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MINISTER FOR HEALTH — AISHWARYA ASWATH 
Standing Orders Suspension — Motion 

MR R.S. LOVE (Moore — Deputy Leader of the Opposition) [9.58 am] — without notice: I move — 
That so much of standing orders be suspended as is necessary to enable the following motion to be moved 
forthwith — 

That this house condemns the Minister for Health, Roger Cook, for failing to take proper 
responsibility for the circumstances and events leading to the tragic death of Aishwarya Aswath, 
as expected of a minister under the Westminster system. 

Standing Orders Suspension — Amendment to Motion 
On motion by Mr D.A. Templeman (Leader of the House), resolved — 

To insert after “forthwith” — 
, subject to the debate being limited to 15 minutes for government members and 15 minutes for 
non-government members 

Standing Orders Suspension — Motion, as Amended 
The SPEAKER: Members, as this is a motion without notice to suspend standing orders, it will need the support 
of an absolute majority for it to succeed. If I hear a dissentient voice, I will be required to divide the Assembly. 
Question put and passed with an absolute majority.  

Motion 
MS L. METTAM (Vasse — Deputy Leader of the Liberal Party) [9.59 am]: I move the motion. This is 
obviously a very powerful motion. It reflects the views of many Western Australians, including those in the health 
system, who are very concerned about the response of the McGowan Labor government and the Minister for 
Health in particular to the tragedy that we are all aware took place at Perth Children’s Hospital. Ultimately, the 
buck stops with the Minister for Health. That is what this motion is about. This is about the government taking 
responsibility for the set of circumstances that led to tragedy when a seven-year-old child, Aishwarya Aswath, had 
to wait two hours to be seen at Perth Children’s Hospital, and it was too late. That situation has illustrated that we 
have an under-resourced health system, under which she was not triaged properly. For example, her temperature 
was not taken. There was a lack of clinical supervision and significant issues of staff under-resourcing. 
As was announced yesterday, the chair of the Child and Adolescent Health Service, Debbie Karasinski, has resigned, 
which was the honourable thing to do in this situation. I understand that the CEO of the Child and Adolescent 
Health Service has also offered his resignation. However, as we heard yesterday in the press conference and in 
comments since, the minister who is ultimately responsible for the resourcing of our health system and our emergency 
departments has deflected the blame for the obvious and outstanding resourcing issues that we are seeing at 
Perth Children’s Hospital and across the health system. An article on today’s WAtoday site states — 

Mr Cook said the accountable authority was ultimately the health provider and its board but deflected 
questions at a press conference on Wednesday over whether he thought Dr Anwar should step down. 
“What we need to do is to continue to commit ourselves to a continuous improvement of health services, 
right across our … system,” … 

In the minds of the WA public, he is simply not taking responsibility. He is not accepting that there have been 
calls since as early as October last year about the level of understaffing at Perth Children Hospital’s emergency 
department and concerns about the implications of that on patient care. 
The Minister for Health stated on 6PR yesterday that the report made no findings about staff shortages. This is the 
real clincher. We can look at the recommendations in the report. If the minister is stating that there is nothing to 
see here and that there are no issues with staff shortages, it raises the question: what report was he actually reading? 
Under recommendation 10 of the SAC 1 clinical incident investigation report, it states — 

Uncovered sick leave of medical staff resulted in a reduction in available medical staff during the evening, 
delays in medical assessments/prolonged waiting times and impeded the capacity for medical staff to 
provide a more comprehensive response to parental escalation. 

Recommendation 2 refers to a lack of supervision because the senior nurses were filling service roles. Senior nurses 
filling other roles clearly relates to a significant under-resourcing issue. It also states under this recommendation — 

A lack of clinical supervision resulted in … missed opportunities to recognise a sick patient which 
contributed to a delay in clinical intervention. 

I think recommendation 6 is the most damning. It states — 
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A culture has developed which saw escalation as futile and ineffective with subsequent failure to call for assistance 
at times of increased acuity & activity … even when there was availability of senior CNS from outside ED. 

That is, the emergency department. The findings under that recommendation point to the fact that there was a culture 
within Perth Children’s Hospital and the health system that meant health staff did not feel they would be heard if they 
raised issues about the system being under extreme stress. That issue has been raised not only in relation to the tragedy 
surrounding Aishwarya, but also over several months by the Australian Medical Association, the Australian Nursing 
Federation, the opposition, patients and families across the state, and that is the crux of the issue here. 

The Minister for Health has stated that we have a health system that is challenged. It is not a health system that is 
challenged; it is a health system that is in crisis. In a state that is enjoying a $4 billion surplus, there is absolutely no 
reason a seven-year-old child should have to wait for two hours in an emergency department, not have her temperature 
checked properly, and have clinical staff ignore the four or five cries of her parents. It is outrageous. The emergency 
department did not have vital equipment and there was an issue of whether the equipment it did have was working. 
It is simply not good enough. 

We certainly support the recommendation for an independent inquiry. On behalf of the family, we have also been 
supporting and calling for an inquiry. But, once again, it falls short. The scope of the independent inquiry is 
extremely narrow. It will not look at the 20 other cases involving severity assessment codes that have taken place 
at Perth Children’s Hospital over the last 15 months in which the patient either died or became seriously ill for 
a reason other than the illness or condition of the patient when they presented to the hospital. This is a fair call by the 
family. It is vitally important that we have a transparent, independent inquiry that has clear terms of reference. There 
are significant cultural issues in the health system. I have pointed to recommendation 6, which is possibly the most 
damning. Recommendation 6 also refers to the fact that since October 2020, senior clinicians have escalated 
substantial concerns around patient safety to senior management. The question we have is: in this culture in the 
health system whereby senior clinicians felt they were not being heard, were these concerns escalated further, and 
was the minister aware of the fact that there were issues with a lack of clinical supervision and education? 

There are obviously issues that sit with the Premier, as well. The Minister for Health has made efforts to address 
record levels of ambulance ramping that have led to code yellow internal emergencies and hospital blockages. He has 
acknowledged the fact that earlier this year we saw the most hours of ambulance ramping in the history of the state—
triple the number of hours seen under the previous government, when the situation was apparently in crisis. That 
raises the question of whether the Minister for Health has been heard by the Premier. We have heard that submissions 
have been made to the Premier about investing further in our health system. That raises the question of whether 
the Premier is also responsible for responding to what is quite obviously a crisis in our health system. We support 
the family’s call for an independent inquiry. 

Mark Olson from the Australian Nursing Federation was on radio earlier today raising legitimate concerns about staff 
shortages. I appreciate there will be an investment in additional nurses. The questions are: Why is there a delay? Why 
is there a lack of urgency in this? There has been a significant lack of urgency over the last six weeks in this matter. 

This is a health system in crisis. We need a minister who will acknowledge this, not someone who states that the system 
is only “challenged”. If the minister is not willing to take responsibility for this crisis at not only Perth Children’s 
Hospital but also across the health system, we have the wrong Minister for Health and the minister needs to step 
down. If the minister is not being heard by the Premier, if he does not have the support of the government and he 
continues to brush away the real issues that Western Australians care about, quite obviously, we have the wrong 
representative for the health system in this state. 

MR R.S. LOVE (Moore — Deputy Leader of the Opposition) [10.11 am]: This motion is very important 
because we have a systemic lack of staffing resources in our health system. I understand that as of yesterday there 
were 328 positions waiting to be filled in the health system. That is a symptom of catch-up in a department that is not 
being run properly. It is the largest government department. The most important job for government at the moment 
is to keep Western Australia safe. 

The chair of the Child and Adolescent Health Service, Debbie Karasinski, took the right action yesterday and stepped 
down. The minister accepted her resignation, but did not put his position on the line. In the midst of this crisis in 
which we have seen mistake after mistake in the health system, last week the minister was apparently conversing 
with the Quarantine Advisory Panel, which had not yet been formed, and informing the house in great depth and 
detail about what he had been talking about with that august body that did not exist! This minister is clearly out of 
his depth. He looks tired; he looks like he is not able to handle this. Instead of allowing the minister to focus on this 
most important job at the moment, what did we see today? A brief ministerial statement was presented to the house 
by the Minister for Health. Instead of dealing with the health crisis, he drops in a brief ministerial statement about 
Asian engagement, talking about a forthcoming summit and a range of measures to improve Asian engagement 
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and trade. That is very important work. This state relies upon trade with Asia; it does not rely on the health minister 
taking responsibility for areas outside his own remit. 

We know very well that under the Westminster system, a minister is responsible for what happens in a department 
he heads up. The Minister for Health is refusing to take responsibility for his actions. The Premier needs to understand 
that this minister is under pressure. He is not handling the situation; he is floundering and he needs some assistance. 
If the Premier is not going to come to his aid and relieve him of other responsibilities, the minister needs to do the 
honourable thing and, as the member for Vasse has said, step down. He needs to resign and let someone more 
capable come forward, someone who will take responsibility for the mess in the health system and ensure that we do 
not see ambulances ramped at all the hospitals so that we do not see families desperately calling for attention and 
there being no attention to give in the largest child health centre in our state. Where else would a family take their 
sick child but to that centre? They should have received decent attention. They failed to receive decent attention. The 
minister who failed to ensure that system was operating as it should, should take responsibility; he should resign. 
MR R.H. COOK (Kwinana — Minister for Health) [10.15 am]: Thank you for the opportunity to speak on this 
important motion, which perhaps has been done no credit by the contribution of the member for Moore. Let me 
say at the outset that this is a horrible situation and it requires the appropriate respect paid to it in relation to a family 
that has suffered a parent’s worst nightmare. Once again, on behalf of the government, I extend our sincere apologies, 
our sympathy and our empathy with respect to the issues involving their daughter, Aishwarya. 
This is a tragic set of circumstances brought on by a multiplicity of issues. It is an issue that the root-cause analysis 
panel was designed to get to the bottom of. We now have some insights into that patient’s journey and we continue 
to respond to and understand that to make sure that it never happens again. In the conversations I have had with 
Aishwarya’s family, they are fundamentally gripped by the desire to understand what has gone on here and to make 
sure that this does not happen again. That is the commitment I made to them and I will not shirk that responsibility. 
Obviously, the government is responsible for the delivery of health services. We do so under difficult circumstances: 
a health system that is currently under a great deal of pressure because of the change in demand as a result of the 
global pandemic—one that we are responding to. Nothing will bring Aishwarya back and no words can replace 
the grief that those parents are feeling. But we owe them the honour and respect to make sure that as a government 
we respond to this report in a manner that ensures that we do honour to her memory. 
One of the key recommendations from the root-cause analysis is that we undertake an independent review to ensure 
that we can implement all the recommendations that the root-cause analysis identified and make sure that we can 
work with the family to ensure this takes place. That is the commitment I made to Aishwarya’s father yesterday; 
in setting up this inquiry, we will sit down with him and Aishwarya’s mother to talk about what they want to see 
in relation to this particular inquiry to ensure that we get on top of the issues. 
I am advised by the chief executive of the Child and Adolescent Health Service that the report says lack of staff was 
not a contributing factor on the evening that Aishwarya passed. At the time that Aishwarya came into the hospital, 
there were 19 doctors and 15 nurses on duty to treat the 41 patients in the emergency department. 
I want to reflect on the comments of Mark Olson, secretary of the ANF, on the radio this morning because they bear 
some observance. He says he understands that staffing may not have been an issue on the evening, but certainly 
staffing is a concern right across the system. He is right. We are seeing a significant level of burnout from healthcare 
workers associated with the global pandemic and we are seeing a significant change in the way that people are 
consuming health services. A lot of work has been done recently by all health service providers to make sure that 
we can shift to meet this new demand. That work has been ongoing since late last year and, obviously, now there 
is an extra sense of urgency as a result of these issues. 
I can inform the house that, tragically, a meeting with the emergency department doctors was held the weekend before 
Aishwarya came into the ED to talk about some of these measures, and I want to go through them with members 
so that they can see the extent to which the leadership at Perth Children’s Hospital was moving to try to make sure 
we could address some of these issues. In the PCH emergency department, the strategies and implementation 
underway included a total increase of an extra 16.1 FTE nurses. That enables two additional registered nurses to 
be rostered for the emergency department across all shifts, for a total of 11.1 full-time equivalents, and an increased 
allocation for leave provisions across the nursing establishment, enabling permanent recruitment of an additional 
five FTEs. As I said, getting these staff to take leave in order for them to recharge their batteries is an important 
element of this. The increased number of FTEs also includes an additional nurse allocated to monitor patients in 
the ED waiting areas and an additional nurse allocated to work across the emergency department supporting areas 
with higher levels of activity. An administration officer has been assigned also to the triage desk; a designated ED 
resuscitation team will be on every shift, supported by senior medical and nursing staff from within the hospital 
attending every resuscitation in the ED; and there has been an increase in the allocation of staff development 
nurses in the emergency department, effectively doubling the allocation. A significant body of work has been 
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done to make sure we can continue to support our staff better. We need to do more and we will do more. That 
work is ongoing. 
One of the other observations made in relation to this is around triaging policy processes. One of the observances 
of the root-cause analysis team was that that policy needs to be put in place. I can inform the house that policies are 
in place. I think the emphasis from the team is that they want to see those policies made more robust and to make 
sure they continue to guide the triage teams as patients come in. We will continue to make sure that we take every 
opportunity—not just this opportunity, but every opportunity—to continue to see the improvement of health services 
right across our system. Sadly, these sorts of events provide an extra sense of urgency about this and an extra 
determination to make sure we put these things in place quickly. We are moving very swiftly to put these things in 
place and many have already been put in place. We will continue to make sure that we provide the resources that 
the nurses and doctors at PCH and all our EDs need to carry out their work. 

Can I just place on the record once again my respect, admiration and absolute thanks to all our doctors and nurses 
working in EDs to protect Western Australians. I was not there on the night; none of us were. We do not know 
what was happening in that ED from a personal set of circumstances. We cannot put ourselves in the place of the 
staff and the parents in the lead-up to this incident, so we should be careful not to judge quickly and we should be 
careful to make sure that we remember that it is not just the parents who are hurting today. There are 3 500 staff right 
across PCH who feel the impact and are heartbroken today in relation to this set of circumstances. We owe it to them 
and to the parents to ensure that once again, as a government, we commit to the resources, we commit to supporting 
and we commit to allowing these staff to do the best possible job that we know they are capable of doing. 

As I said at the beginning, this has been a tragic, tragic set of circumstances. The incidents that led to Aishwarya’s 
death I am sure will haunt many of us as we closely examine ourselves to make sure that we understand and learn 
from the incidents. Dr Anwar has been doing a tremendous job during the time he has spent at PCH. He is taking 
that hospital on a journey around culture, around learnings, around professionalism and around excellence in health 
care, and we want him to continue to do that work. Ultimately, the health service provider is the responsible and 
accountable authority, and I thank Debbie Karasinski for her service and thank her for the respect she has shown 
to everyone in this process by offering her resignation at this point in time. But let us make sure that Aishwarya’s 
death is not in vain. Let us make sure that we learn from it. Let us make sure that we all join the government in the 
commitment that I made to her father that we will get the answers; we will learn from the experience and we will 
ensure that it does not happen again. 

MR M. McGOWAN (Rockingham — Premier) [10.25 am]: Firstly, I begin by once again passing on my deepest 
sympathies and the sympathies I am sure of all the people in Parliament to the family of Aishwarya for the tragic 
circumstances they face and, obviously, what they have gone through is unimaginable to us. 

Secondly, as we know, the minister gave a long statement to the house yesterday. We have released the 
recommendations in the root cause analysis report of the inquiry that was conducted into the passing of Aishwarya and 
the recommendations are now public. As a government, we have committed to implementing the 11 recommendations, 
and I understand the hospital itself is in the process of implementing those recommendations. We provided the full 
report to the family for them to analyse. Obviously, there is private information about Aishwarya in that report, so 
the release of the full report is a matter for them, because we do not want to release private and confidential patient 
information, so the release is in their hands. I understand the family may well say something later today, so, in 
relation to these matters, we have left that to them. 

The Attorney General, the health minister and I have regularly been discussing at length the prospect of a coronial 
inquiry to try to determine further matters around this, and I understand the family want further answers. We expect 
there will be a coronial inquiry and the coroner is working in that direction, but that is something she is working 
on with the family and seeking the family’s advice on those things. We fully expect there will be a coronial inquiry, 
which, hopefully, will provide more answers to the family about the passing of Aishwarya and give them some 
support and, hopefully, further information and perhaps over time some closure in relation to these matters. 

I just wanted to detail some facts about the matter, which I am sure are on the public record, but this is what I have 
learnt over the past couple of days from PCH. Aishwarya arrived at the emergency department at 5.32 in the 
afternoon. She was seen at the triage desk at 5.33 pm. At that point in time, there were 19 doctors and 15 nurses 
on duty, but between 5.30 and 6.00 in the afternoon, there is a handover process. The handover process meant that 
at six o’clock, 13 doctors and 14 nurses were on duty. The number of patients in the emergency department when 
Aishwarya arrived was 41, so there were 19 doctors and 15 nurses to deal with 41 patients when she arrived. As 
I said, she was triaged at 5.33 pm, a minute after arriving. She ended up being taken into what was described to 
me as a cubicle at 7.11 pm, an hour and 38 minutes or thereabouts—37 minutes perhaps—after she had arrived at 
the hospital. At that time—seven o’clock—the number of patients had declined to 36, down from 41 and, as I said, 
13 doctors and 14 nurses were on duty. The ED obviously has a moving roster depending upon the hour of the day 
and the day in question. I am advised that ordinarily on a Saturday, 12 doctors are on duty at 6.00 pm, but on this 
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Saturday evening in question, 13 doctors were on duty. Because it was a long weekend, additional staff were 
allocated to cover any staff who might have been absent or on leave, or whatever it might have been. That was the 
situation in the hospital on that occasion. 

Amendment to Motion 

Mr M. McGOWAN: I move — 

That all words after “house” be deleted, and the following be inserted — 

passes on its deepest sympathies to the family of Aishwarya Aswath Chavittupara and notes the 
government will be implementing all 11 recommendations of the root-cause analysis. 

Division 
Amendment (deletion of words) put and a division taken with the following result — 

Ayes (44) 

Mr S.N. Aubrey Ms M.J. Hammat Ms S.F. McGurk Ms A. Sanderson 
Mr G. Baker Ms J.L. Hanns Mr D.R. Michael Ms J.J. Shaw 
Ms H.M. Beazley Mr T.J. Healy Mr K.J.J. Michel Mrs J.M.C. Stojkovski 
Dr A.D. Buti Mr M. Hughes Mr S.A. Millman Dr K. Stratton 
Mr J.N. Carey Mr H.T. Jones Mr Y. Mubarakai Mr C.J. Tallentire 
Ms C.M. Collins Mr D.J. Kelly Ms L.A. Munday Mr D.A. Templeman 
Mr R.H. Cook Ms E.J Kelsbie Mrs L.M. O’Malley Mr P.C. Tinley 
Ms L. Dalton Ms A.E. Kent Mr P. Papalia Ms C.M. Tonkin 
Ms D.G. D’Anna Dr J. Krishnan Mr S.J. Price Mr R.R. Whitby 
Mr M.J. Folkard Mr P. Lilburne Mr J.R. Quigley Ms S.E. Winton 
Ms K.E. Giddens Mr M. McGowan Ms R. Saffioti Ms E.L. Hamilton (Teller) 

 

Noes (5) 

Mr V.A. Catania Mr R.S. Love Mr P.J. Rundle (Teller)  
Dr D.J. Honey Ms L. Mettam  

Amendment thus passed. 
Amendment (insertion of words) put and passed. 

Motion, as Amended 
Question put and passed. 
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