
Extract from Hansard 
[ASSEMBLY - Wednesday, 11 June 2008] 

 p3720b-3734a 
Mr Max Trenorden; Mr Gary Snook; Acting Speaker; Dr Graham Jacobs; Dr Steve Thomas; Mr Jim McGinty 

 [1] 

HEALTH SERVICES — REGIONAL AND RURAL AREAS 
Motion 

Resumed from 24 October 2007 on the following motion moved by Mr T.K. Waldron — 

That this house calls on the Minister for Health to — 

(a) disband the hub and spoke model, which is failing to deliver an adequate health service to 
regional and rural Western Australia; and 

(b) return to a model that adequately funds and resources country hospitals and nursing posts. 

MR M.W. TRENORDEN (Avon) [4.16 pm]: I wish to have a serious conversation with the Minister for Health 
for a short period. I hope he will be friendly with me. Whilst out driving today I heard on the radio that a federal 
minister is looking at changing Medicare to allow nurses and other people to claim against the Medicare 
schedule. I think the minister is aware that one of the very serious problems affecting the central wheatbelt is that 
the yearly allocation for Medicare expenditure is never expended because we are very short of doctors. If 
possible, I would like to go into some sort of waxing arrangement with the minister to approach the federal 
government to see whether some of those unspent moneys can be sent to the regions.  
Mr J.A. McGinty: It makes a lot of sense. I agree with you.  
Mr M.W. TRENORDEN: During the federal election campaign Kevin Rudd and others said very clearly that 
they were prepared to deal directly with the regions in the area of health. There is a large portion of unspent 
Medicare funds in my region. I would like to talk to the minister or, more importantly, to the Director General of 
Health to get to a position that the minister is comfortable with. I would love to go east or have somebody else 
go east to talk about an arrangement whereby those Medicare funds could be used for resident doctors in the 
central wheatbelt. The division of general practice for the wheatbelt, which is based in Northam, has come up 
with a plan to have a single unit in the wheatbelt for doctors. It would be offered to doctors so that every 
doctor—I think there are 40 of them—would be given the opportunity to go to a central practice. That practice 
could be as professional as possible in seeking grants and other allocations but would also work with those 
doctors on taxation, and education issues to do with their children, because there are quite a few overseas doctors 
in the region. It is a very practical measure. I believe it would be well supported. It would not be compulsory. If 
some doctors did not want to join, that would be fine.  
Part of the proposal involves funding to employ resident doctors to address the problem. As I said some weeks 
ago when I was speaking to this motion, one cannot find a doctor in Merredin or Northam on any given 
weekend. Under the proposal, doctors employed by a central practice would be able to engage in relief work 
when other doctors are sick. They could be shuffled around different towns. As the Minister for Health knows, 
most graduate doctors are women. The government could offer mixed consultancy positions. For example, a 
female doctor could be employed to work in my home town of Wyalkatchem two days a week so that women in 
that town can see a female doctor and so that they do not always have to see the same doctor. It is a very logical 
and clear plan that will assist the government in an area that demands between two and three per cent of the 
health budget. The only other way to address this situation is for the Minister for Health and I to get into a brawl. 
The minister would win, because he has the numbers. The overwhelming evidence suggests that we should 
present this proposal to the federal government. We could be one of the first communities in the nation to 
directly approach the federal government with such a proposal. If the proposal had the support of the Minister for 
Health or the Director General of Health, it might be successful. Does the Minister for Health have a view about 
it?  
Mr J.A. McGinty: Yes. I have already indicated that I support it. I will provide more detail when I respond.  
Mr M.W. TRENORDEN: If the minister and I are to do something for the central wheatbelt before the next 
state election, that proposal is it. It is the best thing that we can do. Pressure will be placed on Medicare. As the 
minister is well aware, the Canadian process has always paid for electronic and telephone consultations. 
Telehealth has been working in Canada for the past 20 years. A doctor in a remote Canadian remote location can 
claim for a consultation. That is not possible in our nation. Some telephone conversations are claimable against 
Medicare. That issue posed a difficulty in my electorate when Brookton did not have a doctor, but Beverley did. 
When a resident in the Brookton Nursing Home needed a doctor, someone had to call the doctor in Beverley. 
The nursing home did not have the capacity to lodge a claim with Medicare. That was a difficulty until recently. 
The question of health in the central wheatbelt is significant. I genuinely appreciate the fact that the minister is 
prepared to talk to me about those issues. Perhaps we can grab a few minutes in the near future to talk about this 
issue further.  
I refer to another conversation that the Minister for Health and I have had on several occasions. I have not 
lambasted the minister about this, and I do not intend to do so today. Mental health services in the central 
wheatbelt are in a dire situation. When can we expect funds to flow to that area? Today we heard the terrible 
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story about a young Albany man who has been sent to jail for a long time. The circumstances surrounding his 
situation are all too familiar. I do not know that young man, but I would not be surprised if he has mental health 
and drug and alcohol related issues. Many of the 30-year-old to 40-year-old Aboriginal women in my electorate 
who talk to me regularly have told me that the one thing that has changed in the central wheatbelt during the past 
five years is the increasing number of young people who are engaging in substance abuse. They have told me 
that when those young people go home, their eyes have to be checked to determine whether they have taken any 
substances. We all know that substance abuse brings on violence. Violence in the central wheatbelt is getting out 
of control; it is no different from any other region that members have talked about. The Minister for Health said 
in this house in 2006—I cannot recall the context—that something like one in four Aboriginal boys in the 
wheatbelt has a mental health problem. 
Mr J.A. McGinty: That is right. 

Mr M.W. TRENORDEN: I do not want to raise that matter in any context other than that of fixing that 
problem. There are youth groupings in Northam, but staff at the mental health unit in Northam, for which I have 
an immense amount of respect, are overworked. The unit does not have enough room to operate. Technically I 
would suggest it is operating outside the law. The employees have restrictions on their ability to separate 
potentially dangerous people in the interview rooms, and these people interact sometimes with the staff and 
sometimes with the general public. The mental health service in the central wheatbelt is the second issue. 

The third issue I want to raise with the minister is a matter that should be flagged for the future. Last year the 
local community in Northam raised enough money to construct a helipad at Northam Regional Hospital. That 
was done by the community but ultimately with some money and assistance from the Wheatbelt Development 
Commission. Now Northam has the capacity to land a helicopter at Northam hospital, which is important for not 
only moving people out of Northam but also allowing a helicopter to refuel and fly an extended distance out of 
Northam. Unfortunately, people come into my office on a fairly regular basis, and one case early in the year was 
about an individual who was injured on a farm in the eastern wheatbelt. He went to Merredin, to Kellerberrin, to 
Cunderdin, to Northam and finally to Perth before a doctor was found to treat him. It was a seven and a half hour 
event, from memory, which luckily did not end in death. However, the argument is that it takes the Royal Flying 
Doctor Service 75 minutes to provide a service to people. The logical way to do that for the central wheatbelt in 
future is by helicopter. Helicopters do not come cheaply, maintenance of helicopters does not come cheaply and 
pilots of helicopters do not come cheaply. However, the one issue I want to talk about with the minister—when 
an election comes I might be able to get back to him about some grants for a proposal by people in the central 
wheatbelt—is that we could trade off other services in the wheatbelt if we could get helicopter travel there. 
People have a great fear that they will have a heart attack or something serious will happen to them and, because 
there is no guarantee currently that a doctor will be in attendance at Northam hospital, that it takes four hours to 
get to Swan District Hospital by road. 

There is, therefore, a range of issues and I am sure the Minister for Health is hearing about them. I would be 
amazed if he is not hearing on a regular basis about people going to Northam hospital, particularly on weekends, 
and not being able to get a service. Northam Regional Hospital is actually an excellent hospital. Under the 
minister’s own policy it was intended to operate as a class 3 hospital, but it does not. It is the same for Moora 
District Hospital, Merredin District Hospital and Narrogin Regional Hospital. In future I would like to think that 
the people of the central wheatbelt could have a conversation with the minister about the probability of using 
helicopter transport for seriously ill and seriously injured people.  

That is my contribution to the debate on this motion. I really appreciate that the minister and I get on well when 
we occasionally work together, and I would love to talk to him about doing something about Medicare funds and 
the federal government’s use of them.  

MR G. SNOOK (Moore) [4.29 pm]: I take this opportunity to make a few comments that will back up what the 
member for Avon has just said, and about how these issues affect the northern and central wheatbelt, the area I 
represent.  

The minister is well aware of the circumstances of and the background to how local governments subsidise and 
provide funding assistance for the acquisition of doctors. Those contributions differ in varying degrees because 
individual councils make their own determination of what amount they are prepared to expend to help provide 
that service. That is how it works in the bush. Among local governments there is no level of equity that 
determines what they should or can afford to contribute. I have been given accounts, although it is old 
information, that some local councils—and the member for Avon will correct me if I am wrong—such as 
Quairading, during my period in local government, when I was involved in these issues, was contributing many 
hundreds of thousands of dollars, as much as $300 000 — 

Mr M.W. Trenorden: I think the stronger example is Bruce Rock, which contributed $1.5 million.  



Extract from Hansard 
[ASSEMBLY - Wednesday, 11 June 2008] 

 p3720b-3734a 
Mr Max Trenorden; Mr Gary Snook; Acting Speaker; Dr Graham Jacobs; Dr Steve Thomas; Mr Jim McGinty 

 [3] 

Mr G. SNOOK: Those are two examples. The Shire of Dandaragan, for which I served as a local councillor, 
worked in conjunction with the Shire of Coorow to provide the services of a doctor at the Jurien Bay Health 
Centre. The combined contributions of those shires amounted to about $120 000.  

These contributions have a significant impact on the finances of local councils and they vary in degree 
depending on higher population growth rates and each council’s capacity to finance these things. However, it is 
an impost without a level playing field, and I am sure the minister will take on board that members are saying 
that it costs some shires more than others to have the services of a doctor because of the lack of equity. We need 
to address this issue to get some commonality into it. I know it is a cost to the state government, but I cannot 
understand why the government cannot implement a formula to get some balance of equity by way of a 
partnership arrangement, so that Bruce Rock does not have to contribute $1.2 million, whilst Quairading 
contributes $300 000 and Dandaragan-Coorow contributes $120 000 — 

Mr M.W. Trenorden interjected. 

Mr G. SNOOK: Local councils also contribute in other ways, such as by providing houses and motor vehicles 
for doctors, but in general all of those real costs are passed on to ratepayers. They are real costs to which a city-
based ratepayer does not have to contribute anywhere near the same amount. I ask the minister to take that on 
board. I accept that there is no easy solution, as there is a limited amount of money, which must be coupled with 
the difficulty of finding a balance. I think my point has merit: local governments put up their hands and say, “We 
will kick the tin; we will put in”, but there is inequity in the varying amounts contributed. Different 
circumstances come into play depending on whether the doctors are sourced directly by the local authorities, 
because they take on the whole service of providing a doctor, or whether the vacancies are filled by medical 
recruitment groups, with which the minister is familiar.  

Having been a shire president for a number of years, I know that there is a feeling that councils are trapped in the 
system. They provide the service on the basis that it is their responsibility and they need to meet it, and they 
expect—as we expected as a shire—the medical practice to become much more viable and capable of financing 
its own capacity and existence. That is hard to determine because they are private businesses, and accessing 
records of companies is difficult. Local governments and councils are trapped between continuing to provide the 
service or withdrawing it, and finding themselves being highly criticised by their local constituency. It is a 
complex issue and one that really needs addressing as a matter of public policy and providing a regional service 
to rural Western Australians. In lots of other areas the medical services are provided, and were originally 
provided, by Silver Chain-type services. That is great. My wife and I and many other community members in my 
home town of Jurien Bay had a wonderful service there. There was just a request that a gold coin donation be 
left. Many of us engaged in lots of other fundraising efforts to help our Silver Chain service, which was a great 
service, and we survived. It was in most cases quite an adequate service. 

I will raise with the minister an issue that is very pertinent to this whole discussion. I have been contacted by a 
person who is a resident of Morawa. This lady came from Nigeria with her husband. They both qualified as 
nurses in Nigeria. In fact, they have all the recognised qualifications, at a high level, to enable them to be nurses 
in Western Australia. The husband has acquired registration from the Nurses and Midwives Board of Western 
Australia, but the wife is having great difficulty convincing the Nurses and Midwives Board that her pass level is 
satisfactory for her to be registered. The pass level required is six and above. The minister knows that in the bush 
it is very difficult to get not only doctors, but also nurses. I find it amazing that this lady, who has adequate 
qualifications, is, by the determination of the Nurses and Midwives Board, being knocked back. In fact, it costs 
her $280 each time she goes to the board for an examination. 

Mr J.A. McGinty: What is her — 

Mr G. SNOOK: She has to get her English qualification. She has to pass the international English language 
testing system—IELTS—test. She has tried four times. I will not read out her whole letter, but I am happy to 
pass it on to the minister. 

Mr J.A. McGinty: If you would, so I can take up the issue. 

Mr G. SNOOK: In fact, I am writing to the minister on this issue, so it is opportune for me to refer to this letter. 
I thought that I would take this opportunity to raise a quite pertinent point that I am sure the minister would have 
an interest in. I find it quite amazing—I am not being critical of the Nurses and Midwives Board; I am just 
raising the issue—that this lady has had four separate attempts to qualify under the international English 
language test system. The first attempt was on 30 March 2007. For listening she got six, for reading 5.5, for 
writing six and for speaking six. The overall band score was six. She had her second test on 7 July. 

Mr J.A. McGinty: She needed six and a half; is that right? 
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Mr G. SNOOK: That is right. That is what it is. A person has to get six and a half or six. I will put it this way: it 
must be noted that universities in the country are more than willing to offer places to prospective nursing 
students with overall band scores of six. Therefore, they can get into university with a score of six, but the 
Nurses and Midwives Board requires that they have a score of six and a half. Therefore, I think there is 
something that the minister needs to look at. 
The second attempt was on 7 July 2007, and she paid another $280. For listening she got 5.5, for reading 6.5, for 
writing six and for speaking 7.5. The overall score was 6.5. Therefore, she went from a score of six to 6.5. The 
third attempt was on 17 November 2007, and she paid another $280. For listening she got six, so she improved; 
for reading she got six, which was consistent; for writing she got 5.5; and for speaking she got 6.5. The overall 
band score was six. The fourth attempt was on 31 March this year, and she paid another $280. For listening she 
got 7.5, so she improved; for reading she got six; for writing she got 6.5, which was an improvement; and for 
speaking she got 7.5. The overall band score was seven. However, the Nurses and Midwives Board knocked her 
back. 
Mr J.A. McGinty: Why? 
Mr G. SNOOK: I can read the letter from the board for the minister, if that is appropriate, Mr Acting Speaker. 
The ACTING SPEAKER (Mr A.P. O’Gorman): If it is a short letter, but normally we allow a member only to 
paraphrase. 

Mr G. SNOOK: It is a very short letter, yes. It states — 

Dear Olatoke, — 
That is this lady’s first name — 

The Board is in receipt of your English Language Test results. However I regret to advise you that you 
have not obtained the required scores and will therefore need to resit the English Language Test. 
Registration and/or commencement of the registration-bridging program is subject to you successfully 
completing the English Language requirements.  
As requested, kindly arrange for your test results to be sent directly by the IELTS testing centre to the 
Board. Please note that results from tests completed more than two (2) years prior to application for 
registration will not be accepted.  
If you have any queries, please do not hesitate to contact me. 

I find this response amazing when we are screaming out for nurses. This lady’s husband is qualified; they work 
in the same hospital—in the new hospital at Morawa that the minister will be opening shortly, I think.  
Mr J.A. McGinty: Yes, in a couple of weeks’ time. That is in the member for Moore’s electorate, is it not?  
Mr G. SNOOK: Not quite. It will be, though. The member for Greenough might disagree with that! It would be 
great for the minister to give this lady a response. The minister will probably meet them up there. I have already 
written to the minister on this issue. I am not sure what can be done, but it is vitally important that the Minister 
for Health be aware of what is going on. I am not sure what control or authority the minister has over the Nurses 
and Midwives Board. There is obviously a split of responsibilities there. I raise it today as a matter of concern. 
People in the bush are very happy to have these people who have all the qualifications. She is a midwife, she has 
the top qualifications in nursing, but she just cannot convince the board that her score of seven at the last exam 
was sufficient. The application fee is $280 each time; it is incredible.  

As the minister knows, I have two daughters who are nurses. They are passionate about their jobs and they want 
to nurse. If nurses want to work in Morawa, I reckon we should grab them, embrace them and bring them in. 
Community members have contacted me about this. They want the people to go there to provide a service. It is 
vitally important that the minister take this on board. I thank the minister for listening.  

Mr J.A. McGinty: I thank the member for raising that issue. If he can give me the material as quickly as 
possible, I will take it on board.  

Mr G. SNOOK: Absolutely. It is in the mail! 
I refer now to the regional airports development scheme, which provides a service that allows a direct link 
between regional towns. Airports are located at strategic regional centres and towns that wish to provide them. 
They have fully lit and all-weather airstrips and they are of great service to people in regional Western Australia. 
When a helicopter cannot get to an area, the airstrips serve a great purpose within a 200 kilometre range of Perth. 
Inevitably, outside that area, the Royal Flying Doctor Service plays a vital role. It helps augment the service and 
in some ways it reduces the requirement for high-level medical services either by a multipurpose service or a 
hospital in our regional centres.  
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I encourage the minister to expand the regional airports development scheme. It is successful. It provides the 
capacity for local communities to invest in their airstrips, to allow them to provide a quality, fully lit airstrip. My 
home town’s airstrip was a great project; community groups put lots of money in—$50 000 in the case of Jurien 
Bay. We have this fantastic airstrip, which provides the opportunity for the RFDS to come in and play its role in 
providing medical services. That is another vitally important role that I would urge the minister to take on board 
for us.  
I have also written to the minister about concerns relating to St John Ambulance’s policy. The need to have a 
policy is understandable and I respect the need for it. I refer to the directive to transfer patients to the nearest 
official medical service, be it a medical centre or a hospital. It does cause a lot of consternation for families of 
patients who are transported virtually in the wrong direction. In the case of the Coorow-Carnamah area in my 
electorate, if an ambulance is required to pick up a patient who is halfway between Moora and Three Springs, St 
John Ambulance’s policy clearly directs the ambulance to take the patient to the nearest hospital, which may not 
be the most practical hospital. That is fine and it sounds logical, but if people are going on to Perth, why take 
them to Three Springs where they will be referred, because they are closer to Geraldton? Sending them to 
Geraldton and then transporting them back down to Perth does not seem to make sense. I have been approached 
by my constituents, who have requested that there be a degree of flexibility in that policy so that, by way of 
consultation, it will allow a patient to be transported to a particular location not necessarily as a matter of policy 
being adhered to by a few lousy kilometres, but because of practicalities. Those people will be able to go, for 
example, from Coorow down to Moora and, if they need a higher level of treatment or hospitalisation, they are 
transferred to Perth. There needs to be that degree of flexibility.  

I appreciate the opportunity to be able to relate some of the problems confronting rural and regional health 
services in the central wheatbelt and north east wheatbelt. It certainly is an area in which there are large degrees 
of inequity and varying levels of service, and a fair and balanced outcome is needed.  

Finally, I refer to an area touched on by the member for Avon; that is, mental health. In particular, I refer to the 
availability of counselling services to people who are suffering stress and pressure as a consequence of the 
drought. The weather conditions have created a terrible situation for many families within the drought-stricken 
north and north east wheatbelt. The rate of depression, caused by the stress of being locked into the terrible cycle 
of what is now five years of drought, is a serious issue. This year the conditions are looking dicey. In some 
instances, farmers have received a teasing rain that has been just enough to stave off the prospects of another 
failure. A need exists for an investment in health counsellors in that area. Counselling services are provided in 
Northam and Geraldton. However, the area between Northam and Geraldton is too big and we cannot expect 
people in those areas to be provided with services out of Northam or Geraldton. I implore the minister to look at 
the situation. Irrespective of whether the weather situation becomes brighter, there is a huge problem in the area. 
Local governments, shire councillors and shire presidents are playing a great role in trying to work on this issue. 
I appeal to the minister to investigate this issue that could be addressed by the appointment of one additional 
counsellor who could make itinerant visits on a regular basis to provide a higher level of service, which is 
desperately needed. Some of the people in those areas really are in strife.  

DR G.G. JACOBS (Roe) [4.47 pm]: Health services in rural and regional Western Australia is an issue that is 
very close to my heart. I hope the Minister for Health will forgive me if he has heard the theme of my 
contribution before. I impress upon the minister that if we are to have an effective hub and spoke model for the 
delivery of health services in rural and regional Western Australia, we need appropriate funding. I take my 
region as a case in point: Esperance is a spoke and Kalgoorlie is the assigned hub. As a practitioner for over 25 
years in that region, like a lot of medical practitioners and nursing staff I recognise the difficulties that arise 
because of distance. It is important that facilities are available in regional and rural towns, some of which are 
over 700 kilometres from Perth.  

If the total number of patients from regional and rural areas who go to tertiary hospitals in Perth is to decrease, 
the primary and secondary areas in health must be upgraded. The minister is aware of the incredible number of 
people from regional and rural areas who go through this state’s tertiary hospitals. We have heard many times in 
this place about the demands on those tertiary institutions. If we are to really deal with some of the health needs 
and demands of Western Australia, we must have effective primary and secondary health facilities or hospitals.  

It is very disappointing, as we heard yesterday from the member for Kalgoorlie, that no significant money has 
been spent on the health system hub of Kalgoorlie, although I concede that $2.8 million of a $42 million 
allocation will be spent to at least start some work at Kalgoorlie Regional Hospital. However, that is nowhere 
near enough money for us to deal with the ever-increasing demands of the region. Of course, added to that is a 
concern that the tertiary hospitals will be overloaded with a greater number of patients who cannot be dealt with 
in the region. Obviously a percentage of cases can be dealt with in the region if the facilities are appropriate. The 
other concern is the patient transporter. In recent weeks we have come to understand the extra stresses faced by 
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the Royal Flying Doctor Service. Therefore, there is increased demand on the Royal Flying Doctor Service and 
on the tertiary hospitals.  

A lot of lip-service is given to the hub and spoke model, which may work in some regions. However, I take this 
opportunity—members might have heard this before—to say that appropriate moneys are needed to upgrade our 
spoke; namely, Esperance District Hospital. I have worked at Esperance District Hospital for 27 years as a 
visiting medical practitioner—a contractor. I am not an employed medical practitioner of the hospital; it does not 
have any salaried medical officers. Esperance District Hospital is serviced by private practitioners who have 
visiting medical practitioner agreements with the Department of Health, and medical cover is provided by a 
roster of VMPs. In my time at that hospital, the region’s population has grown from 4 500 to more than 15 000 
people. A major mine is on the region’s doorstep. The Ravensthorpe nickel operations mine employs more than 
300 residential staff, and over the past couple of years more than 900 contracting and construction staff have 
been involved in the mine operation. This population increase puts incredible demand on our health service in 
not only Esperance, but also Ravensthorpe. Ravensthorpe District Hospital in turn puts demand on to Esperance, 
because Ravensthorpe is the closest district hospital, if we like, to the RNO mine. It has put a great deal of strain 
on the ambulance service. There was a recent potential crisis when the Ravensthorpe hospital had some 
difficulties in staffing the hospital 24/7. Such a crisis would have increased the strain on St John Ambulance, 
which is staffed by volunteers.  

Health delivery in these regions is not easy. As I said, there is a tyranny of distance. The Esperance Integrated 
District Health Service essentially needs three things to operate in the twenty-first century and to meet the 
current demand. There are essentially three areas to the Esperance hospital: first, the accident and emergency, or 
casualty, department; second, day surgery, for which there is no unit; and, third, the maternity unit. The A&E 
department has not changed in the 25 years that I have worked at Esperance District Hospital; in fact, there have 
been no major upgrades to A&E. It essentially consists of three beds and a resuscitation room. It takes only a 
couple of acute cases—for example, someone who has fallen off a four-wheel motorbike and fractured a limb 
and someone in the resuscitation room having a heart attack—for there to be major pressure difficulties. Those 
are pretty much common events—other than the use of the resuscitation room—and there are a lot of pressures 
on A&E to service the region. That is the first issue. In addition, there are some issues with the configuration and 
location of the A&E department in the hospital. It is not in the right place. The A&E entry is located at the side 
of the hospital, resulting in a dislocation of activity in the wards at the front of the hospital and the casualty ward 
located at the side and towards the back of the hospital. That location also causes difficulties with the staffing of 
nurses. 

The second area that is needed and is of concern is the day surgery unit. A visiting gastroenterologist provides a 
great service conducting endoscopies. An endoscopy is a diagnostic procedure that uses optic technology to view 
both the upper and lower intestine. That service is very important for our region as it is used to diagnose not only 
haemorrhages, but also cancer. The problem is that the hospital really does not have an area where that type of 
day surgery—that is, endoscopies—can be performed. At present, the main surgical theatre is booked for 
endoscopies and the patients recuperate on lie-lows in the theatre corridor. That is not an ideal situation and, in 
fact, could be potentially dangerous if the theatre was occupied by the endoscopist but required for a major acute 
accident case. That is the second deficiency in the spoke of the Esperance integrated health service. 

The third area of service, in which difficulties are experienced, is the maternity section of the hospital. That 
section needs a serious upgrade to its labour wards and birthing-in facilities. Mothers and fathers-to-be travel 
long distances for the birth of their children. The fathers end up sitting in the labour ward for hours on end. I 
have seen poor guys who have been perched on a chair in a corner of the labour ward around the clock—for 
24 hours. I believe that in a rural and regional setting, better provision must be made to accommodate husbands, 
fathers and partners during the labour process—which in some cases can be rather prolonged.  

They are the three areas of Esperance District Hospital for which $13 million has been assigned; however, for 
the Esperance hospital that is a classic moving-the-goalposts budget. The spoke upgrade is needed—it should 
complement the Kalgoorlie hub upgrade, but we do not have that—to deliver appropriate health services and 
obviate the need to transfer patients to the tertiary institutions, particularly at a time when the minister is 
constantly complaining about the incredible increases in the demand for tertiary health services. There is also 
increased demand on the transport services of the Royal Flying Doctor Service of Australia. The Royal Flying 
Doctor Service needs three new planes and teams. A significant request was made for moneys so that the RFDS 
can meet the demand of the booming state of Western Australia. Because we have a big state, we need to 
upgrade facilities to meet that growing demand. 

I will also talk about the provision of mental health services in regional and rural Western Australia. There is a 
case in point in Esperance in my area in the south east. There was a purpose-built facility within the hospital for 
acute 24 to 48-hour short-stay patients who were agitated for all sorts of reasons, including an exacerbation of 
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their schizophrenic illness and the manic phase of a manic depressive illness. Indeed, an increasing number of 
people are presenting with acute agitated phases after taking drugs, such as methamphetamines and others drugs 
that cause heightened agitation with confusion. This area is more than 720 kilometres from Perth and does not 
have an acute short-stay facility. More than 50 per cent of patients settle in the local hospital after treatment from 
their general practitioner in consultation over the phone with a psychiatrist from either Kalgoorlie or Perth. It is 
inherently dangerous to put an acutely ill patient who has been over-sedated with haloperidol or valium on an 
RFDS aeroplane and to transport that patient all the way to Perth. Not only is that procedure inherently 
dangerous, but also the management protocol for doing that is futile. Invariably, after the patient has spent about 
three days in Graylands Hospital and the acute phase has passed, the patient is sent home on a Transwa bus. 
Obviously, the medium to long-term issues are not dealt with in that time. There is often no notification, by 
telephone or in any other manner, that the patient will be arriving back in the town, and often there is no 
discharge summary for the patient. If that is good medicine, I will go he for chasey. Acutely ill patients are being 
over-sedated so that they can be put on an aeroplane and do not wake up and want to fly it or become agitated 
with their escorts, who are often nursing staff or local police officers who have been taken out of the town on a 
form 3 to transport the patients to Graylands Hospital. Those escorts are then told to find their own way back to 
town. The patients are also told to find their own way back to town. The patients might be helped with a Transwa 
ticket so that they can travel back on the bus, but that procedure is not followed up with a useful discharge 
summary or notification to the referring GP that that will happen. 

This is the twenty-first century. In the 25 years that I have worked in the industry, that situation has not 
improved. Members might say that that is how it is when trying to treat people from a distance. I suggest, 
however, that there is a better way; that is, adequately resourcing tertiary and secondary institutions so that they 
can deal with at least over 50 per cent of those patients. Probably 30 to 40 people a year in the acute manic or 
agitated phase cannot be treated in any way other than by fairly heavy sedation with an escort, usually a 
policeman, on a Royal Flying Doctor Service plane to Graylands Hospital. The turnaround time is usually three 
days, and then they turn up in town again, sometimes with community service orders that, I must say, are not 
followed up. However, that is another story.  

The acute stay facility in Esperance District Hospital that was built over 10 years ago needs to be adequately 
staffed. I know that I have been this way with the minister before and that he has said that the hospital cannot get 
staff. However, the acute facility does not need to be staffed 24/7, 365 days a year. If I have an acute manic 
patient who needs sedation over the next 24 to 48 hours, the system should have some flexibility that says the 
patient needs to be admitted to a purpose-built unit and that staff are needed for a couple of days while the 
condition settles down. That does not mean that the facility must be staffed 365 days of the year. It may be that 
the patient is in the unit for a few days this week but none next week; in fact, there might not be such a patient 
for five or six weeks. I believe that we must have the will and the ability to make this work, because the 
alternative is not delivering. It is important, as the minister will agree, that these facilities are adequately 
resourced and upgraded and that we make sure that the primary carers, who represent the spoke, can do their job 
and that they have the ability to refer to the hub, which in my case is the Kalgoorlie hospital, which is adequately 
resourced and has specialist services that can provide secondary care.  

[Members time extended.] 

Dr G.G. JACOBS: I will not be too long. Did members have a bet that I might ask for an extension?  

Several members interjected. 

Dr G.G. JACOBS: On this subject I should be able to talk for at least 30 minutes since I have been involved 
with it for over 25 years. I will not take the 10 minutes. Perhaps the member for Capel might have a bet on that.  

Dr S.C. Thomas: I will have to find a taker first! 

Dr G.G. JACOBS: If we are to talk about the hub and spoke model, we should not simply pay lip-service to it 
and talk about it, because it will end up being an excuse for doing nothing, the spoke will not be looked after 
because it is said that the spoke has a limited capacity and then refers to the hub and, therefore, the spoke does 
not need to be upgraded to a certain standard to provide services in obstetrics, minor surgery or anaesthetics. I 
see this as an excuse to let a lot of services be downgraded on the premise that the hub can provide the service.  

The much-touted hub of the wheatbelt would be Merredin. What has happened to the hub and spoke model and 
to developing Merredin as a hub? It certainly has not gone very far in the three and a half years that I have been a 
member of this place. The regional centres need resources in their own right. If the minister wants to talk about 
the hub and spoke model, he should ensure that adequate resources are put into that model. The greater the 
number of medical procedures that can be provided in the regions, the better it will be for the health system as a 
whole. I am not talking about procedures such as heart transplants. However, a lot of procedures can be done in 
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the regions. The problem is that if the government keeps engaging in this downsizing process, the regions will 
very quickly lose the people with the necessary skills to perform these procedures. 

Dr S.C. Thomas: The lack of obstetric services in Merredin is a good example of that. 

Dr G.G. JACOBS: Absolutely. Many years ago, I visited Canada. In fact, it was about 25 years ago, because 
my eldest son was only a one-year-old at the time, and he is now 26. While I was there I visited some of the rural 
areas on the west coast. I remember that one day I was with a group of people, one of whom happened to be an 
orthopaedic surgeon who had been called out to attend the local hospital. He asked me whether I would like to 
come with him, so of course I said I would love to go with him, because it is a very good way of seeing how the 
system works in Canada.  
Mr G. Snook: It is a good place! 
Dr G.G. JACOBS: Absolutely! It is fantastic! I went to Vancouver and to Victoria on Vancouver Island.  
Mr G. Snook: My daughter is nursing in Calgary.  
Mr M.W. Trenorden: Butchart Gardens! 
Dr G.G. JACOBS: Yes. That is absolutely beautiful. I remember that well. 
Mr J.A. McGinty: I am glad you got that extension of time!  
Dr G.G. JACOBS: Yes!  

We got to the hospital, and the orthopaedic surgeon said to the registrar, “You have called me in. Direct me to 
the case”. The resident then directed this consultant orthopaedic surgeon to a patient who had fallen over and 
sustained a Colles’ fracture. It was not an open fracture. There was nothing particularly complicated about it. I 
asked him what other cases he had been called in for, and he said, “Only this one.” I then said that in Australia 
we would never call in an orthopaedic surgeon for a Colles’ fracture. In Australia an orthopaedic surgeon might 
be called in for open fracture, a fractured hip or a compound fracture. However, if it was a common closed 
fracture—for example, the person had fallen on his outstretched hand and had pushed back the distal radius—the 
surgery could be done by an adequately skilled general practitioner. My point is that in Canada 25 years ago, 
orthopaedic surgeons were being called out to do work that general practitioners in Western Australia are able to 
do. However, what has happened in Canada will happen in Western Australia if the medical practitioners in our 
rural centres are allowed to become deskilled. That will mean that every procedure—even the repair of a simple 
Colles’ fracture—will need to be performed at a tertiary centre, because no-one will have the skill to do that 
work. It is very important that we do not go down that track, because if all those what I would call fairly 
uncomplicated procedures can be done only at a tertiary centre, it will place those centres under considerable 
pressure. That is a bit like what is happening at the minister’s hospitals in the city. A GP in the bush will deal 
with a Colles’ fracture. However, a GP in the city will probably refer the case to the local hospital, which will 
probably be Royal Perth Hospital. It is therefore really important that those primary and tertiary institutions 
maintain their facilities and retain adequately trained and practised practitioners. If we do not do that, the whole 
medical population will be deskilled. As a result, there will be an ever-increasing demand on tertiary hospitals to 
do what I consider fairly uncomplicated procedures that should and can be done in primary and secondary 
institutions. It is very important that we do not concentrate only on building 1 000-bed hospitals, although I 
concede that we need tertiary beds. It is my personal view that, rather than building a 1 000-bed hospital, we 
should build a moderately sized 600-bed hospital because there must be some resources left over to upgrade 
these other institutions. We do not want total dependence on one major institution. That will put a lot of demand 
on not only our transport services, but also the tertiary institution itself. It will result in deskilling all the other 
centres and everything will have to go to the Fiona Stanley Hospital. It will not be long before we find out that it 
will not be big enough and it will have to be extended because all the other areas have been let slide. They will 
not have been upgraded and kept up to scratch, and the medical and nursing population will have been deskilled. 
Let us not get transfixed on one big hospital fixing everything.  

The minister understands, because he has said before, that people are in hospital who should not be there. I have 
sat in the emergency department of Royal Perth Hospital—the minister might say that I should not be there—but 
I was there because my third son is an insulin-dependent diabetic. I must say that when he went into a downward 
spiral with vomiting and diarrhoea and into ketoacidosis, we took him to Royal Perth Hospital where he was 
triaged, and admitted straightaway. He was treated very well. However, as the minister has said in the past, a lot 
of people occupy beds in the tertiary hospitals who should be treated elsewhere. We need to keep those hospitals 
upgraded and the staff skilled.  

DR S.C. THOMAS (Capel) [5.17 pm]: I tried very hard to get someone to take a bet that the member for Roe 
would not only ask for an extension—I could not sell it anywhere—but also take the full extension, and he did. 
However, no-one took me up on it, but never mind. I thought briefly that my campaign would be funded!  
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I became involved in politics to a large degree because I was involved in health boards in the 1990s. I started out 
chairing the little Donnybrook health board and then the Wellington health district board, which covered the 
Donnybrook and Collie District Hospitals. I subsequently ended up chairing the south west health forum, which 
had an overview of health from Yarloop District Hospital down to the Northcliffe Nursing Post and the 
Pemberton District Hospital, and a budget of about $100 million. In 1998, we wrote the strategic plan for health 
for the south west region health service for, I think, 1998-2006. Every now and then someone makes use of that 
plan in the south west. It was due for review, but that has not taken place. Some very good people were involved 
in writing that health model, including Christine O’Farrell, who was in charge of country health for the 
Department of Health, but who subsequently left the department; Anne Donaldson, who was head of the 
Bunbury Regional Hospital; and a woman by the name of Patsy Turner—effectively four of us—together with 
Silver Thomas Hanley. We wrote a hub and spoke model plan for the south west. I believe it was a very good 
plan. Although this motion suggests that the hub and spoke model should be disbanded, I do not think that is 
necessarily the case. The current hub and spoke model for the south west is, to some degree, an effective model. 
There is a major hub in Bunbury and a minor hub in Busselton. The spokes from Busselton stretch to Augusta 
and Margaret River, and from Bunbury to Harvey, Collie and Donnybrook. Bridgetown is an even smaller hub 
for those southern areas but Bridgetown also feeds into Bunbury. The hub and spoke model works relatively well 
if it is adequately managed. Do members know what happened? In 2001 the member for Yokine, the then 
Minister for Health, disbanded all the health boards. What did that do? It meant that the protection that was in 
place for the smaller units suddenly disappeared. That was a key factor. Do not worry about only the small units; 
the big units used to struggle for resources. Bunbury Regional Hospital had its own board and its policy was to 
spend money and expect the government to pick up the tab. Members must bear in mind that a conservative 
government was in office during this period, although I do not know whether that made any difference. The 
Bunbury board basically spent the money on the basis that, in effect, the government would pay it. All the other 
hospitals in the region were held under their budget. I had a huge fight with the local manager in Wellington who 
was trying to remove aged-care patients from the Donnybrook District Hospital. I fought with him for two years, 
during which time I met with everyone, including the Commissioner for Health. After two years of animosity 
during which time the board barely functioned, the manager had to admit that he was wrong. We saved that 
hospital’s reputation. In the meantime, we kept the nursing home patients in the hospital. It was a long and hard 
battle. That was the sort of protection that the health boards offered regarding the resources of the small local 
hospitals. Not only local hospitals benefited, but also the Bunbury Regional Hospital, which at that stage had a 
budget of $60 million. Significant protections made the hub and spoke model effective. It provided support at all 
levels. What could be done in the spoke hospitals was done. 

My family was here today. My seven-year-old daughter, who celebrated her seventh birthday today, was one of 
the last children to be born at Donnybrook District Hospital. The obstetric services have been lost from that 
hospital. Was that the result of the actions of the government? No, it was not, because the obstetric services were 
always going to be lost from that hospital because it was too small. At that stage, it delivered approximately one 
birth a month, on average. It was never going to keep the minimum requirement for accreditation, which is 40 
births per doctor performing obstetrics. There are always going to be changes but the level of those changes can 
be mitigated by keeping localised support. 

This motion is a little bit erroneous because it is not the hub and spoke model that is the problem; it is the 
resources that are attached to the spokes—the small units. Often they can do things cheaper and more effectively 
than the hubs themselves—the larger units. We must be prepared for that and manage it and make it part of the 
plan. When that is not done, we get the current situation of a centralist agenda, and that will continue to happen. 
The hospitals that were in my original patch—Donnybrook District Hospital and Collie District Hospital—have 
gradually been losing their services over time. A clinical decision was made to move the obstetric services from 
Donnybrook District Hospital. However, other services have been centralised and downgraded, such as the 
laundry services and the provision of food. The autoclave was removed from Collie District Hospital and that 
service is now provided by Bunbury Regional Hospital. Not only the clinical components, but also the support 
services have become centralised. When the support services are centralised and removed from small country 
hospitals, it affects the viability of the hospitals and it begins to downgrade them. 

Many country hospitals have issues. Bruce Rock Memorial Hospital in the wheatbelt is a good example. From 
memory, it had a discharge rate of zero. No-one ever left the hospital vertically. Effectively, it was a nursing post 
but it had to be called a hospital. It was given a $1.2 million budget and was required to function because nothing 
was allowed to be downgraded in order to downgrade it from a hospital to a nursing post. Maybe we need to 
look at the names and the nomenclature and at what we call the hospitals and what we do not. We should provide 
those services in those rural and regional areas. It is not a case of one size fits all.  

The hub and spoke model is not a bad model; it just needs to be made to work. That involves providing resources 
to ensure that the spokes are not simply ignored in the process. One of the best ways to do that is to retain health 
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boards. Health boards are a really cumbersome problem; they are a bit of a pain in the neck. I recognise that they 
make a lot of work for the administrators in the hospitals. In the south west we were gradually moving away 
from a hospital-by-hospital board process to a regionalised board process. My aim as the chairman of the south 
west health forum is to develop a regionalised health forum process and a regionalised board. We probably need 
four or five rural hospital boards across the entire state rather than one in every hospital. I could tell members 
some horror stories about the way boards functioned in hospitals. One hospital board spent the entire hospital’s 
staff education budget on trips for board members. Some horrendous things came out of the country hospitals 
boards association; they were an embarrassment. That did not take away from what could have been presented 
by boards. If the work is not done through a board system, somebody else has to be the local champion for those 
services otherwise we simply disempower them. The community becomes disempowered and effectively every 
decision is made from Perth.  

I have a lot of time for Christine O’Farrell. I worked very closely with her as chairman of the south west health 
forum. With a couple of others, we wrote the strategic plan. I spoke to her during the health budget estimates 
hearing two or three years ago. She was completely enamoured with the system that was being put in place. A 
couple of years later, there is a big gap. She found that it was almost impossible to provide the services that she 
was expected to provide in small country hospitals given the system that she endorsed, which was a centralist 
system. It is much easier to make decisions in a centralist system. The minister and the commissioner simply 
walk out and with a stroke of a pen say, “We’ll move this to there and this to there and this little country hospital 
does not need to provide the things that it does at the moment.” The heart of the community is pulled out along 
with those little country hospitals. 

The motion is good in that it raises the issue. The motion is wrong in that it says that the hub and spoke model is 
wrong. The hub and spoke model needs support. Unless the government provides that support, it will continue 
on its centralist agenda and continue to downgrade rural health services.  

MR J.A. McGINTY (Fremantle — Minister for Health) [5.27 pm]: I thank members for their contributions to 
this debate. I would like to make a number of points by way of response. I will start with the general proposition 
that the quality of care that is delivered in our country hospitals in Western Australia never ceases to amaze me. 
A young man was recently attacked by a white pointer shark in Albany. Amazingly, he was treated at Albany 
Regional Hospital. We would classically think that he would be put on a plane and flown to Perth for treatment. 
Full credit must go to the staff at Albany hospital for the tremendous job they did in dealing with what we would 
all imagine to be a shocking trauma case. Nonetheless, it was handled quite competently locally. In that sense I 
regret the fact that some people find it necessary to sling off at the nature of the service provided by some of our 
country hospitals. I do not say that about anyone in this house. I note very strong support for the services 
provided through our hospitals. A good example was last Saturday’s The West Australian, which featured a full-
page article about Luke Neil, who was admitted to Geraldton Regional Hospital following a tragic incident in 
Geraldton on Christmas Day last year. The article contained a number of very significant inaccuracies such that 
the whole story ultimately misled the public.  

I would like to provide a bit of background to that particular case. Mr Neil was brought to the emergency 
department of Geraldton Regional Hospital by friends on 25 December 2007 at five minutes past nine in the 
evening. He was assessed by the nurse on duty and nominated as a triage category 3. That tells a bit of a story in 
itself. Twenty five minutes later at 9.30 pm, Mr Neil was examined by a medical officer in the emergency 
department. The examination noted the following injuries: a four-centimetre long laceration at the back of the 
right upper trunk; multiple lacerated wounds of one to three centimetres at both sides of the right ear; a four-
centimetre long superficial laceration to the right side of the head; a two centimetre cut at the right upper chest; 
and a painful and swollen jaw on the right side with loosened teeth. Between 9.30 pm and the early hours of the 
morning, Mr Neil remained in the ED with his family. He was looked after by ED staff. During this time he had 
a computerised tomography scan of his cranium and facial bones. The CT scan showed a fracture of the 
mandible, which extended obliquely across the midline. Intravenous antibiotic and antifungal pain relief were 
administered. Media reports stated that Mr Neil “received stitches without anaesthetic at Geraldton Regional 
Hospital”. It is crazy to think that that happened. It did not happen. The signed medical reports submitted to the 
police investigating the assaults that occurred that evening stated that thorough toileting and suturing of all 
wounds was carried out under local anaesthesia. I will conclude by referring to the transfer of Mr Neil to Perth. 
At 2.30 am on 26 December, Mr Neil was admitted to the hospital for observation and care until he could be 
transferred to Royal Perth Hospital. The nature of his admission was for general nursing care, pain relief and 
intravenous antibiotics. Hourly observations overnight did not record any choking or large quantities of blood 
blocking Mr Neil’s airways as reported in the newspaper. Patients with a fractured mandible are generally 
transported via commercial transport to Perth either by air or private car. Mr Neil’s injuries, while interfering 
with his health and comfort, were not considered life threatening. The hospital set about organising a commercial 
flight for him to travel to Perth. Unfortunately, one was not available until the next day, 27 December. Mr Neil’s 
family friend organised a private charter to get Mr Neil to Perth. There have been no applications or requests 
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from Mr Neil for reimbursement of that cost. I say that to set the record straight in what was otherwise a 
reasonably provocative and generally untruthful article. 

I will touch on an issue raised by the member for Kalgoorlie during his third reading speech last night on the 
budget bills; namely, the status of the Kalgoorlie Regional Hospital upgrade. In early 2007, the government 
determined that due to the overheated construction industry in Western Australia it was necessary to put back the 
promised redevelopment of Kalgoorlie Regional Hospital by 12 months. It is now planned that the tender of the 
building works will go out mid-2009 with the completion of the building expected at the end of 2011. Planning 
for a $2.89 million forward works package has commenced with a view to commencing those forward works 
before the end of this year. The forward works package will address drainage issues near the emergency 
department, the construction of a second lift for patient transfers between the hospital inpatient wards and the 
radiology and emergency departments and the replacement of the emergency generator. That work will 
commence this year. The broader construction package will go to tender mid-2009. That tender, as set out in the 
business case, will involve the construction of a new clinical block incorporating the emergency department, a 
higher dependency unit, medical imaging, medical records, a new palliative care unit and a refurbished day 
surgery and theatres. This scope of work will incorporate a variety of new equipment and furnishings. There are 
currently 102 beds at Kalgoorlie Regional Hospital. With the redevelopment there will be enhancement in the 
following areas: the number of beds in adult surgery will increase from 12 to 18 while the number of beds in the 
high-dependency unit will increase from five to seven. There are currently no 23-hour beds, but after the 
redevelopment there will be four 23-hour beds. The emergency department treatment spaces will go from 11 to 
16 beds; three beds will be provided in the endoscopy suite, where there is currently one; and there will also be 
improvements to the imaging department at the hospital. Those are, again, very significant improvements to the 
scope and quality of care that can be offered at Kalgoorlie Regional Hospital.  

However, there is one particular area at Kalgoorlie that I want to touch on; that is, the emergency department of 
the hospital. Kalgoorlie hospital has never had specialist medicine cover at all times. On 5 May 2008 Kalgoorlie 
Regional Hospital commenced emergency medicine cover seven days a week by fellows of the Australasian 
College for Emergency Medicine. This is a very significant matter and is a very significant improvement to the 
services provided to people in the goldfields. This initiative was a response to previous concerns about 
maintaining adequate cover for Kalgoorlie hospital emergency department. Service continuity relied on the 
provision of services by overseas locums from New Zealand. Supervision by fellows of the Australasian College 
for Emergency Medicine is required to support the education and training for junior doctors, to provide support 
and advice across the region and for back-up to the high-dependency unit and generally at Kalgoorlie hospital. 

Until the middle of 2006, emergency medicine services in Kalgoorlie were provided by first-year resident 
medical officers, supervised mainly by off-site general practitioners and local specialists. With increasing 
supervision requirements from the Postgraduate Medical Council of Western Australia, a move was made to 
recruit full-time senior medical officers. Despite some success in recruiting, issues with the management of 
complex patients remained. At the beginning of 2007 a fellow from the Australasian College for Emergency 
Medicine commenced in Kalgoorlie on the basis of two days a week. He has recruited a number of other 
individuals to join him as contracted medical practitioners and to provide cover for seven days on a fly in, fly out 
basis. This is notwithstanding an Australia-wide shortage of fellows of the Australasian College for Emergency 
Medicine and has been achieved at a net additional cost of $189 000 for the 18-month trial period that has just 
begun. Again, that is a very significant boost to services in the Kalgoorlie region. 

The other matter I want to touch on, which again caused me a little concern, was a report that appeared yesterday 
morning, 10 June, in the Albany Advertiser. The article headed “Rally blasts baby ward plan” is very misleading. 
It states that the government plans to reduce the number of beds that are available in the maternity section of 
Albany Regional Hospital. Nothing could be further from the truth. The plan is, in fact, to increase the number of 
beds available for maternity patients at the hospital. Currently, maternity services at the hospital consist of three 
birthing suites, only one of which has an ensuite. We are proposing to retain the three birthing suites, but to 
provide ensuites to each of those birthing suites. There are currently four single rooms with ensuites; we are 
proposing to increase that to five single rooms with ensuites. There is one double room without an ensuite; we 
are proposing to install an ensuite to that double room. There is one bed in a four-bed room that has an ensuite; 
that will be retained. There is one preparation room with a shared ensuite and, therefore, does not have its own 
ensuite. Altogether there have been for some time and will continue to be seven dedicated maternity beds at 
Albany hospital. In addition, there are three swing beds, or surge-capacity beds, in the immediately adjacent 
surgical ward that have been used for maternity patients at times of peak demand. We are proposing that be 
increased to four swing beds, or surge-capacity beds, which will in fact mean that the number of maternity beds 
identified for use by maternity patients will increase from 10 to 11 under the redevelopment.  

Albany has a different demographic profile to that found in many other parts of the state. It has a somewhat older 
population, which is reflected in its birth rate. In the years 2004, 2005 and 2006, there were approximately 450 
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births at Albany Regional Hospital. For the years 2007-2008, it will be about 500. That figure is a projection 
based on the first five months of this year. Members will see that that is a 10 per cent increase in the number of 
births over recent years at Albany Regional Hospital. Statewide, the figure has been between 20 and 25 per cent 
over the same period. Western Australia is experiencing a very significant boom in the number of babies born. 
The best projections of what is required for Albany are that the 11 beds—seven dedicated and four with surge 
capacity—will be more than adequate to cater for the demands generated in the Albany region for the 
foreseeable future. 

Occupancy of the maternity section of the Albany hospital is 65 per cent. If one looks at the figures for the past 
three months, it appears to be 75 per cent—73 per cent in March, 77.5 per cent in April, and 77 per cent in May. 
Of the patients accommodated in the maternity section of the hospital, 12.5 per cent were not maternity patients. 
Due to pressures on resources in other parts of the hospital, they were accommodated in the maternity section. If 
one considers the figure for only maternity patients, there is a 65 per cent occupancy rate at that hospital. 

The number of occasions on which there are more than seven women in the maternity section is again relatively 
small. It happens frequently and the surge capacity is needed at the hospital. In May there were four occasions on 
which there were more than seven maternity patients in the hospital; in April there were two occasions, which is, 
again, an eminently manageable arrangement. The maternity hospital in my electorate of Fremantle operates on 
exactly the same basis. Kaleeya Hospital has around about a dozen maternity beds with surge capacity, or swing 
beds, in the adjacent surgical ward, and it operates beautifully. My daughter had a baby there late last year and 
she was in one of the single rooms at the hospital in the surgical section and nothing could have been better for 
her. 

Mr R.F. Johnson: Congratulations, grandad! 

Mr J.A. McGINTY: I thank the member very much.  

To the extent that people are trying to make an issue about the very significant improvements in maternity 
services that are there for the women of the great southern region and Albany in particular, it is incumbent upon 
them to get the facts right at least. I am happy to have the debate with people about whether more needs to be 
done, but it is wrong to mislead the public by so blatantly stating that it was proposed to reduce from 10 back to 
seven the number of maternity beds at the hospital. 

I turn now to the issues raised by the member for Avon. Firstly, I refer to cashing out of Medicare benefits. 
Dr Geoff Gallop is a member of the health reform group set up by the Australian government to advise on 
structural reform of the provision of our health services — 

Mr M.W. Trenorden interjected. 

Mr J.A. McGINTY: I am very delighted about that. He came and spoke to me on behalf of the health reform 
group. One of the ideas I put to him was the very proposition that the member for Avon is putting, but in a 
different geographical area. I made the point that Medicare benefits for psychiatric and even general practitioner 
care for people in the northern half of the state, where there is minimal private health care provision and primary 
health care was undertaken through the hospital, it was best there to enable those benefits that we were missing 
out on because we provided the services through the state hospitals, to enable those benefits on a per capita basis, 
Australia-wide, to be reinvested in other services in the area, rather than simply — 

Mr M.W. Trenorden interjected. 

Mr J.A. McGINTY: Four, yes. 

Mr M.W. Trenorden: The minister is absolutely right; their figures would be more dramatic than the case in the 
central wheatbelt, but it would still be very useful to the central wheatbelt. 

Mr J.A. McGINTY: I think the areas are very comparable. The member and I had this discussion as well when 
the commonwealth mental health package was announced, in that a very significant part of the package was to 
put more money into Medicare refunds for psychiatrists and psychologists.  

There are very few, if any, private psychiatrists operating in the northern half of the state, in the Pilbara and the 
Kimberley regions. Therefore, there was no benefit to the people who live in that area. There are very few—I 
know there are some, but very few—private psychiatrists working in the wheatbelt area. 

Mr M.W. Trenorden: There are probably two. 

Mr J.A. McGINTY: It would be minimal. Therefore, in regional Western Australia we are not getting the 
benefits that we should be getting from commonwealth programs because we do not have general practitioners, 
psychiatrists and psychologists servicing those populations to the extent that they are needed. That is one reason 
that Western Australia misses out very badly, to the tune of tens of millions of dollars, on commonwealth 
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payments for health care for the population in this state. Therefore, I am very sympathetic to the proposition that 
the member for Avon put. This is a matter on which we have had discussion before in various contexts. I must 
acknowledge the work that the member did on the Western Australian Centre for Remote and Rural Medicine 
inquiry. It was brilliant. We have now come up with a far better structure for dealing with the provision of 
medical staff to country areas as a result of the member’s work, and I again thank him for that. I have said that 
before. 

Mr M.W. Trenorden: I appreciate that, because it was the minister who gave me the opportunity. 

Mr J.A. McGINTY: There is the idea of cashing out Medicare benefits, if I can put it that way. Frankly, it is the 
same with pharmaceutical benefits. If doctors are not writing prescriptions, people are not taking up the 
pharmaceutical benefits. The two biggest areas of expenditure, I think, on health care by the commonwealth—or 
certainly two very large areas of expenditure—are Medicare benefits under the Medicare benefits scheme and 
pharmaceutical benefits under the pharmaceutical benefits scheme. A shortage of professionals working in this 
area means that we are all losers in those areas in which there is an undersupply of those professionals. The less 
the investment in health, when we are talking about tens of millions of dollars, the worse are the health 
outcomes. It is that simple. That is the proposition that I put to the health reform group recently set up by the 
federal government. I will take up that issue in respect of the wheatbelt also, because I think the member’s idea 
of pooling to maximise the benefits has considerable merit, and I will certainly continue to pursue that issue with 
the reform group. 

My understanding is that the health reform group is due to report by the end of this year. It is also my 
understanding that the idea of pooling the benefits, perhaps with a trial in Western Australia in an under-
resourced area, is something that the group is very interested in recommending to the federal government. 

Mr M.W. Trenorden: Minister, I agree that we must have some chance of success, but the trick is to be in there 
early, isn’t it? 

Mr J.A. McGINTY: Absolutely. That is why I went to the group first up and gave my big view of what needed 
to happen with health reform; that is, knocking down all the barriers between the state and the commonwealth, 
getting the commonwealth to accept responsibility for primary health care—that includes a lot of people who go 
into emergency departments and who do not need to be admitted as patients, and a lot of people who are treated 
in the community for mental health conditions—and trying to get one funding authority for those in primary care 
or non-hospital-based care, even if it means a reduction in funding for our hospitals because the commonwealth 
is going to accept responsibility for non-hospital care. Aged care is a very good example. We are currently 2 000 
aged care beds short, which the commonwealth government has said we need in Western Australia statewide. 
They are not built; therefore, the commonwealth does not have to fund the recurrent costs of those beds. 
However, where do those 2 000 people end up? They end up in our public hospitals because they need to be 
accommodated somewhere. Some are still at home, but overwhelmingly it is a cost-shift burden back onto the 
state. 

In all these issues, we are looking at a different funding arrangement that would be patient centred, so that 
funding for a particular aged care patient should not depend on whether that patient is in a commonwealth or a 
state facility. If aged care is a commonwealth responsibility, the funding should go with that patient. There 
would then be capacity to provide other forms of accommodation for aged care patients. Outpatients are another 
example. There is a whole series of things that are not hospital inpatient services. In the regional parts of 
Western Australia, there is a real potential and a willingness on my part—efforts that have been endorsed by the 
commonwealth—to look at trials. The wheatbelt would be a good area, and the northern half of the state would 
be another, in which to look at some of the concepts that we have touched upon in the course of this debate. 

I say to the member for Moore that I am looking forward to receiving the information about the nurse he 
mentioned. I agree broadly with the proposition put. It is up to the Nurses and Midwives Board of Western 
Australia to maintain standards. However, I am very keen to get a reality check. If somebody has got a 70 per 
cent pass rate in an English language test, it seems to me that there should be a bit of reality around where that 
person is going to work.  

Mr R.F. Johnson: Some Aussies would have difficulty achieving that result! 

Mr J.A. McGINTY: What was that accent? I could not quite understand! 

It is something I will take up with the nurses board. It is not something that I would in any sense direct it on.  

I will give an example of a matter that I have raised with the nurses board. There is a division of responsibility 
that makes it improper for me to go further. There was a nurse who had a significant mental health problem to 
the extent that she was taking drugs during her employment. She should not have been doing it. The nurses board 
effectively removed her licence to practise as a nurse. That is fine; that is appropriate disciplinary action, and it is 
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in the public interest to do that. The nurses board then hit her with the cost of its investigation, which was 
$13 000 or $14 000. I said to the nurses board, “That is punishing someone because of their mental illness. I do 
not think what you have done here is right.” The nurses board and I had something of a stand-off. It asserted its 
independence and its need to make its own decisions and not be influenced or directed by me; I thought what it 
was doing was wrong. To cut a long story short, I won in the end. There was a happy compromise reached so 
that the nurse was not crippled financially along with suffering her mental illness at the same time. That is an 
illustration of the difficulty of pressing too hard in these areas. The nurses board is made up of very good people. 
Hopefully, they will take on board the points the member for Moore has raised during the course of his debate. I 
will certainly relay that to them.  

The final matter I want to touch on is the issue of mental health. We have seen a very dramatic example in recent 
times in Narrogin with the suicide of six men during the course of this year. Four of them were young Aboriginal 
men.  

Mr M.W. Trenorden: It is a huge risk, minister.  

Mr J.A. McGINTY: It is, and it is not confined to Narrogin. There is a cluster there and we are all familiar with 
patterns of suicide when it starts to occur. We saw it in the Kimberley recently. This clustering effect has now 
happened in Narrogin. It is very, very distressing, particularly for the Narrogin community.  

Sadly, I think the stigma surrounding mental illness—perhaps cultural reasons as well for those who were 
Aboriginal—prevented these young men accessing mental health services despite the encouragement of their 
families. The Department of Health is working closely with the community and other health service providers to 
support the families to prevent further tragedies.  

A community forum was held in Narrogin. I know the member for Wagin attended because he rang me after 
attending that forum. We have had the opportunity to speak briefly about that. Courtesy of the member for 
Wagin, we will be able to meet with some of the Aboriginal leaders from that community to talk about the sorts 
of things that need to be done. There was a community forum on Wednesday, 4 June, at which these issues were 
raised and a number of needs were identified. It is incumbent upon us to respond to those needs. 

The Narrogin community mental health team is providing support to relatives and carers of the deceased and 
putting in place safety plans for friends and relatives identified at high risk of suicide. They are assertively 
following up all associates of the deceased who have been referred. This includes telephone calls, and 
community and home visits; it is a very proactive response in the area. These matters are very complex issues. 
We must be very strong in making sure that we have got a strong presence there.  

The Ministerial Council for Suicide Prevention attended that meeting, as did the Department of Health and the 
local mental health teams, and it is very pleasing to note that the South West Aboriginal Medical Service 
established a local presence at the Narrogin mental health clinic. We are working with the families and the 
community. Sixteen referrals have been received since Saturday, 13 of which were referred for alcohol and drug 
counselling. That gives a bit of insight into the story and the issues that are involved there.  

Unfortunately, I am not in a position to support the motion that has been moved. I do appreciate the opportunity 
to be able to respond to some of the issues that have been raised. 

Question put and negatived.  
 


