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EDUCATION AND HEALTH STANDING COMMITTEE 
Tabling of Report 

MR BOARD (Murdoch) [10.13 am]:  On behalf of the member for Kimberley, the Chairman of the Education 
and Health Standing Committee, I present the second report of the Education and Health Standing Committee, 
entitled “Rural, Remote and Indigenous Health:  Current Issues”.   

[See paper No 1565.] 

Mr BOARD:  This is the second report that the committee has tabled in this Parliament, which is significant 
because the standing committees are now becoming more operative and, as a result of the work in which they 
have been involved, more reports are being tabled in this Parliament.  Before I deal with this report, I indicate 
that the work of standing committees is relevant and important to this Parliament.  They were appointed by the 
parliamentary process to examine significant issues in, hopefully, a bipartisan way.  Legislative issues should be 
referred to those committees by the Parliament.  At this point the Parliament has not used the standing 
committees effectively.  They have initiated their own investigations and have been working productively and 
cooperatively.  However, they have not been utilised by the Parliament, and by the Government in particular, in 
a way that may resolve issues, particularly with complex legislation that may need greater scrutiny.   

I ask the Government to consider this matter because the Opposition will be raising issues that it believes should 
be referred to standing committees, so that they can be examined in greater detail and in a process less 
adversarial than that in the Parliament.  Therefore, some of the difficult and sensitive issues contained in 
legislation could be dealt with in a more constructive manner.  When the Opposition raises sensitive or difficult 
issues that may need to be resolved, we should use the standing committees that have been set up for that 
purpose in a more constructive way. 

At the outset, I thank the other members of the committee.  I obviously thank the member for Kimberley, who is 
the chairperson and on whose behalf I am presenting the report.  I also thank the members for Roe, Southern 
River and Geraldton, who worked in a constructive and cooperative way in not only bringing this report to the 
Parliament but also attending the conferences about which we will talk as we deal with the contents of this 
report.  I thank particularly Dr Karen Hall, who is our principal research officer, and Mr Peter Frantom, our 
research officer.  They worked exceptionally well with the committee.  They have not only advised but also 
served the committee particularly well.  I am sure that all members of the committee will put on record their 
gratitude for the professional support of those officers. 

This report is basically a summary of two important world conferences that were conducted in Australia.  
Through the support of this House and the Speaker, the members of the committee were able to attend those 
conferences.  We attended the fifth Wonca world conference, whose theme was rural health.  Wonca is an 
unusual acronym comprising the first five initials of the World Organization of National Colleges, Academies 
and Academic Associations of General Practitioners/Family Physicians.  It has a membership of about 150 000 
family and rural doctors in the world.  Some 900 delegates from 40 countries attended the fifth Wonca world 
conference in Melbourne. 

Two significant issues emerged from that conference.  Although we consider Western Australia to be remote to 
some degree and separated from some world issues, the reality is that health care is becoming more and more a 
global issue.  People are transient.  With migration, tourism and the freedom that most people have to cross 
borders, no longer is any country separated from others when it comes to transferable diseases and epidemics to 
which we are all vulnerable.  Those diseases and epidemics may start in one country and then be transferred to 
our country in ways which we would hope to avoid but to which we are all vulnerable. 

Another issue emerged.  Although Australians are lucky to enjoy good health and have great health support, the 
reality is that there are great inequalities around the world in the number of practitioners and the way in which 
people receive health education.  There are great discrepancies in many nations in access to decent health care.  
We were privileged to have information provided to us by the African and subcontinent nations and other 
developing countries, which have extraordinary problems and where life expectancy is extremely low, infant 
mortality is extremely high and transmittable diseases are running at extraordinary levels.  Almost 50 per cent of 
the community is HIV positive.  The consequences for the people and surrounding nations is unbelievable in 
terms of our concept of health and how we understand the healthiness of our nation. 

An issue that emerged from that conference, which has great bearing on our country, in particular on Western 
Australia, and other countries around the world - and it is something that we have discussed in this Parliament on 
a number of occasions - is the shortage of clinical practitioners, such as doctors, nurses and allied health 
professionals.  Many of these other countries have extreme shortages of clinical practitioners, particularly the 
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developing nations.  Westernised countries such as Great Britain, the United States to some degree and Australia 
have aggressive programs for poaching doctors and nurses from the developing countries to try to improve even 
further their health standards and the delivery of health in remote regions.  A part of the major manifesto that 
came out of this world conference was that we should try to stop western countries from aggressively poaching 
doctors who have been trained in developing countries and who are needed there.  For lifestyle and financial 
reasons, they are attracted to western countries, leaving their own countries to suffer even more.  This is a 
difficult issue.  It is difficult to stop people who want to migrate.  The conference did not expect sanctions to be 
put on any countries, but it should be one of our considerations.   

If Australia and other countries expended more resources on training a greater number of health professionals 
within their own countries, it would not be necessary to have aggressive programs and financial incentives to 
attract doctors.  A large number of South African doctors have been attracted to the rural and remote areas of 
Western Australia by both state and federal programs set up to try to reduce the shortages.  They have been 
attracted by various financial incentives, some of which have been offered by local government and some of 
which have been state initiatives.  They have also been offered earlier access to provider numbers through the 
Commonwealth so that they can practise once they have spent a number of years in Australia.  It is important for 
our State to deliver health services in rural and regional areas by the provision of general practitioners and other 
health professionals such as nurses.  However, each time we take a doctor from a developing country, we deny 
the people of that country access to trained professionals and the delivery of health services. 

I mentioned access to health professionals by people residing in country areas, and GPs and nurses going to the 
country and delivering health services.  This issue was addressed by all Australian States, and it was obvious that 
the outback areas of Queensland, the Northern Territory, South Australia to some extent, and, in particular, 
Western Australia, suffered from an undersupply of GPs.  I was surprised that, according to the Australian 
statistics, in Sydney and Melbourne there is an oversupply of GPs, but there is a chronic undersupply in country 
regions.  Obviously much more thought should be given to creating programs to attract GPs into country and 
remote regions.  It is obvious that general practitioners today are making lifestyle choices.  They would rather 
reside and practise in areas which have a better lifestyle for themselves and their families.  Access to education 
has a great deal to do with this.  General practitioners usually earn more in city areas.  In our secondary hospitals 
and clinics, particularly those on the outskirts of Perth and in other areas of Western Australia, GPs do not do the 
same amount of after hours or weekend work as they did up to 20 years ago.  As a result, we must change the 
way we look at the delivery of health and give greater thought to how the community receives its health advice 
and health care.  These issues emerged at the conference.  Great Britain, some areas in Europe, and the United 
States are looking at ways to develop new professionals in health care.  They are looking at variations to the role 
of doctors, changing the roles of nurses, doctors and allied health professionals, to try to achieve a better balance 
and mix and a better way of delivering health, particularly in remote areas. 

Following the Wonca fifth world health conference on rural health, a second satellite conference was held on 
remote and indigenous health.  This smaller conference was attended by many delegates and was held in Alice 
Springs.  It was a focused conference and it dealt particularly with remote and indigenous people, mainly in 
Australia.  It was a good conference.  It raised a number of significant issues of which we as a nation should not 
be very proud.  I will quote some figures which were presented by Professor Stephen Kunitz from the University 
of Rochester, New York.  It is interesting that a New York professor should be presenting information about 
difficulties in Australia.  This information provides an example of the problem we face with our indigenous 
people and shows the life expectancies of indigenous and non-indigenous people in three comparative countries.  
In New Zealand the life expectancy of indigenous people on average is 70.5 years and for non-indigenous people 
it is 76.3 years; that is a six year difference.  In the United States the life expectancy of indigenous people is 71.1 
years and for non-indigenous people it is 75.5 years; that difference is slightly under 4.5 years.  However, in 
Australia the life expectancy of our indigenous people on average is 60.4 years - it is certainly less for men - and 
for non-indigenous people it is 77.7 years; that is a difference of 17 years.  Those figures sum up the huge 
problems we have and indicate that we have not allocated the enormous resources and programs necessary to 
provide better health services to indigenous people who have not achieved those goals.  

Although this conference raised a number of significant issues, I was disappointed at the end of it that it was not 
prepared to set goals or targets that could be achieved to provide more tangible outcomes for our indigenous 
people.  For example, goals need to be set to tackle glaucoma.  We need to tackle the high child mortality rate of 
indigenous people in this country.  Aboriginal health, education and public health need far greater resources.  
Financial goals and targets could have been set at that conference to achieve those outcomes.   

Notwithstanding that I was disappointed with the lack of goals that were set at the conference, a number of ideas 
were exchanged with people across Australia and the world.  It raised a number of significant issues that must be 
addressed in Western Australia.  We are not delivering equity to our indigenous people.  Although we provide 
some resources and support that outcome, we have not achieved as much as we should have at this time.  The 
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future health outcomes for our indigenous people are not as bright as those of other indigenous peoples around 
the world.  However, the conferences were valuable.  We have summarised the papers that were presented, and 
the attitudes, recommendations and solutions that came from it.  I commend the report by the Education and 
Health Committee.   

MR ANDREWS (Southern River) [10.31 am]:  I also commend the report to the House.  The member for 
Murdoch has raised a number of issues that were addressed at the conferences, the subject of which was rural 
health.  The point raised by the member for Murdoch concerning the poaching of health care professionals from 
under-developed countries was a strong theme throughout the conference.  Two statistics clearly indicate this 
fact.  In South Africa, 43 per cent of South African trained doctors end up working in other countries, including 
Australia.  Earlier this year, the Education and Health Committee delivered a report to this House on the state of 
dental services in Western Australia, particularly in rural and remote areas.  One of its recommendations was that 
this State should actively recruit more dentists from overseas.  It would certainly help our dental service if we 
did that; however, time moves on.  It became clear at the conference that other countries in the developing world 
face great problems if countries such as Australia continue to poach those people.  The other alarming statistic is 
that only five per cent of doctors trained in Zambia remain there to work.  In other words, 95 per cent of doctors 
in that struggling country go overseas to, for example, Australia, the United States, the United Kingdom and so 
on. 

There is a huge shortage of health care professionals in rural and disadvantaged areas throughout the world.  
That is particularly so in Third World countries, but also in Australia.  At the end of the conference in Melbourne 
a manifesto was developed that became known as the “Melbourne Manifesto”.  Part of that manifesto was a code 
of practice for countries recruiting health care professionals.  The three key points to this manifesto are, firstly, 
that each country should promote the best possible standard of practice in health care; secondly, that each 
country should develop a rational work force plan to meet its own needs, which means that Australia and 
Western Australia must train their own health care professionals and not rely on other places to do that; and, 
thirdly, countries such as Australia should discourage activities that could harm other countries’ health care 
systems.   

In our report on dental care in Western Australia, we stated that more people should be trained in those 
professions in Australia.  Even if we can turn around the situation now, it will take the best part of a decade to 
take effect.  We must tackle those hindrances to the training of our own people.  We must identify the processes 
that are not working.  We must examine those organisations and professional bodies that stand in the way of 
training more of our own doctors.  At some stage in this House I will present a grievance about the development 
of surgeons in Australia and Western Australia.  We are heading to the point at which we will not have a 
sustainable number of professional surgeons in our health care system.  The issue of training of our own health 
professionals was one of the main topics at the conference.   

On a more positive note, the James Cook University, which has a school of rural medicine, recently issued a 
report that showed that it is having a considerable degree of success encouraging its students to practice in 
country areas and to engage in rural health.  The university believes it has the answer to how to get more of its 
doctors to practice in rural and remote areas.  Seemingly, the James Cook University has at least part of the 
answer.  Overall, it is obvious that we must increase the numbers of people who are engaged in training to 
become doctors.   

Another issue that came out of the conference, particularly during the Alice Springs tour, was that Aboriginal 
communities should take ownership of their health problems and create an active partnership to deliver 
appropriate health services.  That view was repeated over and over.  At first, I was not too sure what the 
difference would be if they did that.  However, a report was presented about the Walunguru community and its 
need to address the problem of child nutrition.  Five to eight-month-old children in that community were not 
putting on weight.  They were just out of the weaning process and were starting to eat solid foods.  It was 
demonstrated that they were not putting on the weight that would normally be expected of children of that age.  
The problem was reflected in the degree of gastroenteritis and hospital admission associated with nutrition 
problems.  Instead of addressing the gastroenteritis as a problem within itself - in other words, taking a tertiary 
approach to it - the Pintubi Homelands Health Service, the Walunguru food store, the women’s centre, and the 
Centre for Remote Health involved the members of that community, who provided solid foods to the children.  It 
sounds like a simple thing to do; however, until then, the emphasis had been on treating the gastroenteritis.  The 
result was that, after this new approach, $224 000 was saved due to the fewer hospital admissions and lower 
evacuation costs.  That money was saved because the emphasis was on the prevention of gastroenteritis.  When 
we talk about Aboriginal communities taking control of the delivery of health services, the two keys are 
education and training.  It is stated that education and training must build people’s capacity to take control and it 
should be provided in a way that allows Aboriginal people to have control.  
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We must acknowledge the need to develop new professions.  I know that nurse practitioner legislation will be 
introduced in this House, and the member for Murdoch and I have had a number of discussions about the issue.  
We must look at different types of professionals in addition to nurse practitioners.  That is a very interesting 
development.  

Dr Woollard interjected.   

Mr ANDREWS:  It is very much so.  I am flagging looking at different delivery methods using different 
professionals.  I am suggesting a different profession altogether.   

Dr Woollard:  It is definitely a step in the right direction.   

Mr ANDREWS:  Yes, and I wholeheartedly support it.   

I do not want to criticise the people at the conference, but there appeared to be a lack of desire to state clearly 
what needs to happen to address these health care problems and the appropriate goals.  These conferences 
invariably determine that the solution to moving forward is more resources.  We all know that we can move 
more resources into health care, but we need to do better things with it.  That was disappointing.   
 


