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HOSPITALS AND HEALTH SERVICES AMENDMENT BILL 2013 
Second Reading 

Resumed from an earlier stage of the sitting. 

DR G.G. JACOBS (Eyre) [2.56 pm]: In continuing the second reading debate on the Hospitals and Health 
Services Amendment Bill 2013, I would like to make a comment in support of this piece of legislation. It is 
about the administrative and legal entities of how hospitals and health centres are run and conformity to the 
National Health Reform Agreement. I wanted to share with the house my views on running a health service and 
running hospitals in the state. I am sure the Minister for Health would concede that there is a balance between 
running this service top-down and running the service solely bottom-up. I was working in this area for many 
years before I came here. People would understand that in the past—I was going to say the bad old days—
hospitals were run by hospital boards. Some of the hospital boards in the 1980s ran a very good ship while others 
experienced significant difficulties. This is the serious bottom-up administration and legal entity in running, for 
instance, country hospitals in Western Australia. I was practising in the region then, but not directly in this 
region. People may recount the issues we had with the running of Gnowangerup health services in the wheatbelt. 
Gnowangerup Hospital was run by the Gnowangerup Hospital board. That board became polarised. Well-
meaning people from the community volunteered to be on the hospital board which runs the hospital. There had 
been a serious issue of polarisation and the politics within that board, so much so that half the board supported 
the director of nursing and the other half of the board supported the local doctor. That part of the community that 
supported the director of nursing fell in behind the half of the board that supported her, and the other half of the 
community fell in behind the half of the board that supported the doctor. We could see, and the then Labor 
government and then Minister for Health Ian Taylor also recognised, that this was affecting the delivery of 
health services in Gnowangerup. There was another view—I hope people who have served on or know people 
who have served on boards are not offended—that running a hospital and a health service in the twenty-first 
century requires some knowledge and expertise. It was those deficiencies, as well as the potential to polarise the 
board, that really showed that a truly bottom-up administration cannot work. I hope the minister does not take 
umbrage at this, but on the other side of the spectrum is a system that is seriously top-down, and that is not good 
either.  

We need to create an administrative and legal entity that takes good features from both those systems—the 
bottom-up and top-down—so that we can strike a ground that has the best administrative and legal entity to run 
our hospital and health system in Western Australia, with all the challenges that provides, particularly the 
challenges of distance. I believe that has been assisted by the advent of health councils and, as has been said by 
many speakers, the four regional entities: North Metropolitan Health Service, South Metropolitan Health 
Service, the Child and Adolescent Health Service and the one I have more knowledge of, the Western Australian 
Country Health Service, because I worked in and around that area under that jurisdiction as a visiting medical 
practitioner.  

This bill shows that we are already ahead of the game. As a doctor working in a hospital in the country, I saw the 
advent of activity-based funding over some years. It is about paying hospitals for what they do, and that is 
generally a good philosophy to have in any system. It means they are funded on their activity, and that makes a 
lot of sense. That has some administrative complexities, but they can all be accommodated. For example, 
hospitals that do not see many patients and do not have a lot of activity obviously attract less funding, and those 
that see more patients and have much more activity receive more funding. That seems a very sensible basis by 
which to fund our hospital system. Indeed, the minister stated in his second reading speech — 

The National Health Reform Agreement aims to improve patient access to services and public hospital 
efficiency through activity-based funding and the establishment of a number of agencies … 

Those agencies, of course, will administer pricing and performance without adding too much to bureaucracy.  

I suppose for me as a rural doctor, I believe that for many years one challenge we have faced and still struggle 
with is the issue of attracting and retaining rural doctors. The bill refers to the fact that hospital and health 
service staff, including doctors, regularly move between hospital facilities. The volume of relocations is 
estimated to be in excess of 2 000 hospital and health service employees each year. If, for instance, someone 
who works for a metropolitan health service is attracted to the Western Australian Country Health Service in 
Esperance because of the lifestyle—the lovely beaches and fishing for salmon off Cape Le Grand beach—it is 
really important for the attraction of rural practitioners to the country not to put too many hurdles in their way. 
This is one of the hurdles that has been taken out of their way, and if we attract someone working in a 
metropolitan health service to the Western Australian Country Health Service, we in fact reduce the amount of 
red tape and bureaucracy when making that change. That single employing agency that has been mentioned by 
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other speakers, and particularly by the member for Kingsley, is an important feature in attracting doctors to the 
regions.  
I want to put on record the issue of mobility within the regions of the Western Australian Country Health 
Service. I would like the minister to look into the recognition of a registered practitioner in the Western 
Australian Country Health Service. For instance, I am recognised in the goldfields–Esperance region but not in 
the wheatbelt. This is not a severe criticism, but I wanted to raise the issue of mobility between the four entities 
and I implore the minister to ensure we have that mobility within the Western Australian Country Health 
Service. It is not a biggie, but I just want to put on record that as a registered and busy medical practitioner in the 
goldfields–Esperance region, I still provide some services to the hospital. I happened to be at the Southern Cross 
agricultural show, not last year but the year before, where a little boy had fallen over. The volunteer ambulance 
officer called me over to look at this unfortunate nine or 10-year-old boy who had obviously suffered some 
degree of concussion when he fell on his head. I examined him and he was transferred to Southern Cross 
Hospital. As the Minister for Health would know, that is really not the end of it in one’s medical conscience 
because we always wonder how that patient turns out and whether he is okay. It was the weekend and there was 
no doctor at Southern Cross Hospital that weekend. The doctor coverage for Southern Cross is for five days a 
week but there is none on the weekends. That is a situation that we would love to address, I am sure, but there 
are some challenges and constraints about staffing. However, I did attend at the hospital and the boy was in the 
emergency room. He was not critical, but I thought I should follow up on the examination I had made at the 
Southern Cross showgrounds. His parents were there and a couple of nurses. I went to the patient and started 
asking him some questions just to ascertain his clinical state. It was very interesting because I was tapped on the 
shoulder by the charge nurse, who asked to have a word with me outside. I said, “Yeah, fine.” I walked outside 
and thought she was going to tell me something clinical or confidential about the patient. She said, “Doctor, 
we’re not really authorised for you to work in this hospital. You’re not accredited with the wheatbelt region. 
We’ve rung the doctor in Merredin or Northam and he’s conducting the clinical course of this patient. 
Thank you; but no thank you.” I was really surprised. I understand it, but I did not sneak up on them. I always 
remember when I first came to cabinet, the Premier said one thing to me that sticks in my mind—and it does not 
only involve politics. He said, “Let people know what you’re doing and don’t sneak up on them; that is, don’t 
give them any surprises.” I had not given them any surprises in this case because I had rung the regional director. 
I said that I was in the region and if there were any disasters, any medical emergencies, I was in the region for 
the weekend because I was there for the Southern Cross show. It was really very surprising when I attended the 
hospital to be told that, in fact, I was not accredited, and that a doctor on the end of the phone hundreds of 
kilometres away was better than the one by the bedside on the spot. I am not going to make a biggie of it, but it 
just shows the difficulty in that mobilisation. When we talk about mobilisation of staff and trying to adapt a 
service to what is needed, that was very surprising.  

It is not necessarily a subject of this bill, if you will forgive me, Mr Acting Speaker, but I think it is really 
important to recognise that some flexibility is needed. I understand that clinical governance and accreditation are 
needed. I had all of those. For example, I had informed people that I was going to be at the show and in town for 
the weekend, and I still ran into a bureaucratic roadblock. I believe from a medical point of view, as I am sure 
the minister would agree, the patient comes first. Let us shove all the bureaucracy away and deal with what we 
have to deal with.  

I support this bill. The Whip said that if I speak now, and briefly, he might let me go home early. Thank you very 
much. I commend the bill to the house. It makes a contribution to both the administrative and legal entities for 
the most important thing and most important welfare in health—the patient. 

DR K.D. HAMES (Dawesville — Minister for Health) [3.12 pm] — in reply: I will refer to a couple of 
comments made by the member for Eyre. Regarding his treating of the patient, I certainly would have wanted the 
member to see and treat that patient in the case he outlined. Of course, not everywhere is as silly as in that 
example. In fact, in the past I have sewn up my own children at Boddington Hospital using its facilities when 
they cut themselves open. It would have been quite logical for the member to do that.  

In terms of what the member for Eyre said about getting the balance right from top to bottom, again, he is 
exactly right. I have talked about this before. My father hated boards. When he was a doctor practising at 
Boddington Hospital, he thought that he knew all about running hospitals, and the people on the board were the 
local mechanic, the local baker and the local butcher who all thought they knew how to run a hospital better than 
he did. Now that is not to say that people who put in their time voluntarily to be on hospital boards did not have a 
great deal of passion; in fact, they put in a lot of time and effort and raised money to help their local hospitals. 
But it is about getting the balance.  

On the other end of it, I remember that when we were in government last time, we had individual boards for all 
the hospitals that were absolute silos unto themselves. I remember Richard Court as Premier getting extremely 
upset one time. Just before the budget process, the Royal Perth Hospital board said, “Oh, by the way, we’re 



Extract from Hansard 
[ASSEMBLY — Thursday, 23 May 2013] 

 p1126b-1129a 
Dr Graham Jacobs; Dr Kim Hames 

 [3] 

$100 million over budget.” That far ago, some $100 million would be like $300 million or $400 million today. 
He had no control and no say as they had just managed their hospital as a board, and that is what they spent. He 
put in place the Metropolitan Services Board. There was a particular bureaucrat, whose name I will not say in the 
house, in charge of that body who was absolutely hated from then on by every hospital. He was put over all the 
boards—the ultimate bureaucrat in charge of every dollar that was spent by the hospitals. He was ruthless. He 
was like someone coming straight out of Treasury being in charge of every dollar spent within the hospital 
system. He would not let the hospitals spend an extra dollar on anything. There was huge controversy. In fact, in 
the lead-up to the 2001 election, there was a huge amount of campaigning, particularly by the Australian Medical 
Association at the time. The first thing that the Labor Party did when in government in 2001 was to get rid of not 
only that Metropolitan Services Board, but also that particular bureaucrat who was hated by everyone within the 
system.  
I will outline a couple of reasons the government agreed to go along with the national health reforms. One, they 
provided not only some more overall certainty about the totality of funding, but also that the things the 
government was planning to do were there front and centre. These things had to be done. I refer to things like 
activity-based funding. Minister John Hill, a former Minister for Health in South Australia, and I got on very 
well; I have a lot of respect for him and the way he ran the South Australian health system. In our discussions, he 
said that such funding made an enormous difference in the way they were able to manage their hospitals. We 
really should do it. With the strong support of our then new director general, Kim Snowball, we had already set 
about putting that change in place.  

The distribution through the Metropolitan Hospital Service and the WA Country Health Service in this state was 
put in place by the Labor Party, and I thought it was working very well—except we wanted to have more of the 
bottom-up stuff. As was said, I did not want to go back to boards. The federal National Healthcare Agreement 
was insisting on our bringing back boards or a board equivalent for local health services for every two or three 
hospitals. We said, “No, we’re not going to do it.” In fact, so did South Australia. Victoria agreed to this change 
even though it was a Liberal government at the time, as it quite liked having all those little boards. I like what we 
have instead; I think we have a good balance between having the governing councils that provide a lot of 
bottom-up knowledge, and a lot of people power with input into the running of the health services, but also — 
Mr R.H. Cook: Is it not also the case that under this act, you are the board? 

Dr K.D. HAMES: Yes. 

Mr R.H. Cook: It is a fairly simple task to establish the board; it’s just through delegation.  

Dr K.D. HAMES: Again, the minister before me, Mr McGinty, made himself in effect all the boards. He 
dissolved the boards and made himself the board. I have to say that I quite like that argument. When Mr Flett 
was there, he would say, “Listen, Minister; don’t you worry. Leave that to me, because that’s my job as director 
general.” I said, “You’re exactly right. That is your job, but now I would like to talk to you about it as the board. 
As the board of the hospital, there is some more stuff I will be involved in further down in the management of 
those hospitals.”  

Anyway, we put these governing councils and networks in place. Therefore, we have gone from having a 
Metropolitan Health Service and the WA Country Health Service. As it says here in my notes, and as was 
discussed before, those organisations are totally separate employment bodies. So if someone worked in the 
country and wanted to work in the city, that person had to resign from one and then be employed by the other, 
which was ridiculous. It was very difficult for a lot of staff. We have a lot of consultants who work in both areas. 
I refer especially to those like ear, nose and throat specialist consultants who work in the city hospitals and also 
with the country health services.  

As a result of the agreement with the commonwealth, rather than having those two services that were reasonably 
easy to manage as separate entities, we are now moving to the four organisations—North Metropolitan Health 
Service; South Metropolitan Health Service; child and adolescent service; and WA Country Health Service. We 
have established the governing councils, which will be established as legal entities in June 2014.  

My advice about the reason this legislation needs to go through is that a lot of work has to be done to get existing 
employees joined together under the one service provider, the state health service agency board. That will make 
it easier for things such as workers’ compensation and pay, and for movements within the health system to 
ensure it is much simpler. I think it will help country areas. The member for North West Central talked about its 
value to the country. I think it will make it much easier for people working in the city to also work in the 
country, even if it is only on a part-time basis, because they do not have to resign from one place and be 
employed by another.  

I will conclude there, other than to address the point made by the Deputy Leader of the Opposition about its 
impact on enterprise bargaining agreements and industrial rights. I am assured that they will not be affected. In 
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fact, I have something here that says that. It is not a uniform legislation bill. It does not ratify giving effect to an 
intergovernmental mutual agreement nor does the bill, by reason of subject matter, introduce a uniform scheme 
or uniform laws. That is not the section I was looking for. Anyway, the legislation aims to provide legal surety 
by clarifying the minister’s powers to create an agency for such a purpose, dividing a number of terms associated 
with setting up the agency, the roles of hospital boards, the necessary delegation, as well as its impact on the 
Workers’ Compensation and Injury Management Act 1981. Again, I cannot find it; it does not matter. I give the 
Deputy Leader of the Opposition an assurance that it does not affect those two areas that we discussed—the 
EBAs or the industrial rights of individual members. Under workers’ compensation, it means that they cannot 
have two separate bodies to take injury compensation claims to; it will be the single employer.  

Mr R.H. Cook: That has the member for Mirrabooka’s seal of approval. I did not understand that bit, but she 
came to the briefing and explained it all to me.  

Dr K.D. HAMES: Excellent. I am pleased it has the seal of approval. I commend the bill to the house.  

Question put and passed. 

Bill read a second time. 

Leave granted to proceed forthwith to third reading. 

Third Reading 
Bill read a third time, on motion by Dr K.D. Hames (Minister for Health), and transmitted to the Council. 
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