 

WA 3 338 128 143 6 119 37 771 5.0 

Australia 48 5997 2684 2069 610 1596 2538 15494 100.0 

2019 

ACT 1 222 28 45 49 0 29 373 2.2 

NSW 19 1753 1019 555 97 1551 493 5468 32.4 

NT 1 167 44 48 9 0 0 269 1.6 

QLD 7 911 419 343 133 188 79 2074 12.3 

SA1 3 463 110 211 8 79 41 912 5.4 

TAS 1 79 13 38 70 0 17 216 1.3 

VIC 18 2932 1127 1071 383 496 250 6486 38.5 

WA 5 419 188 185 21 191 53 1056 6.3 

Australia 55 6946 2949 2496 769 2505 962 16853 100.0 

Source: AAMRI Member Survey (2015,2017,2019). Notes: Full-time equivalents (FTE). Workforce data as at 1 
July 2015,2017 and 2019. Includes both independent and non-independent MRIs.   
*includes international students/staff. 1data for one non-independent South Australian institute not available. 

 

South Australia reported a total of 912 FTE in three MRIs in 2019, accounting for 5.4 per 

cent of the total Australian MRI workforce. The combined HMR workforce in Victoria and 

NSW made up approximately 70 per cent of the national total in the same year 

                                                
23 AAMRI has 56 member MRIs reported on their website: <https://aamri.org.au/about-us/what-we-do/>.  

https://aamri.org.au/about-us/what-we-do/
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SAHMRI HMR workforce 

SAHMRI reported a total of 396 employees as at 30 June 2020, of which 299 were research 

staff. The total staff number at SAHMRI increased from 360 in 2016 to 396 by June 2020.  

Table 4.8: SAHMRI workforce (headcount), 2016-20. 

  2016 2017 2018 2019 2020* 

Total research staff 278 292 307 301 299 

Total non-research staff (ops & admin) 82 96 98 93 97 

Total employees 360 388 405 394 396 
Source: SAHMRI response to SAPC information request. Data as at 31 December of year.  

*as at 30 June 2020 

LHN HMR workforce 

The Commission received limited, fragmentary information on the current estimated number 

of clinician researchers and academics in the local health networks (LHNs) which are 

discussed in chapter 6. Consequently, the Commission has not been able to identify 

accurate time series data on the HMR workforce within the LHNs.  

Summary 

As evident from the above discussion, there are considerable gaps in the available HMR 

workforce data which limits their use in any analytical or comparative exercise. Nevertheless, 

existing data indicate that the universities are the largest HMR employer in South Australia, 

even though their numbers are smaller than those in NSW, Victoria, Queensland or WA. 

Nationally, the number of HMR teaching-only and teaching and research staff FTE numbers 

in universities have declined since 2015, and South Australia followed a similar trend.  

The size of the MRI workforce in South Australia is small compared to that of NSW and 

Victoria. In 2019, there were four MRIs in South Australia. In comparison, NSW had 19 and 

Victoria had 18 AAMRI member MRIs. That said, the heterogeneity of MRIs, including size, 

composition, location and research specialisation makes it difficult to make any meaningful 

comparisons across states or MRIs. 

The Commission reiterates the limitations of existing HMR workforce data including the lack 

of time-series data on the HMR workforce in the LHNs and consistent data from the state’s 

public universities. The Commission is seeking better HMR workforce data from the LHNs 

and the universities. 

 

4.3.2.  HMR outputs  

Analysing HMR performance is a complex task made more difficult by data limitations. 

Organisations are structured differently, with different objectives, goals and governance 

arrangements. This leads to divergences in the way organisations collect and report data 

Information request 4.1 

The Commission seeks information and views on: 

What is the size and nature of the HMR workforce in South Australia’s public universities, 
MRIs and LHNs?  Please provide time-series data for the last 10-years. 
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which result in inconsistencies in definitions and usage, limiting the ability to make 

meaningful comparisons.24  

Types of HMR outputs include research publications and related measures, patents, 

prototypes, clinical trial activity, and drug and medical device development. Data on outputs 

apart from research publications are limited and fragmented. For example, patent data are 

not available by field of research by jurisdiction. Chapter 8 discusses HMR translation, 

including clinical trial activity. 

Research publications 

Given the data limitations, the most widely used output measure in the literature is research 

publications due to the availability of comparable data.25 The Commission notes that there 

are considerable limitations to this approach. As clearly stated in several submissions, 

measuring outputs by the number of publications is an indicator of quantity only. It does not 

reflect the quality of research or the level of collaboration amongst researchers.26 Moreover, 

as highlighted by stakeholders, research publications do not represent all the activities of a 

healthcare system whose primary objective is to improve health outcomes: 

Reliance on bibliometrics is a major weakness in the assessment of productivity of research. 

This is a particular problem when assessing research in the health and medical sector. 

(University of Adelaide, School of Psychology, DR31, p.3) 

The suggested measures have limitations that are focused on bibliometrics used by 

Universities and Research Institutes. Such measures do not take into account Health Network 

research outputs (e.g. health system performance, delivery of services, patient care and 

outcomes), the measurement of impact and consumer engagement processes. The 

commonly used metrics of research output, including the number of peer-reviewed journal 

articles or citations, journal impact factors, and H-indices advantage some disciplines over 

others.  (Information received from WCHN) 

The major limitation of the proposed metrics is that they are measures of academic 
excellence only, rather than including measures that represent all activities that contribute to 
the primary goal of health and medical research - to improve health outcomes for the broader 
population. (AAMRI, DR5, p.9) 

In analysing research publications, indicators based on citations are used as measures of 

quality and/or academic impact. When comparing across institutions or jurisdictions, these 

measures require appropriate standardisation, for example, by population or number of 

workers in the sector based on data availability.   

While both the publication numbers and citations provide a general overview of the 

distribution of HMR output, they do not provide a complete picture of the research landscape 

and are constrained by a series of limitations as discussed in the literature and supported by 

stakeholder submissions.27 

                                                
24 National Health and Medical Research Council, Submission to the Productivity Commission research study on 
public support for science and innovation in Australia (2006)11. 
<https://www.pc.gov.au/inquiries/completed/science/submissions/sub080/sub080.pdf> 
25 See e.g. NSW Health and Medical Research Strategic review, Issues Paper (2011); B Kingwell et al, 
‘Evaluation of NHMRC funded research completed in 1992,1997 and 2003: gains in knowledge, health and 
wealth’ (2006) 184(6) Medical Journal of Australia 282. 
26 This is supported by the submission from AAMRI, DR5, p. 9, and information received from the SA Clinical 
Research Governance Steering Committee. 
27 E.g. D. Aksnes,, L.Langfeldt, and P Wouters, “Citations, Citation Indicators, and Research Quality: An 

Overview of Basic Concepts and Theories’ (2019) Jan-March  Sage Open 1. D A Pendlebury, ‘The use and 

misuse of journal metrics and other citation indicators’ (2009) Arch. Immunol. Ther. Exp.1. 

https://www.pc.gov.au/inquiries/completed/science/submissions/sub080/sub080.pdf
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Among many problems, the key limitations are that author self-citations and reciprocal citing 
by colleagues often inflate citation counts. Although a number of metrics correct for this there 
are still issues with groups citing one another and failing to cite appropriately when reviewing 
research. A more pervasive problem is that citations do not reveal evidence of research 
impact such as synthesis into clinical applications or public health outcomes. (University of 
Adelaide, School of Psychology, DR31, pp.3-4) 

 

In light of the many limitations of the use of publications as a performance measure, it is 

important to understand that they provide only a partial view of a very complex research eco-

system. A more holistic approach involves considering a suite of measures in addition to 

publication metrics as suggested in the submission from the University of Adelaide School of 

Psychology: 

 It would be valuable to move away from citation counts toward assessment of research 
engagement. In particular, qualitative assessment of research engagement can describe the 
value of research in terms of its benefit to the broader Australian community. This cannot be 
indexed by citation counts or similar metrics. Similarly, clinician and consumer involvement in 
research from inception to translation is a good indicator of high quality health and medical 
research. (University of Adelaide School of Psychology, DR31, p.4) 

While acknowledging these issues, the Commission considers that an analysis of publication 

data is still a useful exercise as a means of understanding a particular aspect of research 

output. For analytical purposes, publication data from the InCites database was used based 

on field of research (FoR) code 11 (level 1) for health and medical sciences28 and publication 

year. The analysis is based on ‘whole publication counts’, and where a publication has 

authors from multiple institutions/sectors, each is given a count for that publication. While 

this can create multiple counting and overlaps, it provides a reasonable picture of the relative 

contribution of each author/institution.29 

The literature on HMR assessment indicates that although the number of publications is 

commonly used to measure research performance by individuals, institutions and countries, 

often as a benchmark, there are no studies formally validating this indicator in healthcare.30 

Moreover the number of publications does not take into account the size and composition of 

the research group, the type of research or the quality of the publication, further emphasising 

that these measures be interpreted with caution.31 

Figure 4.3 presents the total number of HMR publications by state for the period 2005-19. 

Victoria and NSW have consistently maintained their positions at the top, with a significant 

increase in the volume of output from 2017 onwards, noting that this reflects the size of the 

state and HMR sector. Both Victoria and NSW produced close to 5,000 HMR publications in 

2005, which increased to nearly 16,000 in 2019.  

The data indicate that South Australia and Western Australia have maintained a slow but 

steady growth in HMR publication output during this period. The total number of HMR 

publications in South Australia increased from around 1,500 in 2005 to approximately 4,300 

in 2019.  

                                                
28 This approach is consistent with the Australia and New Zealand Standard Research Classification (ANZSRC), 
2008.<https://www.abs.gov.au/Ausstats/abs@.nsf/Latestproducts/38AFE6FE9DD7BA6BCA25741800048AE8?o
pendocument. 
29 See NHMRC, Measuring Up 2018,(2020) for details, where a similar approach is followed. 
30 V M Patel, H  Ashrafian, K Ahmed, et al ‘How has healthcare research performance been assessed? A 
systematic review’ (2011) 104 (6) Journal of the Royal Society of Medicine, 104(6), 251–261.  
31 For a detailed discussion of related issues, see V Durieux, and A Gevenois, ‘Bibliometric Indicators: Quality 
measurement of scientific publication’ (2010), 255 (2) Radiology, 342. 

https://pubs.rsna.org/author/Durieux%2C+Val%C3%A9rie
https://pubs.rsna.org/author/Gevenois%2C+Pierre+Alain
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Figure 4.3: Number of HMR publications by state, 2005-19. 

 
Source: InCites database updated 26 March 2020. Includes Web of Science content indexed through 29 

February, 2020. Export date: 24 April ,2020.  Note: Research area: 11 Medical and Health Sciences, Time period: 

2005-2019 

Figure 4.4 presents the distribution of the share of HMR publications by state between 2005 

and 2019. During this period, the annual share of publications has generally remained 

steady across all jurisdictions. Victoria and NSW each accounted for approximately 30 per 

cent of annual publications, while Queensland’s share increased slightly from 15.7 per cent 

in 2005 to 17.3 per cent in 2019. Meanwhile, South Australia’s share of HMR publications 

has declined marginally from 9.5 per cent in to 8.3 per cent in 2019.  

Figure 4.4: Share of HMR publications by state (per cent), 2005-19. 

Source: InCites database updated 26 March 2020. Includes Web of Science content indexed through 29 

February, 2020. Export date: 24 April 2020.  Note: Research area: 11 Medical and Health Sciences, Time period: 

2005-2019. 

The above discussion indicates that South Australia’s HMR publication output- both in terms 

of the total number and state share- has stayed relatively steady even when the state’s 

share of NHMRC grant funding declined during the period 2006-19 (as discussed in chapter 

3).  
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The Commission notes that while NHMRC grant funding plays a significant role in producing 

HMR publications, there are other factors that affect the development of research 

publications. They include intellectual input from researchers, protected research time, the 

type of research (for example, meta-analyses and reviews as opposed to clinical studies), 

quality and type of publication, collaborative efforts and other funding sources in addition to 

the NHMRC, among others. In addition, the Commission heard that the ‘publish or perish’ 

culture in HMR is a key driver of research publications, and researchers are likely to engage 

in producing publications utilising pre-existing research information or patient cases to 

maintain their ongoing publication output. 

Figures 4.5 and 4.6 illustrate the distribution of HMR publications and citations respectively 

by state and place of research for the periods 2005-2011 and 2012-2019. The volume of 

research publications has increased across all sectors between the two time periods. In 

terms of the number of publications, Victoria and NSW remain the leading producers of HMR 

publications.  

Across Australia, HMR publications mostly originate in universities, and there has been a 

significant increase in the volume of research output during 2012-19 compared to 2005-11. 

In South Australia, the publication output from universities and MRIs has more than doubled 

between the two time periods. 

Figure 4.5: Number of HMR publications by state and place of research, 2005-11 and 2012-

19. 

 
 

Source: InCites database updated 28 May 2020. Includes Web of Science content indexed through April 30, 

2020. Export date: 20 June 2020.  Note: Research area: 11 Medical and Health Sciences, Time period: 2005-

2019. Includes all independent and non-independent MRIs. 

 

Note that the number of citations by itself is not a meaningful indicator of research output as 

discussed in the literature and is presented in Figure 4.6 for illustrative purposes.32 Based on 

this data, NSW leads the country in the citation numbers for HMR publications in the 

university sector, while Victoria leads in the MRI sector. The total number of citations of HMR 

                                                
32 See Aksnes et.al. for a detailed discussion of related issues. Patel et al. argue that citation analysis assumes 

that there is a positive association between the citing and referenced article, which does not account for articles 
that can be cited for negative impact.  
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publications originating from hospitals in South Australia has fallen slightly between the two 

periods, while it has increased marginally in the university and MRI sectors. 

Figure 4.6: Number of HMR publication citations by state and place of research, 2005-11 
and 2012-19. 

 

Source: InCites database updated 28 May 2020. Includes Web of Science content indexed through 30 April 

2020. Export date: 20 June 2020.  Note: Research area: 11 Medical and Health Sciences, Time period: 2005-

2019. Includes all independent and non-independent MRIs. 

Figure 4.7 provides the distribution of the institutional share of the total publications in South 

Australia for the period 2008-19. The highest share during this period has originated from the 

University of Adelaide, accounting for almost half of the state’s HMR publications. Flinders 

University’s share has gradually increased from 24.6 per cent in 2008 to 28.5 per cent in 

2019. The share of publications originating from the University of South Australia has also 

increased during this period, from 11.8 per cent in 2008 to 19.2 per cent in 2019. SAHMRI’s 

share has grown rapidly to approximately 10 per cent of the total publications, noting the 

relative maturity of the institute, which only became fully research active in 2014. 

Figure 4.7: Share of total state publications (per cent), South Australian institutions, 2008-19 

 

Source: InCites database updated 29 January 2020. Includes Web of Science content indexed through 31 

December, 2019. Export date: 19 February 2020.  Note: Research area: 11 Medical and Health Sciences, Time 

period: 2008-2019. 
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Summary 

The above discussion indicates that South Australia’s share of HMR publications has 

remained relatively steady and just above the population share, even when the state’s share 

of NHMRC grant funding declined during the period 2006-19 (as discussed in chapter 3). 

The Commission understands that while NHMRC grant funding plays a significant role in 

producing HMR publications, a combination of other factors such as the type and quality of 

research publications, other funding sources, collaborative efforts as well as the ‘publish or 

perish’ culture within the sector act as drivers of publication output.  

The Commission intends to further analyse HMR publications data, including annual data to 

better understand trends over time. 

 

4.3.3.  Productivity 

Productivity, defined as volume or value of research output per unit of research input, is 

difficult to measure in HMR due the complexity and the limited availability of the required 

data at the state and institutional level. 

As an example, a gross-output based labour productivity approach indicates the labour 

requirements per unit of output (such as research publications), and as discussed in the 

Organisation for Economic Co-operation and Development (OECD) manual on Measuring 

Productivity (2001) it is often misinterpreted as the ‘productivity of the individuals in the 

labour force’.33  Measuring labour productivity would require the total number of labour hours 

actually worked (or FTE as a second-best approach) as an input measure.34 The available 

HMR workforce data presented in Table 4.3 and Figure 4.2 do not include those outside of 

higher education institutions, include teaching-only staff and exclude research only staff, 

making it unsuitable for such endeavours.35  

The task is further compounded by inconsistent definitions and terminology. It is not 

uncommon in the literature to use the terms research “productivity”, “output” and 

“performance” interchangeably.36 In most cases these issues are driven by organisational 

goals and the type and nature of research activity within an organisation. As an example, 

Figure 4.8 shows the proposed measures of research productivity outlined in the 2016 

CALHN strategic research review provided in correspondence from the CALHN Executive 

Research Committee. 

                                                
33 OECD Measuring Productivity (Manual, 2001) 14 < http://www.oecd.org/sdd/productivity-stats/2352458.pdf> 
34 Ibid, 14 
35 The Commission is pursuing comparable institutional-level HMR workforce data for South Australia. 
36 See e.g, C Caminiti, E Iezzi, C Ghetti, et al. ‘A Method for Measuring Individual Research Productivity in 

Hospitals: Development and Feasibility’ (2015). BMC Health Serv Res 468; Patel et al.  Elie et al, Effects of 

Assessing the Productivity of Faculty in Academic Medical Centres: A Systematic Review, (2012) 184 (11), 

CMAJ 602; Durieux & Gevenois. 

Information request 4.2 

The Commission seeks information and views on: 

What explains the apparent divergence between the trend in South Australia’s share of 
publications and the state’s share of funding received from the NHMRC? 

 

http://www.oecd.org/sdd/productivity-stats/2352458.pdf
https://pubs.rsna.org/author/Durieux%2C+Val%C3%A9rie
https://pubs.rsna.org/author/Gevenois%2C+Pierre+Alain
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Figure 4.8: Measures of research productivity. 

 
Source: Correspondence from CALHN Executive Research Committee 

Nevertheless, a common approach to measuring research productivity relates to indicators 

based on publication data including citations per publication over a given period of time. 

While there are several well-documented limitations of this approach, including accurately 

accounting for co-authorship, contribution and variations in intensity of publications, the 

ability to quantify publications makes this a practical tool for measuring research productivity.  

Figure 4.9 presents the category normalised citation impact for HMR publications by state 

between 2005 and 2019 based on the InCites database. This measure is “calculated by 

dividing the actual count of citing items by the expected citation rate for documents with the 

same document type, year of publication and subject area”.37 It therefore allows comparison 

between entities of different size and different subject mixes.  

A category normalised citation impact of one (1) represents performance at par with the 

world average, and values above one (1) are considered above average while values below 

one (1) are considered below average. While this indicator is considered a better alternative 

to using simple citation numbers, the InCites database has documented known limitations of 

this measure, including the impact of small sample sizes and disproportionate influence of a 

few highly cited papers.38 

                                                
37 <http://help.prod-

incites.com/inCites2Live/indicatorsGroup/aboutHandbook/usingCitationIndicatorsWisely/normalizedCitationImpac
t.html> 
38 ibid 

http://help.prod-incites.com/inCites2Live/indicatorsGroup/aboutHandbook/usingCitationIndicatorsWisely/normalizedCitationImpact.html
http://help.prod-incites.com/inCites2Live/indicatorsGroup/aboutHandbook/usingCitationIndicatorsWisely/normalizedCitationImpact.html
http://help.prod-incites.com/inCites2Live/indicatorsGroup/aboutHandbook/usingCitationIndicatorsWisely/normalizedCitationImpact.html
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Figure 4.9: Category normalised citation impact by place of research and state, 2005-11 and 
2012-19. 

 

Source: InCites database updated 28 May 2020. Includes Web of Science content indexed through 30 April 

2020. Export date: 20 June 2020.  Note: Research area: 11 Medical and Health Sciences, Time period: 2005-

2019. Includes all independent and non-independent MRIs. 

Based on the category normalised citation impact, Australian HMR publications have 

performed above the world average in both time periods (with the exception of Western 

Australian MRIs in the 2005-11 time period). Publications originating from hospitals and 

MRIs generally have a higher impact than those from universities, which is consistent with 

observations made by the NSW Health and Medical Research Strategic Review.39  

Figure 4.10 presents the category normalised citation impact of publications for South 

Australian publicly funded research institutions. As evident from the figure, this measure can 

vary widely from year to year. All three universities have generally maintained a citation 

impact above the world average from 2014 onwards. SAHMRI’s impact factor, while only 

applicable since 2012, is above the world average and leads the universities by a 

considerable margin. 

 

                                                
39 NSW Health and Medical Research Strategic Review, Final Report (2012) 78.  
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Figure 4.10: Category normalised citation impact of HMR publications, South Australian 

institutions, 2008-19 

 

Source: InCites database updated 29 January 2020. Includes Web of Science content indexed through 31 

December 2019. Export date: 19 February 2020.  Note: Research area: 11 Medical and Health Sciences, Time 

period: 2008-2019. 

Measures of quality 

Another aspect of assessing research performance is quality, which is not captured in the 

number of publications. One measure of research quality is highly cited publications which is 

an indicator of highly performing research. Figure 4.11 presents the share of HMR 

publications that appear in the top ten per cent of citations by place of research and state for 

the period 2005-19.   

Figure 4.11: Proportion of HMR publications in top 10 per cent of citations by place of 

research and state, 2005-19. 

 

Source: InCites database updated 29 January 2020. Includes Web of Science content indexed through 31 

December 2019. Export date: 27 February 2020.  Note: Research area: 11 Medical and Health Sciences. n= the 

number of entities considered in the analysis. 

The InCites database defines this indicator as the top ten per cent most cited documents in a 

given subject category, year and publication type divided by the total number of documents 
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in that particular set. 40 The typical performance is around a value of ten, and values of 

higher than ten are considered to be higher performance.41  

Publications originating from MRIs have been performing considerably above those from 

universities and hospitals across all states during the period 2005-19. South Australia has 

performed well above average (equal to a value of ten) in university and MRI research 

publications. The South Australian hospital sector had the only value less than ten across all 

states and sectors during this time period, indicating slightly below average performance. 

Measures of collaboration 

Collaboration is considered an important aspect of HMR, particularly in relation to translating 

basic science discoveries into improving public health outcomes. There are well known 

benefits of improved research collaboration including speeding up translational research, 

greater scientific impact and innovation.42 Using measures of collaboration for HMR 

assessment was also discussed in several submissions including the following: 

One measure that the Commission might consider including is some index of researcher 
networking – e.g. how much interdisciplinary and/or cross-institutional collaboration is 
taking place as measured by CI positions on grants and co-authorship? (University of 
Adelaide School of Public Health, DR32, p.3) 

Figure 4.12: Proportion of HMR publications with HMR industry collaboration (per cent) by 
place of research and state, 2005-19

Source: InCites database updated 29 January 2020. Includes Web of Science content indexed through 31 
December 2019. Export date: 27 February 2020.  Note: Research area: 11 Medical and Health Sciences, Citation 
impact is defined as number of citations per publication. 

Figure 4.12 presents the share of publications with industry collaborations by place of 

research and state between 2005 and 2019.43 Publications originating from MRIs have had 

the highest proportion of industry collaborations during this period in all jurisdictions, except 

in Victoria where hospital research had the highest share of industry collaborations. 

Universities have generally had a lower share of industry collaborations in all states. In 

South Australia, nearly six per cent of MRI publications had industry collaborations while 2.8 

                                                
40 A similar measure is the percentage in the top 1 per cent, however by definition its small sample size for a 
given set of documents has significant issues relating to statistical relevance. Details of definitions and related 
issues are available at: <https://incites.help.clarivate.com/Content/Indicators-Handbook/ih-percent-doc-top-
1.htm> 
41 Ibid  
42 BB Tigges, D Miller, KM Dudding KM, et al. ‘Measuring Quality and Outcomes of Research Collaborations: An 

Integrative Review. (2019) 3 (5)J Clin Transl Sci. 261. 
43 This is defined as the total number of industry collaborative publications for a given entity divided by the total 
number of publications for that entity for a given period of time. 
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per cent of hospital-based research and 1.9 percent of university research had an industry 

collaborator.  

Figure 4.13 presents another aspect of collaboration, the share of publications with 

international collaboration by place of research and state for 2005-19. Based on this 

indicator, both universities and MRIs have performed well above hospital-based research 

during this period. In South Australia, only 28 per cent of publications originating in hospitals 

had an international collaborator, while the same for the MRI sector was 41 per cent.  

Figure 4.13: Proportion of HMR publications with international collaboration (per cent) by 

place of research and state, 2005-19 

 

Source: InCites database updated 29 January 2020. Includes Web of Science content indexed through 31 

December 2019. Export date: 27 February 2020.  Note: Research area: 11 Medical and Health Sciences, Citation 

impact is defined as number of citations per publication. 

Figure 4.14 shows that the share of HMR publications produced through international 

collaboration in South Australian public universities has increased consistently through the 

last decade. UniSA in particular increased the share of international collaborations in HMR 

publications from 18.2 per cent in 2008 to 48.5 per cent in 2019. SAHMRI’s share of 

publications with international collaboration outstripped the public universities, with the 

exception of 2019 (42.5 per cent).  

 

Figure 4.14: Proportion of international collaborations in HMR publications (per cent) by 

place of research, South Australia, 2005-19 

 

Source: InCites database updated 29 January 2020. Includes Web of Science content indexed through 31 

December 2019. Export date: 19 February 2020.  Note: Research area: 11 Medical and Health Sciences, Time 

period: 2008-2019. 
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Summary 

The Commission notes that conceptual and definitional issues combined with inadequacies 

in available data impose considerable limitations on constructing HMR productivity measures 

based on research publications. That said, conventional indicators such as those related to 

publication citation impact measures and collaboration are useful in providing a broad 

understanding of the quality of research.  

Category normalised citation impact measures show that HMR publications originating from 

South Australia have in general performed above world average. Similar to other states, 

MRIs and hospitals tend to have a higher impact factor than university-based publications, 

reflecting the type of research undertaken at these institutions.  

The data also indicate that the level and nature of collaboration resulting in publications vary 

across the different types of research areas. For example, translational research conducted 

at MRIs are more likely to involve industry and/or international partners. Even among MRIs, 

there are differences in research focus and strengths which are reflected in the type of 

research output produced. On the other hand, universities that tend to focus more on basic 

and fundamental research will have a relatively low industry collaboration, but a higher level 

of international collaboration.  

As previously discussed, while HMR publication data are useful indicators of research 

output, there are a number of limitations such as size and composition of institutions and 

research groups, type and quality of research, among other. This further emphasises the 

need to use and interpret these measures with caution. The Commission intends to further 

analyse publication data to obtain a better understanding of time trends and institutional 

performance. 

4.3.5.  Impact  

Research impact has been described as “an inherent and essential part of research and acts 

as an important way in which publicly funded research is accounted for”.44 Monitoring and 

measuring research impact is a complex objective task requiring the involvement of many 

actors within the research pipeline. The McKeon Review (2013) recognised the benefits of 

increasing translation of research into policy and practice and making the pathways to 

impact more transparent. It is clear that as research funding agencies seek to maximise 

returns on their investments, monitoring and measuring research impact is becoming 

increasingly important. 

Key issues in evaluating HMR impacts or outcomes include the lack of consistent definitions, 

data and methodologies that support empirical evidence across the sector.45 In addition, the 

lack of standard terminology, the multifaceted nature of the evaluation, and the 

heterogeneity of the frameworks make it difficult to make comparisons.46 According to a 

review by the Canadian Academy of Health Sciences, the results of such assessments are 

                                                
44 E Terama, M Smallman, SJ Lock, C Johnson, and MZ Austwick, (2016). ‘Beyond Academia-Interrogating 
Research Impact in the Research Excellence Framework. (2016) 11PLoS ONE 11:0168533.   
45 T Penfield et al, ‘Assessment, Evaluations and Definitions of Research Impact: A Review” (2014),21 (1) 
Research Evaluation, 21. 
46 R.Banzi, L Moja, V Pistotti, V. et al. Conceptual Frameworks and Empirical Approaches Used to Assess the 

Impact of Health Research: An Overview of Reviews (2011) 9  Health Res Policy Sys 26. 
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“on average, contradictory, and the evidence of health research impact is either highly 

qualified or mixed”.47 

Given the absence of a standardised HMR impact assessment framework, funding bodies 

and research institutes use different definitions and approaches, limiting the ability to make 

meaningful comparisons across the sector. This is further confounded by limited and varying 

understanding of the definition of impact by researchers.48 Specifically, the submission by 

the Hospital Research Foundation (THRF) makes the point that:   

As a consequence of how government funding bodies have historically assessed track record 
and achievements in the past, researchers have become too publication-oriented and often 
do not contemplate translational pathways and articulate them on an application form. This 
shortcoming has a direct correlation with their ability to obtain funding from the Government 
and this decline will continue unless addressed. (The Hospital Research Foundation, DR26, 
p.10) 
 

Even with definitions and a framework in place, there are challenges in assessing the impact 

of health research, including:49  

 attribution – of a causal link between observed (or expected) changes and a specific 

intervention;50 

 the absence of a counterfactual scenario;51 

 time lags of research impact; and 

 levels of aggregation (individual, research group/grant, institution/department, 

funding agency, national/jurisdictional) for evaluation. 

The Commission was informed that “there is currently no approved, standardised 

methodology to conduct impact evaluation of research projects in South Australia”.52 

However there are several initiatives underway to address this issue, both at the national 

level and in South Australia.  

At the national level, the NHMRC recently developed an expanded definition of research 

impact (Table A.4.2, Appendix 4)53 and captures “the verifiable outcomes that research 

makes to knowledge, health, the economy and/or society, and not the prospective or 

anticipated effects of the research”. It recognises four specific types of impact: knowledge, 

health, economic and social. A key feature of this framework is that it includes both output 

and outcome measures of HMR.  

Meanwhile the Australian Research Council (ARC) introduced a new framework on 

engagement and impact assessment in 2018.54 The ARC defines research impact as the 

“contribution that research makes to the economy, society, environment or culture, beyond 

the contribution to academic research”, and universities are required to report on impact and 

approach to impact. 

                                                
47 Panel on Return on Investment in Health Research, 47. 
48 Ibid, 10 
49 Ibid, 72. 
50 OECD, Glossary of key terms in evaluation and results-based management (2002) 

<http://www.oecd.org/development/peer-reviews/2754804.pdf> 
51 The gold standard for evaluation with a comparison is the randomised control trial, but this is not often 
possible. See e.g. discussion in the Panel on Return on Investment in Health Research (n65) 72. 
52 The Hospital Research Foundation, 9. 
53 https://www.nhmrc.gov.au/research-policy/research-translation-and-impact/research-impact. 
54 https://www.arc.gov.au/engagement-and-impact-assessment  

https://www.nhmrc.gov.au/research-policy/research-translation-and-impact/research-impact
https://www.arc.gov.au/engagement-and-impact-assessment
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In addition, an MRI-led impact assessment framework funded by the Ian Potter Foundation 

is currently in development as a potential standardised framework for the MRI sector.55 

Another approach developed by the Hunter Medical Research Institute is the Framework to 

Assess the Impact of Translational health research which is a combination of three 

quantitative and qualitative methodologies for measuring research impact (economic 

analysis, modified payback method and a narrative of the process of translating research 

that generates impact).56  

In terms of efforts in South Australia, the submission from SAHMRI includes an example 

using the NHMRC framework for research impact assessment (Figure 4.16).  

The Commission also heard that THRF is developing its own framework, which is “designed to 

accommodate the evaluation of projects with diverse research types, medical specialties and 

budgets”.57 In addition, Health Translation South Australia (HTSA) is currently developing an 

“impact framework” that maps the progress of research translation in South Australia, which it 

argues could be an important reporting tool to the NHMRC, stakeholders and funders.58 Further, 

the HTSA suggests that: 

An Impact Framework, with suitable agreed metrics, is included in the state-wide HMR 
Strategy to measure the success of health and medical research across South Australia over 
the next 10 years. (HTSA, DR17, p.13) 

An important consideration in this regard, raised by THRF, is the lack of skills and human 

resources required to conduct proper HMR impact evaluations.59 It is therefore necessary to 

address existing capacity and skill gaps when developing new frameworks. Additionally, the 

Commission notes that related measurement and data issues pose significant challenges in 

HMR impact and performance assessments. 

Figure 4.15: SAHMRI impact assessment framework. 

 
Source: Dandolopartners. An independent review of SAHMRI’s value to South Australia(2020). Attachment to 

sbmission from SAHMRI, DR25, p.122. 

                                                
55 AAMRI, 11. Further information at: https://aamri.org.au/members/theresearchimpactproject/ 
56 Additional information available at https://hmri.org.au/FAIT 
57 The Hospital Research Foundation, 9-10. 
58 HTSAp.3. 
59 The Hospital Research Foundation, 9. 

https://aamri.org.au/members/theresearchimpactproject/
https://hmri.org.au/FAIT
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Summary 

An array of definitional, methodological and data issues limit consistent evaluation of HMR 

impacts. This has resulted in funding bodies and research institutes using different 

definitions and approaches, limiting the ability to make comparisons across the sector. The 

Commission seeks further information regarding impact assessment frameworks to enhance 

the existing body of work which is mostly limited to case studies. 

 

4.4 Performance of the public hospital system 

Translation of HMR into new policies and practices can improve the quality and efficiency of 

healthcare leading to improved health outcomes or avoided costs in the health system. It is 

difficult to establish a causal relationship between quality and quantity of HMR and hospital 

performance at a health system wide level. Evidence of individual HMR programs, improved 

health outcomes and improved hospital performance can be demonstrated more readily in 

case studies. That said, considerable work has been done by governments across Australia 

to develop a comprehensive suite of performance indicators for the pubic hospital system. 

4.4.1 Performance indicators overview 

The Australian Productivity Commission Report on Government Services (RoGS) 2020 has 

developed a performance indicator framework for public hospitals. This provides information 

on equity, efficiency and effectiveness, and distinguishes the outputs and outcomes of public 

hospital services.60 While many of these indicators may be affected by the rate of innovation, 

those of particular relevance to this inquiry relate to efficiency and quality and safety. Other 

indicators of interest are those which signal the capacity of South Australia’s public hospitals 

to engage effectively in HMR. 

In 2017-18 there were 693 public hospitals and 657 private hospitals in Australia and offered 

approximately 62,250 beds for admitted patients.61 Australia also had 3.9 beds per 1,000 

population in public and private hospitals, compared with an average of 4.7 beds per 1,000 

population for countries analysed by the OECD, and ranked in the middle of the 35 OECD 

and other selected countries.62 

As Figure 4.16 shows, in 2017-18 South Australia had a rate of 2.6 beds per 1,000 people, 

on par with the eastern states and the national average of 2.5 beds per 1,000 people. This 

                                                
60 Australian Productivity Commission (2020) Report on Government Services (2020), Part E: Health, 12.7 
<https://www.pc.gov.au/research/ongoing/report-on-government-services/2020/health> 
61Ibid 12.3 
62 OECD, Health at a Glance 2019: OECD Indicators (OECD Publishing, 2019),194. 

Information request 4.3 

The Commission seeks information and views on: 

 What other health research impact assessment frameworks are in use in South 
Australia? Please provide details. 
 

 What examples of health research impact assessment frameworks would be 
most useful for South Australia? Why? 

https://www.pc.gov.au/research/ongoing/report-on-government-services/2020/health
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has decreased since 2011-12 when South Australia had a high of 3.2 public hospital beds 

per 1,000 population.63 

Figure 4.16: Available public beds per 1,000 people. 

 
Source: AIHW Hospital Resources 2017–18: Australian hospital statistics (2019).64 
 

Figure 4.17 presents Australian Institute of Health and Wellfare (AIHW) data on public 

hospital size by state for 2017-18. It shows that the South Australian health system has a 

higher proportion of small to mid-size public hospitals, and a smaller proportion of large 

hospitals with greater than 100 beds, compared to many of the other states and the national 

average. Research involving patients and clinical trials relies on large hospitals to obtain 

suitable cohorts of participants. 

Figure 4.17: Public hospitals by size 2017-18. 

 

Source: AIHW, Hospital resources 2017-18: Australian hospital statistics, (2019) table 12A.3. 65 

 

                                                
63 Australian Productivity Commission, 12.3. 
64AIHW Hospital Resources 2017–18: Australian hospital statistics (2019) 
<htps://www.aihw.gov.au/reports/hospitals/hospital-resources-2017-18-ahs/data>. 
65 Australian Productivity Commission,12.3. 
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Workforce 

AIHW data presented in Figure 4.18 indicate that South Australian public hospitals have 

similar nursing FTE’s compared to the eastern states but a lower number of salaried medical 

officers per 1,000 people compared to the eastern states and Queensland. 

Figure 4.18: FTE staff per 1,000 people, public hospital services, 2017-18. 

Source: AIHW (2019), Hospital resources 2017-18: Australian hospital statistics (2019).66 

 

South Australia’s total employment in public hospitals was 12.6 full-time equivalent (FTE) 

staff per 1,000 population in 2017-18, the lowest of all states and territories. Public hospital 

staff numbers have been trending up on average from 11.5 FTEs per 1,000 population in 

2008-09 to 15.1 FTEs in 2017-18 in Australia. Growth in South Australia has been slower, 

with 12.3 public hospital services FTEs per 1,000 population in 2008-09 compared to 12.6 

FTEs in 2017-18.67 

Based on AIHW data, in 2018, 15.4 per cent of the FTE medical practitioner workforce and 

11.9 per cent of the FTE nursing workforce in Australia were aged 60 years and over which 

reflects a small increase across the previous six years.68 In South Australia, a lower 

percentage of nurses were in the 30 and under age range, and a higher percentage of 

nurses in the 50-59 age bracket than other states. The age profile of the medical workforce 

was similar to other states.69 

Efficiency 

Recurrent expenditure  

 

Total Australian, state and territory government recurrent expenditure on health services was 

estimated to be $109.2 billion for 2017- 18, around 44.3 per cent of total government 

expenditure. Public hospitals are the largest contributor at $67.2 billion. (see Figure 4.19) 

                                                
66 Ibid.12.29 
67 Health Performance Council [South Australia]. Report on Government Services 2020 — Summary of 
Productivity Commission’s Annual Publication of Selected Health Performance indicators for South Australia 
compared to other states and territories 
68 AIHW National Health Workforce Data Set (unpublished) tables 12A.54 and 12A.56 
69 Ibid. 
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Figure 4:19: Recurrent expenditure on public hospital services (including psychiatric 

hospitals), dollars per capita. 

Source: Report on Government Services 2020, part E, section 12, Table 12A.1 Public Hospitals Data 

Tables https://pc.gov.au/research/ongoing/report-on-government-services/2020/health/public-hospitals 

and ABS 3101.0 - Australian Demographic Statistics, (December 2019) < https://www.abs.gov.au/>. 

 

As shown in Figure 4.20, recurrent expenditure per patient in the South Australian public 

hospital system has tracked slightly above the national average from 2008 to 2014 but has 

been lower than the national average since 2104, when the expenditure for other states rose 

noticeably (Figure 4.21). 

 

Figure 4.20: Recurrent expenditure per patient, public hospital services, South Australia 

2008-18. 

 
Source: <https://www.pc.gov.au/research/ongoing/report-on-government-services/2020/health/public-
hospitals/rogs-2020-parte-section12.pdf> p.1 of Table 12A.2. 
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Figure 4.21: Recurrent expenditure per patient, public hospital services by state, 2008-18. 

 
Source: <https://www.pc.gov.au/research/ongoing/report-on-government-services/2020/health/public-

hospitals/rogs-2020-parte-section12.pdf> p.1 of Table 12A.2. 70 
 

Cost per separation 

Figure 4.22 presents the recurrent cost per weighted separation by state.71 Nationally in 

2017-18, the recurrent cost per weighted separation was $4726. South Australian public 

hospitals, with a cost of $5365, are comparable with Western Australia ($5504) but higher 

than NSW ($4537), Victoria ($4518) and Queensland ($4574). 

 

Figure 4.22: Recurrent cost per weighted separation. 

 
Source: IHPA National Hospital Cost Data Collection; table 12A.57.72  

 

                                                
70 Australian Productivity Commission (n109) 1 of Table 12A.2 
71 ‘Recurrent cost per weighted separation’ is the average cost of providing care for an admitted patient 

(overnight stay or same day) adjusted for casemix. Case mix adjustment takes account of variation in the relative 
complexity of the patient’s clinical condition and of the hospital services provided, but not other influences, on 
length of stay. For more information see Australian Productivity Commission (n 109) 1229. 
72 Ibid.1231 
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Quality and safety 

Measures of preventable admissions and avoidable deaths are regarded as indicators of 

hospital quality and safety and may reflect changes in health practice as an outcome of 

research.  

Preventable admissions 

There are 3 broad categories of preventable admissions:  

 vaccine preventable;  

 acute conditions - whilst not preventable could result in reduced hospitalisation if 

preventive care was received; and  

 chronic conditions which may be preventable through health behaviour changes and 

innovation. 

 

According to Figure 4.23, South Australia had a higher than average rate of preventable 

hospitalisations for the period 2007-16, after which the rate decreased to below the national 

average indicating an improvement in the public hospital system. 

Figure 4.23: Potentially preventable hospitalisations per 1,000 admissions, age-standardised 

rate, South Australia, 2007/08 - 2017/18. 

 
Source: AIHW Health System: Effectiveness73 

 

Avoidable deaths 

In South Australia and nationally, the rate of potentially avoidable deaths for people aged 

under 75 has steadily decreased, as shown in Figure 4.24, but South Australia remains 

above the national average. Not all avoidable deaths are attributable to the burden of 

disease. In comparison, Victoria and NSW have a consistently lower rate of potentially 

avoidable deaths.  

                                                
73 <https://www.aihw.gov.au/reports-data/australias-health-performance/australias-health-performance-
framework/national/all-australia/effectiveness/effectiveness?tab=2.1.4|Table>  

https://www.aihw.gov.au/reports-data/australias-health-performance/australias-health-performance-framework/national/all-australia/effectiveness/effectiveness?tab=2.1.4|Table
https://www.aihw.gov.au/reports-data/australias-health-performance/australias-health-performance-framework/national/all-australia/effectiveness/effectiveness?tab=2.1.4|Table
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Figure 4.24: Potentially avoidable deaths, age-standardised rate per 100‚000 people, South 

Australia. 

 
Source: AIHW: Health System: Effectiveness: Potentially avoidable deaths.74 
 
 

South Australia’s population health 

One of the key aims of HMR is to improve population health outcomes. The ABS National 

Health Survey in 2017-2018 showed that South Australia has an older median age of 40 

compared with 37 nationally and higher rates of arthritis, asthma, obesity, diabetes, adult 

high blood pressure, lower levels of adult exercise and a lower rate of children who met the 

Australian Dietary Guidelines. Figure 4.25 shows little improvement over 12 years in these 

key indicators of SA’s population health which remain below the national average. 

Figure 4.25: SA population health vs National population health (%). 

 

Source: ABS National Health Survey: First results series and Regional Population series 

 

                                                
74 <https://www.aihw.gov.au/reports-data/australias-health-performance/australias-health-performance-
framework/national/all-australia/effectiveness/effectiveness?tab=2.1.4|Table&tab=2.1.6|Table.>. 

https://www.aihw.gov.au/reports-data/australias-health-performance/australias-health-performance-framework/national/all-australia/effectiveness/effectiveness?tab=2.1.4|Table&tab=2.1.6|Table
https://www.aihw.gov.au/reports-data/australias-health-performance/australias-health-performance-framework/national/all-australia/effectiveness/effectiveness?tab=2.1.4|Table&tab=2.1.6|Table
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Summary 

This section examined the performance of the public hospital system based on the RoGs 

framework which attempts to measure impact but does not provide any insights on causal 

relationships.  

South Australian public hospitals are performing relatively close to the national average for 

the range of performance indicators reviewed with some signs of improvement in 

performance. That said, population health data indicates little changes in the long- term 

trends in health problems experienced in the South Australian population 

While there is qualitative evidence that HMR leads to better and improved hospital systems 

and public health outcomes, the Commission has not been able to identify empirical 

evidence that provides the causal link between them.  

 

4.5 Conclusion  

This chapter provided an overview of approaches to assessing HMR performance and their 

limitations. In addition to definitional issues, there are significant data gaps and limitations 

which prevent a full assessment of HMR activity at both the sectoral and institutional level. 

The Commission’s research indicates that this is not a unique problem to South Australia. 

There are particular difficulties in assessing the performance of HMR activity due to very 

long lags between the conduct of research and occurrence of economic or health outcomes. 

While international literature suggests there is an association between R&D, improved health 

outcomes and economic growth, it is difficult to establish a causal relationship in South 

Australia. 

 

While there is broad agreement that it is important to improve the quantity and quality of data 

for the purposes of monitoring, reporting and analysis, there is a range of views on 

definitional and measurement issues requiring resolution to progress the development of 

datasets. The Commission notes that consistent definitions and datasets for inputs, outputs, 

productivity and impacts are needed to enable evaluation and benchmarking of performance 

at the institutional level as well as sector-wide inter-jurisdictional comparisons. 

 

That said, analysis of HMR publications indicates that the number of HMR publications 

produced across the sector has increased significantly between 2005 and 2019. South 

Australia’s share of total HMR publications has remained just under 10 per cent during this 

period. This is slightly higher than the state’s share of HERD for HMR which averaged 

around 8.5 per cent between 2006 and 2018. 

 

Among the public universities, while the University of Adelaide continues to produce the bulk 

of HMR publications, both Flinders University and UniSA have steadily increased their 

Information request 4.4 

The Commission seeks information and views on: 

What empirical evidence is available on the causal relationship between HMR pubic 
hospital performance and public health outcomes, particularly at the state level? Please 
provide details. 
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research publication output. Based on the category normalised citation impact, SAHMRI has 

outperformed the universities by a considerable margin.  

 

The Commission also notes that the available HMR workforce data at the state and 

institutional level, while not suitable for constructing productivity measures, still provide 

useful insights into its general trends and size. Data on higher education teaching and 

research staff indicate that the FTE numbers in South Australia have been declining in the 

recent years, particularly in the University of Adelaide.  

 

The benefits from improved measurement and data collection include improved ability to 

demonstrate value of HMR by research organisations to their funders and stakeholders and 

better targeting of research funding to areas of high productivity and significant public health 

or economic outcomes. Additionally, it will also provide the state government the ability to 

monitor and assess HMR performance in the public health system and the outcomes of any 

government initiatives to promote HMR in South Australia. 

 

While a key aim of HMR is to improve health outcomes, it is difficult to establish a direct 

causal relationship in practice. This chapter examined some selected indicators on the 

performance of the South Australian public hospital system over time, and in comparison 

with other jurisdictions. The general picture presented by these indicators is one of stable or 

improving performance close to the national average. 

 

In chapter 5, the Commission intends to recommend the adoption of a framework for 

measuring HMR in South Australia, focusing on the health system, its collaborating partners 

such as the universities, both to make investment in HMR in South Australia more 

transparent and those responsible for HMR more accountable.   
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5. Key HMR Institutions 

5.1 Introduction 

This chapter contributes to the Commission’s inquiry into health and medical research 

(HMR) in South Australia (SA) by examining the key publicly funded HMR institutions, the 

Department for Health and Wellbeing (DHW) and the local health networks (LHNs); the 

South Australian Health and Medical Research Institute (SAHMRI); and the state’s three 

public universities. 

The analysis is guided by four interconnected terms of reference (TOR):  

 assessing the influence on public sector HMR output of the current level of 

integration of research partners with SA Health (TOR 2g); 

 identifying and assessing existing collaboration between publicly funded institutions 

on HMR (TOR 3); and 

 recommending changes to the structure, governance and operation of publicly 

funded HMR to increase research output and translational impact (TOR 9). 

The chapter provides an overview of the role and contribution of key institutions. It concludes 

with the Commission’s current thinking on changes that would enable the state to pursue an 

objective of excellence in HMR that would:  

 strengthen South Australia’s competitiveness in national grant funding;  

 strengthen the state’s public health system; and  

 provide an essential underpinning for a sustainable local health and medical 

industries sector. 

5.2 SA Health 

5.2.1 Structure 

The South Australian public health system is generally referred to as ‘SA Health’, and 

includes a number of agencies, business units and statutory authorities.  

The entities within the SA Health portfolio deliver a variety of health and wellbeing services, 

including, but not limited to, hospital treatment and care, drug and alcohol services and 

pathology services. Many of these services are also important for HMR undertaken in the 

public health system, such as the research services provided by SA Pathology. Other areas 

of the SA Health portfolio, including DHW, are responsible for a variety of ancillary, 

administrative and policy and regulatory services. These functions support service delivery 

throughout the public health system, including in relation to HMR conducted within SA 

Health. 

SA Health is constituted by the following entities, the majority of which play a role in either 

undertaking or facilitating HMR conducted in the public health system: 

 Department for Health and Wellbeing (DHW); 

 Central Adelaide Local Health Network (CALHN); 

 Southern Adelaide Local Health Network (SALHN); 

 Women’s and Children’s Health Network (WCHN); 

 Northern Adelaide Local Health Network (NAHLN); 

 Barossa Hills Fleurieu Local Health Network (BHFLHN); 
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 Eyre and Far North Local Health Network (EFNLHN); 

 Flinders and Upper North Local Health Network (FUNLHN); 

 Limestone Coast Local Health Network (LCLHN); 

 Riverland Mallee Coorong Local Health Network (RMCLHN); 

 Yorke and Northern Local Health Network (YNLHN); 

 South Australian Ambulance Service (SAAMB).1 

In addition, the Basil Hetzel Institute for Translational Health Research is closely affiliated 

with the Queen Elizabeth Hospital, which forms part of the broader CALHN portfolio. The 

Commission also understands that SA Pathology continues to have a significant focus on 

HMR. It forms part of CALHN.  

As a result of recent reforms, DHW now includes the Commission on Excellence and 

Innovation in Health (CEIH), which forms an attached office to DHW. The Commission notes 

that the creation of CEIH may reflect a renewed focus within DHW on supporting and 

facilitating HMR. The SA Health portfolio also includes the Health Performance Council 

(HPC), which functions as a statutory advisory body.  

The SA Health portfolio is structured and regulated by a number of pieces of state 

legislation, including the Health Care Act 2008 (Health Care Act) and the Public Sector Act 

2009 (Public Sector Act). The state’s 10 LHNs are incorporated under the Health Care Act, 

while DHW is an administrative unit pursuant to the Public Sector Act. 

A large number of acts, ranging from the South Australian Public Health Act 2011 to the 

Transplantation and Anatomy Act 1983, are committed to the Minister for Health and 

administered by DHW. Many of these statutes regulate aspects of HMR conducted in the SA 

public health system, including provisions in the Health Care Act that govern the use and 

disclosure of patient information for the purposes of research.  

SA Health’s governance arrangements were significantly reformed in 2019 with the creation 

of 10 new LHNs and the introduction, for each LHN, of governing boards. The legislative 

amendments implementing these new governance arrangements commenced on 1 July 

2019. They created a range of responsibilities to be exercised by the governing boards, 

including overseeing performance and budget goals, clinical governance, safety and quality, 

and risk management. The governing boards are directly accountable to the Minster for 

Health and are responsible for appointing the LHN’s Chief Executive, who, in turn, is 

responsible to the board for the overall management of the organisation. 

5.2.2 HMR strategic leadership  

In SA, policy leadership and administrative functions in support of HMR in the public health 

system are concentrated in DHW. The department has lead responsibility, on behalf of the 

Minister, for the development and implementation of the government’s strategic priorities in 

relation to the public health system, and also exercises primary responsibility in respect of 

planning and system leadership functions. These responsibilities include monitoring the 

overall performance of the public health system against priorities identified in service 

agreements with the LHNs.  

SA Health’s strategic priorities are currently articulated in a number of policy documents and 

strategic plans. The most significant of these include the Health and Wellbeing Strategy 

                                                
1 For additional details on the SA Health portfolio, including the latest organisational chart, see 
<https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/about+sa+health
/about+sa+health>. 

https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/about+sa+health/about+sa+health
https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/about+us/about+sa+health/about+sa+health
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2020–2025 and the Clinical Excellence: Developing Strategic Direction to Build Allied Health 

Research and Translation Capacity: 2019–29. The plans and priorities outlined in these 

policy statements are intended to align with, and contribute to, DHW’s statement of strategic 

priority in relation to HMR, Research Focus 2020. The document makes clear that HMR is a 

central component of the public health system, with the capacity to enhance the quality and 

efficiency of health care delivery: 

High quality research is an essential component of SA Health’s mission, as it provides the 

evidence to inform improvements in illness prevention and health promotion, clinical care, 

service delivery and health system policy and decision making. High quality health and 

medical research delivers real benefits to our consumers and wider population. An active 

research culture across our health system is vital to supporting innovation, attracting high 

quality clinical and medical staff, and delivering strong population health, social and economic 

benefits for South Australia.2 

Research Focus 2020 was released in 2017 and is administered by the department’s Office 

for Research (OFR).  

The OFR is currently the main business unit in SA Health with a primary focus on 

supporting, coordinating and developing the HMR conducted in the SA public health system. 

Following machinery of government changes in 2016, the OFR now forms part of the Chief 

Medical Officer’s portfolio within the System Leadership and Design Division of the 

department, which is headed by a deputy chief executive. The Commission understands that 

reductions in funding and structural changes since the establishment of SAHMRI have seen 

OFR’s staff numbers reduce from approximately 20 full-time equivalent (FTE) positions in 

2008 to its current level of around 2 FTEs. There is currently no position at the director level 

in DHW with specific responsibility for HMR, with the Chief Medical Officer primarily 

accountable for the department’s activities in relation to HMR undertaken within SA Health. 

The OFR’s current mandate extends to the coordination and oversight of DHW’s strategic 

priorities for HMR, as articulated in Research Focus 2020 and other policy statements like 

the Health and Wellbeing Strategy 2020–2025. The office also oversees the development 

and administration of SA Health’s policy directives in areas related to HMR, such as ethics 

approval and governance oversight.  

OFR’s principal responsibilities are: 

 develop and implement HMR policy throughout the South Australian public health 
system;  

 work collaboratively with research offices in the LHNs to support shared priorities, 
including research ethics and governance policies; 

 support state and Australian Government priorities in HMR, including attracting 
increased HMR funding to South Australia; 

 support streamlining and improved coordination of research in South Australia 
around key priority areas including clinical trials; 

 support and initiate training and development activities for SA Health staff linked with 
HMR; 

                                                
2 SA Health, Research Focus 2020 (2017) 1. 



 
 Inquiry into Health and Medical Research in South Australia 

 

Inquiry into Health and Medical Research in South Australia 

Draft Report 

 

Page | 114  

 

 

 

 lead the procurement, implementation and ongoing support for SA Health’s research 
management system; and 

 represent SA Health on a number of national committees and groups to collaborate 
and coordinate improvements to the HMR sector including clinical trials. 

The Commission notes that a number of stakeholders, both within government and in the 

wider HMR sector, considered that both the OFR’s mandate and its capacity to deliver it 

have been severely cut over time and that the current level of resources is inadequate. This 

appears to reflect a reduced priority within DHW on providing state-wide leadership for HMR, 

and a tight focus on service delivery, health outcomes and reducing costs. The Faculty of 

Health and Medical Sciences in the University of Adelaide argues that it is difficult to discern 

a clear South Australian Government-led strategic direction in the years since SAHMRI’s 

creation: 

It is difficult to discern an explicit overall HMR policy in the state. SA investment in HMR does 

not appear to be guided by a framework or structure. Some other jurisdictions appear to have 

such structures, with several examples of large investments in HMR made by other 

jurisdictions in research platforms and infrastructure…SA Health and Wellbeing does not have 

a discernible structure for research strategy or investment. This role appears to have been 

largely devolved to SAHMRI and LHNs. For example, SA Health used to be a source of 

partner funding for NHMRC Partnership Project Grants, but that funding seems to no longer 

exist and directly disadvantages SA HMR applications to that NHMRC scheme (University of 

Adelaide, Faculty of Health and Medical Sciences, DR28, p.2) 

The Commission understands that the Transforming Health initiative from 2014 to 2017 

focused the priorities of SA Health on consolidating and improving service delivery. In effect, 

Transforming Health appears to have led to a reduced focus by SA Health – by DHW and 

the hospital networks in particular – on one of the central recommendations from the Shine 

and Young Review, which called for the development within SA Health of ‘a clear and 

coordinated set of strategic research priorities, directions and outcomes for the alignment 

and implementation of health and medical research activities in South Australia’.3 

The perception that there has been a pronounced shift towards service delivery within SA 

Health following the decision to establish SAHMRI, combined with policy shifts like 

Transforming Health, has led several stakeholders to argue that SA Health is not in a 

position to provide a strategic leadership role in HMR. Correspondence received from the 

WCHN is characteristic of the view that DHW has not been able to develop and articulate a 

systematic approach to supporting and expanding HMR in the public health system: 

South Australia (SA) does not have a whole-of-government Health and Medical Research 

Strategy. The SA Health’s health and medical research strategy, Research Focus 2020, is not 

supported by the Health Networks in its current format as it is deficient in relevant content and 

vision for the future. In addition, policy is lacking in regard to support for research and 

associated infrastructure, often left to hospital research foundations and grants for funding 

such requirements (Correspondence from the Women’s and Children’s Health Network). 

The Commission notes that SA Health’s current broad public health strategy, Health and 

Wellbeing Strategy 2020–2025, acknowledges the importance of HMR as part of an 

innovative and effective public health system. HMR is highlighted as a major component of 

SA Health’s key priorities, including effective translation, better use of clinical information 

                                                
3 John Shine and Alan Young, Review of Health and Medical Research in South Australia (2008) 19. 



 
 Inquiry into Health and Medical Research in South Australia 

 

Inquiry into Health and Medical Research in South Australia 

Draft Report 

 

Page | 115  

 

 

 

and workforce development. The strategy also explicitly commits SA Health to the goal of 

furthering research, training and teaching.  

That said, this strategic commitment is not matched by a framework with which to measure 

or evaluate research input, output and any resultant impact.4 This is reflected in the absence 

of any publicly available goals and key performance indicators (KPIs) with which to judge 

HMR performance in DHW or the LHNs, and is further exacerbated by the fact that SA 

Health does not publish any expenditure data on HMR in the public health system, the 

numbers of staff engaged in HMR, or information on which hospitals or other entities 

undertake HMR in the public sector. The Commission has actively sought data from DHW on 

research expenditure within SA Health, but the quality of the data provided to date is 

affected by numerous inconsistencies and gaps. The Commission requires additional and 

accurate data to assess the level and effectiveness of research expenditure by DHW and the 

LHNs.  

The absence of an integrated strategic approach to HMR within SA Health has been put 

forward as further evidence that research has been deprioritised within the public health 

system. The Clinical Research Governance Steering Committee (CRGSC) provides a clear 

summation of this concern: 

It has become evident to the Steering Committee that the focus on research within the health 

system has diminished over the past decade. Following the allocation of federal funding to 

construct the SAHMRI in 2009, other distractions occurred including severe budget pressures, 

the design and construction of the new Royal Adelaide Hospital over a 9 year period, the 

development of the Adelaide Health Service in July 2010 which was in place for only 12 

months, significant turnover of leadership across SA Health as a whole with e.g. nine CALHN 

CEOs in eight years between 2011 and 2018, and then the change in LHN governance 

arrangements which commenced in 2018. (Correspondence from Clinical Research 

Governance Steering Committee) 

Research Focus 2020 remains the key document outlining the place of HMR in the South 

Australian public health system. That said, the Commission notes that the significance 

accorded to HMR in Research Focus 2020 is much more apparent in theory than executed 

in practice. The Commission has found no evidence that DHW has developed any measures 

or indicators of research output and impact, as foreshadowed in Research Focus 2020. By 

contrast, the available evidence strongly suggests that there has been a systemic failure on 

the part of DHW to implement the strategic objectives outlined in Research Focus 2020.  

There is limited evidence that either DHW or the LHNs have made any significant attempt to 

develop research capacity within SA Health as a whole, although there are clear signs of 

recent renewed commitment to HMR in some LHNs. The Commission also notes that 

responsibility for HMR within SA Health is highly fragmented, with a number of entities 

exercising diverse responsibilities, including OFR, CEIH and the HPC.  

5.2.3 Local health networks 

The portfolio-wide governance reforms that were implemented in July 2019, including the 

creation of LHN governing boards, have had the effect of clearly delineating DHW’s 

responsibilities for planning and leadership at the system-wide level. By contrast, LHNs 

exercise primary responsibility for the delivery of health services within their geographical 

areas. The division of responsibilities between DHW and the LHNs ensures that the majority 

                                                
4 Correspondence received from the Clinical Research Governance Steering Committee. 
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of HMR in the public health system takes place under the auspices of, or in conjunction with, 

the LHNs. This includes clinical research and research translation and commercialisation.  

The relationship between DHW and the LHNs is predominantly managed through service 

level agreements (SLAs), which set out the statutory, legal and service obligations of the 

LHNs. These obligations are generally contained in expectation statements and performance 

deliverables. The requirements outlined in the SLAs are supplemented by goals articulated 

in statutory reporting and strategic policy documents, such as annual reports and strategic 

plans. Taken together, these documents help to structure the full range of LHNs’ activities 

and service delivery obligations, including in relation to HMR.  

The Commission notes that HMR does not appear to be fully integrated into the current 

SLAs or LHNs’ strategic goals. That said, HMR is generally acknowledged as a key activity 

of LHNs, at least as a general point of principle, yet there are currently no KPIs in place to 

support and guide the way that HMR is incorporated into the broader suite of health services 

delivered by LHNs. 

The Commission notes, for instance, that the most recent annual reports published by two of 

the largest metropolitan LHNs, CALHN and SALHN, appear to place very little specific 

emphasis on HMR. For 2018–19, both CALHN and SALHN committed themselves to 

pursuing the following strategic priorities: 

• deliver better patient outcomes;  

• operate a modern health service;  

• be a great place to work and learn;  

• better leadership of Adelaide’s health; and 

• sustainably allocate resources. 

These strategic priorities, in turn, are designed to produce a number of specific performance 

outcomes and improvements, with a principal focus on utilising permanent staff more 

effectively, lowering the costs associated with service delivery and improving services.5 

Supporting or expanding HMR undertaken within CALHN does not appear under the 

agency’s key objectives, whether directly or indirectly, including in relation to the translation 

of research findings into improved patient care. 

In 2018–19, the SLAs between DHW and the largest LHNs within the public health system – 

CALHN, SALHN, WCHN and NALHN – uniformly subsumed HMR under the provision 

related to ‘teaching, training and research’. The SLAs stipulate that research is to be 

consistent with SA Health’s strategic directions and policies, but only require the LHNs to 

provide sufficient resources to ensure that appropriate governance and oversight processes 

are in place.  

The SLAs also outline the key outcomes for which LHNs’ chief executives are responsible, 

but they do not specifically address HMR. Schedule 4 of the SLAs details the KPIs against 

which the LHNs are measured. They do not include specific KPIs to facilitate the evaluation 

of an LHN’s performance in either HMR or training and education.  

The SA Health Strategic Plan for 2017–2020 (the plan) also contains a section focused on 

research, education and training, but the various commitments listed in this section do not 

                                                
5 Central Adelaide Health Network, Annual Report 2018–19 (2019) 12. 
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appear to be directly related to HMR conducted in the public health system, and are 

predominantly focused on: 

• building a learning health and well-being system, where innovation and continuous 

improvement is prioritised and achievement is shared and replicated across all parts 

of our health system; and  

• teaching, training and learning are priorities that are embedded in our work practices 

and we continue to strengthen our partnerships with the wider education sector.6 

The plan only directly addresses HMR in relation to the possible benefits that can be 

achieved through effective translation, with SA Health committed to: 

…wider translation of research into practice and transfer of innovation across our 

business. SA Health promotes and enables dissemination of knowledge and 

experience across the health care system. This will be augmented by initiatives to 

support innovation and continuous improvement in all areas of our business.7 

The Commission understands from a range of stakeholders, including some of the LHNs, 

that the lack of research-related KPIs in SLAs and chief executives’ contracts has reduced 

the perceived significance of HMR when weighed against other health priorities. As the 

Northern Adelaide Local Health Network (NALHN) pointed out in its submission, this 

adversely affects the position of HMR within the hierarchy of priorities pursued by LHNs: 

Clinical research, whilst notionally embedded into the employment contract, is largely 
overlooked in rostering clinicians employed 100% by the LHN. The highest LHN priority is the 
delivery of care. As a result, most research is conducted by clinicians with an interest in their 
own time. It is particularly difficult for nurses, allied health and ancillary staff to do 
research…Undertaking education and research activity is a requirement of the LHN and forms 
part of the calculation of the state funded SLR budget. However the distribution of that budget 
is at the discretion of the LHN. Similarly, funding clinical research activity is often overlooked 
in discretionary grant distribution in favour of infrastructure projects. (Correspondence from 
NALHN) 

Embedding HMR-related KPIs in both SLAs and chief executive employment contracts has 

been highlighted by a number of stakeholders as an important mechanism to ensure that 

research performance can be effectively evaluated. Health Translation South Australia 

(HTSA), for example, argued in its submission that the prioritisation of HMR requires its 

explicit inclusion in future SLAs. HTSA also maintained that  

...Chief Executive should also ensure that research is embedded and evidence-based 

approaches are prioritised in all the other chief positions including the Chief Allied 

Health Officer, Chief Nurse and Midwifery Officer, Chief Pharmacist and the Chief 

Digital Health Officer. (HTSA, DR17, p.12) 

The Commission notes that these reforms were also a primary focus of the recent Birch 

Review into research governance, which made three specific recommendations: 

 support for research at the corporate level should be agreed and reflected in the 

development and application of KPIs in both the contracts for DHW and LHN Chief 

Executive Officers; 

                                                
6 Ibid 14. 
7 Ibid 15. 
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 the need for HMR to be reflected in the KPIs which apply to Chief Executive 

contracts of employment and the services and funding agreements between the 

department and the LHNs; and 

 develop, maintain and monitor appropriate state-wide KPIs for research to be 

reported on annually and included in the assessment of LHNs’ overall performance.8 

In a similar vein, SAHMRI’s submission recommended:  

…the LHNs, with the endorsement and support of the State Government, should embed 

health and medical research within their operations, with the aim of seamlessly integrating 

research into their core business in a manner that is complementary to clinical care, including 

by creating research-related KPIs for Chief Executive Officers. Research should be viewed as 

a valuable part of core business. (SAHMRI, DR25, p.11)  

The Commission also notes that a number of stakeholders, including the Adelaide BioMed 

City Clinical Trials Expert Taskforce, have expressed the view that effectively embedding 

HMR in the LHNs is predicated on hospitals’ senior leadership setting specific and 

measurable targets in relation to the initiation of HMR projects. 

5.2.4 Ethics approval and governance 

Support for HMR in SA Health also includes a range of ancillary policy and administrative 

functions, which are designed to ensure the scientific quality and ethical probity of research 

undertaken in the public health system. These functions include the ethics and governance 

approval requirements for HMR conducted in, or in conjunction with, any SA Health sites.  

These processes are guided by the National Health and Medical Research Council’s 

(NHMRC’s) national statement and constitute one of the most significant regulatory 

requirements that apply to HMR. A range of stakeholders, including both government and 

non-government institutions involved in HMR, have argued that the current processes have 

the potential to constrain HMR conducted in the public health system. Flinders University 

raised a number of concerns that are representative of the issues raised by other 

stakeholders: 

Although it is recognised that there have been recent reforms to ethics processes, there is still 

a need for further reform and improvements in clinical research governance processes to 

achieve greater efficiencies. Delays in ethics approvals have particularly impacted on the 

ability to host clinical trials in South Australia, especially Phase I trials in the public health 

system; Bellberry is now used more regularly to enable clinical trials in the private health 

system. This adds to the expense of undertaking research. A streamlining of bureaucratic 

processes, particularly in completing the onerous SSA forms, would reduce the compliance 

burden for researchers/institutions and the time required to gain ethics approval. (Flinders 

University, DR14, pp. 3–4) 

As outlined in Chapter 2, the requirements of the ethics approval process in South Australia 

are contained in SA Health’s Research Ethics Policy Directive (the ethics policy). The ethics 

policy applies to the processes and procedures for approval from a human research ethics 

committee (HREC) to undertake HMR in the public health system. The ethics policy also 

specifies that SA Health’s HRECs are responsible for monitoring approved HMR projects 

throughout their duration.  

                                                
8 J Birch, Review of Research Governance in the Department for Health and Wellbeing (SA) and Related LHNs 
(2018) 6. 
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As explored in greater detail in Chapter 2, the state’s public health system currently includes 

five separate HRECs, including the DHW HREC, which evaluates research proposals from 

SA Health staff and assesses applications from external researchers for access to SA Health 

data.  

A number of significant reforms arising from the recent Birch Review into research 

governance are currently being implemented, including the development of KPIs against 

which to evaluate the way that HRECs administer the ethics approval process. The 

Commission considers that KPIs to evaluate HRECs’ performance could usefully be 

incorporated into a broader system of HMR KPIs for SA Health as a whole.  

SA Health Single Ethical Review Model 

SA Health has recently introduced the SA Health Single Ethical Review Model (SERM). 

SERM is intended to simplify and consolidate the approval process by facilitating a single 

ethical and scientific review of HMR projects. That said, it only applies to research ethics 

approval and does not affect the need for a separate site-specific assessment (SSA). Under 

the SERM, only one of the four HRECs currently granting approvals within SA Health is 

required to consider a multi-site HMR proposal, with all SA Health sites participating in the 

research committed to accepting the approval granted by the ‘lead’ HREC. 

The Commission notes that the introduction of SERM has not fully addressed some 

stakeholders’ concerns about the efficiency and effectiveness of the current ethics review 

and approval framework. The lack of a centralised SA Health HREC, which would 

consolidate the functions of the HRECs currently providing ethics approvals in SA Health, 

has been identified by some stakeholders as an obstacle to greater efficiency within the 

system.  

The University of Adelaide’s School of Public Health argued that enhancing the efficiency of 

the ethics approval process is likely to require additional consolidation: 

concatenating the local health network HRECs into one centralized Department of Health and 

Wellbeing (DHW) HREC for SA would be ideal and would eliminate redundant processes and 

variability between local HRECs. (University of Adelaide, School of Public Health, DR32, p. 2) 

The CRGSC also largely concurred with the view that the current system of research ethics 

review, which consists of four separately constituted HRECs, is a potential barrier to 

streamlining and enhancing the efficiency of the current review and approval process: 

There is potential to simplify current HREC approval processes in South Australia through the 

standardised coordination of all HREC requests rather than the current process of four 

separately constituted HRECs all functioning independently of each other and all with their 

own Research Office processes and support. Such a revised structure could achieve…a 

simplified submission process for researchers through a ‘single point of entry’. 

(Correspondence from SA Clinical Research Governance Committee) 

As the CRGSC observes, the effective consolidation of SA Health’s HRECs would 

necessitate a reform of the way in which the committees are funded, with the current 

practice of using fee revenue to fund HRECs likely to be inadequate if consolidation were to 

take place. In addition, the Commission acknowledges that the specialist HRECs within SA 

Health, such as the Aboriginal Health and Research Ethics Committee, have an important 

and ongoing role to play in the HMR ethics approval process. Any consolidation of the 

existing HREC process would need to ensure that specialist HRECs continue their 

contribution, with reforms focused on achieving efficiencies in the approval process. 
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National mutual acceptance 

The National Mutual Acceptance (NMA) framework forms one of the most wide-ranging 

recent reforms to the way in which HMR projects are assessed for scientific merit and ethical 

probity. The NMA initially only applied to clinical trials, but was extended to all multi-centre 

human research proposals in 2015. The scheme enables an approval granted by a 

participating institution to be applied at other institutions participating in the same HMR 

project, including institutions in different jurisdictions.9  

The NMA framework is based on a memorandum of understanding between participating 

jurisdictions, and includes all of the states and territories except Tasmania and the Northern 

Territory. The NMA is currently restricted to HMR undertaken in the public health systems of 

the participating jurisdictions, thereby excluding private sector organisations from inclusion in 

the NMA framework. 

The Commission notes that a number of stakeholders are concerned with the way NMA 

currently operates in practice. The Research Services Office (RSO) in CALHN has 

suggested that the NMA suffers from the weakness that it assumes that HRECs are equally 

capable in all areas of assessment. The RSO observes that this is not always the case: 

CALHN’s experience with research proposals under NMA are that they need some scrutiny 

before acceptance. We do not undertake a second full ethical review under NMA, but seek to 

identify quickly any potential problems with undertaking the study at our sites. Examples of 

this include incorrect radiation assessments, different views on the statistical proposals and 

different local procedures and assets. Some of these issues arise because of different State 

legislation for example for radiation assessments. (Correspondence from CALHN Research 

Services Office) 

This is largely a result of the fact, the RSO argued, that HRECs are not accredited against a 

set of specified standards by the NHMRC. This has led to significant differences in the 

overall capability of HRECs and the quality of their determinations. According to the RSO, 

this often means that a participating site is forced to rely heavily on the capacity of the lead 

HREC to provide appropriate and effective oversight. 

According to the CRGSC, one of the current weaknesses of the NMA is that a local HREC, 

even if it accepts an approval granted by another HREC under the NMA, will still need to be 

involved in the approval process because of differences in jurisdictions’ legal and regulatory 

requirements: 

The introduction of mutual acceptance has had limited success across SA Health where 

concerns of local HRECs influence the utilisation of mutual acceptance. These concerns 

relate to differences between jurisdictions that require local HRECs to be involved even 

though a project may have been approved by another HREC. Different jurisdictions may have 

different standards of care for similar diagnostic services e.g. levels of radiation exposure may 

be lower in SA than other jurisdictions for the same procedures…In SA any research project 

involving the use of radiation is required to be referred to the Environmental Protection 

Agency (EPA). It is understood that this is not always the case in other jurisdictions. 

(Correspondence from Clinical Research Governance Steering Committee) 

As a result, a local HREC might still need to undertake an assessment of elements of a 

proposed research project, if only to ensure that local jurisdictional or institutional 

requirements have been met effectively.  

                                                
9 For additional information about the NMA, see <https://www.nhmrc.gov.au/research-policy/ethics/national-
certification-scheme-ethics-review-multi-centre-research>.  

https://www.nhmrc.gov.au/research-policy/ethics/national-certification-scheme-ethics-review-multi-centre-research
https://www.nhmrc.gov.au/research-policy/ethics/national-certification-scheme-ethics-review-multi-centre-research
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Information request 5.1 
 
The Commission seeks information and views on: 
 
What reforms could the South Australian Government seek to implement, in conjunction 
with other jurisdictions, to address the remaining areas of duplication that reduce the 
effectiveness of the National Mutual Acceptance (NMA) framework process? 
 

5.3 SAHMRI 

5.3.1 Shine and Young Review 

SAHMRI’s current legal structure, governance arrangements and stakeholder relationships 

are partly legacies of the recommendations contained in the 2008 Review of Health and 

Medical Research in South Australia (the Shine and Young Review). The Commission notes 

that a number of subsidiary recommendations contained in the Shine and Young Review, 

such as the development of a state-wide HMR strategy led by DHW, have not been fully 

implemented in the years since the review was published. This includes, for example, a 

range of systemic problems identified at the time, such as the erosion of funding for HMR 

conducted in the LHNs. Some of these system-wide difficulties, including a reduction in 

research undertaken in the public hospital system, have arguably persisted into the present. 

The Commission notes that the Shine and Young Review concluded that the establishment 

of an independent flagship medical research institute (MRI) would be the most effective way 

to address a number of interrelated problems then affecting the state’s HMR performance. 

Chief among these was the view that the state was experiencing an erosion in its capacity to 

attract Australian Government competitive grant funding, and that this decline would 

continue unabated without significant ‘structural’ reform.  

In particular, the review largely attributed the deterioration in performance to the loss of 

effective and high-quality research infrastructure in South Australia. This loss was largely 

ascribed to budget pressures adversely affecting the universities and hospitals. The review 

concluded that the most effective way to address the state’s lack of high-quality 

infrastructure would be creating an independent MRI unencumbered by competing 

demands, such as health service delivery.10 It also concluded that the MRI would, among 

other benefits, ‘enhance collaborations between existing researchers/research teams’ and 

assist in recruitment and retention of key people. The review argued that the establishment 

of SAHMRI as an independent MRI would resolve the state’s infrastructure deficit and would 

also create: 

…a new flagship institute free of the entrenched rivalries often seen in other states where 

such institutes have evolved from different hospital/university environments and now compete 

for scare state infrastructure funding.11 

The Shine and Young Review complemented its recommendation to establish SAHMRI with 

the closely related recommendation that the state government should build and maintain the 

Health and Medical Research Fund (established in approximately 2007). This was intended 

to ensure that the state would have the capacity to ‘invest strategically in health and medical 

                                                
10 Shine and Young 2. 
11 Ibid 2.  
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research in South Australia, to build capacity in this area, and to leverage funding received 

from national sources’.12 

The government’s decision to establish SAHMRI was complemented by a strategic plan 

based on partnering with other South Australian research facilities, including the universities 

and public hospitals.13 This would be achieved by the gradual introduction of a system of 

SAHMRI ‘nodes’ into existing HMR institutions. The decision to establish SAHMRI was also 

strategically linked to the development of the new Royal Adelaide Hospital. The Commission 

understands that the then government envisaged that SAHMRI would be integrated with the 

new hospital, with the aim of co-locating clinicians, patients, students and researchers in 

what has now become the Adelaide BioMed City. The integration of SAHMRI with the new 

Royal Adelaide Hospital formed a cornerstone of the former government’s attempt to realise 

the benefits of an independent MRI: 

The SAHMRI Facility will be integrated with the new hospital, co-locating practitioners, 

patients, students and researchers in an industry-leading health and medical precinct. The co-

location of research and hospital services will create synergies between researchers and care 

providers, integrating health and medical research and contributing to attracting and retaining 

key researchers to South Australia.14 

One of the government’s stated reasons for establishing SAHMRI as an independent 

MRI freed from the need to balance competing priorities, such as research and the 

delivery of health care or undergraduate teaching, was the belief that the colocation of 

the new Royal Adelaide Hospital and SAHMRI would in itself strengthen the links 

between clinical care and research. The Commission notes that this underlying 

rationale is consistent with the view, already discussed in section 5.2.2, that the 

creation of SAHMRI would lead to a ‘transfer’ of responsibility for HMR from DHW and 

the LHNs to the newly created institute and the subsequent decision to exclude 

research facilities from the design of the new Royal Adelaide Hospital (RAH). 

5.3.2 Legal structure 

SAHMRI was incorporated in 2009 as a company limited by guarantee under the 

Corporations Act 2001 (Cth) (the Corporations Act). SAHMRI is also a registered charity 

under the Charities Act 2013 (Cth) (the Charities Act) and is regulated by the Australian 

Charities and Not-for-Profits Commission, pursuant to the Australian Charities and Not-for-

Profits Commission Act 2012 (Cth) (the ACNC Act). SAHMRI’s legal status as a charity 

means that some of the legal obligations that would normally apply under the Corporations 

Act do not bind SAHMRI. The majority of the legal obligations that SAHMRI’s board must 

comply with arise from the Charities Act and the ACNC Act, but a number of provisions in 

the Corporations Act continue to apply. The Commission notes that SAHMRI’s statutory 

reporting obligations do not include a requirement to report on its research performance.  

SAHMRI’s constitution specifies a range of central legal and governance arrangements, 

such as the composition of the board itself; the process for accepting new members of the 

company; and the powers of the board. The constitution also covers a range of related and 

subsidiary matters, such as the delegation of the board’s powers and directors’ 

remuneration. 

                                                
12 Ibid 3.  
13 SA Health, The South Australian Health and Medical Research Institute: FAQs (circa 2009) 1. 
14 Ibid 1. 
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SAHMRI was incorporated with a total of six members, all of whom continue to be members 

of the company:  

 the Minister for Health;  

 the Minister for Science and the Information Economy;  

 the Treasurer;  

 the University of Adelaide;  

 Flinders University; and 

 the University of South Australia.  

The decision to incorporate SAHMRI as a company limited by guarantee established a legal 

structure that is separate from the constituting members. The Commission notes that the 

three ministers are members of the company in their capacity as bodies corporate, pursuant 

to the section 7 of the Administrative Arrangements Act 1994 (SA). The fact that SAHMRI 

was incorporated as an independent legal entity makes the board responsible for overseeing 

the business of the company: 

Subject to the Act and to any other provision of this constitution, the Board will oversee the 

business of the Company. The directors may exercise all powers of the Company that are not, 

by the Act or by this constitution, required to be exercised by the Company in general 

meeting.15 

The members of a company limited by guarantee, including SAHMRI, retain a number of 

rights under the constitution and the Corporations Act, including the right to a financial 

report, a directors’ report and voting rights at general meetings. Any proposal to amend the 

company’s constitution, for example, would require the endorsement of the members at a 

general meeting. SAHMRI’s constitution also specifies that the board must consult the 

members if it wishes to change the institution’s strategic direction. In addition, the members 

are empowered under the Corporations Act and the constitution to remove a director 

appointed by the board, subject to an ordinary resolution of the members. 

That said, despite members’ specific rights, SAHMRI’s legal structure places a limit on the 

members’ capacity to intervene directly in the management of the company. The board 

retains responsibility for the management of the company, with the discretion to delegate 

some responsibilities to executive staff or an appropriately constituted committee. The board 

is also ultimately responsible for ensuring that SAHMRI achieves the objects set out in its 

constitution, and that it abides by the applicable statutory requirements under the 

Corporations Act, the Charities Act and the ACNC Act. The way in which SAHMRI’s board is 

structured and appointed is a reflection of the fact that it is an independent legal entity led by 

its own board.  

The Commission notes that sections of SAHMRI’s constitution, especially in relation to the 

composition and appointment of directors to the board, were only in place for an ‘initial 

period’ of four years after the company’s incorporation in 2009. The initial composition of the 

board included three directors nominated on the unanimous recommendation of the three 

Vice-Chancellors and a director appointed by the Minister for Health. This formal 

requirement is no longer in place, with the board composed of two directors appointed by the 

Minister for Health, while the remaining members are appointed by the board itself. The 

Commission notes that the board has continued to appoint representatives of the state’s 

                                                
15 SAHMRI, Constitution of South Australian Health and Medical Research Institute Limited, 13. The Commission 

notes that SAHMRI’s current board members include Mr Raymond Spencer (Chair); Mr Alan Young (Deputy 
Chair); and Professor Steve Wesselingh (ex officio, Executive Director, SAHMRI). 
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three universities since the ‘initial period’ ended in 2013.16 The arrangements that applied 

during the ‘initial period’ were likely a mechanism to facilitate a collaborative approach to 

embedding SAHMRI in the state’s HMR sector.  

The Commission notes that SAHMRI’s legal structure and governance arrangements are 

broadly comparable to other leading Australian MRIs, many of which operate as companies 

limited by guarantee and as registered charities. That said, the Commission understands 

that other MRIs constituted as companies limited by guarantee generally possess more 

streamlined membership structures than SAHMRI, such as the Walter and Eliza Hall 

Institute, which only has two members. 

A number of other major Australian MRIs, such as the Garvan Institute of Medical Research 

and the QIMR Berghofer Institute, were established as statutory authorities under state 

legislation. On the whole, the creation of a public company limited by guarantee provides an 

institution with greater autonomy from government than is characteristic of a statutory 

authority under state legislation. The latter can also be established as a body corporate with 

a board that is responsible for the management of the institution, but the members of the 

board will generally be appointed by the governor on the recommendation of the minister. 

This is the case with the QIMR Berghofer Institute.17 The Commission notes that it is unclear 

whether different legal and governance structures materially affect research performance. 

5.3.3 Strategic direction 

The fact that SAHMRI was established as a company limited by guarantee, rather than as an 

authority enacted under state legislation, means that the institute’s strategic direction is 

largely guided by its founding constitution. SAHMRI’s legal status as an independent entity 

also empowers the board to develop and implement a strategic direction for the company. 

The Commission notes that any strategic direction pursued by the board must be in 

conformity with the objects for which SAHMRI was established. These are outlined in the 

company’s constitution, and include a range of strategic objects in relation to undertaking 

and facilitating collaborative HMR in the state, including, for instance, developing a centre of 

excellence in HMR; facilitating the translation of research; providing and maintaining 

research facilities and services; and working collaboratively with the universities, the 

government and other research institutions.18 

SAHMRI’s research strategy and performance are also assessed on a regular basis by the 

institution’s Research Advisory Committee. SAHMRI’s current research themes are focused 

on the following areas: 

 precision medicine; 

 lifelong health;  

o Aboriginal health equity;  

o SAHMRI women and kids;  

 SAHMRI impact platforms, including;   

o health policy centre;  

o clinical trial and registry science;  

 research support services; and  

o the strong partnership with Health Translation SA.19 

 

                                                
16 For details on the composition of SAHMRI’s board, see ibid, ss 9.2, 9.3. 
17 See Queensland Institute of Medical Research Act 1945 (Qld) s 5. 
18 SAHMRI, Constitution, 3–4. 
19 SAHMRI, DR 25, 14. 
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The Commission notes that SAHMRI only became fully research active in late 2014, five 

years after it was incorporated, and that its research themes were recently reviewed and 

consolidated. 

5.3.4 Funding 

The Commission notes that the funding model under which MRIs, including SAHMRI, 

operate is based on dual ‘foundations’: first, successfully securing Australian Government 

competitive grants and state government funding and, second, a capacity to attract income 

from diversified commercial sources and philanthropic contributions from the Australian 

community.20 This requirement stems from the design of the Australian Government 

competitive grant system, which does not fund the full costs of research. This leads to an 

inherent weakness in the MRI model, which is most acute for independent MRIs that are not 

part of a parent organisation such as a hospital or a university. 

That said, the Commission understands that SAHMRI currently receives an annual operating 

grant from the state government, which totalled approximately $5.8 million in 2019.21 The 

Commission is not aware if the state government has attached any conditions to the annual 

operating grant, including, for instance, making continued funding dependent on SAHMRI 

meeting agreed research performance targets. 

Figure 5.1: Sources of SAHMRI revenue, 2017–2019 ($). 

  
Source: SAHMRI response to SAPC information request. 

The Commission heard from stakeholders that the Shine and Young Review envisaged that 

SAHMRI would be established on the basis of more than capital funding, and that the total 

government contribution would also include an endowment fund. The Shine and Young 

Review estimated that SAHMRI would need to generate at least $10 million per annum in 

operational funding to become financially self-sufficient. The Commission understands that 

SAHMRI must currently find funding from other sources to fully support its operational 

activities. SAHMRI has suggested that the original funding model created a number of 

                                                
20 Graeme Samuel, ‘Review to Strengthen Independent Medical Research Institutes’ (Discussion Paper, 2015) 7. 
21 The Commission notes that the funding agreement expired on 30 June 2020. The Commission is not aware of 
the status of any negotiations between SAHMRI and the government to renew the agreement.  
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deficiencies in its funding base, which it has had to address by developing strategies to 

diversify its revenue streams, including an increased focus on commercial activities. 

The Commission has heard from SAHMRI that approximately 60 per cent of Australian 

MRIs’ revenue is from non-government sources. In 2018, approximately 50 per cent of 

SAHMRI’s total operating revenue of $65 million came from non-government sources. 

The Commission notes that one of the primary reasons behind the decision to establish 

SAHMRI was the contention that an independent MRI, offering access to high-quality 

research infrastructure, would help to increase SA’s share of national competitive grant 

funding. A number of stakeholders, including The Hospital Research Foundation (THRF) 

have questioned the effectiveness of this strategy: 

THRF believes that a significant part of this lack of achievement [an increase in the 

state’s share of national grant funding] may be due to a lack of clarity of purpose and a 

lack of overall leadership in the sector and in government. (THRF, DR26, p.7) 

The available funding data, as analysed in chapter 3, shows that the state’s share of 

NHMRC funding since SAHMRI’s establishment has declined slightly and is in line with 

South Australia’s population share. While causal inferences from the funding data are 

difficult to draw, it could be argued that the state’s share of national grant funding might have 

been lower without SAHMRI’s contribution. SAHMRI contends that it has steadily increased 

its share of funding at a state level, with 42 per cent of South Australian NHMRC funding 

being awarded to researchers associated with SAHMRI in 2019.22  

The Commission notes that SAHMRI’s success rate is difficult to report on, given that most 

of its awarded grants are administered via the universities. A number of stakeholders, 

including the Association of Australian Medical Research Institutes (AAMRI), have observed 

that the way in which grant outcomes are currently reported distorts MRIs’ success in 

attracting competitive grant funding, particularly because a project’s chief investigator might 

not undertake the research at the administering institution. MRIs, including SAHMRI, are 

only infrequently the administering institution for competitive grants, with the majority of 

funding administered by universities. The available public reporting on funding outcomes 

therefore has a tendency to under-report the grant funding success of MRIs, with SAHMRI’s 

actual contribution possibly greater than the public data attests. The figure below shows 

SAHMRI’s total grant funding from 2010 to 2020 highlighted against the state’s total for the 

same time period, but the data only reflects the grants directly administered by the institute: 

                                                
22 Ibid 57. 
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Figure 5.2: SAHMRI grant funding as administering institution, 2010-2020 ($m). 

 

Source: NHMRC 

Note: Data available up to May 2020. Administering institute for projects starting in a given year. 

The Commission also notes SAHMRI’s contention that, as an administering institution, it has 

received more than 57 per cent of the funding to date (as of April 2019) that has flowed to 

South Australia from the Medical Research Future Fund (MRFF).23 

5.3.5 Indirect costs 

As noted earlier, Australian Government research funding does not fully cover the total costs 

of research. AAMRI estimates that, out of every dollar of direct research costs, there are an 

additional 45–55 cents of indirect research costs that MRIs must meet from other revenue 

sources. Only around 20–25 cents out of every dollar of these costs are covered by grant 

funds, thereby creating a significant funding gap. As grant income increases, the gap 

becomes correspondingly larger: 

For every dollar spent on research, it is calculated that there are another 54 cents needed to 

fully cover the costs of running a research institute. Independent HRMIs receive 23 cents of 

funding to cover the systemic costs of research (total from all sources), leaving a 31 cent per 

dollar shortfall. Federal Government funding provides about 20% of what is needed to cover 

the total systemic costs of research. (SAHMRI, DR25, p.63) 

In 2019, SAHMRI reported a $4 million shortfall on the $29 million worth of grants that it was 

awarded. By contrast, the Commission understands that universities are effectively 

reimbursed approximately 40–50 cents of funding per dollar of competitive research grant 

funding to cover indirect costs.24 This difference is largely due to the fact that universities 

have direct access to block grant funding from the Australian Government, which allows 

them to defray the indirect costs of research more effectively than MRIs.  

5.3.6 Commercial revenue 

The need to meet the full cost of research has led MRIs, including SAHMRI, to find ways of 

diversifying their revenue streams, including commercialisation activities. Figure 5.3 below 

shows that one of the primary sources of non-government revenue for SAHMRI is 

                                                
23 SAHMRI, DR 25, 59. 
24 National Commission of Audit (2013) 5. 
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commercial income, which makes up approximately 32 per cent of its total revenue. This 

share is amongst the highest for Australian MRIs. A high reliance on commercial income 

introduces a range of risks into an organisation’s funding base, some of which might be 

difficult to mitigate.  

Figure 5.3: Commercialisation income for MRIs, 2018. 

 
Source: SAHMRI (Appendix IV), DR25, p.17 

As reflected in Table 5.1, the South Australian Government’s direct contribution to SAHMRI’s 

annual operating costs is broadly aligned with that provided by other governments in 

percentage terms. A number of other jurisdictions, such as NSW, have adopted a more 

structured approach to supporting their HMR sectors, including through dedicated agencies 

with overall responsibility for implementing the government’s HMR agenda and the creation 

of specific funds to defray the indirect costs of research, such as the NSW Government’s 

Medical Research Support Program.  

Table 5.1: Income for indirect costs for independent MRIs, by state and territory, 2018. 

Source: SAHMRI, DR25, p. 64. 
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5.3.7 SAHMRI’s impact 

The Commission notes that SAHMRI’s contribution to, and impact on, the state’s HMR 

performance is difficult to determine with a high degree of certainty on the basis of the 

funding and performance data presented in Chapters 3 and 4. The task of analysing 

SAHMRI’s impact needs to recognise its comparative immaturity as an MRI as it only 

became fully research active in late 2014.  

That said, the Commission notes that SAHMRI has managed to establish itself as a high-

performing institution at the national and international levels. Moreover, the available 

indicators that relate to publication quality at the institutional level, analysed in Chapter 4, 

also suggest that SAHMRI’s performance has remained at, or even above, the applicable 

world standard. This is also true of SAHMRI’s international collaboration performance, which 

largely outstripped the public universities, with the exception of 2019. 

As examined in Chapter 3, the state’s share of NHMRC funding appears to have fluctuated 

around a declining trend, which has continued since the establishment of SAHMRI. That 

said, the state’s funding share might have declined further in the absence of SAHMRI. 

SAHMRI appears to have made a positive contribution to the state’s performance over a 

period where the contribution of other key players, SA Health and the University of Adelaide, 

has declined. A complete assessment of SAHMRI’s net contribution to the state’s HMR 

performance is dependent on a reasonable counterfactual proposition. 

5.4 Public universities 

5.4.1 Legal structure and governance 

South Australia’s three public universities are incorporated under state legislation, with each 

institution established on the basis of its own constituting Act: 

 University of Adelaide Act 1971; 

 University of South Australia Act 1990; 

 Flinders University Act 1966. 

The universities’ constituting statutes make clear that they are not instrumentalities or 

agencies of the crown, and also provide that each institution is endowed with ‘full juristic 

capacity and unfettered discretion, subject to the laws of this state, to conduct its affairs in 

the manner it thinks fit’.25 

That said, the universities remain subject to a number of statutes that also apply to state 

government agencies, notably the Freedom of Information Act 1991 (SA) and the Public 

Finance and Audit Act 1987 (SA).  

In common with other universities in Australia, the state’s public universities operate as 

registered charities under the Charities Act 2013 (Cth) and the Charities and Not-for-Profit 

Commission Act 2012 (Cth). They are subject to regulatory oversight by the Australian 

Charities and Not-for-Profits Commission and their annual financial reports are audited by 

the South Australian Auditor-General.  

As research and teaching institutions that grant qualifications under the Australian 

Qualifications Framework, the universities are also subject to regulatory oversight by the 

Tertiary Education Quality Standards Agency, the national regulator of registered higher 

                                                
25 See, for example, the University of Adelaide Act 1971 (SA), s 3. 
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education providers. The Commission notes that the universities’ reporting obligations under 

both Commonwealth and state legislation do not appear to contain any requirement to report 

on research performance.  

The universities’ constituting statutes not only establish each institution as a self-governing 

entity, but also prescribe the major aspects of their governance and decision-making 

structure. The Acts underlying all three of the state’s public universities, for example, 

establish university councils that function as each institutions’ governing body and both 

prescribe their central functions and their respective membership.  

Each university has implemented specific requirements in relation to its governing council, 

including rules governing the election of members and the conduct of council business. 

Some of the central functions undertaken and overseen by the universities’ councils include:  

 approving the mission and strategic direction of the university, as well as the annual 

budget and business plan; 

 approving significant commercial activities of the university; 

 overseeing and reviewing the management of the university and its performance; 

and 

 establishing policy and procedural principles, consistent with legal requirements and 

community expectations.26 

5.4.2 University of Adelaide 

Strategic Direction 

The Commission notes that the state’s public universities have all developed detailed 

strategic plans that include measures to deepen and enhance their current research 

priorities and strengths. 

The University of Adelaide’s high-level decision making is guided by its current strategic 

plan, Future Making. The plan is based on five interrelated pillars of excellence: 

 connected to the global world of ideas; 

 a magnet for talent; 

 research that shapes the future; 

 a 21st century education for a growing community of learners; and 

 the beating heart of Adelaide.27  

In relation to HMR, the strategic plan is focused on supporting research in a range of priority 

areas, including: 

 reproductive medicine and paediatrics; 

 cardiovascular disease; 

 metabolic disease;  

 cancer – solid tumours; 

 cancer – leukemia, lymphoma, myeloma; 

                                                
26 See, for instance, the University of Adelaide Act 1971 s 9(1)(a)–(h).  
27 University of Adelaide, Future Making: A 21st Century University for Adelaide 7.  
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 health technology assessment;  

 Aboriginal health equity; 

 infectious diseases; 

 medicinal chemistry; and 

 innovative imaging tools.  

The university’s strategic direction includes pursuing significant growth in research income 

and investment aligned with both industry and community need. The university has recently 

established a number of Industry Engagement Priorities, one of which addresses the needs 

of the health and biotechnology sectors.28 The Commission is not aware of the university’s 

internal processes to determine HMR priorities. 

The Commission understands that the university is focused on developing strategies with 

which to attract talented and innovative researchers to South Australia. This effort forms part 

of its current strategic plan, Future Making, and is being implemented through its ‘Investing 

in Top Talent’ scheme, which was introduced in 2019. The plan involves a proactive 

recruitment strategy aimed at attracting a cohort of high-performing, innovative researchers 

to South Australia, with the aim of generating new or transformational capability. The 

university has recently made three appointments under the plan in different areas of HMR. 

Each appointment was made jointly with SAHMRI. 

5.4.3 Flinders University 

Strategic direction 

Flinders University is guided by its 2025 Agenda, in which research excellence is supported 

by three fundamental principles:  

 be a community of outstanding scholars engaged in world leading research that 

extends the boundaries of knowledge; 

 address challenges of local, national and global significance to deliver outcomes that 

change lives for the better; and 

 embed research and critical thinking as core skills for every Flinders graduate.29 

Strategic decisions relating to the allocation of research funding are discussed by the 

University Research Committee, chaired by the Deputy Vice-Chancellor (Research), with 

representation from each of the university’s six colleges and relevant professional support 

portfolios. Two committees of the Academic Senate – the Research Quality Committee and 

the University Higher Degrees by Research Committee – respectively assess the success of 

research strategies in building research quality and advise on approaches to the 

management of Higher Degree by Research at the university. 

HMR is the specific focus of a number of the university’s research institutes and centres: 

 Flinders Health and Medical Research Institute 

 Caring Futures Institute 

 Órama Institute for Mental Health, Wellbeing 

 Medical Devices Research Institute  

 Digital Health Research Centre 

 Centre for Marine Bioproducts Development 

                                                
28 Ibid. 13. 
29 Flinders University, The 2025 Agenda 10. 
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 Research Centre for Palliative Care, Death and Dying 

 Sport, Health, Activity, Performance and Exercise Research Centre (SHAPE). 

Flinders University currently has health and medical research space at the Bedford Park 

Campus, Sturt Campus, Flinders Medical Centre, Sir Mark Oliphant Building and Tonsley 

Innovation Precinct. 

Research excellence in the areas listed above will continue through the consolidation of a 

significant proportion of HMR under its flagship research institutes and associated centres. 

This provides not only more cohesive programs of research but, more importantly, 

opportunities for enhanced collaboration between Flinders researchers and industry and/or 

community partners and more targeted consumer engagement, all aimed at enabling 

Flinders HMR to have a greater impact on societal health care and well-being. 

The Commission understands that the university has also placed some priority on attracting 
a cohort of high-performing HMR researchers, with a particular focus on strengthening the 
number of early- to mid-career researchers: 

Talented health and medical researchers are attracted to research environments that 
offer a strong intellectual environment, outstanding research infrastructure, capability 
and support, and the opportunity to engage with clinical activities. Flinders University 
has strength in all three, in particular through the embedding of the College of Medicine 
and Public Health in a major teaching hospital. With these advantages, Flinders 
University has been successful in recently recruiting high trajectory early/mid-career 
researchers. Flinders’ investment in people and infrastructure and access to clinical 
resources and clinicians through its strong relationship with SALHN are all crucial 
components of our attractiveness. (Flinders University, DR14, p.4) 

5.4.3 University of South Australia 

Strategic direction 

Following the introduction of the University of South Australia’s (UniSA’s) current strategic 

plan, Enterprise 25, the university has begun a process to move to a structure comprising 

seven academic units, which are responsible for delivering study programs and conducting 

research.  

On the basis of its Research and Innovation Strategic Plan 2016–2020, the university is 

committed to engaging in the full spectrum of both research and funding, ranging from 

fundamental research and competitive grants, such as NHMRC and MRFF funding rounds, 

through to end-user focused research and research undertaken on a contractual basis for 

various research partners. 

The university’s current areas of HMR concentration and comparative strength are clustered 

around four of its five major research themes: ‘an age-friendly world’, ‘transforming 

industries’, ‘cancer’ and ‘healthy futures’.  

These themes drive strategic decision making with regard to UniSA’s research direction and 

resource allocation. They are intended to encourage interdisciplinary research, including, for 

example, the Research Themes Investment Scheme, research development funding to 

support PhD projects, and seed funding aimed at supporting early-career researchers.  

UniSA’s Centre and Institute Strategy: Scale and Focus has been designed to ensure 

research concentrations at UniSA are of sufficient scale to drive research. Through this 

strategy, research concentrations of measurable scale are designated as either research 

institutes or research centres and receive a range of university support and investment. 
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In addition to these university-level designated research concentrations, there are a range of 

research groups within the academic schools and divisions.30 The Commission understands 

that the university as a whole is focusing on the development of quality and niche research 

schools and institutes across the entirety of the institution. The Commission has heard that 

the university has a ‘bottom-up’ approach of nurturing early-career researchers, rather than 

focusing on attracting international researchers or established academics from elsewhere. 

5.4.4 Future outlook 

The Commission notes that the university sector in Australia has been adversely affected by 

the need to impose a range of restrictions to respond to the COVID-19 pandemic. These 

restrictions have led to a significant downturn in universities’ revenue from international 

student fees. South Australia’s universities are likely to experience significant budget 

pressures as a result of the downturn in international student enrolments, which could have 

an effect on their capacity to implement some of the funding and investment decisions 

outlined in their respective strategic plans, including initiatives aimed at strengthening HMR 

output and impact. The Commission understands that the consequences of the downturn in 

international student numbers could have an uneven effect on the state’s universities, with 

some institutions affected to a greater degree than others.  

5.5 Key relationships 

5.5.1 Collaboration 

A large number of stakeholders, including the LHNs and the universities, have highlighted 

the importance of effective collaboration, coordination and integration as a precondition for a 

vibrant and successful HMR sector.  

The Commission notes that jurisdictions with high levels of research and development (R&D) 

productivity, such as Israel, generally owe their success to an effective linkage of high levels 

of investment with multi-institutional collaboration. Effectively aligning the efforts and 

priorities of institutions and researchers has been cited, for instance, as a key component of 

the success achieved by Israel’s Herzliya R&D Center.31  

Stakeholders in both the government and non-government sectors have invariably stressed 

the importance of HMR in all of its forms, including basic research, clinical research and 

translational research. Many have also expressed their commitment to increasing the 

productivity of HMR as a key goal of their respective organisations. Many stakeholders have 

argued that a scientifically vibrant and productive HMR sector is predicated on, and is re-

enforced by, the interplay of education, R&D and clinical service delivery. That said, 

stakeholders have generally highlighted the importance of collaboration without clearly 

articulating its benefits for the state’s HMR output, such as achieving greater economies of 

scale or achieving higher levels of specialisation in areas of competitive advantage. 

SA Health’s Research Focus 2020 and its Health and Wellbeing Strategy 2020–2025 

acknowledge education, research and training as integral components and enablers of the 

state’s public health system. In relation to the local HMR sector, the importance of 

coordination and collaboration between researchers and institutions is highlighted in 

Adelaide BioMed City’s submission: 

                                                
30 University of South Australia, Response to SAPC Information Request, 3. 
31 See, for instance, Aliza Belman Inbal and Asaf Tzachor, ‘National Policy and SMEs in Technology Transfer: 
The Case of Israel’ (2013) 15(1) Climate Policy 88.  



 
 Inquiry into Health and Medical Research in South Australia 

 

Inquiry into Health and Medical Research in South Australia 

Draft Report 

 

Page | 134  

 

 

 

Multi-institute and multi-disciplinary collaborations are essential for success across all 

research areas and platforms and to be highly competitive nationally and globally. A 

collaborative approach assists to act more strategically, become more efficient and create 

scale. It also supports researchers to secure large funding schemes, to build sophisticated 

infrastructure and to attract world-class talent and attract research/industry partners. Funding 

schemes increasingly include larger true collaborations as part of the funding criteria. 

(Adelaide BioMed City, DR1, p.20) 

That said, many stakeholders have expressed reservations about the way in which these 

aspects of the HMR system currently operate in South Australia. Flinders University’s 

submission raises a characteristic area of concern: 

SA Health and the LHN CEOs, as well as universities, have all stated that they are committed 

to increasing productivity in HMR. Yet, this often fails to translate into internal operational 

corporate units, which often lack flexibility in processes to enable collaboration. Differing 

priorities is also a challenge. Key University and SAHMRI metrics are based on research 

income, high-quality publications and research impact whereas SA Health and industry have 

budget, economic and productivity goals, with research understandably considered a lesser 

organisational objective. (Flinders University, DR14, p.9) 

The Commission has heard from a number of stakeholders, including the University of 

Adelaide’s Faculty of Health and Medical Sciences, that collaboration between institutions 

and researchers can be difficult to develop in the absence of an agreed upon focus on 

specific issues and research problems. 32 These inherent difficulties of coordination are 

intensified by the different strategic priorities pursued by the institutions that make up the 

state’s HMR system, including particularly sharp divisions between the LHNs and the public 

universities and rivalry between the universities. The lack of a set of collaboratively 

developed state HMR priorities has the effect of discouraging an environment in which 

‘collaborations occur and succeed when everyone involved benefits by bringing 

complementary skills and assets to the table to make a discovery or solve a problem’.33 

In particular, the absence of a coordinated approach to developing the state’s HMR 

strengths has made it more challenging to promote collaboration between institutions with 

differing priorities. A number of submissions, such as the University of Adelaide’s Faculty of 

Health and Medical Sciences, have suggested that one of the key reasons behind South 

Australia’s performance in Australian Government HMR funding is the fact that institutions 

do not have strong incentives to collaborate on funding proposals.  

Dr Leanna Read has explicitly argued that SA’s current HMR system is often more 

competitive than collaborative, and that a general unwillingness to collaborate has been one 

of the primary causes of the state’s declining share of HMR funding. This is particularly 

significant in relation to MRFF funding success. According to Dr Read, SA’s current share of 

Australian Government funding is unlikely to increase because of a shift in the Australian 

Government’s funding priorities towards larger-scale projects that demand collaboration 

between institutions and away from smaller projects that are led by a single researcher. She 

argued that collaboration and translation are not currently particular strengths of the state’s 

HMR sector: 

…the balance of available research funding programs has tilted towards the large-scale 

projects, with a greater focus on translation (i.e. outcome-driven), rather than ‘bottom-up’ 

research typical of smaller-scale projects. This means that increasingly research success and 

translation will require large collaborative efforts on outcome-based research, linking different 

                                                
32 University of Adelaide, Faculty of Health and Medical Sciences, DR28, 6.  
33 Ibid 6 
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expertise and end-users such as industry, clinicians and consumers at the state, national and 

international level. (Dr Leanna Read, DR12, p.1) 

The Commission notes that a large number of stakeholders maintain that the state’s HMR 

system is being undermined by a fragmentation of resources and research effort. According 

to the School of Psychology, the decision to establish SAHMRI as an independent MRI has 

created a further barrier to partnerships, collaboration and integration: 

…The State Government used to be the key source of partners on grants such as NHMRC 
Partnership grants and ARC linkage grants which leveraged the contribution several fold and 
increased the success rates for funding. Since the establishment of SAHMRI, the response 
from SA Health when approached to be a research partner on a grant is that their research 
dollars go to SAHMRI and they have no capacity to support other groups. Given that SAHMRI 
is an NHMRC recognised institution it cannot be a partner, so that creates a barrier to finding 
partners for health and medical research in South Australia. (University of Adelaide, School of 
Psychology, DR31, p.9) 

The need for a mechanism with which to foster and enhance collaboration between the 

state’s HMR institutions has also been a consistent theme in submissions to the inquiry. 

Some stakeholders, such as AAMRI, have suggested that the current lack of effective 

integration could be addressed by expanding the role of HTSA: 

In the last decade, investment in the Adelaide Biomed City Precinct and establishing the 
AHRTC, Health Translation SA, have greatly increased South Australia’s collaborative potential 
and capability. Health Translation SA has already received direct funding ($6M) through the 
MRFF and is connected to the other nine AHRTCs and CIRHs nationally through the Australian 
Health Research Alliance. This enables access to a national network of research capability. 
Building strong collaborations between organisations reduces barriers to establishing new 
collaborations to address new strategic goals in health research. It also facilitates highly 
competitive funding proposals for major grant schemes and direct bids from the Australian 
Government. (Australian Association of Medical Research Institutes, DR5, p.21) 

5.5.2 Precincts 

The Commission notes that the Adelaide BioMed City (ABMC) precinct has the physical, 

economic and networking assets available to be a successful innovative precinct for HMR. 

Some submissions have argued that co-location alone does not foster successful 

collaboration, particularly for universities, but the Commission has heard from multiple 

stakeholders that co-location often produces effective linkages between LHNs and research 

institutions, such as SAHMRI, if not between research institutions themselves. 

The University of Adelaide’s Faculty of Health and Medical Science suggested that more 

effort is required to drive an active research culture in SA: 

… the research environment in SA is perceived as inferior to jurisdictions in eastern states. 

This impression comes from a collective view among FHMS researchers that applications 

from SA are downgraded in sections concerning research environment and infrastructure. 

Initiatives like ABMC have been formed to address these concerns, but it has not overcome 

the culture and competitive drivers between institutions and does not have the financial 

backing to make rapid, meaningful change to the current, fragmented research infrastructure 

in the state. (Adelaide University, Faculty of Health and Medical Science, DR28, p.7) 

The Commission notes that a recent report has argued that a number of leadership 

deficiencies currently adversely affect the ABMC precinct:  

 lack of a single vision that will guide development of the precinct and which would 

enable integration with local, national and international communities; 
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 lack of clarity around leadership and governance. Universities and SAHMRI are 

competing against each other rather than collaborating. Idea sharing is impacted 

when competitive behaviour is present; 

 absence of a comprehensive state-wide health and biomedical research strategy 

potentially leading to duplication and competition between key partners. NSW, 

Queensland and Victoria all have strong research strategies offering leadership, 

funding, support and facilities; 

 reduction in research within the LHNs which can affect the available skill capability of 

the HMR workforce; 

 amenities and infrastructure space are now limited so that significant expansion in 

the precinct will be difficult without a new strategy to support new ventures; 

 funding priorities are different for the major precinct participants. For LHNs it is 

patient care; for universities, it is student numbers, research grants and published 

papers; and, for SAHMRI, it is research grants, numbers of researchers, outcome 

and commercialisation; and 

 lack of research enablers.34 

The Commission notes that the issues identified by Richter suggest that the ABMC is yet to 

achieve its full potential. A number of stakeholders, particularly in the university system, 

maintain that the ABMC precinct has yet to develop a clear strategic outlook, a supportive 

research strategy and strong leadership and accountability:  

[ABMC]…has been widely admired within and outside SA. Nevertheless, it is hard to find 

people involved in HMR in SA who can point to achievements that can be attributed to the 

precinct so far. They remain largely siloed worlds with their own processes, memberships, 

responsibilities, benefits, and culture. There are overlapping jurisdictions and processes, and 

few seem to understand what the Adelaide Biomedical City precinct actually does and what it 

is meant to achieve. (University of Adelaide, Faculty of Health and Medical Sciences, DR.28, 

pp.7-8) 

The need to realise the precinct’s potential by overcoming the obstacles created by 

competing priorities and overlapping administrative systems was also highlighted by the 

ABMC in its submission to the inquiry: 

For a precinct to develop and mature it needs to overcome competing priorities, it must enter 
into a state of co-opetition that is supported by stable governance, a clear collective strategy 
and a united high-level vision. Precinct leadership could drive this goal, whereby involvement 
from government and industry is crucial. (ABMC, DR1, p.9) 

An additional limiting factor identified by a number of stakeholders is the lack of high-quality, 

dedicated research facilities at the new RAH.35 In particular, it has been suggested that the 

decision to create the North Terrace precinct, including the construction of the new RAH, 

caused a dislocation of the previously strongly developed links between the LHNs 

(especially CALHN) and the state’s universities that had been created around the old RAH 

precinct. Although the ABMC was intended to replicate this ecosystem at the other end of 

North Terrace, it has taken some time for these more organic working relationships to be 

recreated. As the University of Adelaide’s Medical School Research Committee observes: 

South Australia has been one of the national and international leaders in the HMR sector 
since the 1980’s…The environment which nurtured considerable research talent to envious 
levels (e.g. Prof Fiona Stanley has acknowledged that) was the perfect mix of research, 

                                                
34 JM Richter Consulting, Greater than the Parts: South Australian Health and Biomedical Precinct – Vision 
Strategy and Governance Model (2017) 5. 
35 Ibid 6 
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education and health service delivery co-location at specific sites around Adelaide (IMVS, 
RAH, QEH, FMC). However, over the last 20 years this exemplar mix has been systematically 
disrupted while other states learned from our success and built similar institutions fusing 
research, education and health at one physical location…(University of Adelaide, Medical 
School Research Committee, DR4, p.2) 

The Commission notes that the ABMC is a comparatively young precinct and that multiple 

stakeholder groups maintain that it has the potential to lift the state’s HMR competitiveness 

and secure a greater share of national grant funding. These potential benefits are more likely 

to be realised if strong leadership and a developed partnership culture prevail. This would go 

some way to addressing the duplication of efforts often associated with competing 

organisational administrations, and would allow the potential benefits of collaboration, 

particularly between CALHN and SAHMRI, to be realised to the fullest extent possible.  

5.5.3 SAHMRI 

A wide range of stakeholders, particularly in the university sector, hold the view that the 

strategic objectives that SAHMRI was established to achieve have not been fully realised. 

The Commission notes that the government appears to have adopted the position that 

SAHMRI would act as a ‘keystone’ around which greater collaboration in the HMR sector 

could develop. This appears to have transformed SAHMRI into the primary ‘mechanism’ with 

which the government sought to support and develop HMR in South Australia. The creation 

of SAHMRI as an independent MRI was intended to act as an institutional ‘magnet’ with 

which to attract higher levels of Australian Government funding, increase collaborations 

within the state, and raise the state’s international profile in the multiple fields that comprise 

HMR.36  

The Commission is aware that the government formed the view that HMR in the state would 

begin to shift away from the public hospital system and towards SAHMRI. In late 2010, the 

former Health Minister gave a clear overview of the government’s expectation that SAHMRI 

would become one of the primary vehicles for the expansion of HMR in SA. The Minister’s 

second reading speech in support of the Bill to create the Health Services Charitable Gifts 

Board referred to the changes that SAHMRI would bring to HMR in South Australia: 

…In the future, much of this research will be undertaken by the South Australian Health and 
Medical Research Institute (SAHMRI) and far less so in individual hospitals… As the focus of 
health and medical research shifts to the SAHMRI, the belief the hospital is the best place to 

undertake the research may be misplaced.37 

A number of stakeholders, such as WCHN, have observed that the government’s shift 

towards emphasising SAHMRI’s role has adversely affected the overall competitiveness of 

the research workforce in the public health system: 

SA has seen a decline in research funding over the last 10+ years, and this decline is linked 

to a corresponding decline in the Hospital/Health Network research workforce…The SA 

Government has not provided specific support to help researchers access Australian 

Government funding and there is no ‘Research Champion’ in the Department of Health and 

Wellbeing to oversee it. This lack of investment in research over the years, in particular since 

the establishment of SAHMRI, has reduced the competitiveness and number of HMR 

researchers that is necessary to successfully compete for funding. (Correspondence from 

Women’s and Children’s Health Network) 

                                                
36 SA Health (circa 2009), The South Australian Health and Medical Research Institute: FAQs 1.  
37 South Australia, Parliamentary Debates, House of Assembly, 24 November 2010, 3, (John Hill, Minister for 
Health, Mental Health and Substance Abuse). 



 
 Inquiry into Health and Medical Research in South Australia 

 

Inquiry into Health and Medical Research in South Australia 

Draft Report 

 

Page | 138  

 

 

 

A range of stakeholders, particularly the university sector and the LHNs, have consistently 

argued that the government’s emphasis on SAHMRI’s role as a cornerstone of the state’s 

HMR capacity has also contributed to the lack of HMR strategic leadership from DHW. The 

department has itself highlighted the fact that it is no longer in a strong position to support 

the state’s HMR efforts: 

It is further recognised that the DHW is no longer able to provide funding support for research 

in the manner it once was able to. Arguably, this has created a gap in HMR funding in the 

State especially in areas that may not attract strong national funding and has limited local 

researchers being able to engage with the DHW as a potential industry partner to seek 

support for key national research partnership grants. Restoring some or all of this funding is 

considered an important step forward in supporting South Australian health and medical 

researchers in the years ahead. (Correspondence from the Office of Research, Department 

for Health and Wellbeing) 

The view that the way in which the government established SAHMRI has adversely affected 

the wider HMR system is also linked to the contention that SAHMRI’s presence has had the 

paradoxical effect of reducing the incentives for HMR institutions to collaborate. The 

University of Adelaide argues in its submission that the university’s relationship with 

SAHMRI is marred by a number of difficulties that create obstacles to full and effective 

collaboration.  

One of the most significant of these hurdles, according to the University of Adelaide, is that 

the state’s universities have contributed significant support to SAHMRI, including research 

staff. This has limited the extent to which SAHMRI has added to the overall HMR research 

capacity in SA, despite being an independent institution established with the aim of 

maximising the state’s HMR potential. 38 It also raises the possibility that SAHMRI has had 

the effect of duplicating, rather than expanding, the HMR capacity in the state.  

The Commission notes that the University of Adelaide recently undertook an internal 

review of its own HMR activity and came to the conclusion that SAHMRI has largely 

duplicated the university’s research themes: 

SAHMRI has established a number of themes which reflect a mirroring of the University of 

Adelaide’s strengths, themes and sometimes Research Institutes, often using the University’s 

own staff, and the Review recognised the challenge this presents and the need for both 

parties to work harder on a more nuanced approach. (University of Adelaide, DR29, p.18) 

The University of Adelaide went on to argue that SAHMRI’s current structure has placed a 

hard limit on the extent to which it can be a ‘genuinely additive’ contribution to HMR in the 

state. 39 The University of Adelaide’s Faculty of Health and Medical Sciences, for instance, 

argues that the decision to establish SAHMRI has generated the unintended consequence 

of creating an additional competitor, rather than an integrator, within the state’s HMR sector: 

Unfortunately, the HMR environment in SA remains more competitive than collaborative. One 
of SAHMRI’s roles was to facilitate collaboration but the experience has been largely one of 
having another competitor in SA. This is despite SAHMRI’s governance structure representing 
different institutions and interests. (University of Adelaide, Faculty of Health and Medical 
Sciences, DR28, p.6)  

That said, the available evidence on funding outcomes, as analysed in chapter 3, does not 

support the contention that SAHMRI has acted as a competitor to the universities in the 

state’s HMR system. That contention remains unproven. The Commission also notes that an 

                                                
38 The University of Adelaide, DR29, 4.  
39 Ibid 14. 
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alignment of themes is not necessarily duplicative under a collaborative research model and 

could be interpreted as a way of building scale. Moreover, all three public universities are 

members of SAHMRI and have been represented on the board continuously since SAHMRI 

was incorporated. The fact that the state’s universities are members of SAHMRI does not 

appear to have reduced the tension between these key players in the HMR system, but it 

remains true that the universities have been in a position to influence SAHMRI’s strategic 

direction through their status as members and their representation on the board. 

The Commission notes that SAHMRI has questioned the contention that it acts as an explicit 
or implicit competitor to the universities and other HMR institutions. SAHMRI’s submission 
argued consistently that the high number of joint publications between SAHMRI and the 
universities is evidence that the relationship between the state’s public universities and 
SAHMRI is both collaborative and effective.40 As SAHMRI made clear in its submission: 

The SAHMRI model is very different to other independent health and medical research 
institutes across Australia – a collaborative venture with all three Universities and the State 
Government as partners. Given this, a flexible model was created whereby SAHMRI 
employees and partner staff from the Universities and CSIRO work alongside each other in 
our world-class facility. This provides benefits to both SAHMRI and our partners in relation to 
collaborative opportunities, access to infrastructure and animal house services, co-
supervision of students and subsidised rent (at around the third of the cost of rent when 
benchmarked against office space in the Adelaide CBD). Furthermore, this co-location brings 
multidisciplinary teams together across ‘bench to bedside’ translational research and 
facilitates innovative approaches to research practices. (SAHMRI, DR25, p.14) 

SAHMRI’s submission suggests that the state’s HMR performance could be strengthened by 
enhancing the relationship between SAHMRI and the public health system. This is 
particularly significant in relation to the potential for greater integration with research pursued 
in the LHNs (as originally envisaged in the Shine & Young report). The strengthening of 
collaborative links between these areas of the state’s HMR system is likely to enhance SA’s 
performance in future funding rounds, particularly in relation to the MRFF: 

The NHMRC and MRFF have quite different strategic objectives and fund projects based on 
different criteria. The MRFF aims to transform health and medical research and innovation to 
improve lives, build the economy and contribute to health system sustainability. Successful 
projects must demonstrate the ability to meet all three of these criteria. Essential to this 
therefore are clinical researchers – an area already identified as a growth area for the State. 
With a state-wide recruitment and retention strategy in this area, South Australia would have 
the capacity to increase receipt of MRFF funding. (SAHMRI, DR25, p.60) 

5.5.4 Clinical academics 

The Commission notes that a large number of stakeholders have highlighted the declining 
number of clinical academics as one of the most significant ‘structural’ factors affecting the 
key relationships between the major HMR institutions. The University of Adelaide Clinical 
Academics have observed that clinical academics make a significant contribution to HMR 
leadership and research output. Senior clinicians provide an ‘essential strong role-model for 
clinical research for students and trainees’.41 Clinical academics function as a critical ‘hinge 
point’ between the universities and the public health system, but their employment 
arrangements have become increasingly complex and prohibitive: 

…Clinical Academics embody the connection between hospital and university. The dual 
employer arrangement is essential but adds complexity since there must be agreement 
between the two parties despite both having different agendas…The frequent changes in both 
hospital & university executive, causes considerable exasperation amongst clinical 
researchers since inevitably there are corresponding changes in executive policy to research 

                                                
40 SAHMRI, DR 25, 26.   
41 Correspondence received from University of Adelaide Clinical Academics. 
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structure and priorities; with essentially no corporate memory or apparent concern. Moreover, 
if there are financial difficulties with one of the partner institutions, then predictably it is the 
vacant academic position that is not filled. (Correspondence from University of Adelaide 
Clinical Academics) 

The structural difficulties affecting clinical academics also have the effect of reducing 
retention rates among established clinicians and discouraging younger clinicians from 
pursuing a clinical research career.42 The Commission notes that a number of 
submissions have concurred with the University of Adelaide Clinical Academics that 
the connections between universities and the public health system have deteriorated 
over time, and that this has negatively affected research performance within the state’s 
HMR system. 

The Commission has heard from a number of stakeholders, including the state’s public 
universities, that the difficulties adversely affecting clinician researchers’ roles have been 
compounded by substantial changes in the way that major parts of the state’s HMR system 
currently interact. In particular, key connections between the institutions appear to have 
been adversely affected by multiple policy decisions. These include system-wide structural 
reforms, such as the Transforming Health initiative, the de-emphasis of the department’s role 
in the HMR system, the decreased priority for HMR in hospitals (driven in part by budgetary 
constraints in SA Health) and the decision to position SAHMRI as the state’s major 
independent MRI. The University of Adelaide’s Clinical Academics have argued that 
successive policy reforms have produced unintended consequences: 

The SA Health initiatives looked good in principle on the ‘whiteboard’ (such as ‘Transforming 
Health’) but were disastrously destructive to many successful collaborative cultures and 
structures, from which we will take a very long time to recover. In particular, the 
dismemberment of services and physical proximity (ie. to the main University campus 
departments to attend meetings, seminars and translational collaborative ventures, often done 
at lunch times and in brief spare moments). This has delayed research outputs and disrupted 
much progress (clinical & academic) through distracting influences of having to re-engineer 
many aspects of the work environments by Clinical Academics and others. (Correspondence 
from the University of Adelaide’s Clinical Academics) 

The Commission also heard from stakeholders in both the public hospital and university 

systems that HMR (previously often led by clinician researchers) has suffered as a 

consequence of a lack of connection between, and integration of, the bureaucratic systems 

and ‘culture’ of SA Health and the public universities. The available evidence also suggests 

that the decline in clinical academics has been caused by a deterioration in the connections 

between the universities and SA Health.  

Not only are there fewer Clinical Academics but those who are employed are frustrated by the 
excessive and often conflicting bureaucracy within the University and SA Health, as well as 
the disconnection between the two institutions that is hindering their ability to do their jobs. 
The consequential job dis-satisfaction not only impacts on retention but also contributes to the 
increasing attraction of young medical graduates to private medical practice rather than a 
public hospital clinical academic career. (Correspondence from the University of Adelaide’s 
Clinical Academics) 

The Commission considers that clinician researchers form a vital ‘hinge’ that links the 
universities to the public health system, especially in the context of a noticeable shift in the 
funding priorities pursued by both the NHMRC and the MRFF. The overall deterioration of 
key relationships in the sector is particularly apparent in the decline of jointly appointed 
clinical academics within the university and public health systems. This has arguably been a 
factor in the state’s capacity to win competitive grant funding, especially in respect of the 
strategic priorities targeted by the MRFF. The issue of clinical academics’ role in the state’s 

                                                
42 Ibid. 
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HMR system is discussed in further detail in Chapter 6 as part of an analysis of the 
workforce issues affecting the sector.  

5.6 An improved institutional architecture for HMR 

The Commission considers the starting point is clarity about what the state wants from the 

HMR activity in South Australia.  

The Commission summarises its understanding as research that: 

 is translated into the state’s health system, improving its performance and the health 

of South Australians. This aligns closely with the objectives of SA Health’s Health 

and Wellbeing Strategy; and 

 provides a stream of commercialisation opportunities that strengthen a local health 

and medical industries sector as a strategic sector in the Growth State initiative. 

A key expectation is to build scale and productivity of research that could reasonably be 

expected to achieve better performance against other jurisdictions in competitive national 

grants.  

The Commission considers that local collaboration is not an objective in its own right.  

Pursuing a competitive edge in HMR necessarily means prioritised choices and limiting 

areas of focus. Excellence in every area of medicine, allied health and nursing is not 

practical for South Australia, nor any other Australian jurisdiction for that matter.  

The Commission considers HMR in general, and in the public health system especially, must 

be both purposeful and accountable. It requires budgets (including money, people and time), 

quantitative targets and performance measures, together with the necessary scope and 

authority for outstanding research leaders and their collaborators to do their work. 

Importantly, this also requires the boards of LHNs to embed HMR as an essential 

component of improvement within their strategic and business plans, and to hold executive 

management accountable for it. 

SA Health is funded for some HMR. The Australian Government provides block grants for 

teaching, training and research. Currently this funding appears to be buried in overall 

budgets, is not identified separately by LHNs and, to the Commission’s knowledge, is not 

established as a dedicated budget for research. The Commission considers these funds 

need to be identified, quantified and allocated to explicit HMR budgets as a key part of a 

step change in focus and accountability for HMR in the LHNs. 

A key question is how the choices on research priorities are made to achieve higher 

productivity in research and better outcomes for the state.  

The Commission considers sustained HMR excellence is built on joining strong clinical 

practice with strong research, led by world-class research leaders jointly appointed to a 

hospital and university and/or medical research institute. The scope encompasses a range 

of health professions including medicine, allied health and nursing. Clinical research is a key 

element in high-performing hospital networks in Australia and overseas. Their cultures value 

innovation and improvement based on clinical research that is translated into improved 

practice and better health outcomes.  

Such successful hospitals and their research partners focus on a small number of areas 

where outstanding HMR performance is achievable (at least at a national level) and 

collaborate seamlessly. Together they compete effectively for grant funding, often in 
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collaboration with other groups that have complementary strengths. They are not strong 

across the board and de-emphasise areas where leading performance is not a plausible 

aspiration. They choose strategically, including with an eye to national and international 

collaborations.  

Given that, the decisions on specific strategic priorities and focus need to be made jointly by 

the local health networks and their research collaborators. They see the opportunities in a 

practical context, understanding success can have a visible impact on both the hospital and 

its collaborating research institution.  

Accordingly, the LHNs and their boards would be explicitly accountable to the minister for 

making choices, applying objective and quantifiable performance targets to those choices, 

for using resources and for achieving outcomes in terms of translation and 

commercialisation. Leadership at all levels, both in the LHN and in the research 

collaborators, who see the value of ‘best in class’ HMR to their organisations is a 

prerequisite. Being held accountable for the HMR by the minister is another prerequisite. 

A clear and ambitious strategic framework, developed with strong input from the LHNs and 

research institutions, would provide a pathway to guide the narrowing of HMR focus to areas 

of actual or potential state research strength.  

This framework could be underpinned by an aspiration to secure a share of national grant 

funding in excess of South Australia’s population share and would include other quantitative 

targets for headcount, budget, outputs and outcomes. This narrowing of focus will enable an 

increase in the scale, productivity and competitiveness of research. It does also involve 

making difficult choices: for LHNs and the public health system about the degree of 

specialisation and consolidation of clinical activity; for research institutions, about the 

weighting given to HMR compared with other fields of research among other considerations. 

There is a natural cluster of activities, buildings and personnel in North Terrace, including 

SAHMRI, the RAH, the University of Adelaide and the University of South Australia. Other 

institutions are planned to locate in that area. The Commission notes that the HMR interests 

between the two universities appear to be significantly complementary – one largely focuses 

on medicine, while the other largely focuses on nursing and allied health.  

This geographic cluster is the basis of the Adelaide BioMed City precinct. There may be 

scope for much better utilisation of facilities and infrastructure and reduced overheads 

through better usage arrangements among the parties. These arrangements may also 

enable simpler approvals and data access, among other matters. Such potential efficiency 

gains may provide a virtuous cycle of freeing resources that can be deployed to HMR areas 

of excellence or opportunity.  

The Commission notes that the precinct partners have recently entered into a collaboration 

agreement which aims to achieve a collective approach to research infrastructure, grant 

funding bids, talent attraction, commercialisation and industry partnerships. An essential 

early priority is to pursue efficiencies in utilisation of resources and facilities; streamline 

approvals, access to data and other necessary HMR support processes; and economise on 

administration, with savings to be deployed to support HMR. The Commission considers that 

these gains can be best achieved by the leadership of the various institutions in the ABMC 

incentivising their representative executives to search for, deliver and report on precinct 

synergies, efficiencies and general value. 
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There is a second precinct comprising Flinders University and SALHN. It makes sense for 

Flinders University and SALHN to focus principally on developing this second network into a 

vibrant HMR research precinct for the state. 

DHW would play an important role in this strategic framework. It would provide an enabling 

service and support function to the LHNs, including:  

 a framework of key performance measures for HMR; 

 tracking and reporting metrics on HMR activity across the LHNs (budgets, resources, 

staff, spending, outputs) for LHN boards and the overall public health system;  

 fit-for-purpose policies on intellectual property, approvals, data access, staff 

development and so on;  

 maintaining and tracking key HMR talent, including succession planning; and  

 SA Health’s digital strategy.  

While these proposed functions and accountability are not inconsistent with existing high-

level governance structures in SA Health, they would be a step change in the focus for the 

performance expected from HMR, define roles clearly, require some LHNs to greatly 

strengthen their clinical research and greatly sharpen the accountability for action.  

The Commission considers any resources to pursue this direction ought in general to come 

from efficiencies in the existing support functions, removing duplication of services across 

the LHNs, and prioritising key research leaders over new buildings.  

The overall approach is set out in draft recommendation 5.1. 

 
Draft recommendation 5.1 

In order to provide the focus and drive necessary for improving the long term 
performance of the public health system, delivering better healthcare and providing an 
essential foundation for sustainable local health and medical industries, the Commission 
recommends that: 
 
1. The South Australian Government make achieving excellent clinically based health 

and medical research with translation impact a priority for SA Health, backed up by 
performance measures and clear accountabilities for:  

a. The boards and chief executives of local health networks for  

i. establishing explicit budgets for HMR;  
ii. establishing clear accountability for quality, performance and the use of 

resources and measuring performance; 
iii. doing all things necessary, including with their research collaborators, 

to deliver excellent research, such as establishing focus and priorities, 
developing the research workforce and ensuring the translation of the 
research into local practice;  

iv. instilling a research-based improvement culture in their health network; 
and  

v. collaborating with research partners, including universities, SAHMRI 
and industry in excellent clinical research and translation and in 
consolidating support services such as commercialisation. 
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b. Department for Health and Wellbeing for supporting the local health 
networks in their health and medical research, including by:  

i. measuring and monitoring the resources applied to HMR by the 
department and the LHNs; 

ii. providing management information to support accountable HMR 
leadership, including resources for the development of HMR 
researchers; 

iii. tracking the performance of HMR, including HMR inputs and outputs to 
understand the return to the state from its investment in HMR; 

iv. decluttering HMR policies and support services provided by the 
department to simplify regulatory frameworks (such as IP and data 
access), streamline all essential approvals and other unnecessary 
impediments to achieving excellence in clinician-based research; 

v. consolidating the human research ethics committees (HRECs), with the 
exception of current specialist HRECs and creating a single point of 
entry to streamline the ethics approval process for both internal and 
external stakeholders; and 

vi. the chief executive being made accountable by the minister for 
implementing the department’s HMR role in an effective and efficient 
matter.  

2. Noting the difficulties the Commission experienced despite significant efforts in 
obtaining basic information on the resources applied to HMR in the health system 
such as expenditure, numbers of research staff in LHNs and research budgets in 
the health system, that DHW immediately: 

a. establish, with each LHN, the amount for HMR contained in the Australian 
Government block funding, this funding to become part of a specific 
budget for HMR in LHNs; 

b. assemble existing information held by the department on the level of its 
expenditure in HMR, both within SA Health and externally, for which it is 
accountable;  

c. identify gaps in that information and address them;  

d. develop performance measures, in conjunction with LHNs, for the 
performance of HMR that the state government funds; and 

e. assist the Minister in holding the LHNs accountable for their HMR efforts 
and outcomes. 

3. To further improve the utility of ABMC the Commission strongly encourages the 
leadership of respective member institutions to incentivise their representative 
executives involved in ABMC to search for and deliver precinct synergies, 
efficiencies and general value. This may start with regular reporting by the ABMC 
Board of its tangible and verifiable achievements. 
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SAHMRI was established a decade ago with a purpose and governance structure that, with 

the proposed direction in draft recommendation 5.1, need revisiting to make the overall HMR 

system fit for purpose. This includes SAHMRI’s purpose and role, in conjunction with the 

LHNs and the universities, in increasing the quantity and performance of clinical research in 

the LHNs.  

In particular, the Commission sees an inherent conflict between the pursuit of excellence 

and a commitment to collaboration among local universities as an objective in itself. 

Universities are inherently competitive and, broadly speaking, collaborate – locally, nationally 

and internationally – where that is logical to achieve their objectives. This tension needs to 

be addressed by aligning the interests in excellent clinical research. 

That said, the Commission does see areas where collaboration makes sense, especially in 

support functions – for example in cutting overheads and increasing the utilisation of 

expensive infrastructure.  

The Commission poses the question whether SAHMRI’s value add to the state is best 

achieved by a focus on developing as a national and international centre of excellence as an 

MRI or, alternatively, a focus on being an enabler and facilitator developing productive 

collaborations. If the former, then a closer alliance with either a single LHN or single 

university may be a more appropriate structure. If the latter, then something approximating 

the current structure, combined with a narrowed purpose and appropriate funding, could be 

considered.  

Accordingly, the Commission sets out three options for development of SAHMRI as a centre 

of clinical research excellence for discussion. In doing so it is not signalling a preference for 

any option over another; rather that the current model has some important shortcomings that 

the options illustrate. The feedback and discussion during the consultation process will 

inform the final recommendations the Commission makes in this area.  

The three discussion options are: 

 Option 1: Incorporate SAHMRI in the hospital network as part of CALHN (Royal 

Adelaide Hospital) and perhaps the WCHN. This would mean joint appointments 

between SAHMRI clinical researchers and the RAH. The SAHMRI facilities would be 

the clinical research facilities for the RAH, enabling consolidation of administration 

and duplicated services and other efficiencies. This would also provide for joint 

clinical academic research appointments between the RAH and the two CBD-based 

universities. This option would place MRI staff within the hospital system in terms of 

access to data and may have a structurally stronger focus on excellent clinical 

research with translation impact for health outcomes. It may de-emphasise attention 

to commercialisation to some extent. 

 Option 2: Incorporate SAHMRI as an MRI in a university. Given the Commission’s 

position on Flinders/SALHN as a second medical and HMR precinct, this would mean 

incorporation in either the University of Adelaide or the University of South Australia. 

While this does not address strengthening collaboration with hospitals to do clinical 

research, it allows some consolidation economies and efficiencies in support and 

administration. All other things equal, structurally this would tend to align the MRI 

with the university’s priorities which may give greater weight to academic outputs 

rather than excellent clinical research with translational impact. It is more separate 

from the research client and co-producer – the LHN – than Option 1. That said, the 

incentives in the competitive national grant funding would prioritise clinical research 

in any event. 
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 Option 3: Change SAHMRI’s purpose, constitution, governance and membership to 

give effect to the proposed focus on excellence in HMR, especially clinical research 

involving the hospitals in the ABMC precinct. The membership could be changed to 

strengthen the connection to CALHN and WCHN and remove Flinders so that it could 

focus on the southern medical precinct. These changes would strengthen clinical 

research involving hospitals, especially the RAH in the short term, and would reduce 

the university membership to the two in North Terrace. 

These options are put forward for consultation and discussion. The Commission’s thinking 

on the relevant principles for considering the options for SAHMRI is: 

 clear purpose in pursuing excellent HMR in South Australia that creates value to the 

state through one or both of translational impact and commercialisation; 

 enabling excellence in clinical research in the hospitals in the ABMC precinct; 

 close alignment of the interests of its members and its board; 

 capacity of the members to shape direction; 

 building on SAHMRI’s (competitive) strengths and successes to date; and  

 financial robustness and sustainability. 

The Commission seeks views on the appropriateness of maintaining SAHMRI’s current 

structure, including its membership and board composition, or adopting one of the three 

options with appropriate amendments. The Commission would welcome alternatives that are 

superior to those it has put forward for discussion. 

 
Information request 5.2 
 
The Commission seeks stakeholder views on the merits of the following structural 
options for SAHMRI to more closely align its structure with a purpose to develop as a 
centre of HMR excellence: 
 

 Option 1: incorporate SAHMRI into an LHN with close attachment to the Royal 
Adelaide Hospital; 

 Option 2: incorporate SAHMRI into one of the state’s CBD-based public 
universities; and 

 Option 3: modify SAHMRI’s current structure, purpose, constitution, 
governance and membership to enable a stronger alignment of member 
interests in HMR. 
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6. Workforce 

6.1 Introduction 

The terms of reference of the inquiry require the Commission to assess how health and 

medical research (HMR) in South Australia encourages staff development that promotes 

high professional standards and supports recruitment and retention (TOR 1b); identify and 

assess key factors influencing the level of public sector HMR output and activity in South 

Australia including talent and capacity to attract new talent (TOR 2a) and the potential for 

greater connectivity between the local health network (LHN) medical workforce and 

university recruitment (TOR 2f); and identify and assess South Australia’s competitiveness 

as it relates to the HMR workforce (TOR 6).  

This chapter addresses the workforce elements of the inquiry’s terms of reference. It 

considers the role of clinical academics and researchers, barriers faced by researchers and 

strategies to address them. This chapter also addresses issues related to attracting and 

retaining health and medical researchers in the state, partnerships between SA Health and 

the broader research workforce and workforce strategies to help strengthen HMR in South 

Australia. 

The available evidence and the Commission’s analysis support the broadly held view that 

the declining number of clinical researchers and academics is a crucial factor in South 

Australia’s failure to increase its share of competitive grant funding. For clinicians, competing 

demands and lack of protected research time emerge as key barriers to engaging in 

research. One of the main issues facing the general HMR workforce is the lack of job 

security, which is related to how researchers are employed through short-term grant funding. 

The analysis also found that attracting and retaining researchers in South Australia would 

benefit from a comprehensive and coordinated effort by all stakeholders including the LHNs, 

universities and medical research institutes (MRIs).  

6.1.1 Defining the HMR workforce 

A strong and active research workforce is critical for maintaining and strengthening the HMR 

sector.1 The McKeon Review (2013) identified that managing and monitoring the research 

workforce is a key factor in maintaining research excellence.2 This issue was also discussed 

in several submissions3 to the inquiry, including from the Australian Society for Medical 

Research (ASMR), which highlighted the gap in workforce data in South Australia.  

Whilst organisations like the ASMR have surveyed the Australian health and medical 

research workforce, there is no reliable data on the number of health and medical researchers 

in South Australia, their career stage and their area of expertise. (ASMR, DR7, p. 10) 

HMR takes place in a range of organisations spanning diverse disciplines including 

universities, research institutes, health services, non-government organisations and the 

private sector, making it difficult to track and monitor the state’s workforce.4 Figure 6.1 

illustrates where health research, teaching and care take place. 

                                                
1 Australian Society for Medical Research, Australia’s Health and Medical Research Workforce: Expert People 
Providing Exceptional Returns (2016). 
2 McKeon Review (2013), Final Report, 129. 
3 For example, submissions from AAMRI and the HTSA also discussed this issue. 
4 Submissions from ASMR and HTSA discussed this aspect in detail. 
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Figure 6.1: Health research, teaching and care – where it happens. 

 

Source: Group of Eight, ‘Excellence in Medical and Health Professional Education, Research and Health Care 

Delivery’ (Issues Paper, 2018).5  

The submission from ASMR noted that ‘the definition of a health and medical researcher is 

broad, with researchers often spanning diverse disciplines’6 and that: 

The health and medical research workforce can be divided into those who are trained in 

science, medicine, nursing or allied healthcare practices, and those in supporting disciplines 

such as biostatistics and bioinformatics. (ASMR, DR7, p.11) 

The lack of accurate and up-to-date data on the HMR workforce at the jurisdictional level is a 

key limitation in understanding its size and dynamics. According to a survey of the HMR 

workforce, there were 23,411 research staff in Australian universities and medical research 

institutes in 2009.7 Another source estimated that there were approximately 32,000 

researchers in the higher education, MRI and hospital sectors in 2016–17.8 A 2015 survey of 

the HMR workforce indicated that nearly 70 per cent of the respondents were female, 23 per 

cent were over the age of 50 and mid- and early-career male researchers made up 41 per 

cent of the respondents.9 

                                                
5 Available at <https://go8.edu.au/files/docs/go8-issues-paper-medical_2nov09_0.pdf>. 
6 ASMR, 10 
7 Australian Society for Medical Research (2009), Planning the Health and Medical Research Workforce 2010–
2019. 
8 KPMG (2018), Economic Impact of Medical Research in Australia, a report prepared for the Association of 
Australian Medical Research Institutes, 13. available at <https://aamri.org.au/wp-
content/uploads/2018/10/Economic-Impact-of-Medical-Research-full-report.pdf> 
9 <https://asmr.org.au/wp-content/uploads/library/Workforce16.pdf>. Note that these figures are based on 942 
respondents to the survey. 

https://go8.edu.au/files/docs/go8-issues-paper-medical_2nov09_0.pdf
https://aamri.org.au/wp-content/uploads/2018/10/Economic-Impact-of-Medical-Research-full-report.pdf
https://aamri.org.au/wp-content/uploads/2018/10/Economic-Impact-of-Medical-Research-full-report.pdf
https://asmr.org.au/wp-content/uploads/library/Workforce16.pdf
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There are no comprehensive HMR workforce data for South Australia. The Commission 

constructed a partial picture of the HMR workforce based on data from different sources 

which is presented in detail in chapter 4.  

The HMR workforce comprises university academics, research fellows (including National 

Health and Medical Research Council [NHMRC] fellows), clinicians, scientific, technical and 

other support staff employed in universities, research institutes, hospitals, private sector and 

other organisations.  

NHMRC Fellows 

NHMRC Fellows make up a significant proportion of the HMR workforce. Table 6.1 presents 

the distribution of NHMRC fellowships by category and state for the period 2006–20. South 

Australia received a total of 376 NHMRC fellowships, representing 6.2 per cent of the 

national total during this period. Victoria had the highest number of fellowships (2744) 

representing 45.3 per cent of the total awarded, followed by NSW with 1625 fellowships or 

26.8 per cent of the national total.  

Table 6.1: Total NHMRC fellowships by category and state, 2006–2020. 
 

Career 
development  

Early career  Practitioner  Research  Translating 
research into 

practice  

Postgraduate 
scholarships 

Total 

 
No. of fellowships 

NSW 222 447 64 293 34 565 1625 

VIC 394 791 82 637 31 809 2744 

QLD 125 245 26 206 8 173 783 

SA 48 137 16 87 8 80 376 

WA 34 88 17 54 5 52 250 

TAS 8 19 6 5 3 8 49 

ACT 19 45 
 

27 1 23 115 

NT 9 43 7 5 1 54 119 

Australia 859 1815 218 1314 91 1764 6061 
 

Proportion (%) 

NSW 25.8 24.6 29.4 22.3 37.4 32.0 26.8 

VIC 45.9 43.6 37.6 48.5 34.1 45.9 45.3 

QLD 14.6 13.5 11.9 15.7 8.8 9.8 12.9 

SA 5.6 7.5 7.3 6.6 8.8 4.5 6.2 

WA 4.0 4.8 7.8 4.1 5.5 2.9 4.1 

TAS 0.9 1.0 2.8 0.4 3.3 0.5 0.8 

ACT 2.2 2.5 0.0 2.1 1.1 1.3 1.9 

NT 1.0 2.4 3.2 0.4 1.1 3.1 2.0 

Australia 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

Source: NHMRC. Data up to May 2020. 

Figure 6.2 illustrates the trend in the share of NHMRC fellowships awarded to each state 

between 2006 and 2019. South Australia’s share has remained steady between 5 per cent 

and 8 per cent during this period.  
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Figure 6.2: Share of NHMRC fellowships by state, 2006–2019 (per cent). 

 

Source: NHMRC unpublished data provided to SAPC.  

Broader HMR workforce 

While the number and share of NHMRC fellowships over time provide useful insights on the 

HMR workforce, they do not capture it in its entirety. Given the paucity of reliable and 

complete information on the HMR workforce, the ASMR argued for the implementation of an 

HMR workforce register to help monitor, manage and plan the research workforce in South 

Australia:  

An online register, managed initially through the Office of the Chief Scientist of South 
Australia, would provide crucial information about South Australia’s Health and Medical 
Research workforce capacity, and support the development of a research support strategy 
that capitalises on South Australia’s workforce strengths. (ASMR, DR7, p.10) 

The Commission understands that actively monitoring the nature and dynamics of the local 

HMR workforce would help identify gaps and improve workforce planning and development. 

This is a key factor in building capacity and enhancing research excellence in the HMR 

sector on a continuous and strategic basis.10 

In addition to the general lack of reliable and state-wide data on the workforce, several key 

issues were raised during the consultation process, including: 

 the role of clinical researchers and academics in HMR; 

 attracting and retaining researchers;  

 improving partnerships between SA Health and the broader HMR workforce; and 

 strengthening the skills and capacity of the HMR workforce in South Australia. 

                                                
10 Ibid, 33. 



 
 Inquiry into Health and Medical Research in South Australia 

 

Inquiry into Health and Medical Research in South Australia 

Draft Report 

 

Page | 151  

 

 

 

6.2 Clinical researchers and academics 

Clinical researchers are health professionals who conduct research and provide direct 
services.11 Clinical academics are qualified medical specialists who combine research and 
teaching responsibilities with clinical activities.12 

Active research participation by health professionals is a key factor in identifying research 

questions, conducting research, teaching and implementing translational activities to 

improve the health system, highlighting the importance of embedding research in the health 

system to support and facilitate clinician participation in HMR.13 

Clinical academics and clinician researchers are fundamental to the research translation 
mission of the BHI. These thinking clinicians provide a ‘two-way street’ in research translation; 
on occasions identifying a clinical problem and turning to laboratory researchers for answers 
but equally providing insights into the clinical translation of a laboratory discovery. (Basil 
Hetzel Institute, DR8, p.3) 

As such, attracting, enabling and retaining high-quality clinical researchers and academics is 

vital to deliver improved health outcomes in the state.14 Moreover, as discussed in the 

submission from the University of Adelaide Faculty of Health and Medical Sciences, top-

quality research leaders are essential: 

High research performance is heavily concentrated within a very small number of researchers 

and research groups who earn a large share of institutional income. For instance, 25 
researchers out of a 400+ HMR workforce in the UoA Faculty of Health and Medical Sciences 
earn over 60% of the total Faculty research income. That means 6% of the workforce 
generates 60% of the income. A very large proportion of these top 25 researchers are clinical 
researchers. (University of Adelaide, Faculty of Health and Medical Sciences, DR28, p.3) 

A recent Australian study on physician-researchers suggests that their numbers have been 

decreasing nationally since the 1980s.15 While the Commission has been unable to obtain 

comprehensive state-wide data on the number of clinical researchers and academics in 

South Australia, consultations with stakeholders, submissions and information received in 

the inquiry process indicate a general decline. Various submissions declared: 

Clinician researchers and clinical academics are an endangered species in SA! The number 
of clinical academics at Flinders University/Medical Centre has reduced by approximately 
50% since I commenced in 2002…. The trend is downwards. (Prof. David Watson, DR15, 
pp.2–3) 

                                                
11 P Yanos and D Ziedonis, ‘The Patient-Oriented Clinical Researcher: Advantages and Challenges of Being a 
Double Agent’ (2006) 57(2) Psychiatri Serv, 249 
<https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1383049/#:~:text=The%20clinician%2Dresearcher%2C%20an%
20individual,important%20figure%20in%20health%20research>. 
12 <https://www.healthcareers.nhs.uk/explore-roles/doctors/career-opportunities-doctors/clinical-academic-

medicine>. 
13 S McKeon et al, Summary Report (2013), 15; correspondence from University of Adelaide Clinical Academics; 
SAHMRI, DR25, 36. In addition, a detailed discussion of clinical researchers/academics and their role was 
provided in the HTSA submission, DR17. 
14 This view is supported by submissions from a range of stakeholders including the Robinson Institute, DR21, 1; 
BHI, DR8, 3; THRF (DR26); University of Adelaide Faculty of Health and Medical Sciences, DR28, 4; School of 
Allied Health Science and Practice, DR30, 3; School of Nursing, DR36, 2; AAMRI, DR5, 13–14; Prof. David 
Watson, DR15, 2 and information received from the LHNs. 
15 C Traill, A Januszewski, R Larkins, A Keech and A Jenkins, ‘Time to Research Australian Physician-
Researchers’ (2016) 46(5) International Medicine Journal, 550.  

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1383049/#:~:text=The%20clinician%2Dresearcher%2C%20an%20individual,important%20figure%20in%20health%20research.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1383049/#:~:text=The%20clinician%2Dresearcher%2C%20an%20individual,important%20figure%20in%20health%20research.
https://www.healthcareers.nhs.uk/explore-roles/doctors/career-opportunities-doctors/clinical-academic-medicine
https://www.healthcareers.nhs.uk/explore-roles/doctors/career-opportunities-doctors/clinical-academic-medicine
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Unfortunately, with diminishing hospital funds and the focus away from clinical research in the 
hospital there has been a decline in clinical academic appointments in recent years. (BHI, 
DR8, p.3) 

This view is consistent with the information received from the CALHN Executive Research 

Committee and the submission from the University of Adelaide Clinical Academics, which 

noted that the current decline is partly due to clinical academic positions not being replaced 

due to cost-saving measures by public hospitals.16 The continued decline in the clinical 

research workforce in South Australia has been identified as a key issue affecting broader 

HMR performance by the Robinson Research Institute: 

Loss of clinical research capacity and engagement has been a major element in the decline of 
Health and Medical Research in South Australia over recent years. In our view, it reflects a 
culture led by State Government policy and failure to value, promote and support clinician-led 
research. (Robinson Research Institute, DR21, pp.1–2) 

Figure 6.3, from the Basil Hetzel Institute (BHI), shows the declining trend in the clinical 
academic and research workforce over the last ten years at the Queen Elizabeth Hospital. It 
shows the clinical academic full-time equivalent (FTE) numbers have declined from just 
under 20 in 2009–10 to less than 15 in 2018–19.  

Figure 6.3: The clinical academic workforce at the Queen Elizabeth Hospital, 2009–10 to 
2018–19 (Number). 

 

Source: Basil Hetzel Institute, DR8, p. 13. 
Note: The trendline tracks the FTE at the site over time. Numbers have been compiled from the Departments of 
Medicine, Surgery and Psychiatry. Source: the BHI Annual Audit. Also shown is the number of clinicians active in 
the research programs at the BHI. 

In addition, the Commission was able to compile the following information on the current 
distribution of clinical researchers and academics in South Australia from stakeholders 
including the LHNs:17 

                                                
16 Information received from CALHN Executive Research Committee; University of Adelaide Clinical Academics. 
17 Note that there may be double counting in some numbers reported in the submissions, and the Commission 

has not been able to verify these figures for accuracy. From this information, it is also not possible to ascertain 
the nature and extent of their teaching and/or research roles. 
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 CALHN: 39 clinical academics with teaching and research roles;18 

 University of Adelaide: 45 clinical academics spread across LHNs;19 

 South Australian Health and Medical Research Institute (SAHMRI): 12 clinical 

researchers and academics;20 

 BHI: 38 active clinical researchers in the Queen Elizabeth Hospital precinct in 

2018–19;21  

 Women’s and Children’s Health Network (WCHN): 14 clinical academics working 

across the network;22 

 Southern Adelaide Local Health Network: 15 clinical academics;23 and 

 NALHN: 5 clinical academics.24 

While these numbers are not comprehensive, they provide a partial snapshot of the current 

numbers of clinical academics and researchers spread across different institutions in South 

Australia. 

The Commission seeks a more comprehensive understanding of the nature, size and trends 

in the clinical academic and researcher workforce in the state. 

6.2.1 Barriers faced by clinical academics and researchers 

Stakeholders identified several key underlying barriers to clinical staff engaging in research 

in South Australia which are broadly consistent with those discussed in the McKeon Review 

(2013).25 

The current system does not adequately facilitate, incentivise or support research by 

the clinical workforce 

Many submissions assert that inadequate support and incentives within the public health 

system reduce clinicians’ capacity and interest to engage in research. One aspect of this is 

related to budgetary reasons where cost cutting and efficiency savings have resulted in 

deprioritising research.26  

Local Health Networks (LHN) are not directly funded for research and the national efficient 
price (NEP) does not include an element for research. (Correspondence from the SA Clinical 
Research Governance Steering Committee) 

Clinicians are always learning and trying to deliver quality health care without appropriate 
administrative or high-level support from the organization they work for. (University of 
Adelaide, School of Public Health, DR32, p.4) 

Clinical research, whilst notionally embedded into the employment contract, is largely 

overlooked in rostering clinicians employed 100% by the LHN. (Correspondence from 

NAHLN) 

                                                
18 CALHN research services 7. 
19 Correspondence from the University of Adelaide Clinical Academics. 
20 SAHMRI, DR25, 36  
21 BHI, DR8, 13 
22 Correspondence from WCHN. 
23 HTSA, DR17, 27 
24 Ibid 27. 
25 McKeon Review (2013), summary report 23 
26 University of Adelaide, School of Public Health (DR32, 4–5); Flinders University, DR14, 3–4; Prof. David 
Watson, DR15, 2–3; Information received from CALHN Executive Research Committee; University of Adelaide, 
School of Allied Health Science and Practice, DR30, 3–4; Adelaide Institute for Sleep Health, DR3, 2. 
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The Commission heard that there is ‘no requirement or expectation for clinical appointments 

to include research activity’ within LHNs.27 Another related issue emerging from the 

submissions is the perception that ‘the health system doesn’t care about research’ and 

research is not ‘appropriately valued’ within the system and therefore not getting the 

necessary support.28 

Research may be unappreciated by SA Health administrators, as they often do not see that it 

is their core business and is viewed as diverting resources from areas of clinical care … While 

there is lip service paid to the importance of doing research within SA Health, in the current 

climate it appears that there is little capacity and hence little priority to support research within 

SA Health. (University of Adelaide, School of Public Health, DR32, pp.4–5) 

This issue is often exacerbated if research is not a high priority in the hospital where the 

clinician researcher is based or the value of research in improving health service delivery is 

not recognised by hospital administrators. (AAMRI, DR5, p.14) 

For those that have the necessary desire and skill the barriers are often around gaining 

support from management to undertake research. It is not typically seen as core business and 

therefore clinicians are not given time to undertake research – anything they do is often done 

in their own time. They are often also provided with no resources in terms of necessary 

equipment or funding and sometimes there is reluctance if the research would involve staff or 

the service’s client group. (University of Adelaide, School of Psychology, DR31, pp.4–5) 

Indeed, clinical research appears to be viewed as a burden/risk rather than a clinical care 
enhancer/improvement enabler within the SA health system. This is a major concern not 
only from a gap in the future workforce perspective, but the evidence clearly shows, and 
supported by my interstate and particularly overseas research experience, that clinical care is 
superior in institutions where research and clinical care occur concurrently/collaboratively. 
Thus, a shift of culture within our health system that places research as a key pillar with top 
down and bottom up integration is required. (Adelaide Institute for Sleep Health, DR3, p.2) 

The Commission’s analysis suggests that institutional expectations, structure and incentives 

shape the level, type and extent of HMR, especially clinical research, and are a common 

factor across many of the issues facing clinical researchers and academics. Institutional 

leadership is critically important at all levels to setting those expectations, especially in the 

LHNs and the universities.  

Competing demands and lack of protected research time 

The primary role of clinicians employed in hospitals is clinical service delivery. In the 

absence of protected research time, clinical duties will always take precedence and any 

research must be done after hours.29 According to submissions: 

There is simply no time for research in the face of providing clinical services to patients. Many 

talented clinical researchers undertake research in their ‘spare time’. (University of Adelaide, 

Faculty of Health and Medical Sciences, DR28, p.4) 

The main barrier is the need for clinicians to manage competing demands on their time from 

clinical service delivery and conducting research activities. (AAMRI, DR5, p.14) 

Many clinicians are overloaded and lack sufficient protected research time. More generally, 

hospital networks are financially straightjacketed and lack the resources to invest properly in 

research and clinical researchers, despite the well-known correlation between the research 

                                                
27 Information received from RAH Research Committee. 
28 The University of Adelaide, Faculty of Health and Medical Sciences, DR28, 4 
29 This was discussed in the submissions from the University of Adelaide School of Public Health, DR32, 4–5; 
University of Adelaide, DR29, 4; and information received from the University of Adelaide Clinical Academics. 
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strength of a hospital and positive clinical outcomes. In addition, research achievements in 

the Health System are poorly recognised and not rewarded. (Flinders University, DR14, p.5) 

‘Why do research when it doesn’t get you anything?’ Workload in the public hospital system is 

ever increasing and clinicians do not usually have any protected time for research. Clinical 

duties always take precedence. (University of Adelaide, School of Public Health, DR32, p.5)  

The Commission also heard that in some instances where there was time notionally 

allocated for research, it was either not practical or not realised due to other demands.  

The Robinson Research Institute stated: 

While clinician researchers have some of their work time portioned to research, it is often an 

unrealistically small component and, in reality, often not respected or protected by their 

institution, due to clinical demands. (Robinson Research Institute, DR21, pp.1–2) 

Stakeholders claimed insufficient funds and time were allocated for research in the LHNs: 

These barriers are simple – ‘time & money’. Hospital clinicians have busy schedules with 

increasing clinical demands, particularly considering CALHN’s current recovery program. 

Thus their time is limited and they have no allocated protected time for research. In addition, 

there are very limited funds within CALHN to employ staff to assist with research projects. 

(Correspondence from the CALHN Executive Research Committee) 

Time is the biggest barrier as priority is given to the clinical role and not research. Many staff 

undertake research in addition to their clinical role unless they can get external funding to 

release them from their clinical load. Such barriers can be addressed if clinical academics are 

given adequate time that is protected for the conduct of research. (Correspondence from 

WCHN) 

The lack of designated research time for clinical staff is also a significant issue in the fields of 

allied health and nursing, in the view of the Adelaide School of Nursing and the School of Allied 

Health and Medical Sciences at the University of Adelaide: 

There are fairly significant barriers to clinical nurses engaging in research, not least the 
workload pressures they encounter in the clinical environment. (University of Adelaide, 
Adelaide School of Nursing, DR36, p.2) 

These barriers include policy-level barriers that may affect the work-place research culture, 

clinical caseloads, and training opportunities for clinicians to be more actively involved in 

research projects. (University of Adelaide, School of Allied Health Sciences and Practice, 

DR30, p.4) 

The submission from the Adelaide School of Nursing further stated that a recent study 

conducted with nursing and midwifery unit managers in NAHLN identified the lack of 

designated research time was a primary barrier to actively participating in research.30 

It appears that the broader issue of the lack of protected research time relates to the existing 

systems in place within the clinical environment where there are no clear expectations and 

requirements around research from clinical staff. This would appear to be a matter of 

organisational priorities and leadership. 

 

 

 

                                                
30 University of Adelaide School of Nursing, DR36, 2 
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Lack of mentoring and research training at an early stage in the clinician’s career 

Early access to training and mentoring for emerging researchers is crucial to support 

emerging talent and their view of HMR as a rewarding career path for clinicians.  

Researchers who have little formal training or mentorship in research at an early level in 

their career do not go on to initiate research as often as clinicians who are involved in 

research from student placement through to residency. Clinicians who are not integrated into 

a research program early on in their career often lack ambition in research and clinicians 

who have limited access to mentoring, knowledge resource support, good infrastructure and 

statistical support are less inclined to initiate research.31 Moreover, as discussed in the 

following submission: 

… clinicians are not inherently trained to be researchers – they do not know what research 

questions to ask or appropriate ways to answer them. Thus, clinicians have invaluable 

awareness regarding gaps in knowledge, but may lack skills in how to adequately design a 

study to address these gaps. (University of Adelaide, School of Public Health, DR32, p.5) 

This is also an important issue for the productivity and quality of HMR by such clinicians. 

Highly effective research leaders – stars – are extremely important to the HMR workforce. 

They are highly productive researchers themselves, they build and lead teams of 

researchers, and they play an essential role in developing early- and mid-career 

researchers.  

In addition to providing the necessary skills for a research career, creating partnership 

opportunities with academic researchers is key for continuous improvement and skill 

development: 

Clinicians additionally possess, however, well developed skills in reviewing current and 

emergent clinical knowledge to inform clinical decision-making. This is an excellent foundation 

on which to partner with academic researchers, to build additional research skills, and to 

increase the capacity for, and relevance of, health and medical research. (University of 

Adelaide, School of Public Health, DR32, p.5)  

The Commission’s consultations suggest that, in addition to those discussed above, the lack 

of dedicated funding and research support from universities and the LHNS also act as 

constraints to training and skill development of clinicians.32 

6.2.2 Supporting clinical researchers and academics 

The key to supporting clinical researchers and academics is recognising the importance of 

embedding research within the public health system in South Australia. As argued by many 

stakeholders, this requires a ‘cultural shift’ and concerted effort across the sector. 

Changing the culture at SA Health to value research and give examples of how good clinical 
research can lead to better outcomes for patients. (University of Adelaide School of Public 
Health, DR32, p.5) 

There needs to be a significant ‘cultural shift’ towards better integration between the university 
and hospital, with recognition of the valuable role both serve in practice improvement and 
quality care. This has been progressively eroded by economic imperatives, at the detriment of 
future generations and patient care. (Correspondence from Adelaide University Clinical 
Academics) 

                                                
31 M S McHenry, E L Abramson, M P McKenna and S T Li, ‘Research in Paediatric Residency: National 
Experience of Paediatric Chief Residents’ (2017) 17(2) Academic Paediatrics,144. 
32 Information received from SA Clinical Research Governance Steering Committee. 
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The submission from the Association of Australian Medical Research Institutes (AAMRI) made 

the point that this is a ‘longer-term goal’ which entails supporting clinical researchers as an 

initial step: 

While a cultural shift is a longer-term goal, a step in the right direction would be to establish a 
clinician-researcher fellowship scheme in South Australia. This scheme should incorporate a 
clear workforce model that prioritises research alongside health service delivery. Such a 
scheme could catalyse a cultural shift to recognise the value of research in the health system 
as the driver for improving health and economic outcomes for the population. (AAMRI, DR5, 
p.13) 

Commitment to research in enterprise agreements (EAs) 

There are three separate EAs for public sector health and medical professionals in South 

Australia: SA Health Clinical Academics, Salaried Medical Officers and Visiting Medical 

Specialists. The Commission notes that the EAs do not clearly articulate the role of research 

and commitment to research 

The South Australian agreements provide a teaching, training or research (TTR) time 
commitment of 15 per cent for Visiting Medical Specialists, and language that suggests it is 
on a ‘best endeavours’ basis. While the other two EAs are not optimal in terms of 
commitment to research, they provide some flexibility to create a time budget for HMR.  
 
The enterprise agreement for nurses/midwives includes expectations regarding research 

competencies. In the case of the allied health professionals enterprise agreement research 

outcomes are identified as part of their roles. Neither agreement specifies an amount of time 

to be allocated to research.33   

In comparison, the Victorian Public Health Sector – Medical Specialist Enterprise Bargaining 

Agreement 2018–2134 provides the basis for an aggregate budget for research of 20 per 

cent of the total time for relevant employees, which can then be allocated in a way that 

provides for some full-time and some part-time researchers in hospitals. The entitlements 

are clear, precise and do not imply that every doctor agrees to allocate 20 per cent of time to 

TTR.35 

Inquiry participants proposed several initiatives to address these issues including: 

 a supportive workplace culture; 

 access to research funding; 

 administrative and research management support; 

 mentoring and capacity development for early- and mid-career researchers; and 

 opportunities for collaboration. 

 

 

 

                                                
33 See Appendix 6A for details relating to Allied health professionals work level definitions. 
<https://www.treasury.sa.gov.au/__data/assets/pdf_file/0015/37410/South-Australian-Modern-Public-Sector-

Enterprise-Agreement_Salaried-2017.pdf>. 
<https://www.treasury.sa.gov.au/__data/assets/pdf_file/0009/240759/Nursing-Midwifery-SA-Public-Sector-
Enterprise-Agreement-2020_approved.pdf>. 
34<https://swarh2.com.au/assets/A/1230/8e05a7cdb952e796ee3faa15744e7f96/Medical%20Specialist%20EBA

%20Attachment%20A%20March%2018.pdf>. 
35 As detailed in clauses 18.1, 18.4 and 18.6. 

https://www.treasury.sa.gov.au/__data/assets/pdf_file/0015/37410/South-Australian-Modern-Public-Sector-Enterprise-Agreement_Salaried-2017.pdf
https://www.treasury.sa.gov.au/__data/assets/pdf_file/0015/37410/South-Australian-Modern-Public-Sector-Enterprise-Agreement_Salaried-2017.pdf
https://www.treasury.sa.gov.au/__data/assets/pdf_file/0009/240759/Nursing-Midwifery-SA-Public-Sector-Enterprise-Agreement-2020_approved.pdf
https://www.treasury.sa.gov.au/__data/assets/pdf_file/0009/240759/Nursing-Midwifery-SA-Public-Sector-Enterprise-Agreement-2020_approved.pdf
https://swarh2.com.au/assets/A/1230/8e05a7cdb952e796ee3faa15744e7f96/Medical%20Specialist%20EBA%20Attachment%20A%20March%2018.pdf
https://swarh2.com.au/assets/A/1230/8e05a7cdb952e796ee3faa15744e7f96/Medical%20Specialist%20EBA%20Attachment%20A%20March%2018.pdf
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6.3 Attracting and retaining health and medical researchers 

Maintaining a critical mass of well trained and highly skilled workers is crucial for the long-

term success of the HMR sector. This task is particularly difficult given the absence of 

comprehensive, reliable information on the size, composition and skill profile of the HMR 

workforce in South Australia.  

Available information at the national level indicates that the health research workforce in 

Australia is ageing, with a significant and growing proportion aged over 50 years and a 

declining proportion aged between aged 30 to 39 years.36 South Australia can expect to see 

similar trends and meeting replacement demand will be a key issue, as highlighted in the 

correspondence from SA Pathology: 

Research-trained scientists and clinicians in SA Pathology are an ageing group. Support to 
enable staff to undertake research studies now is required to deliver a succession plan for 
expertise in SA Pathology. (Correspondence from SA Pathology) 

This is exacerbated by the declining numbers of health and medical researchers in the state, 
as reported by the University of Adelaide: 

significant decline in the number of academic staff working in health and medical research in 
over the past five years, and this has been more noticeable in the early and mid-careers 
levels. (University of Adelaide, DR29, p.9) 

Data on health and medical teaching-only and teaching and research staff at higher 

education institutions37 in South Australia (Figure 4.2) presented in chapter 4 imply that their 

numbers have declined at the University of Adelaide from 247 FTE in 2015 to 208 FTE in 

2017. 

Attracting and retaining top research talent, especially research leaders, remains a major 

concern across the sector given their role in research and in developing centres of capability 

and excellence. As noted in one submission, South Australia ‘has a significant 

attraction/retention problem’.38 The Commission received examples of situations where 

                                                
36 M Kavallaris, S J Meachem, M D Hulett et al, ‘Perceptions in Health and Medical Research Careers: The 
Australian Society for Medical Research Workforce Survey’ (2008) 188(9) Medical Journal of Australia, 520. 
37 As reported by higher education institutions to the Commonwealth Department of Education and Training, 
Canberra, Higher Education Statistics Staff Data (2020).  
38 University of Adelaide School of Public Health, DR32, 4 

 
Information request 6.1 
 
The Commission seeks information and views on: 
 

 What is the current numbers of clinician academics and researchers in South 
Australia in the universities and LHNs? How have these numbers changed over 
the last decade? 

 What are the most significant barriers to attracting and retaining clinician 
researchers and academics, medical researchers and scientists in universities 
and MRIs in South Australia?  
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researchers were recruited from interstate or overseas, but later left South Australia.39 

Participants noted: 

It is a reality that the relatively small population and the amount of research funding available 
in Australia has meant that it is difficult to attract and retain the best and brightest individuals 
to Adelaide. (University of Adelaide, School of Psychology, DR31, p.4) 

Due to the highly competitive nature of world-class research, South Australia is often at a 
disadvantage in retaining and attracting new and innovative researchers due to a lack of 
critical mass, a lack of capacity to invest collaboratively in people and infrastructure (new 
buildings notwithstanding), and a lack of niche research areas having demonstrated 
leadership. (University of Adelaide, DR29, p.3) 

Others expressed concern that South Australia has become a ‘transit airport’ to health and 
medical researchers and retaining staff continues to be a persistent issue within the sector: 

South Australia has had many successes and great HMR teams, but these did not always 
perpetuate nor were supported to do so. South Australia has become a ‘transit airport’ on the 
way to other destinations, usually Eastern states. SA nurtured its own HMR talent, or 
attracted, and subsequently lost, many HMR leaders to Eastern states whether for 
complacency reasons, lack of timely investment or simply support and career opportunities. 
Very few come back. (University of Adelaide, Medical School Research Committee, DR4, p. 
3) 

The UoA, and SA more generally, has a significant attraction/retention problem. Within the 
SPH, we have lost a number of senior staff with rare skills in health economics, ethics, and 
statistics – and who, compounding the loss, have not been replaced. (University of Adelaide, 
School of Public Health, DR32, p.4) 

In this regard, the Commission notes the important role of SA Health in facilitating HMR and 
supporting researchers. This view was acknowledged by participants including information 
received from the Department of Health and Wellbeing Office of Research: 

If SA Health does not provide sufficient opportunities to new and emerging researchers and 
provide a supportive environment which allows them to pursue their research, there will likely 
be a loss of expertise interstate and overseas. (Correspondence from the Department for 
Health and Wellbeing Office for Research) 

The Commission is unclear how well and to what extent this role is met by SA Health and 

will address this in the next phase of the inquiry. 

6.3.1 Recruitment, retention and succession for researchers 

A recurring theme in the Commission’s consultations and participants’ submissions is the 
apparent absence of a strategic approach to attract and retain health and medical 
researchers, especially outstanding research leaders, in South Australia.40  

SA lacks a state-wide approach – and supporting resources – to attract outstanding health 
and medical researcher talent, or to grow the population of Aboriginal and Torres Strait 
Islander researchers. (University of South Australia, DR34, p.1) 

 

 

                                                
39 Submissions from the University of Adelaide Centre of Research Excellence Translating Nutritional Science to 
Good Health, DR27, 2; University of Adelaide Faculty of Health and Medical Sciences, DR28, 3; information 
received from the Department for Health and Wellbeing Office for Research. 
40 For example, information received from the LHNs (NALHN, CALHN, RAH), and submission from University of 
South Australia, DR34, 1. 
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Moreover, the Commission understands that: 

…the changes that have occurred over recent years have resulted in movement of talented 
researchers away from the RAH to other cities and research institutions and less attraction of 
researchers from other states. (Correspondence from the RAH Research Committee) 

Despite this apparent lack of a coordinated and strategic approach, individual organisations 

appear to use various measures to attract new talent, including special schemes and 

investing in infrastructure and relationships.41 As noted in some submissions, they have had 

mixed results and have not been sustainable in the longer term.42  

Some stakeholders described the movement of researchers and research groups within 
South Australia as a ‘zero-sum game’.43 This view was echoed by the University of Adelaide: 

There is also movement of researchers within SA where individuals and groups are attracted 
to move from one SA university to another. While this may improve the research environment 
for those individuals and groups, it does nothing to bring new talent and capacity into the SA 
HMR workforce. (University of Adelaide, Faculty of Health and Medical Sciences, DR28, p.3) 

The Commission notes that such moves may also reflect the labour market for top talent as 

well as funding and internal red tape disincentives.  

Strategies to attract and retain researchers 

Attracting and retaining a body of talented and productive researchers, with outstanding 

leaders, is essential to maintaining research excellence in South Australia. Several 

participants argued for strategic planning at both the sector level as well at an institutional 

level. The University of Adelaide’s Centre of Research Excellence Translating Nutritional 

Science to Good Health argued: 

The recruitment and retention of high-quality clinician-scientists requires effective cooperation 
(including financial support) and goodwill from hospitals, universities and research institutions 
(which may necessitate a common governance) which is currently deficient in SA. (University 
of Adelaide Centre of Research Excellence Translating Nutritional Science to Good Health, 
DR27, p.2) 

The Commission’s consultations and research indicated other states used various 

approaches for attracting and retaining researchers. 

Anecdotal evidence suggests that the eastern seaboard states’ Hospitals/Health Networks 
attract and retain high profile researchers via more funding opportunities (including 
philanthropic sources), infrastructure and other resources for research. (Correspondence from 
the WCHN) 

HMR strategic reviews from other jurisdictions emphasise the importance of maintaining a 

quality workforce by attracting researchers from interstate and internationally. The NSW 

HMR strategic review (2012) discusses this issue and recommends establishing an elite 

researcher scheme to attract Australian and international researchers,44 and both Victoria’s 

                                                
41 Examples provided include the University of Adelaide’s ‘Investing in Top Talent’ scheme, University of 
Adelaide, DR29, 4; Faculty of Health and Medical Sciences, DR28, 3; NAHLN’s strategic partnerships with 
universities (information received from NAHLN); Flinders University Practitioner Fellows scheme, Flinders 
University, DR14, 5; SAHMRI, DR25, 38. 
42 University of Adelaide, Faculty of Health and Medical Sciences, DR28, 3 
43 University of South Australia, DR34, 1 
44 NSW HMR Strategic Review (2012) 36-37. 
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HMR strategy 2016–2020 and Queensland’s advancing health research 2026 strategy 

include a range of programs with government investment to support and attract researchers 

across a range of disciplines and levels.45 Figure 6.4 below provides an example from 

Victoria. 

Figure 6.4: Victoria’s health and medical research strategy 2016–2020, developing the next 
generation workforce. 

 

Source: Victoria’s Health and Medical Research Strategy 2016–2020, p.16. 

                                                
45 Healthier Lives, Stronger Economy: Victoria’s Health and Medical Research Strategy 2016–20, 17; 
Queensland – Advancing Health Research 2026, 10. 
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The Commission received several suggestions for state government funding for attracting, 

retaining and supporting researchers in South Australia, including: 

 support and attract health and medical researchers by establishing specific South 

Australian Research Fellowship Programs, including early- and mid-career 

fellowships and clinical fellowships;46 

 implement targeted schemes to ‘recall’ researchers with connections to South 

Australia;47 and 

 build and nurture effective cooperation from the universities, research institutions and 

the health system.48 

The Commission has not come to a conclusion on the value of such interventions, which 

might be part of a broader strategic plan for research talent across the HMR sector. It sees 

the primary responsibility for the professional development of early- and mid-career 

researchers as belonging largely to the employing institution. 

The Commission also notes that a top-quality clinical research leader conducting 

internationally competitive HMR is a large investment that is potentially highly productive in 

terms of research outputs, building research teams and the professional development of 

researchers. There are limited resources and competing priorities for the health system, 

hospitals, universities and research institutes. This is a particularly important issue for 

universities making choices between HMR and non-HMR areas.  

 

6.4 Partnerships between SA Health and the broader HMR workforce 

The connections and partnerships between the different institutions as well as with SA 

Health exist at many levels. They range from employment arrangements, training and 

teaching to collaborative research groups that span the universities, MRIs and the health 

networks.49 It is evident from the information and submissions received that these 

associations are crucial to a well-functioning HMR sector in the state.  

In fact, the structures, frameworks and relationships with universities within which clinicians 
operate as researchers may be the single most important focus for HMR innovation. Such 
innovation needs to be centrally coordinated through SA Health and Wellbeing, LHNs and 
universities – all of whom need to commit to taking research as a serious long-term structural 
investment. This is key to the success of the HMR ecosystem…21st Century HMR cannot be 

                                                
46 AAMRI, DR5, 13; ASMR, DR7, 10–11; University of Adelaide, DR29, 3; SAHMRI, DR25, 39; information 
received from the Office of the Chief Scientist. 
47 University of Adelaide School of Psychology, DR31, 4; University of Adelaide, DR29, 3. 
48 The University of Adelaide – Centre of Excellence Translating Nutritional Science to Good Health, DR27, 3 
49 Examples are provided in the submissions from University of Adelaide School of Psychology, DR31, 4–8; 
University of Adelaide School of Public Health, DR32, 5); information from LHNs; Flinders University, DR14, 5. 

 
Information request 6.2 
 
The Commission seeks information and views on: 
 
What other lessons and examples of researcher attraction and retention models from 
interstate and/or overseas would be useful for South Australia? Why? How might they be 
applied in South Australia? 
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done without foundational partnerships that embed research into the day-to-day business of 
health systems. (University of Adelaide, Faculty of Health and Medical Sciences, DR28, p.4) 

There are also mutual benefits to all parties involved, with the universities gaining access to 

clinicians for teaching and training purposes, while providing clinicians with access to 

university infrastructure, research support and resources.50 

The Universities and health facilities should work together to develop the clinical workforce in 

a balanced manner to ensure that future workforce skills are relevant and reflect the needs of 

health services, but this does not always occur. Universities rely on health facilities for 

placements of their students and utilise clinical staff within the LHNs to assist with teaching. 

Likewise, the health facilities and LHNs benefit from influencing the emerging skills and 

knowledge of the future workforce. (HTSA, DR17, p.29) 

The current nature of these relationships in practice is complex, heterogeneous and in some 

cases, fragmented and dysfunctional with adverse impacts on the workforce as evident from 

the following submissions: 

These connections are critical but are probably dysfunctional. SA Health is interested in 
clinical service provision. The university is interested in research and teaching. Both compete 
for time but can work together. Currently, there is poor coordination of clinical academic 
appointments. A new appointment requires a contribution from both parties, and coordination 
of the appointment process. This joint appointment process worked well in the 1990’s and 
2000’s but has fallen apart in SA over the last decade, aggravating current workforce issues. 
(Prof. David Watson, DR15, p.3) 

Not only are there fewer Clinical Academics but those who are employed are frustrated by the 
excessive and often conflicting bureaucracy within the University and SA Health, as well as 
the disconnection between the two institutions that is hindering their ability to do their jobs. 
The consequential job dis-satisfaction not only impacts on retention but also contributes to the 
increasing attraction of young medical graduates to private medical practice rather than a 
public hospital clinical academic career. (Correspondence from the University of Adelaide 
Clinical Academics) 

These relationships are a key element in embedding research within the broader health 

system and supporting clinical researchers and academics. Given the complex nature of the 

institutions and contractual arrangements, it is crucial that all parties are equally invested 

and committed to investment of resources and research excellence. 

In some cases, previously existing relationships between LHNs and universities have either 

been lost or deteriorated over the recent years.51 This may be due to a combination of 

systemic and cultural factors or, as noted in the submission from Flinders University, due to 

diverging priorities of SA Health and the university sector.52 

The Commission heard that a significant ‘cultural shift’ towards better integration between 

universities and the health system was needed.53 The majority of stakeholders supported 

better partnerships and strategic initiatives to foster research.54  

The Robinson Research Institute discussed the value of a uniform approach to workforce 

models including employment arrangements across the LHNs, universities and MRIs.55        

                                                
50 Flinders University, DR14, 4 
51 Information received from the RAH Research Committee; Flinders University, DR14, 4. 
52 Flinders University DR 14, 4 
53 Information received from the University of Adelaide Clinical Academics. 
54 Submissions and information received from the universities, LHNs and research institutes generally support 
this argument.  
55 The Robinson Institute, DR 21, 2 



 
 Inquiry into Health and Medical Research in South Australia 

 

Inquiry into Health and Medical Research in South Australia 

Draft Report 

 

Page | 164  

 

 

 

A similar approach was discussed in the AAMRI submission, which also highlighted this as a 

potential strategy to attract and retain researchers. 

A common workforce model is lacking in clinician contracts across different research 
organisation and health service employers. This issue is often exacerbated if research is not a 
high priority in the hospital where the clinician researcher is based or the value of research in 
improving health service delivery is not recognised by hospital administrators. (AAMRI, DR5, 
p.14) 

As previously discussed, the lack of ‘EB-sanctioned research time’ for clinicians is a 

recurring issue both in relation to embedding research within the health system and 

supporting clinician researchers and academics. The Commission also notes that given the 

no-fixed hours employment model for consultants, the ‘job planning’ component of the 

Salaried Medical Officers Enterprise Agreement which has been in place since 2013 has 

been difficult to implement in an effective manner.56 Moreover, multiple affiliations of Salaried 

Medical Officers can lead to potential conflict of interest, confusion and governance issues 

(The Hospital Research Foundation, DR26, p. 11). Thus productive partnerships between 

academic and clinical institutions are key and, as highlighted by some stakeholders, 

‘competitiveness is a whole of sector responsibility’.57 

Despite these constraints, the Commission notes that there are successful partnerships 

between South Australian research institutions and the LHNs. Examples of such 

collaborative efforts were provided by stakeholders including the following from Flinders 

University: 
Maintaining and developing relationships with academic status holders and partners such as 
SA Health, particularly for Flinders through the Southern Adelaide Local Health Network, is 
critical to ongoing success in health and medical research … A significant proportion of 
Flinders University’s research capacity is provided by academic status-holders who are not 
staff members, but gain access to the University’s, research infrastructure, research support 
and intellectual resources. (Flinders University, DR14, pp.4–6) 

The Commission considers partnerships between SA Health, universities and research 

institutes need to provide the opportunities to embed research in the health system that drive 

excellence in HMR leading to better health outcomes. 

6.5 Strengthening the HMR workforce in South Australia 

It is clear from the above discussion that workforce issues in HMR are interrelated with a 

multitude of sector-wide factors. The issues are deep-seated in many cases and 

longstanding. Moreover, the institutions have different roles with respect to the HMR 

workforce.  

That said, a productive HMR workforce is a critical foundation for world-class HMR in South 

Australia. It calls for focused efforts by different institutions to ensure there is an ongoing 

investment in: 

 building and maintaining a cadre of top research leaders, including a focus on 

succession; 

 development of HMR talent for early- and mid-career researchers; and 

 commitment to high standards in research. 

                                                
56 SA Health Salaried Medical Officers Enterprise Agreement 2017. 

<https://www.sahealth.sa.gov.au/wps/wcm/connect/34582680437e87c19f9a9ff2cadc00ab/171127+Proposed+S
MOEA+2017.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-
34582680437e87c19f9a9ff2cadc00ab- n5hUWbE>. 
57 Ibid, 10-11 

https://www.sahealth.sa.gov.au/wps/wcm/connect/34582680437e87c19f9a9ff2cadc00ab/171127+Proposed+SMOEA+2017.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-34582680437e87c19f9a9ff2cadc00ab-%20n5hUWbE
https://www.sahealth.sa.gov.au/wps/wcm/connect/34582680437e87c19f9a9ff2cadc00ab/171127+Proposed+SMOEA+2017.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-34582680437e87c19f9a9ff2cadc00ab-%20n5hUWbE
https://www.sahealth.sa.gov.au/wps/wcm/connect/34582680437e87c19f9a9ff2cadc00ab/171127+Proposed+SMOEA+2017.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-34582680437e87c19f9a9ff2cadc00ab-%20n5hUWbE
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In the Commission’s view the heavy lifting in these efforts largely rests with the universities 

and the hospital networks. This is particularly important given the cost of high-quality HMR 

and competing priorities in any university’s research program.  

While the government may have an enabling role, a clear understanding of the accountability 

for these activities among the various institutions is essential. 

6.5.1 Building on South Australia’s competitive advantages 

While there are challenges across the sector, building on South Australia’s (non-HMR) 

competitive advantages is an important aspect of strengthening HMR, including the research 

workforce.  

Many inquiry participants highlighted South Australia’s liveability as an attraction for early- 

and mid-career researchers. The relevance of that factor depends on having essential 

elements such as research support and facilities in place; liveability by itself is insufficient:  

South Australia has a quality of life/cost of living advantage over other states, especially for 
early and mid-career researchers raising young families. However, a key challenge is that 
South Australia is generally behind in the advanced infrastructure that attracts young 
researchers in health and medical fields ... Researchers can be required to ‘wait in line’ to use 
the equipment interstate delaying critical research and incurring costs that need to be 
absorbed within the research project funding envelope. (Flinders University, DR14, p.6) 

Taking advantage of the small size and physical spread of the state’s HMR sector to 

enhance collaboration among research groups is another example of how South Australia’s 

competitive advantages can be utilised to support the research workforce: 

South Australia has a unique advantage over research institutes and universities in other 
major Australian States, with South Australia’s three main universities, hospitals and the 
SAHMRI all located within a 12km radius of each other. (ASMR, DR7, p.10) 

Without a doubt, SA has several competitive advantages in attracting and retaining high 
calibre HMR’s from interstate and overseas. These include the obvious lifestyle and 
affordability aspects which are particularly appealing to families ...There is clearly an 
opportunity to promote this aspect and reverse the ‘brain drain’ from interstate/overseas. 
(Adelaide Institute for Sleep Health, DR3, p.4) 

The Commission considers a comprehensive HMR workforce strategy for South Australia 

may be helpful. This was a recurring theme in the submissions received by the Commission: 

It is suggested that SA Health develops appropriate workforce strategies that are better able 
to support HMR activity, which can build capacity and capability within the public health 
system, recognising the difficulties of short-term and ‘soft’ funding in being able to recruit and 
retain high quality staff to conduct HMR. (Correspondence from DHW Office for Research) 

That said, a key question is what strategies would appropriately contain these aspects. The 

Commission considers the primary responsibility for such strategies is with the employing 

entities, namely the hospitals and universities in the first instance. 

6.5.2 Job security and career pathways 

A key concern amongst health and medical researchers across Australia is the lack of career 

pathways and job insecurity. In the 2019 ASMR Workforce Survey, nearly 60 per cent of 

South Australian respondents indicated that they were on fixed-term employment contracts 

of less than a year. A further 30 per cent on fixed-term employment had two to three-year 
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contracts, with limited availability of full-time positions and funding being the primary reason 

for these employment arrangements.58 Information received from ASMR indicates that this is 

consistent with national trends. Other existing evidence also suggests that the HMR 

workforce in Australia is increasingly casualised and the share of those employed part-time 

has also been on the rise.59 

Submissions identified the prevalence of precarious employment arrangements and lack of 

job security across the HMR sector including in hospitals, universities and MRIs.60 This issue 

was identified at the national level in the McKeon Review and relates to funding flows to 

researchers. Information received by the Commission suggests that this is a pervasive issue 

across the sector including the LHNs, universities and MRIs: 

Consequently, the funding arrangements are precarious, with the research support staff 
having no job stability and limited opportunity for career advancement. Hence young 
scientists embarking on a research career within the hospitals currently have limited 
opportunities to advance their careers in South Australia ... The ancillary research positions 
(research assistants, etc) are funded via competitive grants obtained by senior researchers. 
Thus, even within the university structure, the funding of research positions is precarious with 
staff having little job security. (Correspondence from the CALHN Executive Research 
Committee) 

The Commission notes that 75 per cent of ‘South Australian respondents viewed a career in 

medical research as negative with a weak and uncertain future’.61 In light of this situation, 

improving employment arrangements including better job security and long-term career 

pathways for the HMR workforce is a priority, as echoed in the submission from the ASMR: 

It is crucial to improve job security in health and medical research to secure the current 
workforce and create a realistic career option for future South Australian researchers. 
Immediate steps must be taken to support defined and long-term secured career structures 
for South Australian health and medical researchers. (ASMR, DR7, p.10) 

The ASMR further noted the different types of constraints faced by health and medical 

researchers across the sector. This may range from clinicians with barriers to participating in 

research to scientists and research students who are faced with issues around career 

pathways, job security and remuneration.62  

Access to research funding also has flow-on effects on job security and employment 

arrangements for research staff. In fact, a survey of the HMR workforce conducted by the 

ASMR in 2006 found that employment insecurity and lack of funding were causes of 

considerable anxiety among health researchers.63 Details of funding related issues are 

discussed in chapter 3. 

Implications for the HMR workforce of the COVID-19 pandemic, including funding, job 

security and employment, remain to be seen. A recent study on the impact of the pandemic 

on Australia’s research workforce by the Australian Academy of Science predicts that the 

pandemic will have severe and long-term negative impacts on Australia’s research workforce 

including in medical research.64 

                                                
58 ASMR Workforce Survey, (2019 (unpublished), made available to the Commission.  
59 Deloitte Access Economics (2016), Australia’s Health and Medical Research Workforce – Expert People 
Providing Exceptional Returns (Report prepared for the Australian Society for Medical Research. 
60 Information received from CALHN Executive Research Committee. 
61 ASMR, DR7, 10 
62 Ibid. 11 
63 Kavallaris et al (n 185). 
64 Australian Academy of Science, Impact of the Pandemic on Australia’s Research Workforce (May 2020) 
<https://www.science.org.au/sites/default/files/rrif-covid19-research-workforce.pdf>. 

https://www.science.org.au/sites/default/files/rrif-covid19-research-workforce.pdf


 
 Inquiry into Health and Medical Research in South Australia 

 

Inquiry into Health and Medical Research in South Australia 

Draft Report 

 

Page | 167  

 

 

 

6.5.3 Consistency in employment arrangements in the health networks, universities 

and MRIs 

Inquiry participants identified the ad-hoc nature of existing employment arrangements 

between the health networks, universities and the research institutes as an important 

workforce issue. Widely varying arrangements across the sector were identified, and 

sometimes within the same organisation: 

There are no consistent arrangements for clinical researchers in terms of splitting FTE across 
clinical service and research. Appointments differ across LHNs and even within hospital 
departments where clinicians in one specialty are granted more research time than another 
department. (University of Adelaide, Faculty of Health and Medical Sciences, DR28, p.4)  

In SA there are substantial differences in clinician workforce models and employment 
contracts across the state, within a university and even within each health network (such as 
WCHN) … At present clinical service requirements for a full time clinical academic vary within 
the University of Adelaide teaching hospitals from 0.2 - 0.8 FTE. (Robinson Research 
Institute, DR21, p.2)  

The Commission considers the complexity of such joint employment arrangements is 

excessive. Several stakeholders believed that such arrangements are very difficult to 

coordinate and require joint long-term planning and commitment.65 Flinders University noted 

existing partnerships with SAHLN had eroded over the recent past due to diverging priorities 

of the university and SA Health.66 

That said, the majority of submissions argued the benefits of such arrangements outweigh 

the costs of setting them up. Consistent employment arrangements across the health 

system, which include well-defined research responsibilities and protected research time, will 

help mitigate some of the issues currently faced by clinical researchers and academics and 

by the broader HMR workforce in general:  

While there has been a decline in the numbers of senior, jointly SA Health and University 
funded clinical academic positions, often as a result of difficulties in matching the differing 
recruitment needs of universities and hospitals, there needs to be a revised approach to 
recruitment for the HMR workforce of the future. Combined appointments that function under 
a clinical academic award would benefit both the health and university sectors and drive 
clinical research, translational research and bench research capability guided by research 
active clinicians. (Flinders University, DR14, p.6) 

However, a core factor to address is the relationship between the university sector and 
service providers. Joint appointments and reciprocal arrangements that enable a cross-over 
of skills, knowledge and time, may be one way to address limitations for both sectors, in (a) 
producing translational research and (b) ensuring a teaching/training and research nexus is 
maintained and enhanced. (University of Adelaide, School of Psychology, DR31, p.5) 

Such appointments would recognise research as part of the core workload and be supported 

appropriately, including protected research time.67  

The Commission heard that a common workforce model across the HMR sector is needed to 
facilitate and help embed research in the health system. Proponents argued that it would be 
an incentive to attract research talent to the state while supporting local researchers. 

                                                
65 Prof. David Watson, DR15, 2 
66 Flinders University, DR14, 5 
67 This aspect was discussed in a number of submissions, including those from the University of Adelaide’s 

School of Psychology, DR31, 5; Robinson Research Institute, DR21, 2; Flinders University, DR14, 6. 
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A uniform approach would be advantageous to enable practising SA clinician researchers to 
be competitive nationally and internationally, and for the attraction of new talent to SA. 
(Robinson Research Institute, DR21, p.2) 

There is an opportunity to enable and boost clinician-led research in South Australia by 
promoting a culture where research is valued in the health system. This requires one 
workforce model for clinician-researchers across the state to be established. This could 
position South Australia as an attractive destination for clinicians to conduct research, and for 
clinicians currently based in South Australia to boost their competitiveness for national 
research funding schemes. (AAMRI, DR5, p.13) 

Additionally, the submission from the University of Adelaide’s School of Psychology 

considered these partnerships to be crucial in workforce training and skill development 

across the HMR sector.68 Stakeholders including several LHNs recommended joint funding 

arrangements between the relevant institutions to facilitate and support such partnerships.69  

6.5.4 Building HMR capacity  

Lack of or limited training in research methods and skills is often cited as a barrier by 

clinicians and also in the broader health workforce.70  

Opportunities to undertake further training or to attend conferences are often very limited in 

terms of time and funding and so any support that could be given to increase this would 

greatly increase the impact and scope of the research that could be carried out. (University of 

Adelaide, School of Psychology, DR31, p.5) 

The Commission’s consultations and participant submissions indicate investment has mostly 

been directed at building infrastructure with declining investment in human capital. The 

University of Adelaide Medical School Research Committee considered: 

While the recent investments into HMR at the University of South Australia (new CCB building 
at North Terrace), the University of Adelaide (e.g. new Medical School on North 
Terrace/AHMS) and Flinders University (FHMRI) has a high potential to create a more 
competitive HMR field in SA, the HMR infrastructure investment must be matched with the 
investment into people, especially into key HMR leaders and talent. While the buildings 
matter, it is the quality of the ‘bums on seats’, which matters much more. (University of 
Adelaide, Medical School Research Committee, DR4, p.3) 

The Commission broadly agrees with this view. This points to the broader issue of the lack of 

a comprehensive workforce strategy at the state level, which was raised in a number of 

submissions. 

The Commission also heard from stakeholders about the quality of grant applications by 

health and medical researchers in South Australia. The Hospital Research Foundation 

(THRF) stated that 49 per cent of applications were below standard for funding in their most 

recent funding round: 

What does this tell us? Based on THRF’s scale, only 19 applications stood any chance of 
being nationally competitive. However, there were 78 project applications that, with more 
work, greater opportunity, better collaborative outcomes and mentoring could progress to 
excellent. Is the South Australian system letting those researchers and groups down? (THRF, 
DR26, p. 11) 

                                                
68 Adelaide University, School of Psychology, DR31, 5 
69 Information received from NAHLN and CALHN Executive Research Committee. 
70 McKeon Review, summary report, 23. Correspondence from the South Australian Research Management 
Group 
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The Commission also heard that better quality grant applications tend to be dominated by 

early- and mid-career researchers.  

In addition to gaps in basic research skills, stakeholders identified skills gaps in specific 

areas including biostatistics, epidemiology, digital health technology and health economics. 

The Commission was advised of examples of training programs and fellowships offered at 

an institutional level.71 Additionally, the importance of nurturing and developing early-to-mid 

career researchers was highlighted in several submissions.72 The availability of such 

programs is one consideration; having the time to participate in them is another.  

The Queensland Metro South Hospital and Health Service (MSHHS) Allied Health Research 

Capability Strategic Framework 2017–2020 provides a good example of targeted capacity 

building within the sector.73 It uses a model where six core objectives are embedded within 

the broader strategic framework for the allied health sector (Figure 6.5). Importantly, the 

framework includes a self-assessment tool and an action plan to be used for evaluation 

processes.74 

Figure 6.5: Allied health research capability strategic framework, Queensland MSHHS, 
2017–2020 

 

Source: Queensland Government, Metro South Health Allied Health Research Capability and Development 

Strategy 2017–2020 <https://metrosouth.health.qld.gov.au/sites/default/files/allied-health-research-strategy.pdf>. 

                                                
71 CADOSA, DR11, 9; Information received from WCHN. 
72 For example, ASMR, DR7, 10; University of Adelaide School of Public Health, DR32, 4; AAMRI, DR5, 13; 
information received from the Office of the Chief Scientist. 
73 <https://metrosouth.health.qld.gov.au/sites/default/files/allied-health-research-strategy.pdf>. 
74 Ibid 14. 

https://metrosouth.health.qld.gov.au/sites/default/files/allied-health-research-strategy.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/allied-health-research-strategy.pdf


 
 Inquiry into Health and Medical Research in South Australia 

 

Inquiry into Health and Medical Research in South Australia 

Draft Report 

 

Page | 170  

 

 

 

In NSW, training opportunities in HMR are provided through targeted ‘learning and 

development’ initiatives including the NSW Biostatistics Training Program and the NSW 

Public Health Training Program.75  

In addition, the Australian government has several programs in place to support HMR 

researchers, including specialised schemes from the Medical Research Future Fund (MRFF) 

and NHMRC. For example, the four key research themes in the 10-year plan for MRFF 

spending include a specific ‘researchers’ category, which is aimed at supporting research 

skills and capabilities in Australia.76 Ongoing initiatives within this category include: 

 frontier health and medical research: $570 million over ten years for researcher 

collaborations to explore new and innovative ideas; 

 clinician researchers: $190.8 million between 2019–20 and 2022–23 for clinician 

researcher fellowships; and 

 researcher exchange and development within industry: $32 million over 4 years for 

developing partnerships between research and industry and supporting 

commercialisation efforts.77 

The NHMRC has several funding schemes to support researchers: 

 postgraduate scholarship: to support early career researchers; 

 ideas grants: for innovative and creative projects, available to researchers at all 

career stages; and 

 investigator grants: consolidates fellowships and research support for researchers at 

all career stages.78 

South Australian health and medical researchers compete nationally for these opportunities, 

with relatively low success rates.79 It is therefore important to build HMR capacity at the local 

level to support researchers be more competitive for national level opportunities and to drive 

research excellence in the sector. 

                                                
75 <https://www.health.nsw.gov.au/training/Pages/default.aspx>. 
76 <https://www.health.gov.au/initiatives-and-programs/medical-research-future-fund/mrff-research-
themes/researchers>. 
77 Further details are available from <https://www.health.gov.au/initiatives-and-programs/medical-research-future-
fund/mrff-research-themes/researchers>. 
78 <https://www.nhmrc.gov.au/funding/find-funding>. 
79 As discussed in detail in Chapter 3. 

 
Information request 6.3 
 
The Commission seeks information and views on: 
 

 What examples of successful models of joint employment arrangements exist in 
other states? Please provide details.  

 What capacity building and skill development programs are currently available 
for health and medical researchers in South Australia? Which institutions 
provide them? 

 What are the existing and longer-term potential impacts of the COVID-19 
pandemic on the HMR workforce? What measures might be used to mitigate 
those impacts? 

 

https://www.health.nsw.gov.au/training/Pages/default.aspx
https://www.health.gov.au/initiatives-and-programs/medical-research-future-fund/mrff-research-themes/researchers
https://www.health.gov.au/initiatives-and-programs/medical-research-future-fund/mrff-research-themes/researchers
https://www.health.gov.au/initiatives-and-programs/medical-research-future-fund/mrff-research-themes/researchers
https://www.health.gov.au/initiatives-and-programs/medical-research-future-fund/mrff-research-themes/researchers
https://www.nhmrc.gov.au/funding/find-funding
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6.6 Conclusion 

This chapter discussed the key HMR workforce issues as they relate to South Australia. The 

Commission’s analysis of the submissions, information received, and available data supports 

the generally held view that the declining number of clinical researchers and academics is a 

critical factor in the performance of HMR in the state. Competing demands and the lack of 

protected research time were identified as key barriers to research by clinicians. It appears 

that the complex and heterogenous employment arrangements between universities, LHNs 

and research institutes tend to confound these barriers.  

The Commission also heard that, similar to other states, South Australian health and medical 

researchers face issues relating to lack of job security and career pathways, primarily 

resulting from the short-term grant-funded employment arrangements.  

Attracting and retaining top health and medical researchers to South Australia remains a key 

workforce issue on which the long-term performance of HMR in the state depends. The 

Commission considers this would best be addressed through a comprehensive, coordinated 

and sustained effort by the universities, LHNs and SAHMRI.  

In the Commission’s view such an effort is essential to counterbalance the investment in 

buildings and physical HMR with investing in building research human capital, especially in 

building and maintaining a cadre of top-quality research leaders. 

Stakeholders identified several areas of skills gaps which would benefit from improved 

training and capacity-building programs. The Commission also considers that, while there is 

some flexibility in the EAs to facilitate HMR within LHNs, they are not fit for purpose 

compared with Victoria. Improved provision for clinical research is a priority when EAs are 

next opened up for renewal. 

 
Draft recommendations 6.1 
 

As part of delivering a step change in SA Health HMR workforce capability, the DHW 
and LHNs develop and implement a multi-year plan to raise the proficiency and 
effectiveness of the HMR workforce. The plan to have quantitative targets, clear 
accountabilities for achieving them and ongoing progress reporting. DHW and the LHNs 
to work out the scope and content of the plan, with attention to matters such as:  
 

1. clearly articulated research expectations and performance outcomes in HMR role 
statements and employment contracts;  
 

2. training and development to address identified skill requirements; 

3. incentives to encourage a research career by health professionals and promote 
take-up of joint hospital-university appointments; 
 

4. succession planning for key HMR roles;  

5. an online register of health and medical researchers to support future workforce 
modelling; and 
 

6. opportunities to change EB agreements to provide more scope for research time 
to attract, retain and develop clinician researchers, and to exploit all existing EB 
flexibility. 
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As part of this step change in SA HMR workforce, the LHNs also:  

1. increase the number of clinical/academic joint appointments between LHNs, 
universities and other institutions with top priority given to clinical research 
leaders; and 

2. expect universities, as part of the research collaboration with LHNs, to have an 
active professional development program for HMR researchers which includes: 

a. facilitating networking between researchers and industry; and 

b. mentoring early- and mid-career researchers and clinician-scientists. 
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7. Access to data 

7.1 Introduction 

The inquiry’s terms of reference require the Commission to examine and report on the key 

factors influencing the level of public and private sector output and activity, including the 

factors affecting access to data, regulation of data and the efficiency of collection and 

acquisition of data. 

Access to high-quality data has emerged as a foundation for competitive health and medical 

research (HMR) in South Australia. That said, there are several barriers to collecting, 

accessing and using data that, if remedied, will greatly simplify the environment for data-

driven HMR. 

Of key importance is the regulatory environment. The legislative and policy environment 

regulating researchers’ access to data in South Australia is marked by considerable 

complexity, which is examined in more detail in this chapter.  

The two main South Australian repositories of health data are SA NT DataLink and the 

South Australian Health and Medical Research Institute (SAHMRI) registries. The SA NT 

DataLink is said to be the most comprehensive data repository and linking service in 

Australia. It could be a major strength for South Australian HMR. Ongoing funding 

arrangements for SA NT DataLink are uncertain, placing the future existence of SA NT 

DataLink in doubt. 

There are significant gaps in available data, including data from the private healthcare sector 

and data about under-represented groups in the community. Access to complete datasets 

would allow researchers to engage in studies likely to benefit the whole South Australian 

population and improve overall population health. 

The chapter examines data characteristics and the availability of linked data and data 

registries in South Australia, key factors affecting data access including regulatory issues, 

time factor barriers, funding and infrastructure, and data as a source of competitive 

advantage to South Australia. Some regulatory and other options to improve data collection, 

access and use in South Australia are identified. 

7.2 Data state of play 

South Australia is home to some unique data registries, linked datasets, artificial intelligence 

(AI) capabilities and a comprehensive electronic medical records system. These assets 

provide the potential to apply big data analytics to HMR and to improving health care. That 

said, nearly every submission and information document received by the Commission 

pointed to the need for significant changes to policy, governance, infrastructure and support 

in order to improve and fully utilize the extensive range of South Australian data registries for 

HMR. According to Sun and Reddy in 2013,1 the overall goals of big data analytics in health 

care (see Figure 7.1) are: 

 to take advantage of the massive amounts of data and provide the right intervention 

to the right patient at the right time; 

                                                
1 J Sun and C K Reddy, ‘Big Data Analytics for Healthcare’ (Tutorial presentation at the SIAM International 

Conference on Data Mining, Austin, TX, 2013). 
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 deliver personalised care to the patient; and 

 provide benefit to potentially all the components of a healthcare system. 

Figure 7.1: Big data analytics in health care 

 
Source: Sun and Reddy (2013).2 

These goals can be described as precision public health (PPH). PPH is a relatively new field 

driven by technological advances that enable more precise descriptions and analysis of 

individuals and population groups, with a view to improving the overall health of populations.  

MTPConnect3 identified precision medicine as one of the top megatrends in their 2020 

Medical Technology, Biotechnology and Pharmaceutical (MTP) Sector Competitiveness 

Plan, identifying the importance of data standardisation, artificial intelligence and cyber 

security as central concerns for the MTP sector.4 

The growing volume and variety of available data, decreased costs of data capture, and 

emerging computational methods mean a capability in health to use big data is likely to 

become a foundation of future PPH.5 Interdisciplinary work between the disciplines of data 

mining and medical informatics is likely to add value to the data. 

The Massachusetts Institute of Technology (MIT) with their MITbigdata Living Labs is an 

established leader in the world of big data analysis.6 The state government and MIT agreed to 

collaborate on developing a Living Lab at Lot Fourteen. The Living Lab is intended to bring 

together the public, private and research sectors to analyse big data to determine the most 

effective ways for South Australia to drive both economic and sustainable population growth.  

The initial focus will be to identify opportunities to boost South Australia’s visitor economy. 

Future projects may include health data as demonstrated in MITbigdata Living Lab in the 

USA. MIT’s location in South Australia, together with the South Australian strength in 

                                                
2 Ibid. 
3 MTPConnect is a not-for-profit Industry Growth Centre. For more information see 

<https://www.mtpconnect.org.au/overview>. 
4 MTPConnect, Medical Technology, Biotechnology & Pharmaceutical Sector Competitiveness Plan (2020) 18. 
5 S Dolley, ‘Big Data’s Role in Precision Public Health’ (2018) 6 Frontiers in Public Health 1,1. doi: 

10.3389/fpubh.2018.00068. 
6 For more information see <http://livinglab.mit.edu/>. 

https://www.industry.gov.au/strategies-for-the-future/growth-centres
https://www.mtpconnect.org.au/overview
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machine learning and AI, could test the capacity to make sophisticated use of big health data 

analytics a strength for HMR in South Australia. 

 

Information request 7.1 

The Commission seeks information and views on: 

What specific actions are needed to test the opportunity to build big data medical 

analytics as a strength for the health system and HMR in South Australia? What is the 

role of the South Australian Government? 

 

Data are routinely collected during medical procedures as well as research, including clinical 

trials and public health investigations. Broad-level performance data on expenditure and 

activity at individual medical facilities, along with finer levels of performance data such as 

complications, drugs prescribed and diagnostic testing are also regularly collected. 

The SA NT DataLink identifies data sourced from areas of increasing research focus as 

important to share, including data from genomics, clinical trials and post-marketing 

surveillance of drugs and medical devices linked to other health and human services data. 

Submissions and correspondence received from the Basil Hetzel Institute (BHI), the South 

Australian Health Performance Council (HPC), SA Research Management Group and the 

Robinson Research Institute assert data can contribute to better health outcomes. They cite 

the importance of current and historical data on client experiences, health system 

sustainability and economic growth. This information includes, among other things, 

administrative data, hospital-generated data, patient and carer experience, socio-economic 

and demographic data, patient-level data, testing activity and results data, patient-reported 

outcome measures, clinical indicators, financial modelling data, natural language program 

findings and sentiment analysis. 

Data sources include the electronic health records of patients in primary, community or 

emergency care, prescribing information databases (for example, the Pharmaceutical 

Benefits Scheme [PBS]), Medicare Benefits Schedule (MBS), new technologies and devices 

that capture data, especially those with mobile applications, genomic information, imaging 

information, pathology data, digital patient communications, and results of organised and 

specific research activities. Broader demographic information from census data, survey data 

and specialist registries all provide potential for linking datasets. SA Health considers non-

traditional health data repositories to be significant, including those of other government 

agencies. 

Data quality, veracity and value can be questionable depending on their source and the 

purpose and method of collection. Data-related issues can arise without effective 

management and governance, and these include unreliable, inaccessible, missing, or 

inaccurate data.7  

The HPC states that some South Australian data are unavailable at state level for some 

specific and vulnerable population groups including: Aboriginal persons, persons living with a 

disability, carers, veterans, aged persons, persons in custody, and other socially or 

                                                
7 G Shaw, Data Analytics: Actionable Information to Improve Healthcare (2013). 
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economically disadvantaged groups. These missing data are essential to understanding the 

full impacts of health policy for particular population cohorts over time.8  

The Rosemary Bryant AO Research Centre emphasised the current under-reporting of 

patient-reported data. In their view this weakness could be addressed through standardised 

reporting and collection to provide South Australia with a strength relative to other 

jurisdictions.  

Patient-reported data represent standardised systematic assessments of patients’ symptoms, 

adverse side-effects of treatment, experience of navigating the health system, and the impact 

of these things on quality of life. (Rosemary Bryant Research Centre, DR22, p.3) 

The University of Adelaide School of Public Health noted the absence of significant datasets 

from SA Pathology and SA Medical Imaging in the SA NT DataLink. It stated: ‘adding these 

datasets would greatly and at minimal cost increase the value of the linked administrative 

data for HMR in SA’.9  

 

Information request 7.2 

The Commission seeks information and views on: 

 What are the key data gaps, or deficiencies in data quality, which, if addressed, 

would strengthen health performance and HMR in South Australia? 

 Why are they important? 

 What action could be taken by the South Australian Government to address these 

issues? 

 

In a 2017 report on data availability and use in Australia, the Australian Productivity 

Commission found that Australia stands out in poorly using health information, citing legal, 

technical and institutional causes.10  

The HPC claimed key data are non-existent, inaccessible and under-used: 

South Australia’s health systems hold vast amounts of routinely collected data that could and 

should be informing clinicians on improving clinical practice and guide policy-making. The 

data could and should support the Council and other entities in enabling the scrutiny and 

accountability of system performance, including comparing the quality and efficiency of care 

in different parts of the state, for different therapeutics and between public, private and other 

care sectors.11  

The council stated they have been unable to find or access the data to support these 

performance objectives, all of which aim to support better health outcomes.  

                                                
8 Correspondence received from the Health Performance Council. 
9 The University of Adelaide, School of Public Health, DR32. 
10 Productivity Commission, Data Availability and Use (Inquiry Report, 2017) 6. 
11 Health Performance Council, Review of the Performance of South Australian Health Systems, Health of South 
Australians and Changes in Health Outcomes Over the Reporting Period 2015–2018 (Government of South 
Australia, 2018) 4. 
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In 2014, the HPC12 found limited evidence that the health system linked and analysed data 

or disseminated results to inform decision making across the service for continuous 

improvement and reported that little had changed in this regard in 2018.13 

Information received by the inquiry indicates the apparent proliferation of data groups are a 

challenge within the Department for Health and Wellbeing (DHW). The SA Clinical Research 

Governance Steering Committee correspondence indicates that, outside DHW, there 

appears to be some confusion about who to go to for what data and who is the data 

custodian. The following DHW groups all play a role in data collection and/or analysis:  

• Commission on Excellence and Innovation in Health (CEIH) – has clinical analytic 

resources; 

• System Performance – provides activity dashboards;  

• Health programs and funding – for clinical analytics; 

• Financial analysis;  

• Health economics and analytics;  

• Digital Health SA – chief information officer; and 

• Mental Health – analytics. 

Adding to the state’s health and medical data landscape are:  

• SA NT DataLink; 

• data groups within the university sector;  

• SAHMRI – as custodian for several data collections/registries; and 

• Health Analytics Research Collaborative (HARC).14 

Information received from the DHW Office for Research confirms there has been a lack of 

clarity around organisational ‘ownership’ of the authority to provide access to SA Health data 

for HMR, especially for researchers employed outside SA Health.15 The absence of 

standardised protocols, guidelines and procedures to support appropriate access to SA 

Health data for HMR leads to inefficiencies and limits research activities by external users.  

The CEIH stated it has been developing a three-year Data and Analytics Plan for SA Health 

which focuses on the five key areas of people, processes, data, strategy and technology. 

The plan aims to build capacity to inform: prioritising health needs, identifying infrastructure 

needs, and facilitating cross-sector research collaboration and integration in the public and 

private sectors. Digital Health SA has the task of progressing the plan. The Commission 

considers key outcomes for the plan include to clarify and simplify access to SA Health data 

for HMR researchers. 

 

                                                
12 Health Performance Council, What’s Working, What’s Not: Review of the South Australian Health System 
Performance for 2011–2014 (2014). 
13 Health Performance Council, Review of the Performance, 4. 
14 HTSA has created HARC which has also engaged data analysts in conjunction with the Commission on 

Excellence & Innovation in Health. 
15 Information received from the Department for Health and Wellbeing Office for Research. 
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Summary 

The Commission concludes the current fragmented architecture for accessing information for 

HMR and improving hospital and patient outcomes is unsatisfactory. It is very likely to be 

holding back both HMR (clinician research in particular) and faster improvements to patient 

care. Some potentially important efforts by the CEIH are at an early stage that warrant 

priority. 

The Commission suggests the work by DHW could be further assisted by a whole-of-

government data strategy to support and underpin agency data plans giving departments 

such as DHW guidance to address issues of efficiency and regulatory complexity. In 

correspondence received, the CEIH have indicated they would strongly support an: 

…overarching ‘meta’ plan linking individual agency plans and ensuring connection and 

interoperability to optimise utility of each individual plan and data asset, including those 

federally and in other jurisdictions. (Information received from CEIH)  

 

7.2.1 Data registries 

SA NT DataLink houses several core health and social data registries as shown in Figure 

7.2. The Commission understands there are several further health datasets awaiting 

provision from a range of hospital and government sources. These include the SA Cancer 

Registry, SA Ambulance Service dataset, SA Perinatal Statistics Collection and several data 

sets from the Women’s and Children’s Hospital.16  

Over 30 other South Australian and national data registries are held in South Australia. They 

hold data about patients with similar characteristics such as age, disease, condition, or 

implant and transplant recipients, including: 

 Registry of Senior Australians;  

 Australian Orthopaedic Association National Joint Replacement Registry;  

 Australia and New Zealand Dialysis and Transplant Registry; 

 Transcatheter Aortic Value Implementation Registry;  

 South Australian Clinical Cancer Registry Central Coordination Unit; and  

 Australian Corneal Graft Registry (Flinders University). 

Most of these registries are co-located (in the SAHMRI building), offering the data 

custodians use of shared infrastructure and opportunities to share knowledge and generate 

new expertise. The SAHMRI IT department has created significant IP in clinical trial 

platforms for these registries, which can be accessed nationwide.17 In their submission, 

                                                
16 SA NT DataLink, DR 24, 10. 
17 SAHMRI, DR25, 67 

 

Information request 7.3 

The Commission would like to hear views from stakeholders regarding the 

importance of a whole of state government data strategy to enable interoperability, 

connectivity and timely access to South Australia’s data assets and underpin 

individual agency plans such as the SA Health Data and Analytics Plan. 
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Health Translation South Australia (HTSA) referred to the need for infrastructure support for 

South Australia’s registries:  

While SAHMRI is currently leading an active Registry Centre that is working to develop the 

impact of over 30 Registries, more could be done for the state to benefit from this registry 

expertise. Developing mechanisms to ensure registry data can inform service planning and 

services to improve patient outcomes is vital. (HTSA, DR17, p. 16) 

The Quality Use of Pathology (QUP) database is a unique South Australian registry, 

covering both public and community patients across the entire demographic of the state. The 

QUP aims to enable identifying best practice in the use of pathology, eliminate the overuse 

of pathology and ensure that pathology testing is properly targeted to deliver the best 

outcome for patients.18 SA Pathology suggested the QUP database could support a centre 

of research excellence as there are no other pathology services with such wide coverage in 

Australia. 

The Commission concludes data registries contain essential data required for HMR and 

there are economic benefits from collecting appropriate data and maintaining registries able 

to be used repeatedly for HMR purposes. Increased benefits come from linking them. 

                                                
18 Information received from SA Pathology 
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7.2.2 Linked data 

All Australian states have specialist units that link health and other related data at the person 

level. Linked data enables in-depth research that can benefit patients, the health sector, the 

population and the state’s economy. The Australian Productivity Commission’s Data 

Availability and Use report (2017) concluded that the availability of linked data is 

fundamental to analysis that will trigger innovation and service improvements.19  

Data linkage techniques allow statistically significant connections to be drawn between 

different sources of information which relate to the same place, event, person or family.20 

This is important for many different types of HMR, including clinical trials, by drawing on 

information sources at the ‘whole-of-population’ level.  

Several initiatives have been launched over the last decade to improve data linkage and 

access at a national level, including the Population Health Research Network (PHRN). The 

PHRN was established by the Australian Government in 2009 and is supported by state and 

territory governments and some universities. It includes participation from regional data 

linkage units, including the SA NT DataLink.21  

SA NT DataLink is said to have the most diverse range of linked longitudinal datasets in 

Australia. In 2020 it was provided with SA Department of Corrections data with agreements 

in progress for the SA Ambulance Service and SA Pathology data to be provided to SA NT 

DataLink for linkage and to be held as de-identified content records within the Custodian 

Controlled Data Repository.22 

Figure 7.3 shows the inventory of linked health data held by SA NT DataLink. SA NT 

DataLink provides access to over 70 health, registry, education and human services 

datasets and 70 million individual records for linked data research and analysis. All 

Australian states have health data linkage capability, but not all have full state government 

coverage, thus limiting integration with other social data sources.  

In NSW and the ACT, the Centre for Health Record Linkage (CHeReL) has a significant role 

in data linkage and provides tailored data linkage services for health-related research from a 

linked system of over 107 million records via their Master Key Linkage system. The research 

use has attracted more than $70 million in competitive grant funding to NSW from sources 

such as the National Health and Medical Research Council (NHMRC) and the Australian 

Research Council.23 With PHRN and Victorian government support, the Centre for Victorian 

Data Linkage is able to provide free-of-charge data linkage services to a wide range of 

users.24 

                                                
19 Productivity Commission (Cth), Data Availability and Use, Final Report, 2017, 2. 
20 Menzies Institute for Medical Research, What is Data Linkage 

<https://www.menzies.utas.edu.au/research/research-centres/data-linkage-unit/what-is-data-linkage>. 
21 For additional details on the PHRN, including its relationship with its regional partner linkage units, see 

<https://www.phrn.org.au/about-us/participants/>. 
22 SA NT DataLInk, DR24, 2 
23 Bureau of Health Information, Data Matters – Linking Data to Unlock Information. The Use of Linked Data in 
Healthcare Performance Assessment (2015) 9 
24 For more information see <https://www2.health.vic.gov.au/about/reporting-planning-data/the-centre-for-

victorian-data-linkage>. 

https://www.menzies.utas.edu.au/research/research-centres/data-linkage-unit/what-is-data-linkage
https://www.phrn.org.au/about-us/participants/
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Data linkage units for each state are presented in Table 7.1. 

Table 7.1: Data linkage in Australia

 
Source: Bureau of Health Information (2015).25 

The Commission was advised that SA NT Data-Link can provide a cost-effective data linking 

service compared to the Australian Institute of Health and Welfare (AIHW) data linkage 

service. For example, what is considered as a simple linkage of a small cohort (n~2000) 

identified by SA Pathology to MBS, PBS and National Death Index was costed at $21,500 by 

AIHW. SA NT DataLink’s cost of linking the same cohort to eight South Australian datasets 

was $8,200.26  

Currently the Queensland and Victorian linkage units do not charge for their data and data 

linkage services, which gives researchers using their data a significant advantage. The value 

of that subsidy combined with the diversity and depth of SA NT DataLink’s registries could 

provide a competitive advantage for South Australian researchers. 

Several submissions considered that a linked data environment is needed to lift the 

percentage of NHMRC and Medical Research Future Fund (MRFF) grants awarded to South 

Australian HMR and that SA NT DataLink is an important component of that environment.  

                                                
25 Bureau of Health Information, 8. 
26SA NT DataLink, DR24, 3. 
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SA NT DataLink was established in 2009 as an unincorporated joint venture initially 

supported by the Ministers for Health and Education and the NT Government. It is currently 

part of the PHRN. It is funded by the Australian Government through the National 

Collaborative Research Infrastructure Strategy (NCRIS) and joint venture partners in the 

university sector, the SA and NT governments and non-government organisations.27 The 

University of South Australia is the administering body on behalf of the joint venture partners 

and also contributes in-kind support such accommodation, IT, human resource 

management, and legal services support and consumables. Whilst SA NT DataLink is 

funded by a subscription model, counterparts in other states have ongoing government 

funding.  

The funding position of SA NT DataLink is said to be fragile: 

… the premier data linkage service in Australia. However, while SA NT DataLink is well 

utilized by SA HMR researchers, it does not receive sufficient funding from the SA 

Government and is perpetually in a precarious financial position. This puts the world-leading 

research being done using linked health data in SA at ongoing risk. (University of Adelaide, 

School of Public Health, DR32, p.6) 

SA NT DataLink estimates, based on limited information, the value of successful research 

grant funding to projects using data made available through SA NT DataLink to be at least 

$20 million.28  

SA NT Datalink advise that the NCRIS PHRN has committed funding to SA NT DataLink up 

to June 2023, providing approximately 21 per cent of total annual funding in 2019–20. This is 

in line with funding supplied to other state-based registries. According to the PHRN Annual 

Review 2018–2019,29 a substantial proportion of SA NT Datalink funding is ‘in kind’ 

compared to other data linkage units.30 

The Joint Venture Agreement expires on 31 December 2020. SA NT DataLink has advised 

that commitments for funding beyond December 2020 are significantly varied and four out of 

nine joint venture partners have committed to only one year at their current funding level and 

the others at significantly reduced rates of funding.  

South Australian Government agencies contribute approximately 20 per cent of funding to 

SA NT DataLink compared with most other jurisdictional linkage units receiving between 60–

100 per cent of funding from a state government as shown in Table 7.2.31  

SA NT DataLink states it is concerned that skilled staff may consider other employment 

options and the loss of its expertise would have a significant adverse impact on SA NT 

DataLink’s capacity to provide its high-quality services in a timely manner.32  

                                                
27 Joint venture partners include: University of South Australia, The University of Adelaide, Flinders University, 

Menzies School of Health Research (joined 2018), NT Government, SA Health, SA Department for Education, 
Cancer Council SA and SAHMRI. 
28 SA NT DataLink, DR24, 8 
29 Population Health Research Network, Annual Review 2018–19 (2019) 22. 
30 In kind is considered to be: the data contributions made to SA NT DataLink by data custodians, the research 

support provided by data custodians to researchers, the consumables, accommodation, human resource 
management, IT and legal services support provided by the University of South Australia and the security and 
other services provided by SAHMRI as part of SA NT DataLink’s location in the SAHMRI building (Information 

received from SA NT DataLink 2020). 
31 SA NT DataLink, DR24, 1. 
32 Ibid, 8. 



 
 Inquiry into Health and Medical Research in South Australia 

 

Inquiry into Health and Medical Research in South Australia 

Draft Report 

 

Page | 185  

 

 

 

Table 7.2: Estimated funding shares by source for 2019–20, per cent. 

Current estimated % 
of revenue by source 

PHRN 
NCRIS 

funding 

Govt. 
contribution 

Project cost 
recovery or 

other income 

Comments relating to the cost 
recovery or other income 

WA Department of 
Health Linkage 
Branch 

0 75 25 25% includes 5% from grant sources 

outside of WA Dept. of Health. 

Victorian Centre for 
Data Linkage (DHHS) 

25 60 15 The 15% funding is from another 
Victorian Government agency 

AIHW Data Linkage 
Unit 

23 32 45 45% includes 23% external project 
cost recovery, 10% contracted 
projects, and 12% internal AIHW units. 

Qld Data Linkage Unit N/A 100 N/A  

NSW/ACT Data 
Linkage Unit 
(CHeReL) 

N/A 100 N/A  

SA NT DataLink  24% 20 (SA) 
11 (NT) 

Minimal  SA universities 29%, SA & NT 
research institutes, NGO sector 16% 

Source: SA NT DataLink (2020). 

HARC, established by HTSA, is a source of analytical expertise in the South Australian HMR 

data environment. HARC is intended to connect the expert analytic capability within the 

academic and research sectors to exploit relevant information sources to enhance policy, 

practice and care across the health system.33  

Analytical expertise can be extended by linking to AI. An editorial in Clinical Leader (2019)34 

indicated the AI market for health care is expected to top $35 billion by the middle of 2020, 

with Microsoft, Google, and IBM already collaborating with top universities to further AI. The 

University of Adelaide is regarded as a world leader in AI and their Australian Institute for 

Machine Learning (AIML) is a recognised world-class facility. 

The University of Adelaide considers that SA NT DataLink could leverage AIML’s 

capabilities.35 Currently, AIML is collaborating with SAHMRI to create an artificial intelligence 

and machine learning platform in order to achieve world-class AI-in-health research 

capability in South Australia.36  

Summary 

Drawing these elements together, the Commission concludes:  

 SA NT DataLink has been cited by almost every submission and information 

document received as a vital, but under-resourced asset, with further opportunities 

for data collection and linking to incorporate more diverse state agency datasets. 

There is a risk that SA NT DataLink may close if a reliable funding arrangement is not 

secured.37 The Commission is not in a position properly to assess that risk. 

                                                
33 For more information see: <https://healthtranslationsa.org.au/our-work/platforms/health-analytics-research-
collaborative/>. 
34 E Miesta, ‘AI is Ready to Impact Clinical Trials’, Clinical Leader editorial, 8 May 2019. 
35 The University of Adelaide, DR29, 11 
36 SHMRI, DR25, 4.2 
37  SA NT DataLink, DR24, 1–2 

https://healthtranslationsa.org.au/our-work/platforms/health-analytics-research-collaborative/
https://healthtranslationsa.org.au/our-work/platforms/health-analytics-research-collaborative/
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 There may be an opportunity to apply a recognised South Australian strength in AIML 

to SA NT DataLink in the field of health research to generate novel AI methods to 

raise health outcomes and HMR.  

The Commission concludes the current funding situation for SA NT DataLink is not 

conducive to providing, building and maintaining a quality data linkage service for South 

Australian HMR. There is a role for government and other interested parties to find a 

solution. 

 

7.3 Regulatory environment 

The large volume of data held by the Australian Government and its state and territory 

counterparts is an underutilised and valuable national resource.38 This includes HMR.  

Streamlined access to data is cited as a key enabling factor for high-quality HMR. Many 

stakeholders have argued that access to data in South Australia is problematic, especially 

for data administered by the DHW. The Central Adelaide Local Health Network’s (CALHN’s) 

Executive Research Committee exemplified these repeated concerns: 

Central to effective translational research is the availability of clinical data. Access to 

this data must be undertaken with ethical and privacy considerations. However, 

impediments to data access is extremely disruptive to translational research, as 

exemplified by recent cases of industry-sponsored and investigator-initiated clinical 

trials in CALHN being abandoned owing to SA Health’s interpretation of the secondary 

use of clinical data for patient recruitment. (Correspondence from CALHN Executive 

Research Committee) 

South Australia is almost alone among state and territory jurisdictions in lacking legislation 

that specifically regulates privacy protection. For example, NSW’s Health Records and 

Information Privacy Act 2002 (NSW) governs the collection and use of data in the state’s 

public and private health systems.39 SA NT DataLink argues the lack of state privacy 

legislation has adversely affected how data custodians respond to requests for data access: 

The lack of privacy legislation has been a barrier to both data custodians and 

consumers having the confidence to make their data available to SA NT Datalink and to 

researchers. While there is governance from an ethics perspective, there is no 

                                                
38 See, for example, the Australian Government’s Public Data Policy Statement 

<https://www.pmc.gov.au/sites/default/files/publications/aust_govt_public_data_policy_statement_1.pdf>.  
39 For details of the NSW legislation, see <https://www.legislation.nsw.gov.au/#/view/act/2002/71/full>. The only 

other jurisdiction to lack specific privacy legislation is Western Australia, although the Western Australian 
government has commenced consultation on privacy legislation that would regulate the way in which public 
sector agencies collect, store and disclose information.  

 

Draft recommendation 7.1 

To ensure the ongoing security and stability of SA NT DataLink, the South Australian 

Government, as a matter of some urgency: 

 identify options for securing stable, multi-year funding of SA NT DataLink, 

including its own contribution and the performance outcomes it expects;  

 work with SA NT Datalink’s other funders to secure appropriate core funding from 

the SA and NT governments together with a simplified joint venture partner 

funding model in line with other successful Australian data linkage programs. 

https://www.pmc.gov.au/sites/default/files/publications/aust_govt_public_data_policy_statement_1.pdf
https://www.legislation.nsw.gov.au/#/view/act/2002/71/full
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legislative mechanism that provides transparency in the use of data and that, 

particularly consumers feel, protects their rights or provides significant sanctions should 

data be misused. (SA NT Data Link, DR24, p.5) 

In South Australia, researchers’ access to data is governed by a complex regulatory 

framework. This includes the Health Care Act 2008 (Health Care Act), the Mental Health Act 

2009 (Mental Health Act), the Public Sector (Data Sharing) Act 2016 (Data Sharing Act), and 

the Information Privacy Principles (IPPs). SA Health has also developed its own privacy 

policy, the Privacy Policy Directive, which provides guidance on the legislative and 

administrative requirements that apply to the collection, storage, use and disclosure of HMR 

data. It is based on the requirements laid out in the IPPs.40 

The IPPs are effectively a Cabinet directive, making adherence mandatory for all public 

sector agencies. The IPPs are outlined in Premier and Cabinet Circular 12 (PC 12), which 

also establishes the South Australian Privacy Committee (the Privacy Committee) and 

specifies its membership, functions and powers. The Privacy Committee, among other roles, 

advises the minister on the desirability of legislation or additional administrative action and 

authorises exemptions from the IPPs on the basis of ‘such conditions as the Committee 

thinks fit’.41  

Despite their importance for the management of data access in the public sector, the IPPs 

create a purely administrative framework regulating public sector agencies. Their provisions 

are not legally enforceable. The only legally binding requirements that apply to public sector 

data arise from the interplay of a variety of statutes, almost all of which are at the state level.  

The only legislation not enacted in South Australia that directly affects researchers’ 

access to data is the Commonwealth Privacy Act 1988 (Privacy Act). The Privacy Act 

generally applies to Australian Government agencies and broad sections of the private 

sector, but can apply, under specified circumstances, to state and territory agencies, 

authorities and crown instrumentalities.  

The Commission notes that DHW is alone among state and territory health authorities 

in being a prescribed organisation for the purposes of the Privacy Act. Its inclusion 

under the Privacy Regulations 2013 is heavily circumscribed and limited to technical 

data linkage work undertaken by SA NT DataLink and DHW. The Commission 

understands that the decision to prescribe DHW pursuant to the Privacy Act does not 

create any additional legal obligations for the department or the local health networks 

(LHNs).  

The Commission notes that this means that the regulatory framework governing the 

collection, use and disclosure of public sector data in South Australia is largely within 

the direct control of the state. 

The two most significant state statutes regulating data access are the Health Care Act and 

the Mental Health Act. They make unlawful the disclosure of information collected about a 

person (known as the primary purpose) without their consent for any secondary purpose, 

except for a limited number of exemptions.42 The distinction between primary and secondary 

purposes, which is mirrored in the IPPs, creates a ‘default’ position that prohibits the use and 

disclosure of data for any purpose that is separate from the primary purpose (such as 

                                                
40 See SA Health, Privacy Policy Directive.  
41 Department of the Premier and Cabinet (SA), 3. 
42 These exemptions are contained in section 8 of the IPPs, covering 8(a)–8(g)(i)–(ii).  
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collecting patient information to facilitate the provision of health care) or not directly related 

to the primary purpose.43  

The Commission concludes that the South Australian legislation creates a strong 

presumption against the release of data. This is consistent with other jurisdictions, including 

the Australian Government, and reflects an underlying intention to privilege privacy 

protection over the requirements of research (albeit with clearly defined exemptions).  

In practice, researchers’ access to identifiable patient data is curtailed unless they receive 

patients’ consent or the research project has been approved by ‘an ethics committee [HREC] 

and there is no reason to believe that the disclosure would be contrary to the person's best 

interests’.44 

CALHN’s Research Services Office (RSO) argues this adversely affects HMR in South 

Australia, especially in selecting an appropriate patient cohort for clinical trials: 

The practical application of these provisions means that unless approved by an 

appropriate HREC, where researchers are not part of the team directly caring for a 

patient or are acting on behalf of someone not directly caring for a patient, there is no 

authority for those researchers to access that patient’s medical record without 

appropriate consent. This includes both for the purposes of conducting a HMR project, 

and also for determining eligibility to recruit a patient to a HMR project. 

(Correspondence from CALHN Research Services Office)  

The RSO considers that these requirements can negatively affect potential HMR projects at 

the earliest stages of their development. The University of Adelaide’s Clinical Academics 

agreed: 

All researchers not directly involved in a patient’s care, were precluded from reviewing 

patient records for clinical trial recruitment. These policies had [a] devastating impact 

on clinical research productivity and the bureaucratic processes established are a 

further cost burden. (Correspondence from University of Adelaide Clinical Academics)  

Data sharing is further regulated in South Australia by the recently enacted Data Sharing 

Act, which provides a statutory foundation for sharing and linking data held by South 

Australian public sector agencies. It is administered by the Office of Data Analytics, in the 

Department of the Premier and Cabinet. 

The Data Sharing Act creates an effective legal mechanism by which diverse data held by 

public sector agencies can be used for policy development and evaluation. SA NT DataLink 

observes that the utility of the Data Sharing Act for HMR has been low: 

The ODA operations and priorities are clearly in the government operational business 

arena and not that of health and medical research. It could be difficult for the ODA to 

directly undertake such research under the Act, since there is no clear remit for itself to 

undertake health and medical data linkage research and no specific requirement for 

ethics approval for the work it undertakes (approvals are guided by a set of principles – 

the Five Safes). The ODA can and has worked with researchers who themselves 

undertake ethically approved research. (SA NT Data Link, DR24, p.5) 

                                                
43 This is also true of the Privacy Act, which only allows for the limited disclosure of identifiable patient data for a 

secondary purpose, such as HMR. The circumstances in which information can be legally disclosed – referred to 
as a ‘permitted health situation’ under the Act – are severely circumscribed and require organisations to follow 
the steps outlined in the guidelines in the Privacy Act s 95a. Under the guidelines, the approval of a properly 
constituted HREC is necessary in cases where consent cannot be obtained and identifiable data is required for 
research. 
44 See Health Care Act 2008, s 93(f), which contains provisions in relation to confidentiality. 
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In addition, significant HMR datasets held by public sector agencies are prescribed under 

the Public Sector (Data Sharing) Regulations 2017 and cannot be shared except in limited 

circumstances. Any agreements to utilise these datasets require the specific approval of the 

Minister for Health, introducing an additional requirement into the data sharing process. 

Summary 

The Commission concludes that the statutory and policy environment regulating agencies’ 

collection, storage, use and disclosure of data for HMR is complex and inefficient. Multiple 

acts, including the Health Care Act, the Mental Health Act and the Data Sharing Act, shape 

the legal obligations that agencies and human research ethics committees (HRECs) must 

observe when deciding to make data available for HMR research. This landscape is further 

complicated by the fact that South Australia’s specific privacy framework is based on an 

administrative instruction that cannot be legally enforced. 

The Commission also notes that the absence of a statutory privacy protection regime in 

South Australia created a number of legal obstacles to the SA NT DataLink being accredited 

as a Commonwealth Data Integrating Authority. Data integration between the Australian 

Government and the states and territories is likely to increase over time. Future opportunities 

could be constrained or adversely affected by South Australia’s lack of privacy legislation. 

HMR researchers and data custodians face regulatory complexity and uncertainty. A simpler 

and efficient regulatory environment that effectively balances the needs of researchers and 

individuals’ right to privacy is needed to meet an increasing demand for HMR data access 

and linkage. Privacy legislation that complements the Data Sharing Act, simplifies the 

current regulatory environment and streamlines approvals would give certainty to 

researchers, data custodians, public sector agencies and individuals. Suitable legislative 

models for a statutory privacy framework in South Australia exist in both Victoria and NSW, 

while proposed privacy legislation in WA could provide another suitable approach.  

 

Draft recommendation 7.2 

The South Australian Government, through the Attorney-General’s Department, develop 

and introduce privacy legislation to streamline the current regulatory environment as it 

relates to data access and privacy protection in order to provide greater transparency 

and certainty for the South Australian public, researchers and public sector agencies. 

 

7.4 Patient-related data 

A lack of access to patient records was mentioned in several submissions. The Basil Hetzel 

Institute stated the: 

electronic health record system (Sunrise Medical Records system) rolled out in the Central 

Adelaide Local Health Network/SA Health, is a rich source of clinical data that could be used 

by South Australia researchers to achieve outcomes ... that influence patient care, health 

service delivery and government policy. The records, however, remain a largely untapped 

resource. Whilst it is hard for SA Health researchers to tap into this resource, it is even harder 

for non-SA Health employed researchers, such as those employed by the universities and 

located at the BHI. (Basil Hetzel Institute, DR8, pp. 6–7) 
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The Commission is advised that the SA Health electronic patient medical record (EMR) is 

the most comprehensive record system in Australia but it does not support HMR in a 

meaningful way. The EMR is unable to record: patients involved in clinical trials or research 

projects; data about any HMR projects; or patient consent to participate in research. 

Correspondence received by the Commission from CALHN and BHI, among others, suggest 

that SA Health can ensure the capture of patients willing to be part of future research, or who 

are already part of current research projects and clinical trials, by adding a system clinical 

trials module or adapting the existing system to incorporate research data and consent.  

The Commission understands there is strong public support for using Australia’s health data 

in research. A 2018 survey showed over 90 per cent of Australians were willing to share their 

de-identified health data via their My Health Record for medical research and improving 

patient care.45 Provided ethical access for research is facilitated, the SA Health patient 

records may be a potential asset for HMR in South Australia. To further optimise the EMR, 

the BHI recommends investigation of products that capitalise on Fast Healthcare 

Interoperability Resources and support the exchange of electronic health records.46  

SA NT DataLink state some data custodians, for a mix of legal, commercial, attitudinal and 

resource reasons, are reluctant to make their data available for research projects through 

the SA NT DataLink privacy-protecting linkage system. Private sector health data available 

for linkage, i.e. general practice and private hospital data, is a noteworthy gap, effectively 

making approximately one third of health data unavailable in South Australia.47  

While there is governance from an ethics perspective, there is no legislative mechanism that 

provides transparency in the use of data and that, particularly consumers feel, protects their 

rights or provides significant sanctions should data be misused. (SA NT DataLink, DR24, p.5)  

In 2014 HPC recommended that private hospital data be made available to the SA NT 

DataLink in a form that would allow monitoring of all-of-South-Australia population health 

outcomes.48 The HPC 2018 report notes that this had still not occurred and went on to 

recommend priority should be given to: ‘the availability and use of data and robust analysis 

and transparent reporting on health outcomes, including patient-reported outcomes that 

arise from services in public and private sectors, to inform clinical improvement and policy-

making’.49 

The SA Health Performance Council advised the Commission that:  

Access to comprehensive, timely data that can be linked and shared is an important factor 

affecting South Australia’s capacity to secure funding; and identify opportunities to improve 

South Australia’s capability to attract investment in health and medical research. South 

Australia cannot compete for health and medical research funding without integrated all-of-

population data infrastructure that is shared widely and used widely to see the whole. 

(Correspondence from HPC) 

The Birch review (2018)50 recommended prompt action toward necessary legislative 

changes to support access to private sector health data. On 10 February 2020, the South 

                                                
45 Research Australia, Australia Speaks! 2018: Opinion Polling for Health and Medical Research (2018) 16. 
46 BHI, DR8, 6–7. 
47 SA NT Datalink, DR24, 2  
48 Health Performance Council, What’s Working, What’s Not, 8. 
49 Health Performance Council, Review of the Performance, 4. 
50 J Birch, Review of Research Governance in the Department for Health and Wellbeing (SA) and Related LHNs 

(2018). 
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Australian Government announced planned legislation in South Australia to allow the 

collection of data from private health care providers.51  

Summary 

The Commission concludes that the capacity to do HMR would be enhanced by removing 

barriers to access to patient-related data for approved HMR. This task needs to address the 

competing considerations of research and patient privacy and also provide an efficient 

incremental improvement to the current system. The Commission notes the use of private 

healthcare data is currently enabled in NSW and Victoria, giving access to larger linked 

datasets than in South Australia. The Commission has heard there has been no apparent 

progress toward planned legislation in South Australia since the announcement in February.  

 

Draft recommendation 7.3 

To improve access to patient related data it is recommended that the government 

through DHW: 

 in conjunction with LHNs, develop and implement a standardised system-wide 

pre-consent process to assist in the recruitment of research participants;  

 build online capability to facilitate access to patient groups and individual patient 

records for HMR purposes; 

 work with LHNs, the university sector and SAHMRI to resolve the issue of access 

to health system data for those researchers who are not employed directly within 

the SA Health; and  

 give effect to the state government commitment to ensure the necessary 

legislative or regulatory changes to allow the collection and use of data from 

private health care providers without further delay. 

 

7.5 Infrastructure 

Data infrastructure protects, preserves, processes, moves, secures and serves data as well 

as their applications for information services delivery. Technologies that make up data 

infrastructures include hardware, software, cloud or managed services, servers, storage, 

input/output, and networking along with people, processes, policies and various tools 

spanning legacy, software-defined virtual, containers, and the cloud.52 

Data are a valuable economic resource and the support of clinical registries and linked data 

resources is vital to the timely and efficient use of the available data. Suitable information-

storage capacity and interrogation capability are required for the management of big data 

and expert analytics staff are essential for quality outcomes. Submissions from universities 

and information received from DHW identify an infrastructure gap affecting data 

management and storage in South Australia. 

 

                                                
51 For more information, see <https://www.premier.sa.gov.au/news/media-releases/news/delivering-better-

patient-services>. 
52 <https://www.networkworld.com/article/3171257/whats-a-data-infrastructure.html>. 

https://www.premier.sa.gov.au/news/media-releases/news/delivering-better-patient-services
https://www.premier.sa.gov.au/news/media-releases/news/delivering-better-patient-services
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The University of South Australia (UniSA) provides infrastructure for SA NT DataLink and 

stated:  

The absence of state government-supported high-performance computing capability is a 

major bottleneck for larger-scale, collaborative, data-driven research. (University of South 

Australia, DR34, p.2) 

UniSA also considers that data needs to be part of that infrastructure strategy, not a 

separate user-pays component. 

Despite the recognised importance of data access, data collection, data registries and linked 

datasets, the CEIH considers:  

South Australia does not have an identifiable sustainable research data asset. Filling the 

research-data sharing gap in SA is the valuable and important SA NT DataLink. 

(Correspondence from CEIH, p.4) 

It seems likely that the current infrastructure would inevitably be further tested if the pool of 

private health data becomes available for collection and linkage. Private health providers 

consider their data a commercial asset, and responsibility for the associated costs of storing 

and managing that data in a wider infrastructure is unclear. 

South Australian registries including CADOSA and business units such as CALHN Research 

Services, universities and the SA NT DataLink have advised investment in their own siloed 

infrastructure and governance has resulted in infrastructure gaps and data accessibility 

issues that constrain HMR capability.  

Flinders Medical Research Institute considers the capacity to house and securely store data 

for national and international clinical trials and clinical repositories in South Australia, and 

making this information accessible to other researchers, would strengthen HMR in South 

Australia. The Adelaide BioMed City Expert Taskforce considers the capability of South 

Australian clinical trial data would be increased by establishing and supporting:  

 Study Coordinator Database – providing contact details of study co-ordinators available to 

assist in clinical trials.  

 Clinical Trial Employment Database – listing of available clinical trial positions including 

project managers, project administrators and study co-ordinators.  

 Healthy Volunteer Database – contact details of healthy volunteers available for clinical trials.  

 Clinical Trial Patient Database – contact details of patients available for clinical trials, with 

their particular preference for clinical trial participation. (Adelaide BioMed City Expert 

Taskforce, DR45, p. 7)  

The Office of the Chief Scientist considers developing a broader ‘SA Research and 

Innovation Intelligence Database’ would provide a shared resource to a range of agencies, 

research institutions and health care providers.  

While the Commission considers all these suggestions may be useful to researchers, further 

work to develop an infrastructure strategy and business case is needed. 

The Commission understands DHW is procuring a research management software system 

to manage, report and track research governance activities, grants and post-approval 

processes. The chosen system will provide a standardised, single entry point for research 

applications, manage the approval and administrative process through the HREC and site-

specific assessment stages and provide greater clarity for the individual researcher.  
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The current development of a DHW data analytics plan, one of whose stated aims is to 

identify infrastructure requirements, will inform decisions on infrastructure investment and 

the role of the state government. 

 

Information request 7.4 

The Commission seeks information and views on: 

 What are the key infrastructure gaps or deficiencies which constrain HMR data 

management in South Australia? Why are they important? 

 What action could be taken by the South Australian Government to address these 

gaps and deficiencies? 

 

 

7.6 Conclusion 

The Commission accepts that world-class HMR depends on access to high quality data in 

data collections that are, increasingly, linked. South Australia has some advantages in 

current data repositories and data linkage. That said, the data environment in South 

Australia is fragmented in quality, quantity, availability and ownership and an unhelpfully 

complex regulatory environment limits access to data repositories and promotes risk-averse 

responses from their custodians. 

The absence in South Australia of a whole-of-state approach to health data management, 

evident in other jurisdictions, is a significant gap that may eventually be addressed by 

DHW’s current efforts to develop a health data and analytics plan. That plan may also 

address a range of specific issues including obtaining patient consent for research, data use 

licences, electronic medical record optimisation for research, missing data types for under-

represented population groups, fragmented data silos and so on. 

The Commission also concludes South Australia would benefit from a stable and secure 

data environment conducive to investment in data infrastructure where data custodians are 

confident of data integrity, security and safety.  

South Australia is one of two jurisdictions to lack privacy legislation to regulate the way in 

which public sector agencies collect, store, use and disclose data (including HMR-related 

data).53 In its absence, a number of statutes including the Health Care Act 2008 and the 

Mental Health Act 2009 regulate the collection, storage, use and disclosure of patient health 

information.  

The regulatory framework unnecessarily restricts researchers’ access to identified, or 

potentially identifiable, patient data. This framework adversely affects various forms of HMR, 

including clinical trials, by not providing legal authority for researchers to access patient data 

unless they are part of the team caring for a patient. Other forms of HMR may be affected, 

such as those that require, or would benefit from, access to identifiable patient data in 

situations where it is not feasible to seek consent from patients. 

                                                
53 The Commission understands that the Western Australian Government plans to introduce privacy legislation 

into the WA Parliament at some point this year. If enacted, this would make SA the only jurisdiction without a 
comprehensive privacy protection framework grounded in statute. Privacy protection in South Australia is handled 
administratively.  
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Timely access to data in a fragmented data environment has been a difficult problem. A 

situation now exists where data custodians lack confidence in data protection and fear 

potential legal issues arising from the use of their data. Simplifying and reducing the many 

layers of privacy legislation and differing regulatory environments would simplify and 

streamline the task data custodians have to provide access to data, especially during the 

HREC process.  

Data from private health care providers is currently inaccessible except on a voluntary basis. 

The government has announced legislative changes to overcome this, but no progress has 

been made to date. Access to whole-of-population data remains limited. 

The funding for data linking and data registry management is uncertain in some important 

areas. SA NT DataLink is funded largely by uncertain commitments from joint venture 

partners along with some Commonwealth PHRN funding. Fragmented and short-term 

funding does not allow for long-term surety and development or for secure expert staffing.  

Data registries held in SA NT Datalink, SAHMRI and other SA Health locations also require 

high-level expertise to secure, manage, retrieve and interrogate data. Data analytics 

expertise is relevant to realising the potential of available data types and sources and 

bringing together members of the research community. 

In short, in the Commission’s view, South Australia appears to have opportunities to 

strengthen its position in data by linking HMR and existing data with other capabilities, 

especially AI, machine learning and big data analytics.  

The Commission concludes that an ideal data environment to support HMR includes the 

following features: a stable suite of data registries including private healthcare provider data 

and a quality linking service, all managed in a financially sustainable manner, decluttering of 

the regulatory environment to remove access bottlenecks, and a robust SA Health data and 

analytics plan supported by a whole-of-state-government data strategy to promote a 

coordinated approach to data development and use. The Commission understands that 

some action is underway to improve the state’s data environment and has recommended 

further reforms to improve South Australia’s competitiveness in HMR. 
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8. Translation and commercialisation 

8.1 Introduction 

This chapter considers translation and commercialisation processes in the context of how 

health and medical research (HMR) leads to improved health and economic outcomes. This 

will inform the Commission’s recommendations on South Australian government action to 

increase both the translational impact of HMR and its impact on the state’s economy. 

The Commission is also asked to: 

 identify and assess the opportunities for increased commercialisation of health and 
medical research in South Australia (TOR 4); 

 identify industry needs and current barriers to undertaking health and medical 
research and development (R&D) in South Australia and identify models to facilitate 
industry health and medical R&D in South Australia (TOR 7) including industry 
structure and composition (TOR 2);  

 identify and assess the characteristics of South Australia and its population that may 
give rise to areas of competitive advantage compared to other jurisdictions in health 
and medical R&D and identify methods to maximise these opportunities (TOR 6); and  

 recommend action the government might take to increase the scale and productivity 
of private sector R&D. 

The Australian Government Department of Health defines translation as the process by 

which new medical discoveries become part of the clinical practice of GPs, other specialists 

and hospitals, and enhance human health and well-being at the personal and community 

level. The Robinson Research Institute further noted: 

Research improves outcomes for patients through improvements to clinical practice, 

application of current knowledge from emerging research, access to clinical trials and 

new treatments and interventions, and also through attracting high quality clinician 

researchers to the state. (Robinson Research Institute, DR21, p.3) 

There are several stages through which research ideas ultimately become clinical practice. 

Figure 8.1 shows the McKeon model, which the Commission considers to be a generally 

accepted framework and which has been used in this draft report. HMR is translated into 

economic benefits through commercial activity to develop new and improved products from 

research findings.  

The Commission is interested in the extent to which local research results in translation or 

commercialisation and possible actions by the South Australian Government to increase the 

impact of health and medical R&D activity in South Australia on the state’s economic growth.  

The rate of translation of research into practice and policy in Australia and overseas is 

relatively slow. The University of Adelaide considers: 

the commercialisation of new technologies from the health and medical sector can be a 

long and complicated process … the timeframe to go from ‘bench to bedside’, from the 

initial breakthrough in a research laboratory to a new therapeutic being approved by 

regulators and available to the health care system can take between 10 to 15 years. 

There are also many reports highlighting the average cost of developing and launching 

new therapeutics to exceed an investment of well over US$800M – some reports put 

this cost at over US$1B. (The University of Adelaide, DR29, p.7) 
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Figure 8.1: HMR translation. 

 
Source: S McKeon et al, (2013), p.176.  

The chapter covers translation (Section 8.2), commercialisation (Section 8.3) and 

opportunities and barriers (Section 8.4). Section 8.5 addresses clinical trials followed 

by Section 8.6 on industry research and development. The Commission’s conclusions 

are set out in the final section. 

The Commission notes the subject matter of this chapter is very large and would itself 

justify a separate inquiry. 

8.2 Translation 

This section sets out the key issues raised by inquiry participants on health translation.  

The McKeon Review (2013) classified translation of HMR into public health research, health 

services research, health system innovation and evidence-based policy; and by level of 

focus on impact. This categorisation is shown in Figure 8.2. 

Fiigure 8.2: Types of non-commercial research and translation.  

 
Source: S McKeon et al. (2013) summary report, p.42. 
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Non-commercial translation activity provides individual and population health benefits 

through improvements in healthcare policies and practices. The Commission notes the shift 

in national policy to reorient HMR toward research translation and improving health 

outcomes and impact including the establishment of health translation centres. Health 

Translation South Australia (HTSA) is the state’s only National Health and Medical Research 

Council (NHMRC) accredited and funded advanced health research translation centre. It 

was founded in 2015 to facilitate successful translation by bringing together universities, 

health researchers and health service providers and to ensure that health research can 

positively impact on the health of individuals and the community via changes to healthcare 

policy and practice.  

Translation may also have significant indirect economic benefits, including cost savings and 

avoided costs from reduced hospitalisations. According to the Public Health Association of 

Australia: 

Much of the focus in health and medical research appears to be on clinical trials and 

laboratory-based research, rather than health protection, health promotion, and 

prevention approaches … An increased focus on this, to elevate public health in South 

Australia, as a complement to commercialisation of research outcomes, should be an 

objective of a reformed approach to health and medical research in South Australia. 

(Public Health Association of Australia, DR20, p.2) 

And the HTSA: 

emphasis is being placed on the benefits of research to end users, including patients or 

other service recipients, as well as the traditional bibliometrics of publications and grant 

success. (HTSA, DR17, p.5) 

This trend has been encouraged by the NHMRC attention to assessing the impact of 

research, and by the Medical Research Future Fund (MRFF) which provides 

opportunities for translational research. Several SA organisations focus on translation 

including the Basil Hetzel Institute for Translational Health Research (BHI), the South 

Australian Health and Medical Research Institute (SAHMRI), the Robinson Institute, 

SA Pathology and the Southgate Institute for Health, Society and Equity.  
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Box 8.1: Case study – Translation of research evidence into health and economic benefits. 

 

SAHMRI has noted that their researchers have achieved translational outcomes across a 

range of disease states and health service settings, including cardiovascular health, 

cancer and precision medicine, emergency medicine and aged care. 

Below are examples of projects where SAHMRI has attempted to quantify the true cost 

savings to the health system: 

Chronic myeloid leukaemia (CML) 

 cost savings from pioneering treatment cessation in patients achieving deep 

molecular response of approximately $250 million nationally over 10 years; 

 removal of need for 3 monthly bone marrow tests for 5000 CML patients nationally 

– saving at least $600,000 annually; and 

 avoidance of bone marrow transplants nationally – saving $18 million annually.  

Improving care for newborns in South Australia 

 predicted or estimated future savings of $43,000 annually with reduced preterm 

births resulting in cerebral palsy; 

 lifetime cost saving of $5.57 million per cerebral palsy case; and 

 projected estimated cost savings of $200,000 per year from reducing newborn 

length of stay and $242,000 per year from reduced maternal length of stay through 

better targeting of antibiotics. 

Source: SAHMRI, DR25, p. 45. 

 

Several submissions including Southgate Institute considered public health research has 

been under-funded in Australia relative to medical research. Some participants considered 

that transferring direct state government funding to SAHMRI has led to the loss of public 

health improvement opportunities in South Australia. 

Southgate Institute noted that from 2013 SA Health de-funded public health research units 

and reduced its internal public health research capacity: 

This included defunding of the South Australian Community Health Research Unit 

(SACHRU), which was previously co-located with the Southgate Institute and Discipline 

of Public Health at Flinders University. This funding was also provided to SAHMRI on 

its establishment. (Flinders University, Southgate Institute, DR16, p.4) 

Inquiry participants stated that, by comparison, several state governments, including NSW, 

WA, Victoria and Queensland, fund programs that promote HMR translation (see Appendix 

1). 

The Commission notes the extent to which local HMR is translated into improved policies 

and practices for healthcare delivery in SA’s health system is difficult to establish, particularly 

given the potentially long and variable lags between medical research and outcomes and the 

lack of available data on a health system-wide basis.  
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8.3 Commercialisation 

All three public universities have established commercialisation entities. Adelaide Enterprise 

is the University of Adelaide’s commercialisation arm and forms part of the university’s 

Innovation and Commercial Partnerships (ICP) branch. The university also has a 

commercialisation accelerator scheme, which is wholly internally funded and administered 

by ICP. It provides a competitive funding stream for researchers designed to support 

innovations at all stages of the translation process, including to the point at which they can 

be successfully commercialised. 

At Flinders University, responsibility for identifying intellectual property that possesses 

commercialisation potential is diffused among several groups and individuals, including 

Flinders commercialisation, the Flinders-based Medical Device Partnering Program (MDPP) 

and the New Ventures Institute (NVI). The MDPP, which is partly supported by the South 

Australian Government, supports collaboration between researchers, industry, end users 

and government to develop new or adapted medical technologies. The NVI is based at the 

Tonsley Innovation District and is intended to provide people with training, mentoring and 

connections.  

Box 8.2: Case study – The Medical Device Partnering Program 

 

The MDPP was founded in 2008 by Flinders University as an ideas incubator focused on 

the early stage development of medical device technologies, ensuring that cutting-edge 

concepts aren’t left languishing in the minds of their inventors.  

It is being expanded nationally, with help from the Australian Government’s Industry 

Growth Centres Initiative, to support entrepreneurs in bringing medical technologies to 

market. 

Through leveraging collaborative networks of researchers, entrepreneurs, industry experts 

and end users, the program takes these concepts and provides up to 250 hours of 

professional expertise to rapidly establish proof of concept, prototypes, commercial 

planning or clinical evaluation.  

LaunchVic has committed $2 million to establishing the program in Victoria, and the South 

Australian Government has announced a further $1.5 million over five years for the 

program. Together, this support allows the MDPP to screen over 150 enquiries for new 

medical technologies and undertake 30 projects per year.  

Source: Industry.gov.au/IndustryGrowthCentres  

 

The University of South Australia (UniSA) has established UniSA Ventures, a technology 

commercialisation and investment management company as a wholly owned subsidiary of 

UniSA.  

AusHealth, is a wholly owned subsidiary that operates under an exclusive contract with 

Central Adelaide Local Health Network (CALHN). It is responsible for commercialising 

research sourced from CALHN. AusHealth (originally called Medvet Science Pty Ltd) was 

established in 1985 by the South Australian Government as part of the Institute of Medical 
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and Veterinary Science (IMVS) Act to generate funds to develop intellectual property in the 

Royal Adelaide Hospital and IMVS.1  

Northern Adelaide Local Health Network (NALHN) has recently contracted a private 

intellectual property and commercialisation company to assist the local health network (LHN) 

with all intellectual property development. The Southern Adelaide Local Health Network 

(SALHN) has its own commercialisation agreement with Flinders University. The 

Commission understands that the university manages intellectual property (IP) generated by 

SALHN employees. SAHMRI has its own commercialisation division – Bright Arena. Since 

2017, SAHMRI has partnered with Bright Arena to support commercialisation activities within 

the institute.  

The South Australian Government does not have a program or initiative specifically for HMR, 

although the sector falls within the broad remit of the government’s general 

commercialisation initiatives (discussed later in the chapter).  

This contrasts with the approaches taken in other mainland states. In NSW, The Medical 

Devices Fund was established in 2013. The fund has been awarded approximately $55 

million for commercialisation activities to date.2 In addition, the Medical Devices 

Commercialisation Training program was initiated through the NSW Office for Health and 

Medical Research in 2014 to provide learning opportunities for up to 200 NSW-based 

researchers a year over a four-year period.3 

In Victoria, the Victorian Medical Research Acceleration Fund is intended to build research 

capacity for long-term projects. The Victorian Government currently provides $3 million per 

annum to support and enhance early stage research, including discovery research, clinical 

research and health practice.4  

As part of the Bio-venture fund, the Queensland Government committed $25 million, 

beginning in 2010, to support the development and commercialisation of HMR. The Western 

Australian Government Future Health Research and Innovation Fund was established in 

2017 and includes two funding streams: research and innovation and commercialisation.5 

The government has committed an additional $52 million between 2020–21 and 2022–23. 

The Commission is not aware of any evaluation of the performance of these funds. 

8.4 Opportunities and barriers 

8.4.1 Translation 

As noted in Chapter 4 the NHMRC has increased the weighting given to the impact of 

research in assessing grant applications. The commencement of the MRFF, which prioritises 

research translation and improving health outcomes, has given further impetus to focusing 

on translation of activity in South Australia. UniSA notes: 

                                                
1 In 2018 Medvet Science Pty Ltd became AusHealth Corporate Pty Ltd which operates three business divisions: 
AusHealth Work: provider of drug & alcohol testing in Australia and other services for worker wellness; AusHealth 
Hospitals: manages patient payment solutions, improving the performance of hospital billing; and AusHealth 
Research: intellectual property development focused on health in hospitals in South Australia. AusHealth 
operates two business divisions that fund intellectual property development. 
2 For further details, see <https://www.medicalresearch.nsw.gov.au/medical-devices-fund/>.  
3 For further details, see <https://www.medicalresearch.nsw.gov.au/commercialisation-training/>.  
4 For further details, see <https://www2.health.vic.gov.au/about/clinical-trials-and-research/victorian-medical-
research-acceleration-fund>.  
5 For further details, see <https://ww2.health.wa.gov.au/Articles/N_R/Research-Translation-Projects>.  

https://www.medicalresearch.nsw.gov.au/medical-devices-fund/
https://www.medicalresearch.nsw.gov.au/commercialisation-training/
https://www2.health.vic.gov.au/about/clinical-trials-and-research/victorian-medical-research-acceleration-fund
https://www2.health.vic.gov.au/about/clinical-trials-and-research/victorian-medical-research-acceleration-fund
https://ww2.health.wa.gov.au/Articles/N_R/Research-Translation-Projects
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The MRFF, in particular, provides an outstanding opportunity for key players to build upon 

other major successes, such as clinical trials, to embark on an ambitious strategy for 

translational research (University of South Australia, DR34, p.2) 

Clinical research undertaken jointly between hospitals and universities plays a critical role in 

translation. The University of Adelaide Faculty of Health and Medical Science argued: 

Research translation works best when it is pragmatically hard wired into operational 

practice, because the distance from generating research evidence to practice is 

shorter. Clinicians have a key role to play. Much accumulated evidence suggests 

effective translation is unlikely to be achieved by ‘translators’ external to the core 

business. Lead clinician researchers used to play these roles in the health system by 

creating evidence, synthesizing best practice and working within the system for 

research translation into practice. That harmonization of research, practice and 

translation is not optimal in SA, but there is plenty of guidance and exemplars of how to 

achieve this by building genuine research partnerships across academia and the health 

system. (University of Adelaide Faculty of Health and Medical Science, DR28, p.6) 

And the University of Adelaide considered: 

The next element to support greater success in this endeavour is closer links between 

fundamental research at universities and clinical needs in hospitals (as detailed under Term of 

Reference 2) … within the wider Health and Medical Precinct, there continues to be a 

disconnect where these activities are not linked as effectively as they could be to leverage the 

expertise and capability of each individual group to drive outcomes in clinical translation and 

have significant impact on patients and our community. (University of Adelaide, DR29, p.8) 

Anecdotal evidence from stakeholders and reviewed literature identified challenges in 

research translation, including: 

 lack of clear structures and processes for change management as part of the 
implementation of new evidence; 

 lack of people with implementation science skills; 

 lack of clear guidance and frameworks for improving or changing practice; and 

 the need to strengthen the research culture and the ability to use evidence as 
important components of clinical practice and teaching/training. 

The Commission also heard of some successes in translating medical research into public 

health policy in South Australia. Stakeholders provided examples of historical clinical 

innovations that have improved clinical care and health services.  

That said, chapter 4 established there is no clear consensus on the methodology for 

quantifying the health or economic benefits of translation and little rigorous assessment of 

translation in practice on a system-wide basis. The Commission considers much greater 

attention to evaluation, including quantification, of impact is required. 

 

 

 

 

 



 
 Inquiry into Health and Medical Research in South Australia 

 

Inquiry into Health and Medical Research in South Australia Draft Report 
 

Page | 202  
 

  
 

Box 8.3: Case study – Aboriginal health. 

 

8.4.2 Commercialisation 

Commercialisation is the primary means through which medical products reach the market, 

improve health outcomes and generate economic gains for the organisations involved and 

the broader economy as well as generating interest in further research.6 

Health and medical industries have been identified by government as a strategic sector for 

South Australia.7  

The Commission’s perspective on commercialisation is heavily influenced by the 

international evidence and the personal experience of Commissioners. The Commission 

considers: 

 Building an internationally competitive health and medical sector in South Australia 

depends on a flow of deals and opportunities coming from world-class local HMR.  

 Size matters for commercialisation and deal flow. International benchmarks that 

relate research spending to relevant commercialisation outputs, such as licensing 

agreements, invention disclosures, patents and start-up company activity, mean in 

the Commission’s view the most plausible scenario is that South Australia’s current 

HMR activity could provide a small number of commercialisation opportunities.  

 The Australian Government Department of Industry undertook international 

benchmarking of commercialisation metrics from 2004 to 2014.8 The historical 

Australian performance suggests that for every US$100 million of R&D expenditure it 

should be possible for South Australia to generate 10–11 licenses and 0.2–1.0 start-

up companies. In 2016 South Australian expenditure on HMR was A$240.3 million9 

or US $173.7 million. The state could therefore expect of the order of 17 licence 

agreements to be executed and 1–2 start-up companies to be established each year. 

                                                
6 T Caulfield and U Ogbogu, ‘The Commercialisation of University-Based Research: Balancing Risks and 
Benefits’ (2015) 16 BMC Medical Ethics 70, doi:10.1186/s12910-015-0064-2. 
7 Growth State: Our Plan for Prosperity. Health and Medical Industries Discussion paper, 3 
<https://dti.sa.gov.au/investment/opportunities-for-industry/health-medical-industries>, 
8 <https://www.industry.gov.au/sites/default/files/2019-02/2014-nsrc-table-3-2004-2014.pdf>.  
9 <https://www.abs.gov.au/ausstats/abs@.nsf/mf/8111.0>.  

 
The Aboriginal Health Equity group (AHE) at SAHMRI, led by Professor Alex Brown, 
conducts research relevant to the health and well-being of Aboriginal people in South 
Australia and Australia, with a focus on reducing inequity in health and well-being. 

AHE is recognised for its expertise across a wide range of public and population health 
research and translation capabilities. It is the largest group of Aboriginal researchers in 
Australia.  

SAHMRI has been successful in winning NHMRC funding for Aboriginal and Torres Strait 
Islander health research over the past seven years. As a lead or partner, SAHMRI has 
received 90 per cent of all NHMRC funding to South Australia for Aboriginal and Torres 
Strait Islander health research. 

Source: SAHMRI, DR25, p. 28. 

https://dti.sa.gov.au/investment/opportunities-for-industry/health-medical-industries
https://www.industry.gov.au/sites/default/files/2019-02/2014-nsrc-table-3-2004-2014.pdf
https://www.abs.gov.au/ausstats/abs@.nsf/mf/8111.0
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 Research undertaken in the LHNs currently represents a fraction of the state’s total 

HMR, which calls into question the cost effectiveness of separate commercialisation 

units.  

 Building that HMR capability depends on strategic investments in people – especially 

world-class leaders of clinical research – rather than new buildings; and possibly 

applying other areas of excellence such as artificial intelligence and machine learning 

to HMR. 

 Addressing other gaps and inefficiencies identified by inquiry participants will help at 

the margin, including cutting red tape and duplication. 

Against that background, the Commission notes inquiry participants provided many views on 
the barriers to commercialisation, supported by mainly anecdotal evidence about the 
adverse impact of: 

 fragmentation and a lack of coordination between the state’s research 

commercialisation organisations; 

 shortage of skilled commercialisation ‘translators’ and links to clinical collaborations 

to mentor researchers in commercialisation strategies; 

 difficulties in accessing venture capital; 

 obstructive intellectual property controls;  

 lack of industry scale in the sector; 

 ethics approvals processes;10 and  

 access to data and analytical capability. 

The remainder of this section considers the level of commercialisation activity, collaboration, 

access to finance, intellectual property and commercialisation skills. The approvals processes 

and access to data are addressed in chapters 5 and 7 respectively. 

Commercialisation Activity in South Australia 

The traditional method of assessing commercialisation activity is to consider the research 

outputs and income metrics such as licences, start-ups, consultancies, contracts and 

collaborations, which can indicate the translation success of an institution and sector.11 

Figure 8.3 compares the number of consultancies, contracts and collaborations per year for 

Flinders University, the University of Adelaide and UniSA, based on the National Survey of 

Research and Commercialisation.12 

                                                
10 The Commission notes that this is being addressed through the government response to the Birch review. 
11 Definitions and metrics for research commercialisation are available through the National Survey of Research 
Commercialisation, which is conducted by the Department of Industry, Science, Energy and Resources. For more 
information, see <https://www.industry.gov.au/data-and-publications/national-survey-of-research-
commercialisation>.  
12 Ibid. 

https://www.industry.gov.au/data-and-publications/national-survey-of-research-commercialisation
https://www.industry.gov.au/data-and-publications/national-survey-of-research-commercialisation
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Figure 8.3: Number of consultancies, contracts and collaborations by South Australian 

universities, 2002–16.

 

Source:<https://public.tableau.com/views/NSRC_Tableau_Visualisation_2018/NSRC?:embed=y&:toolbar=no&:di

splay_count=no&:showVizHome=no>.  

Notes: Consultancies, contracts and collaborations executed in the reporting year may include work with partners 

in grant-funded research such as competitive research grant projects. As data are based on a survey 

methodology, trends may be impacted by individual institutions non-reporting in certain years. 

The Commission also examined available patent data as a proxy both for R&D innovation 

output and the extent businesses turn investment in R&D into new technologies, improved 

processes or new products launched.13  

At an institutional level, based on the information provided by the universities, around 50 out 

of 74 active patents in the UniSA Ventures’ portfolio are in HMR. UniSA Ventures also has a 

history of commercialisation through license options and assignments (LOAs). Over the past 

five years, UniSA Ventures has concluded almost 40 LOAs in HMR-related areas. 

The University of Adelaide has established 43 active HMR technology licenses to 

commercial partners since 2007. Of these, 25 have been entered into in the last five years. 

During this time, the university has considered 59 HMR technologies with 23 progressing to 

patent. Over the last three years, Flinders University has filed 11 patents in addition to 

spinouts and exploiting licensing opportunities for Flinders HMR.14  

The Commission notes that this historical rate of activity is consistent with the annualised 

rates of licensing agreements predicted on the basis of the size of HMR activity and the 

international benchmarks. 

                                                
13 A patent is a right that is granted for any device, substance, method or process that is new, inventive and 

useful. For more information, see <https://www.ipaustralia.gov.au/ip-reprot-2020/patents>.  
14 Information received from the University of Adelaide, University of South Australia and Flinders University. 

https://public.tableau.com/views/NSRC_Tableau_Visualisation_2018/NSRC?:embed=y&:toolbar=no&:display_count=no&:showVizHome=no
https://public.tableau.com/views/NSRC_Tableau_Visualisation_2018/NSRC?:embed=y&:toolbar=no&:display_count=no&:showVizHome=no
https://www.ipaustralia.gov.au/ip-reprot-2020/patents
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Table 8.1 presents the top applicants for HMR standard patents in South Australia, excluding 

universities. Since 2000, HMR patent applicants make up almost 15 per cent of the total in 

South Australia. 

Table 8.1: Top ten applicants for HMR organisational patents in South Australia, 2000–19. 

Name Organisational Count * Main Industry Output 

Bionomics Limited 156 Industry (Bio – pharma) 

Medvet Science 101 Medical Science 

Women’s & Children’s Hospital  49 Hospital  

Soniclean 29 Industry (Cleaning) 

Ellex Medical 28 Industry (Ophthalmic Lasers) 

Bresagen Limited 25 Industry (Stem Cells) 

CALHN 22 LHN 

SAHMRI 18 MRI 

Micro – X Limited 13 Industry (X-ray) 

Flinders Medical Centre 9 Hospital 

Source: OSAPC based on data provided by IP Australia.  

*Note: Approximate numbers only. 

Patents are an imperfect measure of commercialisation activity. They can block innovation, 

waste resources and are often not a viable source of protection due to the short life of a 

medical device product (usually two–three years).15 Moreover, medical device companies 

often use alternative methods of protection such as confidentiality agreements, and trade 

secrets. Many patent applications are filed prematurely which wastes time and resources. In 

addition, as noted by McKeon et al., premature award of patents creates a monopoly, which 

can slow the rate of innovation. Over-patenting can be a perverse driver, hindering 

commercialisation, especially where it involves too many parties.16 

The Commission notes that data limitations prevent a full assessment of HMR 

commercialisation activity at both the sectoral and institutional level. This problem is not 

unique to South Australia. 

Collaboration 

Stakeholders identified several barriers to collaboration on commercialisation activity. 

Flinders University College of Medicine and Public Health stated: 

There are significant barriers to the commercialisation of research that has been conducted 

by academic status holders who are employed by SA Health and conduct research. Currently, 

there is limited to no coordination between SA Health and universities to facilitate 

commercialisation to benefit South Australia. (Flinders University, DR14, p.11) 

The Hospital Research Foundation argued that commercialisation is an area where South 

Australia can realise high level outcomes via collaboration17, as shown in their view by the 

recent cooperation of health facilities and research offices across the state during the 

pandemic: 

the COVID-19 pandemic has spotlighted the crucial need for international scientific 

collaboration in both the public and private sectors to develop diagnostics, vaccines 

and treatments in order to tackle health emergencies. This requires open exchange of, 

                                                
15 McKeon et al. 226. 
16 Ibid 228. 
17 THRF, DR15,19. 
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and rapid access to, samples and information. (Correspondence from Office of the 

Chief Scientist, Department of Industry and Skills) 

This view of collaboration was reinforced by Dr Leanna Read, former SA Chief Scientist:  

the collaborative approach provided the opportunities for researchers to apply their 

skills to entirely new fields in which they had no prior experience. For example, some of 

the CRC’s surface chemistry experts had never worked with living cells. By bringing 

these scientists together with cell biologists, they were able to achieve applications and 

outcomes of their research that would never be possible in the absence of such 

collaborations. (Dr Leanna Read, DR12, p.4) 

The Commission heard that focusing on a limited range of research areas is more effective 

than trying to compete across a wider spectrum of research. The Robinson Research 

Institute was identified as an example of the value of focus, in their case in reproductive 

medicine and science. 

Several submission including from Adelaide BioMed City, Health Translation SA, and the 

University of Adelaide identified the importance of organisation culture.18  

There is an opportunity to enable and boost clinician-led research in South Australia by 

promoting a culture where research is valued in the health system. (AAMRI, DR5, p.14) 

Several submissions noted that South Australia has a comparatively small and diverse 

population, which can be advantageous in facilitating coordination and collaboration activity 

between institutions.19  

The Commission also heard:  

SA is a smaller state with hospitals and universities within a short distance of each 

other with a relatively stable population seemingly ideal for studies to assist our 

community. The main barriers are territorial, administrative and financial. These are 

possible to address but has not materialised to-date. (Correspondence from University 

of Adelaide Clinical Academics) 

Submissions also identified the potential opportunities of applying the state’s strengths in 

other disciplines to HMR. For example, some stakeholders suggested making the University 

of Adelaide’s Australian Institute for Machine Learning (AIML) facility available for 

researchers across the state, not just those in the university.  

Collaboration to share resources was also seen as a means of improving engagement 

between researchers and industry. Several stakeholders considered greater collaboration 

between the commercialisation arms of the three universities would be beneficial: 

An effective cooperation between the university commercialisation arms would be particularly 

attractive to potential investors and commercial partners. It is highly inefficient for an investor 

or company to have to deal separately with three universities in a city the size of Adelaide. 

Also, a close working relationship between the universities offers the potential to ‘mix and 

match’ technologies, resulting in a more competitive commercial opportunity. (Dr Leanna 

Read, DR12, p.5) 

Dr Leanna Read considered an incentive for universities to share resources to optimise 

commercial outcomes would appeal to investors and commercial partners.  

                                                
18 Adelaide BioMed City, DR1, 20, Health Translation SA, DR17, 13 and the University of Adelaide DR27, 3. 
19  For example, Flinders University, DR14 and the University of Adelaide Faculty of Health and Medical 

Sciences, DR28. 
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This would not necessitate a formal merger of their commercialisation arms, which is 

unlikely to appeal to the universities. Rather it should provide the opportunity and 

incentive to share resources to optimise commercial outcomes. Given the scarcity of 

quality commercialisation and investment managers for early stage HMR, some form of 

formal collaboration would seem an essential strategy. (Dr Leanna Read, DR12, p.6) 

The Commission notes the Victorian BioCurate model uniting two universities and the 

Victorian Government specifically aims to address the barriers that limit the translation and 

commercialisation of early stage research. 

Although there are examples of successful research collaboration the Commission has 

heard that discrete silos and competitive practices remain. Differing institutional and 

research priorities can constrain collaboration.  

Access to venture capital 

HMR commercialisation requires funding at three key stages: preclinical, early clinical and 

late clinical. The Commission has heard that it is at the first two stages that shortfalls in 

funding, or inappropriately targeted funding, are frequently experienced. As acknowledged in 

the McKeon review, targeted support at these points is important.20  

The Commission also notes the current size of HMR in South Australia means, on 

international benchmarks, the state could expect of the order of 15–20 licence agreements 

and 1–2 start-up companies to be established each year. This is a small deal flow.  

Against that background, participants provided a range of views. SAHMRI considered: 

Early stage commercialisation is impacted upon by lack of funding for preclinical and 

early clinical work, as well as data collection. This must be addressed in order to 

ensure future success of commercial and economic impact. We must ensure that 

researchers receive funding to support these activities that are often considered too 

early for support from venture capital companies, but too late for academic funding from 

bodies such as the NHMRC and ARC. (SAHMRI, DR25, p. 53) 

Venture capital has historically been seen as limited in Australia. That said, Australian 

venture capital has grown from $124 million in funds in 2014 to $568 million in 2016.21 
Government-supported funds exist at national and state levels. 

The Medical Research Commercialisation Fund (MRCF)22 is the largest life science 

investment fund in Australia and New Zealand. The MRCF is a $250 million investment fund 

intended for the initial stage of research and works closely with its member institutes to 

identify opportunities with strong commercialisation potential.23 It is a collaboration between 

major Australian superannuation funds, the Australian and New Zealand governments, 

Australian state governments and over 50 leading medical research institutes and research 

hospitals. 

There are two major South Australian Government commercialisation funding initiatives 

available across all fields of research, including HMR. The $28 million Research, 

Commercialisation and Start-up Fund, launched in February 2019, supports researchers, 

entrepreneurs and businesses to accelerate commercialisation. The $50 million State 

                                                
20 McKeon et al. 144. 
21 Australian Private Equity & Venture Capital Association, The Venture Capital Effect: A Report on the Industry’s 
Impact on the Australian Economy (2017) 12 <https://www.avcal.com.au>.  
22 For further details, see <https://www.mrcf.com.au/>.  
23 For the entire member list, see <https://www.mrcf.com.au/who-we-are/members/>.  

https://www.avcal.com.au/documents/item/1428
https://www.mrcf.com.au/
https://www.mrcf.com.au/who-we-are/members/
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government South Australian Venture Capital Fund (SAVCF) is intended to help build early-

stage companies to accelerate their growth to a national and global scale.  

The University of Adelaide observed: 

It is a credit to the SA Government that these funds are made available. Unfortunately, 

it is a relatively small sum of money that is promoted to support technology 

opportunities from across all sectors and not just the health and medical sector, further 

‘diluting’ the scale of funds available … Access to such funding would see more new 

research breakthroughs, developed locally, reach the point of further investment by 

companies and/or investors to commercialise these outcomes and deliver new products 

to market. (University of Adelaide, Research Facility, DR29, p.8) 

The SAVCF is structured as a co-investment fund that requires each initial investment into 

an eligible company to be matched with at least 50 per cent investment from other venture 

capital funds. The SAVCF supports HMR businesses or institutions if they can demonstrate 

the successful completion of stage 1 clinical trials or the equivalent stage for medical 

devices. 

Unfortunately, and particularly, in the current economic environment, this may prove a 

significant financial barrier for South Australian universities or Medical Research 

Institutes. While there may be an established Proof of Concept there may not be 

available internal funds to provide matching funding. (Flinders University, DR14, p.11) 

Since its establishment in 2017, the SAVCF has met with 472 applicants, with only four 
becoming successful. The low number, in SAVCF’s opinion, reflected the BlueSky business 
model – the nature of the mandate is to generate income for the government and prove the 
business is on a path to commercial returns. That requires businesses to have an 
appropriate exit strategy. This mandate has since been reviewed. Of 46 opportunities 
assessed in 2020 to date (as at 13 May 2020) five have come from (or been developed in) a 
university, with all five being in health care or medical devices.  

The Commission also heard from several stakeholders including SAHMRI about the ‘valley 
of death’ stage in the commercialisation process – taking a discovery from a possibility to a 
proof of concept that offers commercial possibilities. The absence of funding for this high-risk 
stage was argued to be currently the most serious funding impediment to a higher rate of 
potential deals for consideration by venture capitalists. This view, rather than shortcomings 
in venture capital, is consistent with Commissioners’ experience and argues that the current 
most critical gap is in ‘proof of concept’ funding to work up an investible proposition. 

 

 

 

 
Information request 8.1 

The Commission seeks information about successful approaches to addressing proof of 
concept funding necessary for development of an investible commercialisation proposal, 
including the roles of research institutions among others. 

  
What policy settings have addressed this funding gap? What is the evidence of their 
effectiveness? 
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Intellectual property 

Several stakeholders identified diverse approaches to IP Policy in the HMR sector as a 

barrier to commercialisation. Each hospital or research organisation manages its own 

intellectual property. Reaching multiparty agreements on intellectual property ownership and 

management has been difficult, with stakeholders asserting this has led to lost commercial 

opportunities. According to HTSA: 

one of the key barriers to successful research translation is the matter of Intellectual 

Property (IP). Sorting out who will own IP at research contractual stage causes delays 

in contract approval and research commencement. This is a particular issue when 

projects straddle both an LHN and a University. Clarity on IP ownership and education 

on IP for researchers, research office staff and executives approving research contracts 

is essential to overcoming this barrier. (HTSA, DR18, p.18) 

And SAHMRI: 

South Australia has several diverse approaches to the management of intellectual 

property. Each hospital and research organisation manage their own intellectual 

property (IP) and provide advice to their own staff. South Australia should consider 

avoiding duplication of effort and coordinating some of this centrally through the 

creation of a centralised IP network. (SAHMRI, DR25, p.54) 

And Flinders University: 

Due to the differences in organisational drivers, negotiations with LHNs to establish 

intellectual property and commercialisation rights have proved to be difficult and 

protracted. This contrasts with an earlier agreement between Flinders University and 

SALHN that the University would manage IP generated by SALHN employees. 

Unfortunately, this leads to lengthy delays in achieving successful negotiations and loss 

of funding and opportunity for the researchers, universities, LHNs and the South 

Australian economy. (Flinders University, DR14, p.11) 

The state government’s IP policy applies to the activities of all SA public sector agencies and 

entities, including SA Health. It provides for employees involved in the creation and 

commercialisation of IP to receive one third of the net returns.24  

Summary 

The Commission considers the current fragmented and inefficient IP arrangements are 

an impediment to realising South Australia’s commercialisation opportunities and to 

clinical research, especially where universities and their affiliated LHNs have different 

IP policies. This fragmentation is also a longstanding issue that has not been 

addressed effectively.  

Addressing IP policy and practice would also need to address the complication that 

different IP policies and their affiliated LHNs create when intellectual property is 

created by a clinician researcher jointly employed by a LHN and a research institution. 

The Commission notes there are several possible approaches, including, among 

others:  

 establishing a centralised IP network as suggested by SAHMRI; 

                                                
24 An SA Health appendix to the state policy includes a different split of the net returns from commercialisation of 

IP: while the one third share to employees is the same, instead of the balance being held by the institution, it is 
split equally between the institution and the DHW Health and Medical Research Fund. 
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 SA Health, in conjunction with universities and industry, developing guidance 

on intellectual property and commercialisation; 

 addressing intellectual property ownership and treatment in the contractual 

arrangements for clinician researchers who are employed in LHNs (including 

joint appointments); or 

 making specific overarching framework agreements between LHNs and 

individual universities, as noted by Flinders University. 

The Commission is disposed to make a recommendation in this area in its final report. 

It seeks further advice and input on the merits of these options and any superior 

alternatives. 

 

Commercialisation skills 

The limited commercialisation skills and capacity of HMR staff were identified as a barrier to 

commercialisation. Several submissions suggested most universities, medical research 

institutes (MRIs) and hospitals lack internal access to commercialisation expertise and there 

is an inherent risk of failure in the definition stage of commercialisation required to access 

commercial investment. Submissions considered commercialisation requires specific skills 

and seeking commercialisation funding is a time-consuming activity that requires due 

diligence. They are not necessarily skills held by academic researchers. According to 

Flinders University: 

Many HMR researchers, particularly those who are employed in the South Australian 

Health System, have limited capacity to be able to engage in commercialisation 

activities due to their research, teaching and clinical loads. (Flinders University, DR14, 

p.11) 

And the Hospital Research Foundation: 

There is a shortage of experience with successful commercialisation and industry 

partnerships in SA. There are not enough people with successful experience who can 

use their knowledge to maximise the investments being made … Researchers are not 

trained to have a business mindset and further assistance is required in this area in SA. 

(The Hospital Research Foundation, DR26, p.16) 

 
Information request 8.2 

The Commission seeks information and views on an HMR IP framework that better 
enables collaboration and clinical research. What are the relative merits of: 

 a centralised IP network covering the local health networks; 

 SA Health, in conjunction with university and industry, developing guidance on 
intellectual property and commercialisation; 

 addressing intellectual property ownership and treatment in the contractual 
arrangements for clinician researchers who are employed in local health networks; 
and  

 making specific overarching framework agreements between local health networks 
and individual universities, as noted by Flinders University? 

What other options are possible? What are their merits? 
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The current approach to commercialisation by LHNs results in potential for duplication 

and fragmentation of effort and creating complexity and uncertainty for private 

research organisations and industry in their dealings with LHNs. 

Summary 

Consideration of commercialisation potential in South Australia must have regard to the size 

of the HMR activity and reasonable expectations about the rate of conversion of that activity 

into start-up companies and licencing agreements. Any effort to build sustainable local 

health and medical industries must depend on the quality of that research, especially clinical 

research. 

The Commission notes its view stated earlier regarding both a reasonable expectation 

for an annual stream of licensing agreements and start-up companies from all HMR 

and the fraction of SA HMR attributable to the local health networks. The small 

numbers call into question the effectiveness and value of separate commercialisation 

units.  

That said, there are areas where government can simplify the enabling environment to make 

it more conducive to local commercialisation. A more centralised and coordinated approach 

to commercialisation in SA Health could offer efficiency gains and provide greater certainty 

and lower transaction costs for the public and private sector organisations with which they 

deal. 

Two possible approaches to achieve these outcomes are: 

 one organisation, such as AusHealth, be engaged by all LHNs to deliver and 

manage commercialisation activities; and 

 a centralised back office function be established in SA Health to provide 

commercialisation advice, training and other support services to all LHNs. 

The Commission intends to explore these matters further. 

 

8.5 Clinical trials 

Clinical trials (CT) are an essential component of the HMR commercialisation pathway with 

potentially significant economic impact. CT volumes have grown strongly since 2010. 

 
Information request 8.3 

The Commission seeks views and evidence on the merits of a more centralised, 
streamlined and coordinated approach to commercialisation across LHNs, including: 
 

 a single organisation, such as AusHealth, to be responsible for 
commercialisation activity across SA Health; 

 LHNs to have access to a central commercialisation back office support 
function; and 

 a precinct approach in which collaborating institutions can pool resources. 
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Australia has outperformed most competitor nations for industry-sponsored drug and device 

trials.25 

About half of all CTs conducted in South Australia’s LHN’s are industry initiated26 and the 

other half are investigator led.27 Industry-led CTs are also conducted by private clinical 

research organisations (CROs) and CT businesses. CT volumes have experienced strong 

growth since 2010, with Australia outperforming the majority of competitor nations for 

industry sponsored drug and device trials.28 

More than $1 billion is invested in Australian CTs each year by both government and 

industry. A 2017 report, jointly commissioned by the Australian Clinical Trials Alliance and 

the Australian Commission on Safety and Quality in Health Care estimated that $1 invested 

returned more than $5 for investigator-initiated trials conducted within trial networks.29 The 

global CT industry was valued at USD 49.4 billion in 2020 and the study projects a 

compound growth rate of 5.1 per cent between 2020 and 2027.30 According to Marketwatch 

the world market is expected to be dominated by Phase III trials, with Phase I trials expected 

to grow most rapidly.31  

Australia is emerging as a popular location to conduct clinical trials owing to favourable R&D 

tax incentives, the quality and reputation of the medical industry and the relatively rapid 

turnaround time for clinical trial approval in comparison to other countries. 

In their report Clinical Trials in Australia (2017), MTPConnect predict: 

If Australia can maintain its historical growth in trial numbers and improve patient recruitment 

by 25%-50% on average across trials, the value of the sector could increase to approximately 

$2.1-2.5 billion and sector employment could increase to approximately 13,000-16,000 by 

2025.32 

CTs have been identified as a sub-sector within the South Australian Government’s health 

and medical industries strategy.33 Based on data from the Australia-New Zealand Clinical 

Trials Register (ANZCTR), South Australia’s share of CTs conducted in Australia increased 

from 13.1 per cent in 2015 to 15.2 per cent in 2018.34 Whilst data from the ANZCTR are not 

a complete representation of clinical trials in Australia, the trend suggests SA is performing 

above its population share.  

                                                
25 MTPConnect, Clinical Trials in Australia: The Economic Profile and Competitive Advantage of the Sector 
(2017) 37. 
26 Industry-initiated CTs are paid for by an industry organisation that has contracted with a faculty or hospital 
researcher to conduct a clinical trial and focus on development and testing of new drugs and devices. 
27 Investigator-led CTs are usually funded by government grants and these grants are competed for by other 
Australian jurisdictions and focus on optimising use of clinical treatments and processes in the health system 
28 MTPConnect, Clinical Trials, 37. 
29 L M Askie, K E Hunter, S Berber et al, The Clinical Trials Landscape in Australia 2006–2015 (Australian New 
Zealand Clinical Trials Registry, 2017) 2. 
30 Grand View Research, Clinical Trials Market Size, Share & Trends Analysis Report By Phase (Phase I, Phase 
II, Phase III, Phase IV), By Study Design (Interventional, Observational, Expanded Access), By Indication, And 
Segment Forecasts, 2020–2027. Report Summary (2020). 
31 For more information see <https://www.marketwatch.com/press-release/clinical-trials-market-size-report-
forecast-2020-2024-business-revenue-opportunities-future-growth-trends-plans-top-key-players-global-analysis-
by-share-2020-06-01>. 
32 MTPConnect, Clinical Trials ,58. 
33 ‘Growth State: Health and Medical Industries Discussion Paper’ (Government of South Australia, 2019). 
34 Available from <https://www.anzctr.org.au/>. The data available from the register may not capture all the 
clinical trials taking place in the country, as there is no mandatory requirement for registration. 

https://www.anzctr.org.au/
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In order to remain competitive with other states in CT, remaining barriers to the CT industry 

in South Australia need to be removed, including: 

 lack of infrastructure to support clinical trials including: lack of dedicated trials space, 

insufficient electronic medical record capabilities to record patients involved in CTs, 

high cost of drugs for clinical trials and limited administrative collaboration between 

research institutions creating ‘red tape’ delays; 

 lack of streamlined ethics and governance processes (identified in the Birch report 

and dealt with separately); 

 data access issues including: limited access to patient data for clinical trials, lack of 

linked datasets and the lack of complete and reliable data; 

 workforce issues including: lack of job security, limited numbers of skilled clinical trial 

coordinators, lack of recruitment of clinical researchers and principal investigators, 

limited opportunities for career advancement, lack of clinician time allocated to 

research and hospital and university administrative instability with constant change in 

senior executives; 

 low commitment to HMR in LHNs, not recognising the potential for clinical trials for 

the standard of patient care; 

 few multinational pharma companies headquartered in Adelaide and limited 

awareness of SA clinical researchers by industry; and  

 funding issues including: SAVCF not available for phase 1 clinical trials.35 

Various submissions and information received by the Commission, including from SAHMRI, 

outlined several substantial strengths South Australia has to offer in clinical trials:  

 SAHMRI’s clinical research platform;  

 several key and unique registries from which clinical trials can be run;  

 one centralised health system, with ease of patient access;  

 moderately stable, ethnically diverse and ageing population, often with several 

generations available and 90 per cent located in Adelaide (also cited as a 

disadvantage if the specific population group required is not available in SA); 

 lower cost of living and office space costs;  

 new biomedical precinct containing extensive basic laboratory facilities in SAHMRI, 

University of Adelaide and University of SA, CMAX phase I and phase II clinical trial 

facility, access to research students, and PARC – a twelve bed multi-user trial facility 

located in the Royal Adelaide Hospital (RAH) intensive care unit;  

 the future SAHMRI 2, including the first Australian proton therapy unit; and 

 fast regulatory approvals processes compared to other countries. 

 

 

                                                
35 For more information see <https://www.fixe.org.au/sa-venture-capital-fund-savcf>. 

https://www.fixe.org.au/sa-venture-capital-fund-savcf
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8.5.1 Industry-initiated clinical trials 

Industry-led CTs account for approximately half of trials conducted in South Australia’s 

LHN’s. They are fully funded and are conducted by commercial entities such as 

pharmaceutical companies or contract research organisations, typically from overseas 

sources. A local CRO reports approximately 60 per cent of their CT business comes from 

the USA, 30 per cent from the Asia-Pacific region (including Australia) and 1 per cent from 

Europe and other countries.36  

CALHN Research Service data from 2018–19 reports a total of 958 CTs, of which 55 per 

cent are sponsored trials and the remainder are investigator-initiated. Most sponsored trials 

are in the phase III category. Investigational drug trials make up 94 per cent of the industry-

sponsored trials conducted in CALHN.37  

The Adelaide BioMed City (ABMC) Clinical Trials Expert Taskforce report a strong overseas 

interest in South Australia as a location for CTs. Their view is there is a potential flow of CT 

business available to South Australia. ABMC consider a lack of centralised professional 

expertise resulted in a significant number of fully funded trials being lost from South Australia 

to interstate facilities.38  

PARC Clinical Research, a multi-user dedicated CT inpatient facility at the RAH, has 

attracted CTs across a broad range of medical specialties. PARC states it is currently 

operating at close to capacity and plans to allow substantial expansion are under 

consideration.  

Flinders University is investing $4 million over five years to establish the health data and 

informatics platform and clinical trials infrastructure to support large-scale trials across 

Flinders and South Australia with a focus on improved health service delivery and outcomes 

for the consumer.39  

The Commission heard from industry stakeholders that currently there are funded industry-

led clinical trial opportunities being conducted interstate that might be available to South 

Australia if the right infrastructure was in place. 

Other identified barriers in workforce limitations, patient access (especially slow human 

research ethics committee [HREC] and site-specific assessment [SSA] approval processes), 

data accessibility and data management have been addressed in other chapters of this draft 

report.  

Industry stakeholders consider that to grow CT activity more local complementary support 

industry capability is needed.  

8.5.2 Investigator-led clinical trials 

Investigator-led CTs are usually funded by competitive government grants, commercial 

institutions, consumer groups and public institutions.  

 

 

                                                
36 Discussion notes from interview with Avance Clinical. 
37 Information received from CALHN Research Services. 
38 Information received from ABMC Clinical Trials Expert Taskforce. 
39 Flinders University, DR14,12–13 
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Figure 8.4: Clincial trial network distribution.

 

Source: NHMRC, Report on the Activities & Achievements of Clinical Trials Networks in Australia (2015). 

A total of 37 Australian CT networks were identified in the 2015 report by the Australian 

Clinical Trials Alliance on behalf of NHMRC (see Figure 8.4). These networks span a wide 

range of clinical disciplines and disease groups and incorporate upwards of 10,000 clinical 

researchers across the country.40 The number of active CT networks in SA was 34 in 2015, 

suggesting that South Australia has an active research population participating in, but not 

necessarily leading, research through CTs. No CT networks are administered from South 

Australian universities or research institutes. Most clinical research network members are in 

the eastern states.  

8.5.3 Opportunities for growth in clinical trial activity 

Several inquiry participants considered that increasing patient availability would facilitate 

more and varied clinical trials and that patient recruitment could be improved by:  

 routinely inviting hospital patients to participate in research, overcoming issues of 

consent; 

 adding the clinical trials component to the SA Health Sunrise electronic medical 

record so that patient clinical trial activity and availability can be recorded and 

extracted readily; 

 ensuring patient record availability to all researchers; 

 attracting consumers through a media campaign to self-register on a clinical trial 

database. Models for this process exist interstate; and 

 making patients more accessible by improving the approval speed of the HREC and 

SSA processes.  

The Commission concludes that CT activity is an important element of translation and 

commercialisation of HMR, with consequential positive effects on economic and public 

                                                
40 NHMRC, Report on the Activities & Achievements of Clinical Trials Networks in Australia 2004–2014 (2015). 
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health outcomes. South Australia’s appears to be competitive in this area, with the prospect 

of future growth given the assets identified by stakeholders. 

That said, workforce instability, limited CT space, data access issues and slow approval 

processes are impediments to growing commercial clinical trials. These matters are 

addressed in other chapters of this draft report. 

8.6 HMR industries 

This section considers the role of the medical technology (medtech) and pharmaceuticals 

(pharma) industries in commercialisation. 

8.6.1 Medtech 

The United States has the largest medical technology market in the world. Based on 

combined revenue of the top 40 medical device companies, the USA accounts for nearly 66 

per cent of revenue, followed by Germany at 14 per cent, then Japan with 7 per cent.41 In 

comparison Australia has approximately 500 medtech companies, few of which are ASX-

listed.  

Table 8.2 shows the industry sub-sectors into which the ASX-listed medical technology 

companies are located. 

When considering all listed and private Australian medical technology companies, the main 

sub-sectors are: in vitro diagnostics technology, digital health, biomaterials, implantable, 

respiratory, orthopaedics, surgical, cardiovascular, wound care and medical imaging.42  

Table 8.2: ASX-listed medical technology companies. 

 
Source: MTPConnect (2019)43 

Medtech is an industry that lends itself to clusters. Internationally recognised clusters are 

noted in the USA in California, Massachusetts and Minnesota as well as Israel, Ireland and 

Singapore. Talent is identified as the single most important factor that can contribute to the 

success of a medtech cluster. Most medtech companies are small- to medium-sized 

businesses focused on high-quality output rather than cost reduction and a key factor in the 

underlying success of the industry is the availability of research institutions nearby. In 2016, 

the California San Francisco cluster was home to 1,377 life science and biotech companies 

with 140,000 employees and averaging 30 new companies each year.44 

                                                
41 Australian Trade and Investment Commission, Medical Technology and Life Sciences, US Clusters (2016) 4. 
42 MTPConnect, How Global MedTech & Pharma Corporates Engage with Australia (2019) 11. 
43 MTPConnect, How Global MedTech & Pharma, 11. 
44 Australian Trade and Investment Commission, 7. 
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One exit strategy for many small- to medium-sized companies is to be acquired by a large 

multinational corporation. That said, the Australia Trade and Investment Commission 

considers: 

In the current environment more than three-quarters of medical device acquisitions 

occur after regulatory approval. Multinationals are prepared to pay considerably more 

for a technology once it has been proven in the market and de-risked as much as 

possible.45  

8.6.2 Pharma 

The Australian prescription and ‘over the counter’ pharmaceutical market was estimated at 

US$22.9 billion in 2016. Table 8.3 presents 24 ASX-listed pharmaceutical companies, 

roughly divided into the listed sectors. 

The dominant focus on oncology is linked with the strong oncology capability at Australia’s 

leading universities and research institutes. Other recognised areas of Australian 

pharmaceutical and biotechnology strength include pain, drug delivery technologies, and 

inflammation. 

Table 8.3: ASX-listed pharmaceutical companies. 

 
Source: MTPConnect (2019)46 

ASX-listed Australian companies, except CSL, are very small in international terms and by 

necessity have a narrower focus. For Australian listed companies, oncology is the 

predominant therapeutic area followed by neurology. There are comparatively fewer 

Australian biopharma companies in those areas that are in high demand from multinational 

pharmaceutical companies, including metabolism, gastrointestinal and diabetes. 

Several inquiry participants considered the small size of the biomedical, pharmaceuticals 

and medical devices industry in South Australia limits opportunities for commercialisation 

partnerships with existing businesses. South Australia’s share of national pharmaceutical 

exports has declined, accounting in 2018–19 for 1.4 per cent of the Australian total. The 

pharmaceutical industry in Australia is dominated by New South Wales and Victoria. South 

Australia’s share of Australian total medical device exports has remained static at 3.9 per 

                                                
45 Ibid 16. 
46 MTPConnect, How Global MedTech & Pharma, 28. 
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cent. The medical device industry in Australia is also dominated by New South Wales, which 

accounted for 62.7 per cent of national medical device exports in 2018–19. 

Despite this small industry base, South Australia has performed well on one measure of 

commercialisation. Accelerating Commercialisation47 (AC) has granted approximately 

$300 m to SA over the last nine years, around 16 per cent of the funding in Australia. 

Approximately one third of that funding has been for HMR with successful applications 

coming from entrepreneurs, engineers and IT specialists, but not the university sector. 

Overall, the Commission considers the small size of Australia’s medical technology and 

pharma is a constraint on the South Australian health and medical sector. 

8.6.3 Industry barriers and opportunities 

The literature reviewed by the Commission identifies several barriers preventing overseas 

medical technology companies from considering Australia as an external innovation hub. 

They include: 

 the health system in Australia is spread between federal and state responsibilities 

and further split between public and private. This leads to complicated integration 

pathways including a competitive ecosystem between universities, MRIs, start-up 

companies, businesses, investors and governments;  

 there is low investment by multinationals. The presence of multinational corporations 

with a well-established market can support research innovation through to 

commercialisation via strong networking, investment and productivity;  

 regulatory frameworks and policy approaches are dated;48 

 there is a perception of limited opportunities in Australia (partly stemming from a lack 

of familiarity with Australia);  

 geographical isolation requires considerably higher cost and time commitment than 

other regions. The time zone also makes it difficult to seek out innovation and 

engage with innovators; and 

 perceptions that innovators in Australia have low commercial acumen can make 

opportunities less ‘investment ready’ and commercial negotiations and due diligence 

difficult.49 

Some specific Australian hurdles identified by industry include:  

 the Therapeutic Goods Administration (TGA) process to audit applications for 

companies intending to manufacture medical devices in order to gain ISO 13485 

compliance is arduous with a lead time of approximately nine months. This is not well 

suited to cutting-edge innovation. Whilst the TGA has acknowledged their framework 

hinders innovation, changes are yet to be seen. In contrast, a product manufactured 

                                                
47 Accelerating Commercialisation (AC) is part of the Department of Industry, Innovation and Science’s 
Entrepreneurs’ Programme and provides small and medium businesses, entrepreneurs and researchers with 
access to expert advice and funding to help commercialise novel products, processes and services. 
48 Palmer and Kishore,2. 
49 MedTech Pharma Growth Centre, Medical Technology, Biotechnology & Pharmaceutical Sector 

Competitiveness Plan (2019). 
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in China can get approval in 60 days. Some advisers recommend Australian start-

ups manufacture in China to avoid TGA holdups;50 

 government grant programs are cumbersome and time consuming with long delays 

in decision making not helpful in a competitive marketplace: ‘These two elements – 

the complexity and the volatility – lead to a high risk of firms sinking time and effort 

on securing grants which may or may not come to fruition;’51  

 markets are unavailable on home territory. The Australian Government support 

program, Accelerating Commercialisation,52 supports business developments that 

are prepared to export. Small start-ups and newer firms struggle with public sector 

procurement processes;53 

 ‘policy and programs for early stage funding of enterprises are often directed towards 

publicly funded research organisations (PFROs). PFRO incentives are geared 

towards driving publications, not financial or healthcare returns to the nation; … 

Targeting programs for deep-tech startups from outside PFROs may assist with this 

process.’54 and 

 piecemeal fragmented funding and support programs have short and unpredictable 

lifespans and do not focus on the business journey and provide confidence for the 

business industry.55 

The Commission notes many of these elements are beyond the influence or control of the 

South Australian Government. 

Some stakeholders, including The Hospital Research Foundation, consider several key 

steps are needed to improve the industrial and commercial environment, including:  

providing training and support for researchers to develop the skills required to navigate the 

industry and a business mindset and bring people with collaborative experience to the state, 

help them share and teach and give them flexibility and leadership positions. This should lead 

to teams that can support researcher. (The Hospital Research Foundation, DR26, p. 17) 

The Adelaide BioMed City Board proposes better use of existing expertise, such as South 

Australia’s world-class artificial intelligence (AI) research capabilities as an opportunity for 

HMR partnership and translation. It notes the global healthcare AI market is projected to 

exceed $13 billion in 2025 and the UK healthcare AI market is projected to grow by 42.4 per 

cent from 2019 to 2025.56  

The Australian Institute for Machine Learning (AIML) at The University of Adelaide is 

number three in the world in high-quality computer vision papers over the last decade 

(csrankings.org), and Australia’s largest and leading machine learning group. 

                                                
50 Discussion notes, consultant to Accelerating Commercialisation. Personal opinions not official views of 
Accelerating Commercialisation. 
51 Palmer and Kishore, 5. 
52 Accelerating Commercialisation provides small and medium businesses, entrepreneurs and researchers with 
access to expert advice and funding to help get a novel product, process or service to market. 
53 Discussion notes with consultant to Accelerating Commercialisation. Personal opinions not official views of 
Accelerating Commercialisation. 
54 Palmer and Kishore, 6.  
55 Discussion notes with consultant to Accelerating Commercialisation. Personal opinions not official views of 
Accelerating Commercialisation. 
56 Marketstudyreport.com: Global Healthcare Artificial Intelligence Market Growth 2019–2024. 
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Excitingly, Adelaide will house the Amazon Research Australia office in Adelaide … 

This one major multinational company could help trigger more global companies to 

come to a state where quality of life and work can be combined for skilled and 

affordable workers. (ABMC, DR1, p. 11) 

Anecdotal evidence provided by stakeholders suggests there is a disconnect between South 

Australia’s universities and industry. There is also evidence of industry engagement; for 

example, UniSA notes that it prioritises engagement with the HMR industry and aligns its 

research accordingly. That said, engagement appears to be sporadic and varied between 

the universities.57  

The Commission considers the small size of the biomedical, pharmaceuticals and medical 

devices industries is a practical constraint on developing commercialisation partnerships with 

existing businesses. Few existing SMEs can commercialise ideas coming from South 

Australia’s research institutions.  

8.6.4 Models to facilitate industry research and development 

Stakeholders and the Commission’s research identified several different approaches for 

facilitating industry research, including several international models. 

Successful overseas models include Galway in Ireland, Israel’s Sheba Medical Centre, the 

UK’s Medical Research Council and the Texas Medical Centre in Houston.  

Recommendations received by MTPConnect from industry sources in their 2019 report: How 

Global MedTech & Pharma Corporates Engage with Australia, include the proposal that 

draws on Israel and Ireland:  

A major government initiative to make medical technologies a priority industry in 

Australia would help the region to be perceived in a similar way to Ireland or Israel. 

Both of these regions have been very successful in recruiting a robust medtech start-up 

scene: they have available seed capital, along with government sponsored 

programmes that act as a base from which industry can percolate and grow.58  

The Hospital Research Foundation (THRF) considered Israel’s model of collaborative 

research and commercialisation to be relevant:  

Unmet need problems are first identified in the hospital, followed by the university, 

research institute, industry and other institutions involved putting together a 

multidisciplinary team to solve the problem. There are a number of documented 

examples where significant new medical outcomes and commercialisation income has 

been generated. Israel has many examples of the benefit of unfettered collaboration 

providing mutual benefit to all parties. (THRF, DR26, p.19) 

The Commission notes the apparent central role of clinical research in this model. 

J. Matthews’ submission suggests the Texas Medical Centre (TMC) as a model that 

SA could aspire to, stating that:  

TMC is renowned for its research, innovation, collaboration and commercialisation of 

medical research. (J. Matthews, DR19, p.3) 

Galway is an Irish city with a population of under 100,000, yet 15 of the top 20 global 

medical device companies operate in Ireland. Galway produces over 80 per cent of the 

world’s stents. Ireland is the second largest exporter of medical devices in Europe. 

                                                
57 Flinders University response to information request. 
58 MTPConnect, How Global MedTech & Pharma, 36. 
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Substantial growth of the biomedical industry over the past 15 years is attributed to a 

comprehensive research strategy including goals and commitment to industry.  

The Sheba Medical Centre in Israel has produced successes through their Accelerate, 

Redesign, and Collaborate strategy which focuses on emerging trends such as digital health, 

welcoming start-ups, collaboration and up-to-date facility infrastructure. The Israeli market is 

very small and, according to the Sheba Chief Innovation Officer, 95 per cent, if not more, of 

start-ups in Israel aim for the US market. 

The TMC in Houston claims to be the largest medical city in the world. It created its first 

campus-wide strategic plan in 2014 to identify key areas for collaboration. Today TMC is 

functioning as a well-established biomedical precinct supporting overseas investment in the 

precinct. 

Successful translation models like those above are all defined by having a strong 

government research strategy and HMR in place. The UK government identified a need to 

embed translation and industry partnerships into the research portfolio over ten years ago. 

The UK Medical Research Council’s (MRC) ‘UK research and innovation delivery plan 2019’ 

claims that ten years of targeted funding has firmly entrenched translation into research. The 

MRC has promoted partnerships with more than 500 companies, ranging from the large 

pharmaceutical companies to small- and medium-sized healthcare companies resulting in 

the development of 518 products, with 23 in wide-scale adoption.59 

Canada and New Zealand both identify similar translational issues to Australia and have 

similar government policies in place. The New Zealand strategy stresses the importance of 

strategic leadership in research, repeated in most submissions from inquiry participants. 

In Australia, NSW and Victoria both recognised unfulfilled potential in the area of HMR over 

10 years ago, listing issues of concern similar to those identified for SA. Both states have 

created research strategies that focus on realigning research towards clinical practice and 

commercialisation. WA has released its ‘Health and Medical Research and Innovation 

Strategy Discussion Paper’ and is seeking to increase its share of national funding and along 

with other states. Further detail on overseas and interstate models is provided in Appendix 5. 

As discussed in chapter 3 the Commission notes South Australian industry has access to 

significant levels of national and state government assistance to support commercialisation. 

The Commission also observes that successful industry models in Australia and overseas 

tend to have sustained a long-term direction and commitment from government. The 

Commission intends to examine in more detail the relevance of aspects of the international 

models to South Australia. 

8.7 Conclusion 

Quantifying the level of translation and commercialisation activity in South Australia is 

difficult for several reasons, including the patchy information available, the complexity of the 

translation pathways and time lags in the translation process. It is apparent that insufficient 

attention is paid to evaluating both translation impact and the commercial return from South 

Australia’s investment in HMR. This is a general problem for all Australian jurisdictions. 

The Commission concludes that improvements can be made in several areas that would 

help to improve both translation and commercialisation activity. They include better 

alignment and simplification of the various IP policies used in the sector, including those 

                                                
59 For more information see <https://mrc.ukri.org/innovation/working-with-industry/partnerships-with-industry/>. 

https://mrc.ukri.org/innovation/working-with-industry/partnerships-with-industry/
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determined by the government for HMR in its agencies. Mismatched intellectual property 

practices by individual institutions are barriers to collaboration, especially clinical research, 

which is at the heart of translation and commercialisation.  

Based on the assessment of trends and interstate comparisons of public hospitals, South 

Australia appears to have improved its performance towards the national average, but it is 

not possible to identify the contribution of research translation to this improvement. 

Addressing impediments to translation could be expected to further improve that position. 

There appears to be an opportunity to lift the quantity and quality of clinical trials conducted 

in the state. That said, the Commission has heard from a number of industry sources that 

there are clinical trial opportunities offered to South Australia that are unable to be taken up 

for reasons including the complexity and delays in obtaining approvals (see chapters 5 and 

7). Further work is needed to assess the potential opportunity to increase the uptake of 

industry-funded clinical trials. 

On the question of opportunities for increased commercialisation activity in HMR and the 

growth of health and medical industries, the Commission considers a cautious approach is 

warranted.  

A sustained local sector requires a foundation of a competitive local HMR effort that includes 

some world-class performance. International benchmarks provide a view of the size of the 

stream of licensing and start-up opportunities that might reasonably be expected from the 

size of HMR activity. Absent recruitment of companies from overseas which may bring a 

sovereign risk with them, the growth trajectory of the sector is ultimately constrained by the 

size and quality of local HMR. 

Given the small flow of licensing and other opportunities, consolidation of the existing 

fragmented commercialisation efforts in the LHNs seems warranted. Other impediments 

such as intellectual property also need to be addressed. A positive commercialisation 

environment needs clear IP processes, incentives (both financial and non-financial) for 

researchers and accessible sources of commercialisation expertise to commercialise 

research or work with industry partners. 

The health and medical industries sector is small in South Australia, containing mpstly small 

businesses. This limits opportunities for collaboration between researchers and existing 

businesses for commercialisation.  
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Appendices 

Appendix 1: Key state government HMR support initiatives 

 Research Translation/commercialisation 

New South 
Wales 

Medical Research Support Program – 
Established in 2003, the Medical Research 
Support Program is the major source of 
infrastructure funding for eligible 
independent medical research institutes 
across NSW. The program, to which the 
NSW Government allocates approximately 
$200 million annually, provides support for 
the indirect costs of research, based on 
success in competitive NHMRC grant 
schemes. 

The Medical Devices Fund – 
Established in 2013, the fund has 
awarded approximately $55 million for 
commercialisation activities to date. 
The Medical Devices 
Commercialisation Training Program – 
Initiated through the NSW Office for 
Health and Medical Research in 2014, 
this program was expected to provide 
learning opportunities for up to 200 NSW-
based researchers a year over the next 
four years. 
Translational Research Grants 
Scheme – Funds research projects that 
will translate into better patient outcomes, 
health service delivery, and population 
health and wellbeing. The proposed 
research may be relevant to clinical, 
health service or population health 
practice. 
 

Victoria Operational Infrastructure Support 
Program – The government has committed 
$400 million over a decade to provide 
operational funding to independent medical 
research institutes that undertake, as their 
primary area of research concentration, 
fundamental or clinical biomedical research.  
Aikenhead Centre for Medical Research 
– The government has committed $60 
million to the centre, which is conditional on 
a further $60 million in matched funding 
from the Australian Government. 
Better Care Victoria Innovation Fund – 
Established in 2016, a $10 million 
investment in public hospital-led 
improvement and innovation projects, which 
is designed to enhance access to hospitals, 
and improve quality of care and hospital 
performance. 37 projects funded to date. 

Bio Curate Venture – The Government 
has invested $10 million as part a ten-
year collaboration between Monash 
University and the University of 
Melbourne to facilitate early stage bio-
medical translation. 
Victorian Medical Acceleration Fund – 
Launched in 2016 to support the health 
and medical research sector and 
researchers to improve health and well-
being outcomes for Victorians. The fund 
provides up to $3 million in research 
grants per round to help address current 
market research gaps and develop 
collaborative partnerships between health 
services, industry, medical research 
institutes and universities, both nationally 
and internationally to provide a collective 
impact for research projects. 
 

Queensland Queensland Advancing Clinical 
Research Fellowship Program - intended 
to support Queensland Health clinician 
researchers (including doctors, nurses, 
dentists, allied health practitioners and 
clinical scientists) undertake research 
linked to their practice. Forms part of the 
government’s broader ‘Advancing Health 
Research Strategy 2026’. 

Bio-venture fund – The Queensland 
Government committed $25 million, 
beginning in 2010, to support the 
development and commercialisation of 
HMR from across the globe. 
Translational Research Institute (TRI) 
– Supported by Australian and 
Queensland Governments, TRI is a joint 
venture between Queensland Health, the  
University of QLD, QUT and the Mater 
Hospital. 
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Western 
Australia  

Medical and Health Research 
Infrastructure Fund – Established in 1997, 
the fund is designed to support the state’s 
best medical and health researchers with 
funding for the indirect (infrastructure) costs 
of research. MHRIF grants provide support 
for the indirect costs of HMR. In 
independent HMR institutes, the grants 
meet additional needs such as electricity, 
maintenance, rates and minor capital 
works. 
Research Institute Support – The 
program was established in 2014–15 to 
provide research infrastructure support to 
eligible HMR institutes. The funding 
complements the Medical and Health 
Research Infrastructure Fund. Funding is 
allocated on the basis of an institute’s 
capacity to attract research grants from 
national and international sources. This is 
designed to ensure that funding is 
distributed commensurate with 
demonstrated research success/excellence. 
 

Future Health Research and 
Innovation Fund – The fund was 
established in 2017. It includes two 
funding streams: research and innovation 
and commercialisation. The government 
has committed an additional $52 million 
between 2020–21 and 2022–23. 
Research Translation Projects (RTP) – 
Established in 2007, the RTP seeks to 
support high-quality research projects 
that have the potential to demonstrate 
improved cost effectiveness and/or 
efficiencies that can be delivered to WA 
Health while maintaining or improving 
patient outcomes, with a focus on 
translation of research outcomes into 
healthcare policy and practice in WA. 
 

South 
Australia  

Research Commercialisation and 
Startup Fund (RCSF) – A $28 million 
fund launched in February 2019, the 
RCSF supports researchers, 
entrepreneurs and businesses to 
accelerate commercialisation.  
South Australian Venture Capital Fund 
(SAVCF) – A $50 million fund which 
intends to help build early-stage 
companies to accelerate their growth to a 
national and global scale. 
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Appendix 2: Non-government funding for HMR in South Australia 

In addition to the National Health and Medical Research Council (NHMRC) and the MRFF, 

which provide the bulk of HMR funding to South Australia, the Commission notes the 

contribution from key philanthropic sources including the Cancer Council of South Australia 

(CCSA), the Hospital Research Foundation (THRF) and the Health Services Charitable Gifts 

Board (HSCGB). Funding details from these sources are discussed below. 

The Cancer Council, SA (CCSA) 

The CCSA is a registered charity in South Australia and since 2011 has partnered with SA 

Health, the South Australian Health and Medical Research Institute (SAHMRI) and the SA 

universities to fund the Beat Cancer Project. In the past eight years CCSA has been able to 

contribute over $15 million towards research initiatives including project grants, fellowships, 

scholarships and infrastructure and travel grants.1 

The CCSA funding data for South Australia between 2011 and 2020 by sector are presented 

in Table A2.1. During this period, the annual funding amounts awarded have fluctuated from 

a high of $20.4 million in 2011 to $0.5 million in 2016. South Australian universities have 

received a total of $29 million while a further $27 million was awarded to ‘other’ institutions.2 

The CCSA has also provided considerable funding to medical research institutes (MRIs) 

between 2011 and 2016 ($9.3 million). 

Table A2.1: Total CCSA HMR funding by sector ($m), 2011–20. 
 

MRI University Hospital Government Other Total 

 $m 

2011 0.7 9.6 0.4 7.3 2.4 20.4 

2012 2.9 5.5 0.5 0.1 0.1 9.1 

2013 4.1 3.2 
   

7.3 

2014 0.3 2.0 3.0 
 

0.2 5.5 

2015 1.2 3.0 
  

0.2 4.4 

2016 0.1 0.2 0.2 
  

0.5 

2017 
 

4.0 
 

0.8 2.3 7.1 

2018 
 

1.5 
  

7.3 8.8 

2019 
    

9.2 9.2 

2020 
    

5.3 5.3 

Total 9.3 29.0 4.1 8.2 27.0 77.6 

Source: CCSA. Data up to May 2020.  

Note: ‘Other’ sector includes grants where administering institutions were not identified in the data. 

Table A2.2 provides a description of the type of grant funding awarded by the CCSA during 

the period 2011–20. The CCSA has awarded $13 million for research chairs and a further 

$12.4 million for principal cancer research fellowships. The CCSA also funded $12.1 million 

in infrastructure grants over the same period, which help with indirect costs of research. 

                                                
1 For more details, see 

<https://impact.cancer.org.au/?gclid=EAIaIQobChMIpMPknMDQ6gIVB1ZgCh1B7AClEAAYASAAEgJP8_D_BwE>. 
2 The ‘other’ category includes grants awarded where the administering institution was not identified in the data.  

https://impact.cancer.org.au/?gclid=EAIaIQobChMIpMPknMDQ6gIVB1ZgCh1B7AClEAAYASAAEgJP8_D_BwE
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Table A2.2: Total CCSA HMR funding by grant type ($m), 2011–20. 
 

2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 Total 

 $m 

Datalink 7.3 
         

7.3 

Infrastructure grants 0.9 1.0 4.3 0.3 3.7 
  

1.4 0.3 0.2 12.1 

Micro array and data managers 
 

1.1 
        

1.1 

Other CCSA external funding 2.4 
  

0.2 
   

0.7 
  

3.3 

Australian Cancer Research Fund 
        

2.8 
 

2.8 

Cancer Council Registry 
      

1.8 
   

1.8 

Clinical Trial Enhancement Grants 
       

0.8 
  

0.8 

Datalink – SA NT Datalink 
      

0.8 
   

0.8 

Early-career Cancer Research 
Fellowships 

       
1.4 0.5 1.0 2.9 

Fellowships 1.9 
         

1.9 

Hospital Packages 
   

4.5 
      

4.5 

Mid-career Cancer Research Fellowships 
        

1.2 1.2 2.4 

PhD scholarships 
   

0.1 
      

0.1 

Principal Cancer Research Fellowships 
 

5.2 
     

2.4 2.4 2.4 12.4 

Research Chairs 7.5 
     

4.0 1.5 
  

13.0 

Travel grants 
 

0.0 0.0 0.0 0.0 0.0 0.0 0.1 0.0 
 

0.3 

Blue sky 
 

0.7 2.4 
       

3.1 

Project grants  0.5 1.0 0.7 0.3 0.6 0.5 0.5 0.4 0.4 0.6 5.4 

Translational research grants 
       

0.1 1.7 
 

1.8 

Total 20.4 9.1 7.3 5.5 4.4 0.5 7.1 8.8 9.2 5.3 77.6 

Source: CCSA. Data up to May 2020.  

The Hospital Research Foundation (THRF) 

The THRF’s key role is to support the medical and health research conducted at the Queen 

Elizabeth Hospital and the Basil Hetzel Institute for Translational Health Research.  

The foundation supports medical research through major program grants, research grants, 

the purchase of laboratory equipment, and by providing financial support and scholarships to 

postgraduate, honours and vacation research students.3 Major areas of revenue to support 

medical research are donations, lotteries, fund-raising events and bequests. The 

Commission understands that the THRF has and continues to fund large-scale, impactful 

research projects in the state.  

The Hospital Research Foundation Group has provided more than $110 million in grants over 

the past 15 years for world leading medical research and patient care initiatives across all 

public hospitals, universities and medical research centres in SA.4 

Table A2.3 presents the total HMR grant funding by THRF between 2018 and 2020. While 

the bulk of their funding was to South Australia, several other states have also received a 

small amount of funding during this period. THRF provided $34.3 million for HMR research 

to South Australia between 2018 and 2020. 

 

 

                                                
3 <https://www.hospitalresearch.com.au/research>.  
4 The Hospital Research Foundation, Impact Report (2019) 4.  

https://www.hospitalresearch.com.au/research
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Table A2.3: THRF HMR funding by state ($m), 2018–2020. 
 

2018 2019 2020 Total 

ACT 
  

0.2 0.2 

NT 
 

0.2 
 

0.2 

QLD 
 

0.01 
 

0.01 

SA 16.4 7.7 10.3 34.3 

VIC 
 

0.01 0.2 0.2 

Total 16.4 7.9 10.6 34.8 

Source: THRF, Data up to May 2020. 

Figure A2.1 illustrates the distribution of THRF grant funding to South Australia by sector 

between 2018 and 2020. As evident from the figure, universities have been the largest 

recipients of grant funding, with a total of $20.5 million being awarded during this period. 

In 2020 (up to May) universities collectively received $6.2 million from THRF, while the 

hospital sector received $2.1 million. SAHMRI received a total of $2.1 million during the 

same period. 

Figure A2.1: THRF funding to South Australia by sector ($m), 2018–20. 

 

Source: THRF, Data up to May 2020. 

Table A2.4 presents THRF funding awarded by the type of grant for the period 2018–20. 

Approximately one third of funding during this period was for translational basic science 

research ($10.7 million). $7.1 million was awarded to clinical medicine and science and a 

further $3.1 million to health services research. Additionally, THRF has contributed to 

indirect costs of research including $1.7 million for equipment and $1.4 million in 

infrastructure support during this period. 
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Table A2.4: THRF HMR funding to South Australia by type of award ($m), 2018–2020. 
 

2018 2019 2020  Total  
$m 

Administrative support 0.1  0.1  
 

0.2  

Basic science - advancement of knowledge/conceptual 0.9  0.1  0.9  1.9  

Basic science - translational 3.6  3.2  3.9  10.7  

Capacity development 0.5  0.2  0.1  0.9  

Clinical medicine and science 4.6  0.4  2.0  7.1  

Equipment 
 

0.1  1.6  1.7  

Health services research 1.1  1.2  0.8  3.1  

Infrastructure support 1.4  
  

1.4  

Non-research project (program or patient initiative) 0.2  0.5  
 

0.7  

Public health research 0.3  1.7  0.9  2.8  

Research - basic science - translational 
  

0.1  0.1  

Salary 0.5  0.1  
 

0.6  

Other 3.2  
  

3.2  

Total 16.4  7.7  10.3  34.3  

Source: THRF, Data up to May 2020. 

The Health Services Charitable Gifts Board (HSCGB) 

The HSCGB was established by the SA Government to hold gifts, donations and bequests 

received by public health entities including QEH, SA Pathology Lyell McEwin and the 

Women’s and Children’s Health Network (WCHN).5 The board ensures that funds are 

applied in accordance with donors’ intentions, such as supporting volunteers and medical 

research. The Commission notes that funds are tied to respective hospitals and are 

dependent on community donations. Table A2.5 presents the total HMR grant funding by the 

HSCGB between 2017–18 and 2019–20. 

Table A2.5: HSCGB HMR expenditure, 2017–18 to 2019–20 ($m). 
 

2017–18 2018–19 2019–20 

    

Research 5.9 6.0 5.1 

Research support 0.76 0.64 0.57 

Other 5.1 5.2 5.1 

Total 11.76 11.84 10.77 

    

Source: HSCGB.  

Note: totals based on approved grants only. ‘Other’ includes volunteer support, operating costs, clinical 

equipment and salary support. 

Additional philanthropic funding sources available to SA HMR include:  

 Beyond Blue; 

 Channel 7 Research Foundation; 

 CSL Limited Diabetes Australia; 

 Fay Fuller Foundation; 

 Ian Potter Foundation; 

                                                
5 For the full list of public health entities see <https://www.hscgb.com.au/>. 

https://www.hscgb.com.au/
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 Australian Cancer Research Foundation; 

 James and Diana Ramsey Foundation;  

 Leukaemia Foundation; and  

 Women’s and Children’s Hospital Research Foundation. 

Beyond the research funding sources identified, there are a number of industry research 

institutions that support targeted HMR into specific medical conditions. There are also 

opportunities to win international research funding.6 

  

                                                
6 International sources: Duke Clinical Research Institute, European Commission, Health Research Council of NZ, 
Bill and Melinda Gates Foundation, EMBL A*STAR Singapore. Industry sources: AMGEN Incorporated, 
AtheroNova, Bristol Myer Squibb, CERENIS, Glaxo Smith Kline, Fonterra Co-operative. 
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Appendix 3: Higher education research data collection (HERDC) 

NHMRC research income reported to HERDC 

The Commission notes that both medical research institutes (MRIs) and hospitals are under-

represented in National Health and Medical Research Council (NHMRC) grant funding 

based on administering institution. In order to understand the amount of research income 

received from the NHMRC by each university (including from grants administered by other 

institutions), Figure A3.1 presents data from the Higher Education Research Data Collection 

(HERDC)7 submitted annually by South Australian universities to the Australian Government 

Department of Education, Skills and Employment. For comparison, South Australia’s share 

of NHMRC expenditure and total HERDC income from NHMRC are presented in the same 

figure.  

Figure A3.1: NHMRC research income in the Higher Education Research Data Collection 
(HERDC), South Australian universities ($m), 1994–2018. 

Source: Department of Education, Skills and Employment, HERDC data collection (2020). 

Total research income reported by South Australian universities has grown steadily over the 

last 25 years. Apart from the period 1994–97, the University of Adelaide has maintained the 

lead in HERDC income from the NHMRC. Significant growth in NHMRC research income of 

the University of Adelaide from 2000 to 2012 was followed by a gradual decline during 

2012–18. Flinders University’s research income from the NHMRC has been mostly steady, 

with a gradual increase from the mid-2000s. It stood at a high of $11.9 million in 2018. The 

NHMRC research income reported by the University of South Australia (UniSA) has grown 

significantly from 2010 onwards and has overtaken Flinders University since 2013. 

                                                
7 Department of Education, Skills and Employment, Canberra (2020) <https://www.education.gov.au/higher-
education-research-data-collection>. 

https://www.education.gov.au/higher-education-research-data-collection
https://www.education.gov.au/higher-education-research-data-collection
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Figure A3.1 also shows that the state’s share of HERDC income from the NHMRC was 

higher than the share of NHMRC expenditure and followed a similar trajectory for the period 

1998-2018.8 South Australia’s share of HERDC income from NHMRC increased rapidly in 

the mid-1990s, reaching a high of 15 per cent in 2001. It has since been on a gradual 

decline and stood at 8 per cent in 2018. 

Figure A3.2 illustrates the institutional share of total NHMRC research income in HERDC for 

South Australia for the period 1994–2018. The University of Adelaide has significantly 

increased its share of the state total from 40 per cent in 1994 to 77 per cent in 2004. Its 

share declined in more recent years and stood at 50 per cent in 2018. Flinders University’s 

share decreased notably during the period 1995–2002 but has stabilised since 2010. 

UniSA’s share has continued to grow since the mid-2000s and has overtaken Flinders 

University since 2012. 

Figure A3.2: NHMRC research income in the Higher Education Research Data Collection 
(HERDC), South Australian universities, share of state total (per cent), 1994–2018. 

 

Source: Department of Education, Skills and Employment, HERDC data collection (2020). 

 

  

                                                
8 Note: NHMRC expenditure includes non-higher educational institutions as well. HERDC income is reported only 
by higher education institutions. 
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Appendix 4: Defining and evaluating health research impacts 

Figure A4.1: Available methods for evaluating health research impacts. 

 

Source: UK Evaluation Forum, Medical Research: Assessing the Benefits to Society (2006) 16. 
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Table A4.2: NHMRC definition of impact. 

Type of impact Examples 
 

Knowledge impact 
New knowledge demonstrating the 
benefits emerging from adoption, 
adaption or use of new knowledge to 
inform further research, and/or 
understanding of what is effective.  
 

Recognition of research publications (e.g. citation metrics, 
particularly field weighted); data sharing; contribution to 
registries or biobanks; prizes and conference presentations; 
uptake of research tools and techniques; evidence of 
uptake of the research by other disciplines  
 

Health impact 
Improvements in health through new 
therapeutics, diagnostics, disease 
prevention or changes in behaviour; or 
improvements in disease prevention, 
diagnosis and treatment, management 
of health problems, health policy, 
health systems, and quality of life.  

Policy or program adopted; a clinical guideline adopted; 
international or national practice standards adopted; 
improved service effectiveness; Phase I, II and III clinical 
trials underway or completed; improved productivity due to 
research innovations (e.g. reduced illness, injury); Quality-
Adjusted Life Years, Disability-Adjusted Life Years, 
Potential Years of Life Lost, Patient Reported Outcome 
Measures and other relevant indicators; relative stay index 
for multi-day stay patients; hospital standardised mortality 
ratio; cost per weighted separation and total case weighted 
separation 
reports (including community and government) 
 

Economic impact 
Improvements in the nation’s economic 
performance through creation of new 
industries, jobs or valuable products, or 
reducing health care costs; improving 
efficiency in resource use or improving 
the welfare/well-being of the population 
within current health system resources. 
An economic impact may also 
contribute to social or health impacts, 
including human capital gains and the 
value of life and health.  

Healthcare system savings; relative stay index for multi-day 
stay patients, hospital standardised mortality ratio, cost per 
weighted separation and total case weighted separation; 
reduction in Medicare Benefits Schedule/Pharmaceutical 
Benefits Scheme costs; improved productivity due to 
research innovations (e.g. reduced illness, injury); improved 
service effectiveness; product development; a research 
contract with an industry partner and an active 
collaboration; granting of a patent; execution of a licensing 
agreement with an established company; income from 
intellectual property; raising funding from venture capital or 
other commercial sources or from government schemes 
that required industry co-participation; successful exit from 
start-up company (public market flotation, merger or 
acquisition); development of pre-goods manufacturing 
practice prototype; successful generation or submission of a 
regulatory standard dataset, applications for pre-market 
approval of a medical device, a new drug or device for 
registration (e.g. by Food and Drug Administration, 
European Medicines Agency, Therapeutic Goods 
Administration); product sales 
 

Social impact 
Improvements in the health of society, 
including the well-being of the end user 
and the community. This may include 
improved ability to access healthcare 
services; to participate socially 
(including empowerment and 
participation in decision making) and to 
quantify improvements in the health of 
society. 

Uptake or demonstrated use of evidence by decision 
makers/policy makers; qualitative measures demonstrating 
changes in behaviours, attitudes, improved social equity, 
inclusion or cohesion; improved environmental or social 
determinants of health; changes to health risk factors 
 

Source: NHMRC9 

                                                
9 <https://www.nhmrc.gov.au/research-policy/research-translation-and-impact/research-impact>. 

https://www.nhmrc.gov.au/research-policy/research-translation-and-impact/research-impact
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Appendix 5: Models of industry research and development in other 

jurisdictions 

Overseas models 

Canada 

A 2019 article authored by MacNeil et al and published in the journal Health Policy10 outlined 

the barriers in policy and regulatory processes to enabling health technology in Canada. The 

article cited Canada as having a strong reputation in clinical trials, health services research, 

and evidence-based medicine, but less so in successfully implementing new knowledge in 

practice and summarised the following as barriers: 

 Canada has an aging population and more individuals being diagnosed with frailty 

and multiple chronic conditions in a complex environment comprising thirteen 

different jurisdictions with different pathways and priorities and an absence of 

national standards and strategic priorities in the health innovation sector. 

 Entrepreneurs across Canada are finding it difficult to introduce, sustain and scale up 

their innovations in the healthcare system due to policy gaps, jurisdiction issues, and 

an emphasis on pilot projects that do not transform promising and valuable 

healthcare innovations and technologies nationally.  

 Adoption of innovations is more likely for those that require the least amount of 

financial and infrastructure investments and normally occurs through a procurement 

procedure that is extremely risk averse, disconnected from innovation activities, and 

focused on cost-containment rather than on value generation. 

 A lack of resources constrains technology innovation and adoption, particularly 

during the early, high-risk stages of technology development, when there are very 

few public and private seed capital options available to innovators.11 

Several strategies were identified to better facilitate the flow of resources to innovators and 

thus improve the adoption of health technologies in Canada:  

 developing a national medical devices partnership fund (a public private enterprise); 

 creating research and development tax credits, and optimising existing innovation-

oriented tax credits to incentivise and better accommodate innovators working in the 

health science sector; 

 scaling up and increasing investment in existing successful funding programs; 

 adopting the Triple Aim philosophy to mobilise health resources around the three 

goals of: population health, improved patient experience, and reduced or stable per 

capita costs; 

 considering an alternative funding model where health funding is tied to achieving 

regional innovation goals; and 

 introducing, at the consumer level, programs which combine government funding 

with private pay to increase accessibility of technologies and facilitate their 

adoption.12 

                                                
10 M MacNeil et al, ‘Enabling Health Technology Innovation in Canada: Barriers and Facilitators in Policy and 
Regulatory Processes’ (2019) 123(2) Health Policy 203. doi: 10.1016/j.healthpol.2018.09.018. 
11 Ibid. 
12 Ibid 210, 
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Overall, Canada faces the same issues and barriers as Australia but without the geographic 

and time zone complications faced in Australia. Government policies are similar to those 

already in place in Australia.  

Ireland 

With a population only expected to reach 100,000 in 2020, the Irish city of Galway is a 

worldwide recognised example of a successful biomedical precinct in a country with a 

relatively small population. The medical technology sector in Ireland is recognised as one of 

five global emerging hubs and eight of the world’s top ten med-tech companies are based in 

Galway. The MT&P sector in Ireland is now responsible for €12.6 billion worth of exports 

created by over 300 companies employing over 29,000 people. Fifteen of the top 20 global 

medical device companies operate in Ireland.13 Irish HMR, including the Galway biomedical 

precinct, has been supported by an extensive and detailed research policy for HMR in 

Ireland. The most recently updated example is the ‘Action Plan for Health Research 2019–

2029’14 in which the Irish Government’s aim is to be a key driver for research, evidence-

based practice and data-informed decision making in order to: 

 achieve optimum care by improving the quality and process of care; 

 attract and retain the best healthcare staff; 

 increase levels of productivity and efficiency; 

 deliver a more effective and comprehensive service; 

 increase patient engagement and satisfaction; and 

 inform decision making to optimise healthcare service delivery and improve 
population health and well-being.15 

A 2018 review of research governance and support structures identified gaps and the 

resultant action plan focused on six main areas: 

 develop and implement a robust governance framework for research activity in the 
context of evolving healthcare structures to protect and promote the interests of 
patients and the public in health and social care research; 

 create research support and management roles, and develop the infrastructure 
required to underpin, enable and manage the research activity in the HSE; 

 build research capacity in terms of human and financial capital to enable the 
sustainable growth of research activity into the future; 

 implement institutional measures to facilitate the translation of research and 
innovation into policy and practice and increase dissemination of knowledge; 

 support and promote the involvement of patients and the public in all levels of 
research activity; and  

 establish strong collaborative working relationships with key external stakeholders 
and contribute to the national health research system in a meaningful way.16 

                                                
13 <https://www.nuigalway.ie/medtech/>. 
14 HSE Action Plan for Health Research 2019–2029 <https://hseresearch.ie/wp-content/uploads/2019/12/10-
Year-Action-Plan.pdf>. 
15 Ibid 7. 
16 Ibid 21. 

https://www.nuigalway.ie/medtech/
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While Ireland has many of the same size-related issues as South Australia, a 

comprehensive research strategy including goals and commitment to industry has seen 

substantial growth of the biomedical industry over the last 15 years. Galway now produces 

over 80 per cent of the world’s stents and Ireland is the second largest exporter of medical 

devices in Europe.17 

United Kingdom 

The United Kingdom identified a need to embed translation and industry partnerships into 

the research portfolio over ten years ago and the Medical Research Council’s ‘UK research 

and innovation delivery plan 2019’ claims that ten years of targeted funding has firmly 

entrenched translation into research.18  

Ensuring the UK stays at the forefront of health R&D investment worldwide, supporting 

multidisciplinary collaboration and maximising the impact of discovery research for the health 

and wealth of the nation are key priorities for us that align fully with the government’s Life 

Sciences Industrial Strategy.19 

To progress this strategy, the Medical Research Council (MRC) in collaboration with 

Innovate UK has created the ‘Biomedical Catalyst’. 

The Biomedical Catalyst (BMC) is: 

a unique partnership between the Medical Research Council and Innovate UK, providing 

responsive and effective support to the most innovative life sciences opportunities regardless 

of scientific approach. The BMC aims to de-risk innovative science and commercialise ideas 

arising out of academia and industry helping UK SMEs to develop into competitive and 

sustainable organisations. This accelerates the progress of novel products to market, 

facilitates onward investment and bridges ‘the valley of death’.20 

The MRC also supports two translational schemes: 

 Efficacy and Mechanism Evaluation Programme: Supports late stage clinical 

evaluation of therapeutics, devices and diagnostics where proof-of-concept in 

humans has already been achieved. It is funded by the MRC and managed by the 

National Institute for Health Research (NIHR);21 

 Methodology Research Programme (MRP): In partnership with the NIHR, the MRP 

funds methodology research to underpin biomedical sciences, experimental 

medicine, clinical trials, population health sciences, health services research and 

health.22 

The MRC strategy focuses on industry alignment and claims to be successful with continued 

commitment to develop and sustain close and productive collaborations with companies in 

the UK. 

MRC has promoted partnerships with more than 500 companies, ranging from the large 

pharmaceutical companies to small and medium sized healthcare companies. To date, 

                                                
17 <https://www.nuigalway.ie/medtech/>. 
18 Medical Research Council: UK Research and Innovation Delivery Plan 2019, 31. 
19 Ibid. 
20 For more information see <https://mrc.ukri.org/funding/science-areas/translation/biomedical-catalyst/>. 
21 For more information see <https://www.nihr.ac.uk/explore-nihr/funding-programmes/efficacy-and-mechanism-
evaluation.htm>. 
22 For more information see <https://mrc.ukri.org/funding/browse/mrp/methodology-research-programme-june-
2020/>. 

https://mrc.ukri.org/funding/science-areas/translation/biomedical-catalyst/
https://www.nihr.ac.uk/explore-nihr/funding-programmes/efficacy-and-mechanism-evaluation.htm
https://www.nihr.ac.uk/explore-nihr/funding-programmes/efficacy-and-mechanism-evaluation.htm
https://mrc.ukri.org/funding/browse/mrp/methodology-research-programme-june-2020/
https://mrc.ukri.org/funding/browse/mrp/methodology-research-programme-june-2020/
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collaborative efforts have resulted in the development of 518 products and interventions, with 

23 of these currently in wide-scale adoption.23 

Israel 

Israel is an acknowledged leader in health innovation, and this is documented in a book 

Start-Up Nation: The Story of Israel's Economic Miracle24 published in 2011. The centre of 

this success is the Sheba Medical Centre which has produced many success stories over 

the years. Sheba will commence opening its new ARC Innovation Centre in 2020, a result of 

the Accelerate, Redesign, and Collaborate strategy. The strategy is based on four principles 

and considers future mega trends in the data industry:  

 invest in digital health; 

 welcome start-ups; 

 focus on collaboration; and 

 build a facility to stimulate further innovation.25 

20 years ago, Sheba opened an office to commercialise its research. The initiative has been 

successful, generating substantial income for the government-run hospital. Part of this effort 

includes a financial incentive for those who develop ideas. For example, when physicians’ 

innovations are commercialised, they receive 35 per cent of the income that Sheba earns. 

Many have become millionaires, creating a strong incentive to innovate.26 

Like the Australian market, the Israeli market is very small and according to the Sheba Chief 

Innovation Officer, 95 per cent, if not more, of start-ups in Israel are aiming for the US 

market. 

Texas Medical Centre (TMC), USA 

Today, TMC in Houston claims to be the largest medical city in the world, yet it was only in 

2014 that TMC created its first campus-wide strategic plan with the intention to identify key 

areas for collaboration. Functioning as a well-established biomedical precinct, TMC 

members have recently committed to an extensive project, TMC3, which includes space for 

industry partners, retail and restaurant space, and a hotel and conference centre. The 

intention of TMC3 is to: 

translate fundamental discoveries into commercial solutions to advance human health. The 

campus integrates leading researchers with a host of top-tier expertise from the private 

sector.27 

Australia has set up a Bio-Bridge Initiative with Texas Medical Centre, a program that 

encourages health care companies in Australia to apply directly to the TMC Innovation 

Institute, and, if accepted, join other start up health care companies in TMC, Houston. 

According to the TMC CEO ‘Helping Australian firms establish a presence in Texas is a 

victory for both places’.28 

                                                
23 For more information see <https://mrc.ukri.org/innovation/working-with-industry/partnerships-with-industry/>. 
24 D Senor and S Singer, Start-Up Nation: The Story of Israel's Economic Miracle (Twelve, 2011). 
25 For more information see <https://www.healthleadersmedia.com/innovation/how-israel-does-healthcare-
innovation-insiders-look-americans>. 
26 Ibid. 
27 <https://www.tmc.edu/tmc3/>. 
28 <https://www.tmc.edu/news/2018/06/presidents-perspective-building-bridges/>. 

https://mrc.ukri.org/innovation/working-with-industry/partnerships-with-industry/
https://www.tmc.edu/tmc3/
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In 2019, the SA Government set up a new trade and investment office in Houston which has 

the potential to provide a pipeline for HMR commercialisation opportunities in the TMC. 

The office will facilitate US foreign direct investment into South Australia and act as a first 

point of contact for business introductions, leads and matches to help South Australian 

exporters expand into the US market.29 

New Zealand 

The New Zealand Health Research Strategy states that New Zealand produces a very small 

fraction of global health research and that: 

New Zealand lacks frameworks and mechanisms for translating research findings into policy 

and practice. No one agency or part of the system has overarching responsibility for this 

task.30  

New Zealand has set a strategic priority in the strategy to: ‘Build and strengthen pathways 

for translating research findings into policy and practice’.31 Whilst recognising the need for 

capital investment, the strategy also promises the government will: 

strengthen platforms for commercialising new innovations and strengthen connections 

internationally to tap into capital and specialist expertise.32  

Private sector investment in research and development is relatively low, and New Zealand 

has few independent health research organisations compared with many other OECD 

countries. 

The strategy outlines the following responsibilities for government and funding agencies 

along with industry to provide a model that will increase research translation: 

 provide strategic leadership; 

 coordinate and align policy settings and investments, simplifying funding 

arrangements where appropriate;  

 support necessary infrastructure;  

 provide incentives for excellent research and pathways to impact;  

 use research findings;  

 regulate to protect research participants and users and to ensure good clinical 

practice; 

 enable the different parts of the system to share information and data;  

 monitor and evaluate the whole system robustly;  

 cooperate to avoid duplication of research and unnecessary complexity;  

 invest in research and development;  

 partner with academia, communities and the health sector; and 

 market validated and cost-effective innovations. 

                                                
29 <https://dti.sa.gov.au/news/south-australia-has-lift-off-in-houston>. 
30 NZ Ministry of Health, New Zealand Health Research Strategy 2017–2027 (2017) 21. 
31 Ibid 19. 
32 Ibid 25. 
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The strategy has set performance indicators to monitor and evaluate progress using 

international benchmarks where possible to measure performance. In summary, New 

Zealand recognises the importance of simplifying funding and policy arrangements in their 

strategy. The New Zealand strategy also stresses the importance of strategic leadership in 

research, a point made in most of the submissions received in response to the 

Commission’s issues paper. 

State models 

Victoria 

In 2018, ACIL Allen was engaged to conduct an evaluation of the medical technologies and 

pharmaceutical (MT&P) sector in Victoria.33 The Victorian Department of Economic 

Development Jobs, Transport and Resources reported on the ACIL evaluation and found 

that twenty years of sustained Victorian Government support for the sector has resulted in 

$39.6 billion in additional revenue and delivered more than a three-fold economic benefit on 

public investment.34  

From 1999–2000 to 2016–17 the Victorian Government invested over $2 billion into the 

MT&P sector through 15 programs. The revenue of the MT&P sector increased from $7.5 

billion (1999–2000) in current prices to over $21 billion in 2016–17, representing an average 

growth of 6.4 per cent a year.35 

It is estimated that, over the eighteen-year period analysed, cumulative MT&P sector 

revenue of nearly $39.6 billion (in current prices) would not have been possible without the 

government funding to the sector implying that the sector would have grown by 4.5 per cent 

a year instead of the observed 6.4 per cent a year.36  

One such outcome is BioCurate, established as an independent organisation in 2016 by 

Monash University, Melbourne University and the Victorian Government, to accelerate and 

improve commercialisation outcomes for new drug therapies. BioCurate specifically aims to 

address the barriers that limit the translation and commercialisation of early stage research 

during a period often referred to as the ‘valley of death’ due to the high rate of project 

attrition. Recognising that both universities are world class, with investments of billions of 

dollars each year in medical research, yet there existed an inability to translate that research 

into commercial products and health outcomes, led to the creation of BioCurate operating as 

a venture catalyst and technology accelerator. This model, uniting two universities with 

support from the state government, is one of only a small number of similar initiatives 

globally. 

Whilst Victoria’s research strategy is due for updating, the ‘Healthier lives, stronger 

economy: Victoria’s Health and Medical Research Strategy 2016–2020’ identifies four 

objectives:  

 embed health and medical research into the Victorian health system; 

 accelerate the translation of research into clinical practice; 

                                                
33 ACIL Allen Consulting, Medical Technologies and Pharmaceuticals Sector Impact Evaluation (December 
2018). 
34 <https://acilallen.com.au/projects/economic-modelling-and-analysis/medical-technologies-and-
pharmaceuticals-sector-impact-evaluation>. 
35 ACIL Allen Consulting (n 342) 3. 
36 Ibid 8. 

https://acilallen.com.au/projects/economic-modelling-and-analysis/medical-technologies-and-pharmaceuticals-sector-impact-evaluation
https://acilallen.com.au/projects/economic-modelling-and-analysis/medical-technologies-and-pharmaceuticals-sector-impact-evaluation
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 advance Victoria’s position as the lead national jurisdiction for health and medical 

research; and 

 build economic growth.37 

The six key strategic directions that form the basis of the strategy are: 

 integrating research, education and health care; 

 developing an advanced convergence science capability; 

 enhancing a world-leading clinical trials system; 

 optimising big data and informatics; 

 developing the next generation workforce; and 

 stimulating research/industry engagement and innovation. 

Information and submissions received by the Commission recognise the lack of strategic 

direction in HMR in SA and raise the issues addressed in the Victorian strategy as current 

barriers to success in SA. 

New South Wales 

Recognising unfulfilled potential in the area of HMR, the NSW Government commissioned a 

review published in 2012, which listed points of concern very similar to the issues identified 

for SA in the Commission’s issues paper: 

 NSW attracts less than its population share of National Health and Medical Research 

Council funding.  

 There is a perception that the NSW Government and health services have not placed 

the same high value on health and medical research as their counterparts in other 

states, and as a consequence, NSW has a less robust research culture.  

 Although NSW Government research infrastructure funding is valuable, there is 

strong dissatisfaction with the quantum and inconsistent application of this funding 

within the research sector.  

 The lack of career pathways, poor remuneration for research workers in relation to 

other health and medical careers, lack of support for early- to mid-career level 

researchers and job insecurity were identified by many stakeholders as pressing 

issues; and clinician researchers are a limited resource and there is a perception that 

the time that clinical staff specialists dedicate to research has been eroded over 

time.38 

The review focused on two strategies with a 10-year horizon: 

 foster translation and innovation from research; and 

 build globally relevant research capacity. 

 

                                                
37 For more information see <https://www2.health.vic.gov.au/about/health-strategies/health-and-medical-
research-strategy>. 
38 NSW Health and Medical Research Strategic Review, ii. 

https://www2.health.vic.gov.au/about/health-strategies/health-and-medical-research-strategy
https://www2.health.vic.gov.au/about/health-strategies/health-and-medical-research-strategy
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With reference to commercialisation, the review identified the following recommendations: 

 align NSW research with Commercialisation Australia processes to increase the 

‘pipeline of ideas’. 

 establish a pilot medical device seeding program. 

 develop and implement an intellectual property framework for multiparty publicly 

funded research. 

 enhance researchers’ knowledge and understanding of commercialisation resources.  

 promote greater capability in commercialisation offices for use by multiple institutes, 

universities and LHDs. 

 improve opportunities for researchers to acquire business and commerce skills. 

 require research hubs to develop strategic plans that foster translation and innovation 

and build research capacity. 

 provide ongoing analysis of NSW current areas of research excellence and 

competitive advantage to drive strategic investment decisions.39 

The review provides a vison of success, outlining the changes that should have occurred 

and how the new HMR landscape should be operating ten years on. A mid-term review was 

recommended but does not seem to have occurred; however the NSW Government was 

quick to release a response to the initial review and provided over $70 million in extra 

funding to key initiatives highlighted in the report for the first four years. 

Western Australia 

The WA Government has released their ‘Health and Medical Research and Innovation 

Strategy Discussion Paper’ with a closing date in June 2020. In addition to competitive 

Australian Government funding, the WA HMR environment has access to the dedicated 

Future Health Research and Innovation (FHRI) fund supported by the WA Government and 

this represents a significant difference to the SA HMR landscape. The discussion paper 

looks to identify opportunities to increase WA competitiveness for national grant funding and 

to make WA a preferred destination for the conduct of clinical trials by using the FHRI fund to 

invest in research and infrastructure. The expected benefits include: 

 the health and well-being of Western Australians; 

 the quality of the WA research and innovation ecosystem; 

 sustained employment and economic growth; and 

 the reputation of WA as a leader in research, innovation and commercialisation.40 

 

                                                
39 Ibid xii–xiii. 
40 WA Dept. Health, ‘Health and Medical Research and Innovation Strategy Discussion Paper’ (2020) 3. 
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Appendix 6: Submissions in response to the HMR inquiry issues paper 

 

Organisation name 
Submission 

Number  

Adelaide BioMed City DR1 

Adelaide Dental School DR2 

Adelaide Institute for Sleep Health, Flinders University DR3 

Adelaide University Medical School Research Committee DR4 

Association of Australian Medical Research Institutes DR5 

Australian Academy of Science DR6 

Australian Society for Medical Research DR7 

Basil Hetzel Institute DR8 

Cancer Council, SA DR9 

Commonwealth Scientific and Industrial Research Organisation (CSIRO) Health & Biosecurity DR10 

Coronary Angiogram Database of SA DR11 

Dr Leanna Read DR12 

Flinders Digital Health Research Centre DR13 

Flinders University DR14 

Prof David Watson, Flinders University DR15 

Flinders University - Southgate Institute DR16 

Health Translation SA DR17 

Humane Research Australia DR18 

Johnathon Matthews DR19 

Public Health Association of Australia DR20 

Robinson Research Institute, The University of Adelaide DR21 

Rosemary Bryant Research Centre, University of South Australia DR22 

SA - Genomics Health Alliance DR23 

SA NT DataLink DR24 

South Australian Health and Medical Research Institute (SAHMRI) DR25 

The Hospital Research Foundation DR26 

University of Adelaide -  Centre of Research Excellence Translating Nutritional Science to 
Good Health 

DR27 

University of Adelaide - Faculty of Health and Medical Sciences DR28 

University of Adelaide DR29 

University of Adelaide - School of Allied Health Science and Practice DR30 

University of Adelaide - School of Psychology DR31 

University of Adelaide - School of Public Health DR32 

Torrens University Australia DR33 

University of South Australia DR34 

Adelaide BioMed City Clinical Trials Expert Taskforce DR35 

University of Adelaide - Adelaide Nursing School DR36 

https://www.sapc.sa.gov.au/__data/assets/pdf_file/0014/203702/Adelaide-BioMed-City.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0015/203703/Adelaide-Dental-School.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0016/203704/Adelaide-Institute-for-Sleep-Health.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0017/203705/Adelaide-University-Medical-School-Research-Committee.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0018/203706/Association-of-Australian-Medical-Research-Institutes.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0006/187593/Australian-Academy-of-Science.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0019/203707/Australian-Society-for-Medical-Research.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0020/203708/Basil-Hetzel-Institute.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0003/203709/Cancer-Council.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0013/203710/Commonwealth-Scientific-and-Industrial-Research-Organisation-CSIRO-Health-and-Biosecurity.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0015/203712/Coronary-Angiogram-Database-of-SA.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0016/203713/Dr-Leanna-Read.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0019/203716/Flinders-Digital-Health-Research-Centre.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0003/203718/Flinders-University.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0007/187594/Prof-David-Watson,-Flinders-University.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0020/203717/Flinders-University-Southgate-Institute.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0018/203715/Health-Translation-SA.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0007/218095/Humane-Research-Australia.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0019/203734/Johnathon-Matthews.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0004/203719/Public-Health-Association-of-Australia.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0014/203720/Robinson-Research-Institute.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0015/203721/Rosemary-Bryant-Research-Centre.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0016/203722/SA-Genomics-Health-Alliance.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0017/203723/SA-NT-DataLink.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0019/203725/South-Australian-Health-and-Medical-Research-Institute-SAHMRI.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0020/203726/The-Hospital-Research-Foundation.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0003/203727/The-University-of-Adelaide-Clinical-Research-Enterprise.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0004/203728/The-University-of-Adelaide-Faculty-of-Health-and-Medical-Science.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0005/203729/The-University-of-Adelaide-Research-Faculty.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0007/188494/The-University-of-Adelaide-School-of-Allied-Health-Science-and-Practice.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0015/203730/The-University-of-Adelaide-School-of-Psychology.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0016/203731/The-University-of-Adelaide-School-of-Public-Health.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0017/203732/Torrens-University-Australia.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0018/203733/University-of-South-Australia.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0004/255856/Adelaide-BioMed-City-Clinical-Trials-Expert-Taskforce.pdf
https://www.sapc.sa.gov.au/__data/assets/pdf_file/0003/255855/The-University-of-Adelaide-Adelaide-Nursing-School.pdf
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