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PERTH CHILDREN’S HOSPITAL — AISHWARYA ASWATH 
Statement by Minister for Health 

MR R.H. COOK (Kwinana — Minister for Health) [12.06 pm]: I rise to update the house on the tragic death 
of seven-year-old Aishwarya Aswath Chavittupara at Perth Children’s Hospital on 3 April this year. I can confirm 
that the initial investigation into this tragic death has been completed and was provided to Aishwarya’s family this 
morning. It is vital that we now give the family appropriate time to read and process the report. We must respect their 
right to privacy and acknowledge that this report documents in detail the final hours of their daughter’s life. It is 
confronting and extremely distressing to read. However, I also acknowledge that the findings and recommendations 
of this report address issues that are a matter of public interest. Therefore, today, with the consent of Aishwarya’s 
family, I will provide the house with a summary overview of the root cause analysis report into Aishwarya’s death 
and table the recommendations in their entirety. 
The report makes it clear that Aishwarya and her parents should have received better care. They did not get the help 
they asked for. I wish to apologise unreservedly for this failure and for the heartbreak and devastation Aishwarya’s 
death has caused her family and her community. On behalf of the McGowan government, the Child and Adolescent 
Health Service and all the health community, I say to Aishwarya’s family: I am sorry. This morning I spoke to 
Aishwarya’s father and once again I conveyed my deepest sympathies. While nothing can ease the pain felt by the 
family, I will do everything in my power to ensure that it will not happen again. 
I would like to thank the 10 members of the review panel for their work in completing this investigation. The report 
finds that it appears Aishwarya succumbed to an infection related to group A streptococcus, which is associated 
with very poor health outcomes and high mortality. The report outlines 11 recommendations to be implemented at 
Perth Children’s Hospital within the next six months. These include: improvement to the triage process policy; 
contemporaneous education to improve staff skills and knowledge; improvement of clinical supervision in the 
emergency department; development of a clear pathway for parents to escalate their concerns to staff; development 
of an established sepsis recognition diagnostic tool in PCH’s ED; a review of cultural awareness by staff for 
culturally and linguistically diverse populations; and an independent external review of the emergency department. 
I am advised that implementation of all 11 recommendations has the full support of the Child and Adolescent 
Health Service board and executive, with a considerable amount of work having already been undertaken to address 
some of the concerns highlighted by the report. I know that this tragic event has been deeply felt by staff across 
Perth Children’s Hospital and we must continue to support them and the work that they do. 

Perth Children’s Hospital continues to be a leading hospital that performs objectively well against safety and quality 
measures. It is vital that we learn from what happened at Perth Children’s Hospital and continue to improve the 
care provided to the children and young people of Western Australia. To this end, I can inform the house that I have 
today requested the director general of the Department of Health to use his powers under the Health Services Act 
to arrange for an independent inquiry into the Perth Children’s Hospital’s emergency department. This independent 
inquiry will include any matters of specific concern identified by Aishwarya’s family. 

[See paper 218.] 
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