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PREMIER’S STATEMENT 

Consideration 
Resumed from 29 November on the following question — 

That the Premier’s Statement be noted. 

DR J.M. WOOLLARD (Alfred Cove) [3.10 pm]: I am very pleased to have an opportunity to join in the debate 
on the Premier’s Statement. I would particularly like to discuss health-related issues. I might start with mental 
health, because, as members will be aware, last week I made a grievance but I had only seven minutes in which 
to try to put some of the facts about the problem that could occur if the government reintroduces smoking for 
involuntary patients in mental health facilities. I would like today to give some evidence about why that would 
be a retrograde step. 

To start with, we know that smoking was banned in all Department of Health premises, including mental health 
facilities, in 2008. We know from an article from the United Kingdom by Bowman et al titled “Total smoking 
bans in psychiatric inpatient services: a survey of perceived benefits, barriers and support among staff” that 
mental health patients can and do quit smoking, and that this reduces mental illness. In their research, they refer 
to the fact that the World Health Organization recommends that all healthcare premises and immediate 
surroundings be smoke free. We also know from a fact sheet from the Mental Health Coordinating Council that 
evidence shows that people with a mental health problem can and do quit smoking safely, that smoking has now 
been linked with the development of mental health problems such as anxiety and alcohol abuse, and that 
smoking interferes with medications used for schizophrenia and depression. It was also suggested that 
medications such as nicotine replacement therapy and other medicines such as bupropion and varenicline can 
support patients in mental health facilities to cease smoking. I have mentioned the Mental Health Coordinating 
Council, but the Faculty of Public Health in London also supports the fact that smoking increases the risk of 
developing a mental health problem. It states in its fact sheet that smoking is associated with an increased 
prevalence of all mental illnesses, including anxiety, panic disorder and depression, and high suicide rates; and 
that smoking, instead of helping people relax, actually increases anxiety and tension because of withdrawal 
symptoms and increased cravings. The fact that smoking is detrimental to patients who have a mental illness is 
not new. Smoking can cause a mental health illness. For someone who has a mental health problem, it 
exacerbates the problem. A fact sheet from Action on Smoking and Health in the United Kingdom indicates that 
smoking among mental health users increases the risk of suicide. The same fact sheet from the United Kingdom 
states that depression decreases with smoking cessation. 

There have been legal and human rights cases in the UK. I believe a case went to the Privy Council in the UK, 
and I will get a copy of that case at a later date to show this house and cabinet. Unfortunately, a major decision to 
reintroduce smoking for involuntary patients in WA will not come to Parliament; the decision will be made by 
cabinet. I am very hopeful that this decision will not be made during the summer recess. The mental health 
community in particular is aware that there is a possibility of the government reintroducing smoking in these 
areas, and it is mobilising. I believe that many psychiatrists and mental health professionals will write to cabinet 
over the summer recess with reasons why it is inappropriate to turn back the clock and cause further harm to 
these patients. During my grievance, I mentioned that the decision by the Privy Council in the UK several years 
ago stated that it is not a case of human rights; it is a case of duty of care to patients. That is why support was 
given for smoking bans across the board in health facilities and for involuntary and voluntary mental health 
patients. In Western Australia, the Frankland Centre sought legal and human rights opinion, and the opinion was 
that there was no right to smoke, and that mental health services have a duty of care to prevent contact with 
anything that causes harm. That was also quoted in a paper from the Frankland Centre. 

We also know that smoking bans that have been introduced successfully have been introduced when there is 
strong leadership. Instead of the government reintroducing smoking for involuntary patients, I believe that what 
is required in WA is strong leadership from the Minister for Mental Health and strong leadership in mental 
health facilities where staff are saying that there are problems with the smoking ban that was introduced several 
years ago. Medical evidence, as indicated in the Bowman and Baker paper titled “Total smoking bans in 
psychiatric inpatient services: a survey of perceived benefits, barriers and support among staff”, found that these 
bans were related to strong leadership and supportive staff. I also mentioned in my grievance that the only 
published Australian study into staff attitudes to smoking bans was done by the University of Newcastle and 
written up in an article entitled “Where there’s smoke, there’s fire: high prevalence of smoking among some 
sub-populations and recommendations for intervention” and published in Drug and Alcohol Review in 2006. It 
showed that two-thirds of all staff in a mental health facility supported a total smoking ban, which was 
ineffective. To go back to that leadership, the government needs to support the staff in those areas where there 
are difficulties. We know that there are definitely more nurses—I am not sure about other staff—in mental health 
hospitals who smoke than nurses who smoke in general hospitals. When I did my psychiatric nursing experience 
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as part of my nursing program, I was encouraged to take up smoking. All nurses were told that smoking a 
cigarette is a good way to communicate with patients as they will feel more at ease when nurses sit down and 
have a cigarette with them. There are probably many nurses who are now smokers because they were given 
similar advice; that is, sit down and have a cigarette with the patients.  

We also know from a paper by Sharon Lawn entitled “Smoking Bans in Psychiatric inpatient settings? A review 
of the research”, published in the Australian and New Zealand Journal of Psychiatry, that the implementation of 
a total smoking ban is accepted by the majority of mental health patients. 

[Member’s time extended.]  

Dr J.M. WOOLLARD: We know that total smoking bans are more supportive, and that there is less aggression 
in mental health facilities when there are total smoking bans than when there are partial smoking bans.  

We have to look at legal action. We have to think about the possible legal consequences if the government 
introduces this retrograde step and reintroduces smoking for involuntary patients. There are articles that look at 
the various ways that this government can be taken to task by way of litigation if it reintroduces smoking in 
mental health facilities. I refer to an article entitled “Litigation relating to injury from exposure to second-hand 
smoke” that appeared on the web page of Tobacco in Australia under “Facts & Issues”. There are articles that 
refer to the different ways that litigation can occur between the patients, their guardians or their families and the 
government if the government takes this retrograde step and reintroduces smoking, which will cause further 
harm to patients with a mental illness. Another paper that looks at these issues, written by Jill Williams and 
entitled “Eliminating Tobacco Use in Mental Health Facilities: Patients’ Rights, Public Health, and Policy 
Issues” appeared in the Journal of the American Medical Association in February 2008. 

I also mentioned how actions can be taken through common law negligence because the government will be 
breaching its duty of care if smoke-related harm is foreseeable before lifting the smoking bans. Action can be 
based on occupational health and safety laws as staff may be required to enter areas should a patient refuse to 
leave the area or attempt self-harm in the area. Action can be brought against the government for occupiers’ 
liability law as mental health patients will be allowed into areas where they are self-inflicting an injury from 
active or passive smoking which was foreseeable and could have been prevented had the bans not been lifted. An 
action could be brought against the government under contract law because, under section 5 of the Mental Health 
Act, there is a duty to ensure that persons with a mental illness receive the best possible care, treatment and 
protection. Finally, an action could be brought against the government under anti-discrimination law if 
employers and occupiers fail to take steps to reduce or eliminate second-hand smoke. Many of those areas are 
addressed in the paper entitled “Litigation relating to injury from exposure to second hand smoke”, which again 
appeared on the web page of Tobacco in Australia under “Facts & Issues”. There are many areas in which 
litigation can be brought against this government if it fails to look at the harm that will be caused to a person 
with a mental illness by lifting the current bans and reintroducing smoking in mental health areas, such as 
discriminating against patients with a mental illness and treating them differently from patients in other 
hospitals. 

I refer to the Office of the United Nations High Commissioner for Human Rights and its principles for the 
protection of persons with a mental illness and the improvement of mental health care. Principle 8 states — 

Every patient shall have the right to receive such health and social care as is appropriate to his or her 
health needs, and is entitled to care and treatment in accordance with the same standards as other ill 
persons. 

All other ill persons in all other health facilities are prohibited from smoking in those facilities. It would be a 
retrograde step and it would harm smokers in those areas if smoking was reintroduced. In arguing why the 
restrictions need to be lifted, some people argue that it is contrary to smokers’ rights, but we have to look at 
established legal principles. We know that there is no longer any legal principle in favour of smokers’ rights. The 
law now favours the rights of the non-smoker and tobacco is now deemed a privilege rather than a right. Again, 
reference for that comes from a paper entitled “Eliminating Tobacco Use in Mental Health Facilities: Patients’ 
Rights, Public Health, and Policy Issues” that appeared in JAMA in 2008.  

I heard about the possibility of these bans being lifted only a few weeks ago. Many people from the public health 
and mental health area are unhappy about this. They are joining together to inform the government of their 
opinions to hopefully encourage the government or cabinet not to lift the bans.  

I have a copy of an email that was sent to the Minister for Mental Health. I will not read the whole letter; I will 
just read part of it. It states —  

Dear Minister  
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I am writing to express my disappointment with your decision to attempt to reintroduce smoking for 
involuntary patients at mental health facilities through the Cabinet process.  

I have worked as a mental health nurse at the maximum–secured inpatient psychiatric hospital 
Frankland Centre, and on locked and open wards at the Graylands Psychiatric Hospital  

Further on, it states — 

The re-introduction of smoking in mental health facilities sends a contradictory message to health 
professionals, consumers, carers and their families.  

… 

I believe at Graylands there is a culture of “just letting people smoke,” 

Mr M.P. Whitely: Doesn’t even Mike Daube disagree with you on this?  

Dr J.M. WOOLLARD: Further on, the email states — 

Instead of bowing to pressure, I suggest there other options available to address any dissatisfaction with 
the existing smoking bans in mental health facilities. This includes: training for staff working with 
people with a mental illness experiencing nicotine withdrawal; and increased support for people with a 
mental illness who are also smokers.  

That relates back again to what I said earlier about the need for leadership to be shown. Leadership needs to be 
shown by the Minister for Mental Health and by the staff in various mental health settings where there may have 
been some problems. I would also like to quote Dr Lance Risbey, a consultant psychiatrist who states in an 
email — 

I totally oppose the introduction of smoking (i.e. the lifting of the current total ban), into our mental 
health institutions, and for that matter, I oppose smoking in any hospital, public or private.  

That is a psychiatrist who works in the area and who says that lifting the ban is not a good idea. I also have a 
letter from Professor Paul Skerritt, a senior psychiatrist in WA and ex-president of the Australian Medical 
Association; and someone very dear to my heart, Keith Woollard.  

Dr A.D. Buti: Who’s he?  

Dr J.M. WOOLLARD: He is past president of the Western Australian AMA and of the federal AMA, and past 
president of the Australian Council on Smoking and Health. They wrote to the Minister for Mental Health, and 
in their letter they say — 

The issue of smoking in mental health institutions has been well canvassed in the medical literature. 
The results of the studies are consistent. They show that partial bans induce more stress and anxiety and 
create more management problems for staff, than total bans. Further, smoking aggravates a number of 
psychiatric disorders and interferes with many psychotropic medications.  

I have just realised, Madam Acting Speaker, as I was reading this letter, that you, I believe, were a member of 
ACOSH several years ago.  

The ACTING SPEAKER (Ms L.L. Baker): Yes, I was.  

Dr J.M. WOOLLARD: Whilst you may not be able to publicly oppose this, depending on the position your 
party takes, I am sure you personally oppose this move.  

I also have an email from Associate Professor Caroline Zanetti, director of psychiatry at St John of God 
Hospital, Subiaco, in which she states — 

I am completely opposed to the reintroduction of smoking into mental hospitals, whether for visitors, 
staff, voluntary or involuntary patients.  

Smoking is extremely dangerous for smokers and others exposed to cigarette fumes. I support your 
excellent arguments against the re-introduction of smoking to hospitals.  

Mr M.P. Whitely: What does Mike Daube say?  

Dr J.M. WOOLLARD: In the past, Mike Daube has opposed this retrograde step.  

Mr M.P. Whitely: When? He doesn’t now, does he? I think he supports it.  

Dr J.M. WOOLLARD: I refer now to an email that has gone to the Premier from Winthrop Professor Philip 
Thompson, director of the Lung Institute of Western Australia, who writes — 
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The Lung Institute of Western Australia … is aware that the Minister for Mental Health … is seeking to 
reintroduce permission to smoke tobacco for involuntary patients at mental health facilities.  

LIWA is strongly opposed to such a proposal and urge you to vote against it.  

Diseases caused by smoking remain the second-largest killer of people with a mental illness. Smoking 
has been shown to increase the risk of developing a mental health problem and is strongly correlated 
with increased prevalence of anxiety, panic disorder, depression and high suicide rates.  

The Government has an ongoing duty to ensure that persons with a mental illness receive the best 
possible care, treatment and protection available. This includes the same indiscriminate right to 
protection from smoke exposure as other members of the public.  

I refer also to comments from Quit Victoria, which would “view the reversal of a smoke-free policy as a 
retrograde step.” Its comments continue — 

A smoke free policy gives mental health patients the opportunities to receive smoke free messages and 
cessation support that they are often precluded from. It also allows staff and patients the chance to be in 
an environment free from the risks associated with second-hand smoke.  

I refer also to opposition to this move from the Cancer Council of WA, which, as I said in my grievance, 
believes effective tobacco control strategies should be introduced in all areas of the community and assistance 
should be given to help patients and staff in mental health facilities to quit smoking, which includes providing an 
appropriate smoke-free environment.  

Also in my grievance I mentioned opposition to the move to reintroduce smoking from the chief executive 
officer of the Heart Foundation, Mr Maurice Swanson, who says — 

“Patients with mental illness are some of the most vulnerable people in the health system. 

“Evidence shows they experience much higher death rates from cancer, heart disease and stroke so we 
should not provide them with opportunities to smoke.  

“Our priority should be to provide patients with mental illness greater support and assistance not to 
smoke when they are in the care of the health system,”  

That goes back to support earlier evidence that leadership is required to ensure that comprehensive smoking bans 
are effective. I have already quoted from Professor Paul Skerritt. I would like to quote from Professor Geoff 
Dobb, chairman of the federal Australian Medical Association Public Health Committee, who is quoted in my 
press release as saying — 

“We should not be treating mental health patients any differently to any other patients,”  

“We have a duty of care to assist them to stop smoking. The principle of smoke free hospitals and 
smoke free hospital grounds should be maintained for all patients, including voluntary mental health 
patients,”  

In my press release Dr Gary Geelhoed, also a former AMA WA president, is quoted as saying that studies in the 
UK have demolished the myth that mental health patients become less manageable or even aggressive if denied 
cigarettes. One of the arguments made by some staff is that banning smoking in mental health institutions causes 
aggression. He said that that is a myth and that a large proportion of smokers in psychiatric units, despite their 
higher use of cigarettes, actually wish to give up smoking and that clearly this is much more likely to happen in a 
smoke-free environment.  

The medical community and the public health community, which are now aware that this is being considered by 
cabinet, are doing their very best to ensure that cabinet is aware that this will be a step backwards in caring for 
patients who have a mental illness and a step backwards for tobacco control in WA. The Minister for Health has 
not said that he will oppose this move at the cabinet table. That is why I offered him my dirty ashtray award last 
week. The Minister for Health should be well aware of this issue. Hon Helen Morton, the Minister for Mental 
Health, does not have the medical background of our current Minister for Health, who realises how damaging 
this move would be for patients with a mental illness. Therefore, it would be unforgivable if the minister were to 
support a decision to reintroduce smoking. It would be a very sad day for Parliament if the Minister for Health, a 
general practitioner, supported such a decision at the cabinet table. 

I realise that time is very short, so I quickly refer to some other research that reads — 

Studies of psychiatric hospitals that become smoke-free report fewer behavioural problems and less 
violence after these policies take effect. 

DR G.G. JACOBS (Eyre) [3.40 pm]: It seems that I have the dubious honour of being the last person on this 
side of the house to contribute to the Premier’s Statement debate. It is a great privilege to speak before you, 
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Madam Acting Speaker (Ms L.L. Baker), because I have always noticed how attentive you are in the chair. In 
any case, it looks as though you are the only person I will be speaking to, and I thank you for your attention. 

The ACTING SPEAKER (Ms L.L. Baker): I am riveted! 

Dr G.G. JACOBS: I represent the seat of Eyre in the south east of Western Australia. It is a 286 000-square-
kilometre electorate—larger than the size of Victoria and, indeed, is named after Edward John Eyre, the early 
explorer who traversed the country from Fowlers Bay to Albany in 1849. There are many things in the electorate 
to talk about, and I am indeed privileged to represent an area that has a very important or interesting mix of 
agriculture in the south western corner of the electorate, a very vibrant mining centre in parts of the Coolgardie 
and Yilgarn shires, and, of course, a pastoralist region east of the main Boulder–Norseman–Esperance axis right 
to the border of South Australia. I want to touch on just a few issues. There are probably too many for the time 
that I have and I believe that I will be taking my seat at one minute to four so that we can in fact bring to a close 
the Premier’s Statement debate for this year. 

I want to talk about health services—an area close to my heart and one that I had some experience in before I 
came to this place. I want to talk about SIHI, an acronym for the southern inland health initiative, introduced by 
this government into what is essentially a very large region; that is, the southern inland region of Western 
Australia. In fact, this government committed $535 million to upgrade the health services in that region. I have to 
say, as a previous president of the Rural Doctors Association for a couple of years before coming to this place, I 
have experience of the ever-present political football that is state and federal funding. In fact, no medical service 
improvements were made because there was always an argument about whether it was a federal or state health 
issue. To its credit, this government has taken the bull by the horns and said that it has some responsibility to 
provide medical, nursing and allied health services to this very important area in regional Western Australia. 
This involved looking at the medical workforce issues, not only for medical doctors, but nursing and 
physiotherapy, speech therapy and all the allied health services — 

Dr J.M. Woollard: And child health nurses. 

Dr G.G. JACOBS: As the member for Alfred Cove reminds me—how could I forget, with the Education and 
Health Standing Committee’s very long hearing earlier today—about child health nurses, who are a very 
important component in identifying and looking after at-risk children with problems that need early intervention. 

The age-old issue is how we retain staff, in particular doctors and nurses, in the regions, and I want to touch on a 
particular program and how it affects my region. We now recognise that members of the medical profession are 
not very keen to do today what I did in 1979; that is, I went back to my home town to practise medicine. 
However, practising in rural areas is now encouraged through the rural clinical school programs because kids 
who go to school in a country high school and then to the city to study medicine are more likely to return to the 
country to practise medicine. In those days, a young doctor simply chose a spot in town; for instance, I selected a 
little old house, did it up as my clinic and got my wife to work as the nurse and my second cousin to work as the 
receptionist, and I started my practice. I have to say that today that is not the preferred method by which 
practitioners start. I suppose that people find it difficult to realise that the days are gone in which a doctor rode 
into town, bringing his family saying, “This is where I want to practise; I am going to invest here. I am going to 
start a practice and here is where I am going to practise for the rest of my life and live happily ever after.” That 
model is fraught with failure. We have to realise—in fact we have seen it—that shire councils spend a lot of 
money attracting doctors, providing them with a house, providing them with a car and providing them with a 
clinic at a peppercorn rent. In two years the doctor is, essentially, burnt out and leaves town, and the shire has to 
go through the same process again. This government thought that it was not fair and not right for the shires to 
have to stump up that money. Yes, there are some federal funding issues, but in the end, this is the state of 
Western Australia, and if improvements were to be made, this government needed to put significant money into 
the southern inland health initiative. 

It is really important to spend that money properly to ensure that at the end of the spend we have made a 
difference. That is why it is very important that the Yilgarn region and Southern Cross, Esperance, Ravensthorpe 
and such areas, put to the government their plan for how the southern inland health initiative will look for them. 
For instance, in my home town, the issue is how we attract doctors when there are no available consulting rooms 
in town, unless the doctor is prepared to do what I did in 1979, and, Madam Acting Speaker, I suggest a doctor is 
not going to do that. For those generation X and generation Y doctors, we need to provide the structure in which 
they can practise so that they only have to do the doctoring. We have to say, “Here is the room; we’ll look after 
the administration; and, yes, we may take a percentage of fees as an administration fee to cover clinic running 
costs, but there’s the practice.”  

I have to say that I also think co-location is really important. We have been around and around this circle. We 
have had private practices separate from the hospital and the health centre, and I think doctors are now saying 
that there are some synergies between those two, and that there are certainly some advantages in being located 
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reasonably close to the hospital that make the practice work much more efficiently. I will give members a short 
example. According to the current on-call arrangements, visiting medical practitioners are classified as 
contractors with two areas of responsibility—namely, the medical practice and the people in that waiting room, 
and the on-call responsibility at the hospital. Invariably, if they are called to the hospital for an emergency they 
have to spend three or four hours there, which causes a problem because of course there are people in the waiting 
room at their clinic. Under the southern inland health initiative, the new arrangements will be that private 
practitioners will be paid to spend a 12-hour timeslot in a hospital, which will mean that he or she will not go 
back and forth from their clinic to the hospital, and they will be appropriately paid for their work at the hospital. 
They will not have those commercial drivers of having to be down at their clinic because they cannot really 
afford to accept the $176 on-call fee, with modified fee for service; also, they will not treat a lot of patients, but 
they will be able to treat one patient who is particularly sick and may require three or four hours’ treatment, such 
as a patient with a myocardial infarction—a heart attack. It can take hours to stabilise those patients and organise 
the Royal Flying Doctor Service—thank God for them—to transfer the patient to a coronary care unit. It is about 
restructuring the way we do things, and I think that will be a great improvement.  

I spoke to the regional director of health for the Goldfields region today—she was in Parliament witnessing some 
of the proceedings; there is a Western Australian health conference being held in Perth at the moment—and there 
has been movement towards creating a co-located general practitioner clinic within the hospital that will provide 
enough space for 10 to 12 doctors and will attract those rural clinical school and rural registrar–trained doctors to 
come back to town. There will be a space for them to work and they will have more senior practitioners on site to 
mentor them. A lot of the fear amongst doctors about going to the country is driven by the unknown and some of 
the fears of practice. Before I first went to Esperance, I decided that perhaps I needed to be able to deliver a 
baby, take out an appendix and give an anaesthetic. When I got there I found there were lots of other things I 
should have done; I had not done enough work with kids — 

Mr D.A. Templeman: How many babies do you think you have delivered? 

Dr G.G. JACOBS: I delivered 50 babies a year for 25 years.  

Mr R.H. Cook: We’re not going to do the sums for you—come on, what does that equal? 

Mr D.A. Templeman: How many sets of twins? 

Dr G.G. JACOBS: I have to make an admission to the member for Kwinana that some of those twins were 
undiagnosed twins—ones that I would normally, under more professional discretion, would not have actually 
taken on. When managing a twin pregnancy the woman can obviously go into labour very early, and so she 
might be in town and be partially dilated and then there is the dilemma of whether the doctor is going to be able 
to get her on the plane and get her up to King Edward Memorial Hospital for Women before she has the babies, 
because if she is going to have the babies, it is better she has the babies on the ground than in the plane. I do not 
know if members have ever been in an RFDS plane; there is no room to move. I remember to this day — 

Mr R.H. Cook: You can’t take on extra passengers! 

Dr G.G. JACOBS: There is the delivery of extra passengers in a very restricted environment, and then whether 
the baby going to breathe, and all those issues. I remember a girl called Narelle, who had a twin pregnancy and 
went into labour early. We decided to transfer her, and the only way that was going to happen was if I went with 
the patient. I went with Narelle, who had these two children in utero. I told her to cross her legs and I prayed, and 
we got her to King Edward, where she delivered, and those children are healthy and well. They are 
about 12 years old now. 

Mr D.A. Templeman: And they’re both called Graham! Meet my two sons—Graham and Graham! 

Dr G.G. JACOBS: I suggested to Narelle that one of them would be called Graham, and she agreed to that; 
however, the other was a female, and she would not agree to that! 

Mr R.H. Cook: Ungrateful!  

Dr G.G. JACOBS: I have spoken with the Minister for Health about the community I represent raising 
$470 000 towards the purchase of a CT scanner. That process started a long time ago, when we were in 
opposition. It was really about how the community can make things happen. One of the really exciting things 
about representing my community is that if it wants the government to do something, it actually does its part as 
well. Its part was $470 000, and it really was about almost embarrassing the government, which I am now in but 
was not then, into putting up the other moneys. We started off with a single scanner as the concept, and then as 
the money grew it became a four scanner, and then, of course, it became a 16-slice scanner. I congratulate the 
government for putting up a significant amount of money to provide infrastructure in our hospital—about 
$1.2 million. Because of our geography, it is very important that we have a scanner. Previously, when people 
sustained injuries and trauma there had to be a wait and see attitude. We are 720 kilometres from Perth, and if a 
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person had a significant knock to the head we did not know whether it was a serious injury. They might have 
been all right at that moment, but we had to admit them to hospital and keep them under observation. If we 
found, at two o’clock in the morning, that the patient was having a cerebral bleed, then that person was very 
quickly transferred through the RFDS. That was not the most ideal way of practising medicine; the best way to 
practise medicine is for a person who has had a significant trauma to have a CT scan so that we can predict 
whether there will be any issue with an intracerebral or a subarachnoid haemorrhage. Obviously, that is the best 
way of managing these conditions because we can predict the eventual outcome in a lot more cases.  

I could talk about roads, ports, port links—it is an exciting place. There was a desalination project in the area, 
with a plan to transfer the water to the Goldfields, which would have taken the pressure off Mundaring Weir. 
There is an exciting ecotourism project, the location of which—within Cape Le Grand National Park—I grieved 
to the minister about. There is also an exciting solar project that is in its infancy at the moment, but it will be 
located at Coolgardie, and it is looking like a very exciting project that I will support and push as the local 
member. I am very thankful for the opportunity.  

I could say a lot more things about this fantastic electorate that I am very privileged to represent. I will keep on 
putting these issues to this Parliament, and I thank the government for its work in this area. 

Question put and passed. 

Premier’s Statement noted. 
 


