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EDUCATION AND HEALTH STANDING COMMITTEE 

Fourteenth Report — ―Report on key learnings from the Committee research trip 11–17 March 2012‖ — 

Tabling 

DR J.M. WOOLLARD (Alfred Cove) [10.10 am]: I present for tabling the fourteenth report of the Education 

and Health Standing Committee titled ―Report on key learnings from the Committee research trip 11–17 March 

2012‖. 

[See paper 4954.] 

Dr J.M. WOOLLARD: In 2008 the Australian Bureau of Statistics stated that Indigenous children in Australia 

experienced an average of 32 weeks of middle ear infections between the age of two and 20 years compared with 

just two weeks for non-Indigenous children. In 2010 the Menzies School of Health Research and the WA 

Telethon Institute for Child Health Research issued a media release in which they said — 

Urgent action is needed to tackle the huge impact of ear infections on child development and learning, 

particularly in Indigenous communities.  

The institute refers to an article from the Medical Journal of Australia, which reported that 20 per cent of 

Aboriginal children have repeated ear infections. It went on to state that the rate of eardrum rupture from 

persistent middle ear infections in Indigenous children is 15 per cent. The World Health Organization states that 

a threshold of four per cent for eardrum rupture is a massive public health problem. I have a picture here 

showing a normal eardrum and an otitis media. Otitis media is the term used to describe infection in the middle 

ear and it is sometimes referred to as glue ear or runny ear. I am pleased to see the Minister for Health is here, 

and I am sure he does not need to see these photos.  

Dr K.D. Hames: Glue ear actually comes after the infection. Otitis media is the infection component; glue ear is 

a sticky mucous after the infection is gone, so it does not clear away.  

Dr J.M. WOOLLARD: That is why I am very pleased we have Dr Jacobs presenting as well this morning, 

because, like the Minister for Health, I am sure he will be able to describe it very fully. As members can see, and 

as the minister was just saying, middle ear infections cause a fluid build-up in the middle ear. This build-up 

creates pressure on the eardrum, sometimes to the point at which it bursts, and the presence of fluid and, in some 

cases, the resulting perforation of the eardrum inhibit the conduct of sound through the ear. Research from the 

Menzies School of Health Research estimates that up to 60 per cent of Indigenous adults have hearing loss, in 

many cases due to the effects of otitis media.  

The committee‘s report makes one recommendation —  

The Committee strongly recommends that the Minister for Health and the Minister for Education 

develop a Memorandum of Understanding with the purpose of preventing, identifying and ensuring 

prompt treatment for middle ear infections in children.  

This Memorandum will facilitate the examination of all children in primary school by an appropriately 

qualified school or community nurse. Such examinations should be more frequent during the wet 

season.  

A protocol should be developed to allow the school or community health nurse to examine a child at the 

beginning of the week and where a middle ear infection is present, to treat ear infections during school 

hours with antibiotics either kept at school or purchased from the local pharmacy.  

Telemetry linked to a medical specialist can be used where there is any doubt as to the presence of an 

ear infection. 

When a child misses school who is being treated for an ear infection, the school health nurse is to notify 

child development services and the local community health services to ensure another appropriately 

qualified person is able to visit the child at home to administer the antibiotics.  

When the school nurse has treated a child on two consecutive occasions for an ear infection the child is 

to be referred to the Ear Nose and Throat Specialist.  

This recommendation is based on committee members becoming aware during our trip to the Pilbara and 

Kimberley of the large percentage of Indigenous children in the north west suffering from hearing loss from 

repeated middle ear infections. We learnt that sound field systems, which are low-power public address systems 

with a wireless microphone for the teacher to wear, are now used in some classrooms. We heard that Auslan 

interpreters are required at schools to assist the students who had developed deafness and hearing problems. The 

WA Telethon Speech and Hearing Centre for Children is to be congratulated for the ear bus program it provides 
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for hearing assessments, with referrals to a general practitioner or ear, nose and throat specialist. It has two buses 

in the metropolitan area, one in Bunbury and one in the Pilbara. However, the committee believes that the 

government could do more, particularly in the north west, to prevent hearing loss in children and could involve 

school nurses to tackle this massive public health problem.  

As a committee, we were told that hearing loss can in turn affect the ability of children to master literacy and 

numeracy and that for some children the problems associated with their hearing loss may mean the difference 

between school attendance and success at school and school absenteeism and school failure, and that the school 

attendance or absenteeism may then go on to affect a child‘s success or failure in life or in seeking employment 

after school. We were told that in one community, over 94 per cent of the children in years 1, 2 and 3 had some 

form of hearing loss.  

This report makes just that one recommendation—that the Ministers for Health and Education develop a 

memorandum of understanding to help prevent, identify and treat middle ear infections in children. The 

memorandum would allow the Department of Health and the Department of Education to liaise with ear, nose 

and throat specialists, GPs, Aboriginal health services, school and community nurses and community 

representatives to facilitate the development of a protocol to allow the school health nurses to identify and treat 

children and refer those children who have repeated infections, and the referral could be through ear telehealth, 

sometimes called tele-audiology, whereby specialist equipment is used to take high-quality images of the 

eardrum and send this to a specialist—it could be a specialist in Perth—to review. As I have mentioned 

previously in this house, the referral then may result in the ENT specialist identifying a need for grommets to be 

inserted. Here is a picture of a grommet. It has been suggested by ENT specialists that if the government were to 

fund a mobile surgical unit, which I discussed previously in the house when the Premier was presenting his 

Lotteries Commission Amendment Bill 2011, a specialist could insert grommets in a child in 10 to 15 minutes 

when they visit towns in the Pilbara and Kimberley. School nurses could play a major role in preventing hearing 

loss. We all know prevention is better than cure.  

As detailed in our second report to this Parliament in 2009, ―Healthy Child — Healthy State: Improving Western 

Australia‘s Child Health Screening Programs‖, we know that in 2007 the health department prepared a business 

case and presented this to the former government, identifying that 135 full-time equivalent school nurses were 

required in WA—112 for primary schools and 23 for high schools. Enrolments in Western Australian public 

schools have increased from over 252 000 in 2008 to 259 000 in 2011. This means that since the government 

was notified five years ago that WA needed funding for 135 school health nurses, there have been more than 

7 000 additional enrolments in public schools, with no increase in the number of school health nurses. The 

Department of Health told the committee in 2008 that primary schools had been under-serviced by school health 

services for many years. In May 2008 the Department of Education and Training said that limited resources 

restrict the capacity of school nurses to provide adequate ongoing monitoring and surveillance, particularly for 

at-risk groups in rural and remote areas. 

We need to prevent hearing loss in children, and school health nurses could play a major role in preventing this 

hearing loss by screening schoolchildren to identify, treat and refer children who have repeated infections. These 

statistics are not new to the health department. We were told that the Western Australian Country Health Service 

did hearing screening with an audiologist and found that in Roebourne over 94 per cent of children in years 1, 2 

and 3 had some form of hearing loss—statistics I previously quoted. If the Western Australian Country Health 

Service has not done so already, it should assess all children and present an annual report to the minister and to 

the government detailing what it is doing to prevent hearing loss and the annual statistics of how many children 

have developed hearing loss in the Pilbara and the Kimberley. 

In 2010, the Senate Community Affairs Reference Committee presented a report ―Hear Us: Inquiry into Hearing 

Health in Australia‖. In its report, it indicated that Indigenous Australians experience ear disease at up to 10 

times the rate for non-Indigenous Australians. In 2004–05, 10 per cent of Indigenous children up to 14 years of 

age had ear or hearing problems compared with three per cent of non-Indigenous children. The Senate committee 

suggested that the major factor again was otitis media. It said, and it was reinforced to the committee, that early 

onset hearing loss can have a great impact on a child‘s ability to acquire language as they grow older, which is 

particularly relevant for Aboriginal children for whom English is a second language when they start school. 

In our report, we state on page 11 — 

In many parts of the Kimberley, English is a second language. People speak their traditional Aboriginal 

language and Kriol … which is a distinct Aboriginal language and then English. ‗The effective teaching 

of English to Kriol speaking children must first acknowledge and value the children‘s first language.‘ 
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The evidence presented to the Senate committee suggested again that the roots of otitis media lie in poverty and 

disadvantage, and also reinforced the fact that hearing problems impact on education and employment outcomes 

and that there is a strong association with Indigenous engagement with the criminal justice system. 

The Northern Territory Department of Education and Training suggested there was evidence linking hearing 

impairment in Indigenous children and poor educational outcomes. The North Australian Aboriginal Justice 

Agency cited research that showed that Indigenous people who had completed school only up to year 9 were 

twice as likely to be charged with an offence and three times more likely to be imprisoned than Indigenous 

people who had completed year 12. 

The Senate report then suggested that although it may not be hearing loss that causes the criminal activity, when 

we consider the stigmatising effects of hearing impairment on self-concept, educational attainment and social 

skills, that is when we can see a causal link to criminal activity. Not only did that committee look at education, 

but also in that report it showed that in the Northern Territory, 85 per cent, or higher, of Indigenous prisoners in 

some prisons had hearing loss. 

Our recommendation would see school health nurses play a more proactive role in the prevention of hearing loss. 

If the government allows a protocol to be developed to allow these school health nurses to identify and treat 

children with middle ear disease, as I said previously, when children have been treated on successive occasions, 

those children should be referred to ear, nose and throat specialists. At the beginning of the year, the families 

would probably need to sign a consent form—the same as happens in most schools when they sign a consent 

form that their children can be involved in a photo shot for the school. Families would need to agree at the 

beginning of the year to allow the school health nurse to administer the antibiotics at school if the child develops 

a middle ear infection. The school health nurse could then report any treatment to the child‘s family, the family 

general practitioner or the local health centre. 

In the short time that I have left I am not going to discuss at length foetal alcohol syndrome and foetal alcohol 

spectrum disorder as the committee will be presenting a full report on that later this year. I would, however, like 

to congratulate the government and the Minister for Health on their new campaign to raise awareness of the 

National Health and Medical Research Council guidelines recommending that it is best not to drink during 

pregnancy. 

Looking at FASD, though, it is important to mention to this house that there is no diagnostic tool in Western 

Australia and no diagnostic tool in Australia at the moment for FASD. One is currently being prepared, and 

members of the Telethon Institute for Child Health Research are involved with it. The committee was told that 

FASD may affect up to 25 per cent of communities, and up to 30 to 60 per cent of some WA communities. We 

need a diagnostic team and a diagnostic tool to identify children, adolescents and adults with FASD. Funding 

early on for children with FASD may enable them to cope more effectively at home, at school, and in social 

settings, and hopefully prevent their contact with the justice system. These issues will be discussed further in our 

next report. 

I would like to thank our secretariat, Brian Gordon and Lucy Roberts, and the other committee members for their 

contribution and dedication to the work of the committee. As I said previously, I would particularly like to thank 

the member for Eyre, Dr Graham Jacobs, who I am sure, minister, will be able to explain far more appropriately 

the signs, symptoms and treatment of middle ear disease and, in particular, how this government could make a 

real difference in bridging the gap by allowing school health nurses to help prevent hearing loss in Indigenous 

children in the Pilbara and the Kimberley by identifying children, treating children and referring children with 

middle ear infections. 

Dr K.D. Hames: Can I say, just before you sit down, that it looks to be a very good report, but there is 

something that I think is missing, and that is the report that your committee previously did on prevention of 

middle ear infections. There is no reference to that report of the committee, of which I was deputy chair, 

particularly looking into swimming pools as a preventative measure and the importance of immersion in water as 

a preventative tool against children getting middle ear infections in the first place. As you know, Fiona Stanley 

and Harvey Coates did a huge amount of research before and after regarding the swimming pools, but also there 

is other research on water immersion, which prevents them getting those middle ear infections in the first place. 

Your report looks to be about what you do when they have got one and finding them, and what to do about 

treatment, but it does not cover —  

Dr J.M. WOOLLARD: Minister, the work that has been done previously, particularly in relation to swimming 

pools — 

Dr K.D. Hames: It‘s just not even mentioned, as far as I can see; unless you have mentioned it and I can‘t find 

it. 

Dr J.M. WOOLLARD: It is not in there, minister.  
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The swimming pools were a great move. But at the back of the report I think it says we found that a lot of 

children, sadly, are not using those swimming pools for two reasons: firstly, the entry cost; and, secondly, 

because they are not allowed in those swimming pools unless they have adult supervision. Maybe the minister 

could look at that.  

DR G.G. JACOBS (Eyre) [10.30 am]: As a member of the Education and Health Standing Committee, which 

looks at the whole issue of the education and development of kids, I have been particularly interested in what we 

have learnt through these hearings. I recognise the Minister for Health‘s previous work in addressing 

nasopharyngeal hygiene, if members like, and the issue of ear health, particularly in Aboriginal kids. However, 

all committee members were actually shocked—shocked—at the reality of the extent of the deafness 

experienced by kids in, particularly, the Kimberley and the Pilbara.  

I am not going to give the minister a lecture, as suggested by the member for Alfred Cove, on middle ear 

anatomy or pathophysiology or anything else, but, I will say, minister, that the reality is that the preventive 

measures—nasopharyngeal hygiene and the issue around trying to keep the Eustachian tube open so that the ears 

drain—are not working. I do not blame the minister for that—not at all—but the shocking reality is that the 

Department of Education has to assume that about 80 per cent of kids will have some form of deafness when 

they turn up to school, so much so that there are sound fields in classrooms to increase the volume to enable 

these kids to hear.  

When it comes to the consequences, it is a no-brainer; they are going to be significant for not only the child‘s 

development, but also their education. National Assessment Program — Literacy and Numeracy results have 

shown that 30 per cent of kids are, essentially, failing, and another consequence is that the education department 

is saying that 50 per cent of those year 8 kids are not ready for high school. One in five kids have ruptured 

eardrums and constantly discharging ears, and 80 per cent of kids are deaf before they reach the age of 

12 months. This is a significant problem.  

I do not expect we can click our fingers and fix all this, but, as the member for Alfred Cove said—it is in the 

recommendations of our report—it is about screening and identifying the problem. As the minister knows, fluid 

build-up in the middle ear—because it cannot drain down through the Eustachian tube into the nose—can lead to 

infection. With infection comes pain, redness, a temperature and pressure in the middle ear, and because the fluid 

cannot go down the Eustachian tube, it makes a way for itself, resulting in a ruptured drum. With the continued 

blockage of the Eustachian tube, the drum may be persistently ruptured, but even if the drum heals, with further 

blockage of the Eustachian tube there may be a repeat. That can happen multiple times, resulting in a scarred 

drum. A scarred drum is not as sensitive to soundwaves, and so it does not oscillate as well and pass on the 

soundwaves to the nerves and then to the brain, resulting in a state of deafness of some consequence.  

I believe, having participated in the Pilbara and the Kimberley hearings, that the ear health situation is—let us be 

really frank—Third World. This is not a political statement; it is just as it is. I believe that the resolution to those 

issues is not rocket science. I reflected on the fact that Fred Hollows did all his great work to restore sight to 

thousands and thousands of people—including children with early cataracts and older people with cataracts—in 

the field in Third World countries with basic instruments. If he can have a program with surgeons operating in 

the field on people‘s eyes to restore sight, surely we can implement programs in Western Australia to restore 

hearing. It is very important that practical methods are used, such as screening to identify the issue and treating it 

in the field and in schools. Also, practical methods have to be used for difficult and recurrent cases; there must 

be some surgical intervention to stop recurrent ruptured drums, scarring, and, therefore, permanent hearing loss.  

The minister understands the Pilbara situation. Around 21 000 Aboriginal children live in Western Australia. 

There are 48 000 people in the Pilbara; in the Kimberley there are 35 000. Sixteen per cent of the population in 

the Pilbara is Aboriginal; the figure is 47 per cent in the Kimberley. This is essentially, yes, a socioeconomic 

problem, but it is also about nasopharyngeal hygiene and public health issues that need to be addressed. What is 

shocking to me is the significant number of children who are suffering, but I believe it is not all negative. I think 

it is very good that we put out small, digestible reports, rather than waiting until the end of the inquiry and 

producing a 500-page report that people will not read. This report is basically one recommendation about the 

hearing issue. I think if we can address that, we can address a significant public health issue that is causing 

delays in education and development in our most valuable resource—that is, our children. I recommend this 

report to the house. Let us look at it with hope; let us restore hearing and restore hope. 

MR P.B. WATSON (Albany) [10.42 am]: I ask members in the house that when their children and 

grandchildren go to school, they have an equal chance. The Education and Health Standing Committee travelled 

north to the Kimberley and Pilbara and we saw young people up there who do not have that opportunity. There 

are young children in the school system who cannot read or write. A lot of them have foetal alcohol spectrum 

disorder and a lot of them cannot hear. So, that is three strikes. These young people in to the school system have 

all these things against them. That sets them on a pathway for later on in life. Yesterday the Chief Justice told us 
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about young people and others in the judicial system who have FASD and all other issues, such as hearing 

issues. A large number of people who go in front of the courts have hearing issues and FASD. For the benefit of 

members who do not know about the effects and after-effects of FASD, the people who are affected by it do not 

understand things like everyone else. They do not realise what they are doing wrong and they cannot understand 

orders, so when they get in the judicial system, they are in trouble straightaway. 

I would like to thank Dr Brian Gordon and Lucy Roberts from our committee secretariat for the great work they 

have done on our report.  

Shift worker syndrome can occur when both parents who work in the resource sector or in two jobs in the 

Pilbara, which can cause the young children to not get the attention they deserve from their parents. The parents 

work long shifts—sometimes one works one shift and one works another—and when the kids come home there 

is no parent there. This leads to lower levels of literacy, numeracy and school engagement. We were told that the 

functional illiteracy rate in Aboriginal communities may be as high as 80 per cent in many communities—that is, 

80 per cent illiteracy. As Dr Jacobs said, these are Third World conditions we are talking about—young children 

going to school who cannot hear or who have hearing problems, who have FASD and who cannot read or write. 

We then wonder why so many people from the Indigenous communities up north who finish up in jail.  

The minister talked about swimming pools, and that is great, but when we were in Halls Creek we were told that 

young children will not go to the pool because they cannot afford to go; their parents cannot afford to send them 

there, so they do not go. I applaud the Minister for Sport and Recreation and the Department of Sport and 

Recreation for having the pools there, but we must find a way to get the children there by subsidising the pool or 

something. When we were in Halls Creek we learned that just getting the kids to school was an issue. The 

headmaster from the primary school said that because there is no bus service to pick up the kids, they will not 

walk from the other end of town when it is 40 degrees. They have not got shoes so it means they have to walk 

along the bitumen to get to school, so a lot of these kids are not going to school. Little things can be done in 

these communities such as providing funding for a bus service for the schools. The workload and amount of time 

and effort that the primary school headmaster puts into that school at Halls Creek is amazing. People in the 

community are involved with the school, but it is very hard to get the schoolchildren to go.  

One of the concerns we heard from many health and education witnesses when we were up north was that the 

federal and state governments may delay responding to the true extent of foetal alcohol syndrome and FASD 

because of the cost of providing the necessary resources required to adequately address this condition. The chair 

of the committee and one of the staff went to Canada where there is a much better system. At the moment, we do 

not have a system that can help people with FASD. I know that we will talk about FASD in another of our 

reports, but I think it is something that really has to be looked at, because these kids just have not got a chance. 

They are born with the disorder and go to school and try to do the right thing but they just get knocked on the 

head because all of these things are against them. We were told by the headmaster in Halls Creek that there are 

some young people up there who come down to private schools in Perth. A lot of these people come down to 

Perth and get a year 12 education but then there is nothing for them so they go back to their communities and we 

lose them again. The system is working up to a certain point, but once they get to year 12, they go back to their 

communities. They love their communities and they are very family orientated, but if they are to be leaders of 

the future, we have to get these young people to go on to a higher level after finishing year 12.  

Hearing loss is a huge issue. I cannot think of anything worse. I used to sit at school and I did not understand a 

lot of the stuff, but I could not blame that on a hearing issue; I could probably blame it on not concentrating. 

These young kids who come into the classrooms are concerned about status. They sit there and the teacher might 

ask them a question, and they just cannot answer. As I say, some of us have been through that, but there would 

be nothing worse. Then what do they do? They do not go to school.  

We went to Roebourne and were told about the health nurses who show children how to put the grommets in 

their ears and get rid of all the gunk and everything, but the parents do not follow it up. The kids have not got the 

ability to follow it up, so they come to school and have all these issues. It was very interesting to hear Dr Jacobs 

talk about ear infections. We were told that if the children could put grommets in their ears or a mobile caravan 

travelled around and someone inserted the grommets for them, it would make a huge difference to these young 

people. 

I think I have brought the issue of school participation and attendance programs to the attention of the Minister 

for Sport and Recreation before. It is so important for communities such as Roebourne, Halls Creek and Fitzroy 

Crossing to have proper sporting facilities. We need people from Broome to go to those areas. I know that Sport 

and Recreation has some good sport and recreation officers, but they do not have the time to go or there is no 

accommodation for them in those communities. It is very important that we get these young people into sport. 

They love their sport and we have seen with Gerard Neesham‘s academies that if we can get these young people 

into the schools playing sport, they have a pathway going forward. A lot of these kids have hearing issues caused 
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by the prenatal syndrome of FASD. When we were in Roebourne, we talked to one of the nurses and she said 

that the only way they can get the message to mothers about FASD is to talk to them about how it will affect the 

child later on. It is no good telling them that drinking will affect their health and the child will get FASD. They 

do not know what FASD is, but a lot of the mothers say they will stop drinking when they are told that if they 

drink when they are pregnant, their child will be behind everyone else at school, will not be able to understand 

things and their future will be future bleak. The problem with that is a lot of the mothers do not know that they 

are pregnant if they are in a drinking syndrome. Tests and surveys have shown that if a woman drinks in the first 

three months of pregnancy, the kids will have FASD.  

Another concern about these kids is that if the mother-to-be drinks in the first three months during pregnancy, an 

effect of FASD is the facial characteristics—the pixie face—and people can spot a child with FASD. If a mother-

to-be drinks in the other trimesters but does not drink in the first trimester, that does not show up. A lot of these 

children get diagnosed with attention deficit hyperactivity disorder and other things and are put on tablets like 

Ritalin but they really do not have ADHD, they have FASD. I do not know what the answer is, but there is an 

issue with people‘s hearing. I applaud the fact that the government has provided swimming pools in Halls Creek, 

but things are not working. The statistics have shown that all these young kids go to school with hearing issues. I 

could not think of anything worse than to be sitting in this house and not hearing some of these great members‘ 

speeches, if I had a hearing issue! These young kids go to school and they cannot hear properly. The amount of 

FASD in Fitzroy Valley and Roebourne is unbelievable. It is Third World. The minister says that we have not 

found out some of the things that are being done, but this is a report showing what it is really like in the 

Kimberley and in the Fitzroy Valley. I hope that in some way this can make lives easier for all these young 

people in the region.  

MS L.L. BAKER (Maylands) [10.50 am]: I have a few comments to make about this. Unfortunately, I was not 

in a position to travel with the committee on this particular trip, so I was not the beneficiary of its insights. I did, 

however, work in and around this area for about 25 years before joining the Parliament. 

I remember very gratefully when the Deputy Premier almost single-handedly convinced the government to put in 

the Roebourne swimming pool. I think there were others as well. It was a massive step for the communities at 

that time. I think we mention in our report the impact of swimming pools. Some work might need to be done on 

access to that now and to refresh people‘s memories on the health benefits, but it is amazing work that was done 

originally; thank you. 

I would like to talk to a couple of points. Foetal alcohol spectrum disorder will be of great significance in this 

country. It already is; we just do not see that clearly yet. Significant research will be released fairly shortly that I 

think will make people stop, sit up, pay great attention and perhaps finally take some significant steps towards 

tackling alcoholism as it arises in these communities. I might say that my community is one of them. I have a 

constituent who visits me who spent 30 years in jail. He is not Indigenous; he is a white Australian. It was only 

in his last term of prison, when he was being released, that he had some medical checks in the pre-release 

programs. The medical officers actually said to him, ―Do you know what? You‘ve got FASD.‖ At that moment 

he said he looked at his whole life and the series of catastrophic decisions that he had made in his life. Perhaps 

they were not even decisions; they were things that he had fallen into. He suddenly had a context within which to 

place his life, the life of his children—he has two children—his failed marriages, his constant progression to 

criminality, his poor cognitive development. A whole range of things suddenly made sense to him. He is a man 

who has had some answers, perhaps a bit too late in some respects, but, hopefully, they are not too late for his 

children. FASD strikes everywhere, not just in the regions, and certainly in my community. 

I would like to specifically pick up on the issue of the cost of service delivery in regional Western Australia. I 

relate this to the not-for-profit sector, not surprisingly, because in every government-funded service we have 

seen this government make a concerted effort to involve the community sector in more and high-quality service 

delivery on its behalf. Therefore, I think it is pertinent to point out that there is a significant regional price index 

attached to the work of delivering services in regional WA. I first became aware of the regional price index in, I 

think, 2007, through the department of regional development and lands. The regional price index factors in a 

loading for services that have been delivered in the regions. Unfortunately, I can give an example of how this 

was working. It was not sufficient and it is still not a sufficient indicator of the cost. For example, some years 

ago the cost of delivering services was 10.6 per cent higher in the Kimberley than in the south west. I think that 

would be a significantly greater differential now. 

I remember in my previous role with the Western Australian Council of Social Service we did a great deal of 

research into the cost of service delivery in the regions, because the crisis is not just in the attraction and 

retention of staff; the other issue that comes directly to bear here is housing affordability. That situation has not 

just exacerbated; the multiplier, I think, would probably be by about 100 in the last four or five years. I 

remember, for instance, a family service in Roebourne back in 2007. At this family care service, the CEO was 
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being paid, from memory, about $40 000 a year, and the rent for her to live in that town was $47 000 a year. 

There was no way that she could rent a home to deliver a service in that town, because she could not afford to. 

Her salary was less than what it was costing her to live in Roebourne at that time. I should think the problem is 

pretty much the same. 

I urge the government that in trying to deal with the very serious issue of improving children‘s hearing, 

particularly among Indigenous children and in Indigenous communities, one of the most important things it can 

do is to make sure that the services that are funded to deliver out in the regions actually have the capacity to do 

that. As I have said, a consistent theme through regional service delivery is the difficulty in attracting and 

retaining appropriately trained staff to regional areas, because of the cost of living, the housing cost, the 

remoteness of the lifestyle, compounded with low pay and the inability of the community service organisation to 

actually bring staff into the region itself. For instance, in a slightly less remote area—that is, Kalgoorlie—one of 

the drug outreach programs that was funded was unable to recruit staff to deliver services, so it ended up having 

to give back the government funding it had got to deliver services. In Broome several years ago there was 

funding for mental health workers to do outreach work, but again no-one could be found to do the job and the 

cost of travel to deliver that service was way in excess of the cost of the funding that was provided to the service. 

A fundamental barrier is the lack of affordable housing in the regions. People simply cannot afford the price of 

rents with pay levels in the community sector the way they are. It is very important to mention pay levels. This 

government has made a significant inroad into funding some of the pay differential between a community 

service worker and, for instance, a government worker. It was a 30 per cent differential—the community sector 

was paid about 30 per cent less. The $600 million the government put into the community sector, where it has 

been passed on to community services workers, has closed some of the gap, but there is still about a 10 per cent 

shortfall, so they are still facing the same problems. All the incredibly hard work that has been done to get 

services out into communities in regional and remote places such as the Pilbara and the Kimberley to do things 

such as mobile outreach in this very, very needed area will just not pay off unless the regional price index is 

sharper and more reflective of what is actually happening and unless these services can bring people in to work 

at a reasonable salary level. There is still a gap that needs to be fixed. I do not immediately have the answer to 

whether we can fix that by tying contractual increases to wages, but that would be something that I would look at. 

It is really important that we look at how we can reform the way that these agencies are being funded to improve 

their capacity to deliver on this very important area and to make sure that our communities in the Pilbara and the 

Kimberley, particularly our Indigenous communities, have access to the sorts of services they need to ensure that 

children can be brought up healthy and well. That is simply not the case at the moment. Successive governments 

have known about this. It is not just one generation of problems. I think, personally, this is a four or five-year 

generational commitment that needs to be made to fix these issues. To start with, we should attack the problem 

of hearing loss and how that plays out in a child‘s life, whether it is an inability to cope at school or at home, an 

inability to learn or ongoing health problems. That is a good place to start. I think there are other places to go. 

We will hear about FASD in more detail in our committee‘s later report. 

Thank you, Brian Gordon and Lucy Roberts, for all your hard work. To my fellow committee members, I 

apologise for not being on this trip, but I do recognise the good work that has been done.  

 


