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Hearing commenced at 11.23 am 
 
CARTER, MS MAUREEN 
Chief Executive Officer, Nindilingarri Cultural Health Services Fitzroy Crossing, examined: 
 
WRAITH, MS JOANNE 
Child and Adolescent Mental Health Professional, WACHS–KMHDS, examined: 
 
WILSON, MR BRIAN 
Acting Operations Manager, Derby – Fitzroy Valley Health Service, WACHS Kimberley, 
examined: 
 
ERLANK, MRS CAROL 
Director of Nursing, WACHS Kimberley, examined: 
 
CHAPMAN, DR RALPH THOMAS 
Acting Senior Medical Officer, Fitzroy Valley Health Service, examined: 
 
LUPTON, MRS ROSALIE 
Community Health Nurse Manager, WACHS, examined: 
 
 
The CHAIRMAN: On behalf of the Education and Health Standing Committee, I thank you for 
your interest and your appearance before us today. I acknowledge and pay respect to the traditional 
owners, past, present and future, of the land on which we are meeting. The purpose of this hearing 
is to assist the committee in gathering evidence for its inquiry into the adequacy and 
appropriateness of prevention and treatment services for alcohol and illicit drug problems in 
Western Australia. At this stage I will introduce myself and the other members of the committee: I 
am Janet Woollard; with me are Peter Abetz, Ian Blayney, Lisa Baker, and Peter Watson. On my 
left is Dr David Worth and up the back is Grant Akkeson. Alice Murphy will probably join us again 
later. From Hansard we have Judith and Keith. This committee is a committee of the Legislative 
Assembly of the Parliament of Western Australia. This hearing is a formal procedure, and as this is 
a public hearing, Hansard is making a transcript of the proceedings for the record. If you refer to 
any documents, it would be appreciated if you could give Hansard the full title for the record.  
Before we proceed to the questions that we have for you today, I need to ask you a series of 
questions. Have you completed the “Details of Witness” form?  
The Witnesses: Yes. 
The CHAIRMAN: Do you understand the notes at the bottom of the form about giving evidence to 
a parliamentary committee? 
The Witnesses: Yes. 
The CHAIRMAN: Did you receive and read the information for witnesses briefing sheet provided 
with the “Details of Witness” form today? 
The Witnesses: Yes. 
The CHAIRMAN: Do you have any questions in relation to being a witness at today’s hearing?  
The Witnesses: No. 
The CHAIRMAN: We might start with Maureen first. Would you please state your full name and 
the capacity in which you appear before the committee today? 
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Ms Carter: My name is Maureen Carter and I am the CEO of Nindilingarri Cultural Health 
Services here in Fitzroy Crossing. 
Ms Wraith: My name is Joanne Wraith. I am the child and adolescent mental health worker here in 
Fitzroy Crossing and I work for WACHS. 
Mr Wilson: Good morning. I am Brian Wilson. I am the acting operations manager for the Derby – 
Fitzroy Valley Health Service, representing them as part of WACHS here today. 
Mrs Erlank: I am Carol Erlank. I am the director of nursing at Fitzroy Crossing hospital. I am 
employed by WACHS. 
Dr Chapman: I am Ralph Chapman. I am acting senior medical officer at Fitzroy Valley Health 
Service and I am employed by WACHS. 
Mrs Lupton: I am Rosalie Lupton, Fitzroy Crossing community health nurse manager. I am 
employed by WACHS. 
The CHAIRMAN: Thank you. We will ask you each to make a presentation and we will try to 
keep our questions this time down to a minimum so that everyone has equal time to make their 
presentation and then the committee will ask you some questions. The only time we might interrupt 
you is if we are unsure of something that you are describing. Maureen, would you be happy to go 
first? In asking you to go first, we are looking at the problems with alcohol and drugs across 
Western Australia. Initially we were just looking at what is available in schools but we are 
becoming more and more aware that, particularly in the Kimberley, the problem is actually before 
school and getting children to school. What is available to teach children at schools? What is 
required pre-school? I guess Joanne will come into that one more. What professionals are here and 
what job do they do? What are the good programs that are running and where are the gaps in what is 
being provided to help people get off alcohol and drugs? What are the costs to the community from 
alcohol, cannabis and drugs? Really, we are hoping that you as a panel will help paint the picture 
for us.  
Ms Carter: If I may start with the FASD project that Nindilingarri is working on in partnership 
with the George Institute and the University of Sydney. I would also like to touch on the unique 
partnership that we have been able to develop here in Fitzroy a little bit later, if I have time.  
After the permanent liquor restriction was put in place in 2008, the women in Fitzroy decided that 
they wanted to tackle the issues around FASD and early life trauma. What the women did was sit 
with James Fitzpatrick who is a paediatrician who has worked in the Kimberley for a number of 
years, so we already had a relationship with James. We sat with him to develop a strategy around 
FASD and early life trauma. We wanted it to be holistic. The strategy that was drawn up was 
around prevention, diagnosis and support. We knew that in order to deal with this issue that it was 
not just an issue for the women; we knew that it was an issue that affected the whole of the 
community. We knew that we could not do this on our own, so we had to form partnerships with 
local agencies in the town, both government and non-government. We call these agencies our circle 
of friends. We also knew that we had to form partnerships with regional services, as well as outside 
agencies like the George Institute and the University of Sydney which we had approached to do the 
prevalence study.  
The Marulu project has two parts to it. Marulu is the name given to this project, which means 
“precious” in Bunuba. The other part to this project was the Lililwan study, which is the prevalence 
study that we have embarked on. We then formed a leadership group that was led by Nindilingarri, 
by myself, with agencies in the town because we wanted to keep everyone involved. Through the 
leadership group we knew that the agencies that we had formed as our leadership group had a huge 
workload, so we then approached ICV, the indigenous community volunteers agency, to give us a 
coordinator who could assist us with the FASD strategy. We were able to get that support. The 
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person who we have had working with us throughout this whole project is Meredith Kefford. She 
has been invaluable during this whole process.  
So in 2009 we did a lot of education around FASD, the Marulu project and the Lililwan FASD 
prevalence study, so that meant going to communities, going into schools, educating the teenagers 
in high schools about FASD and the impact of alcohol on the unborn child. We also sat with the 
women’s group, we went into communities and we produced resources that we used. You can see 
the two plastic cups that we have put messages on. Nindilingarri has given those cups to the 
Crossing Inn and they serve alcohol out of those cups. Also in front of me you can see the poster 
that goes with those cups, so that is placed down at the Crossing Inn. Unfortunately, we have not 
been able to do that here at the lodge — 
Mr P.B. WATSON: Why is that? 
Ms Carter: They do not believe it is appropriate to have that sort of message here because this is 
seen more as a place for tourists and they did not want to upset the tourists who come to the lodge.  
Also in 2009, we brought out Professor Liz Elliott who is Australia’s expert around FASD and Jane 
Latimer from the George Institute because they wanted to find out for themselves from the 
community if the community wanted a prevalence study done. So they came out for a whole week, 
we took them to Wangkatjungka and got them to meet with some of the families and carers of 
children with FASD. They were able to meet with the agencies in the town and they have produced 
a report. I was told that it would be given to you today. They — 
The CHAIRMAN: Maureen, because we want to hear from everyone I see that it looks like you 
have a report with you that probably has much of what you want to present to us, so could I ask so 
that we can give everyone the opportunity — 
Ms Carter: That is fine, I just wanted to — 
The CHAIRMAN: If you want to finish off, but could I then ask maybe whether you would hand 
in what you have brought with you as a supplementary submission so that we can read through 
everything that you have prepared? 
Ms Carter: I think in closing I just wanted to say that the government has recognised this project 
and has given us a $1 million grant to go towards it. 
Ms L.L. BAKER: Is that the state or federal government, Maureen? 
Ms Carter: The federal government; unfortunately, we did not get any funding from the state 
government. We have started the first stage of the prevalence study and now that we have the 
funding for the second stage, that should start next year between May and September. I have the 
information and I will hand that on to you. 
The CHAIRMAN: Thank you; we will accept that by way of supplementary information to the 
committee. Joanne, shall we move to you, then? 
Ms Wraith: I am Joanne Wraith, as I said, and I am the child and adolescent mental health worker 
here in Fitzroy Valley. I service the whole valley here. As you have heard previously, the valley has 
over 4 000 people and it has a large proportion of young people under the age of 25 years. I have 
been a child and adolescent mental health worker for over 20 years and for the majority of my 
working life I have been in Perth in Western Australia doing various roles in child and adolescent 
mental health there. I am a social worker by trade.  
I work with young people from zero to 25 here in the valley. Normally, child and adolescent mental 
health workers work with young people from zero to 18 and families. When I first came to this role, 
I was asked to go up to 25 years of age for a couple of reasons: first, there are no other mental 
health workers who are resident here in the Fitzroy Valley—I am the only resident mental health 
worker here in the valley—and, secondly, the known vulnerability of the 15 to 25-year-old age 
group around attempted and completed suicide. So I said that I would be happy to work from zero 
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up until 25 and, in fact, I do that as well as the various other members of the family, because the 
Fitzroy Valley community operates on family, of course. If you work with one member of the 
family, you often end up working with many people in the family. So my job is to go throughout the 
valley; I do a lot of work within the township and I service all the communities of the valley as 
well. The valley is a big place and it has four main language groups in it, as you might already 
know. There is lots of travelling in the valley. I probably have a caseload of about 30-plus families, 
which means that I am kept very busy. There is a mental health service that comes in once a 
fortnight from Derby and that services the adult mental health clients here in the valley. That 
service consists of a clinician coming in once a fortnight on a Tuesday afternoon from Derby and 
then travelling back to Derby on a Friday afternoon. That clinician and I work very closely together, 
which gives me an enormous amount of support, I must say, coming in once a fortnight. I am 
supported by the clinical team of the Derby mental health team. I have a clinical meeting with those 
people once a week through videoconferencing. That is where my clinical accountability is, so I do 
all my intake and referrals at that meeting and I do all my clinical reviews at that meeting. I get 
support from the Derby team and I get support from Broome management at the Kimberley Mental 
Health and Drug Service, which is the organisation that I belong to. 
[11.40 am] 
The CHAIRMAN: I appreciate very much you describing to us how your role works. But with 
your presentations, can you, again because of the time, tell us what are the problems and what are 
the answers, because we can get from you by way of supplementary information how you work. But 
we still have another week, and you are planting the seeds for what questions to ask at our other 
hearings. You have only got two minutes. 
Ms Wraith: I did not realise I only had two minutes! Okay. I have been here now for two and a half 
years. The issues are this. The liquor restrictions that have been here for three years have actually 
been a circuit breaker for the people of the Fitzroy Valley. The Fitzroy Valley is now ready to do 
the healing that they have been wanting to do for a long time. There are not the resources here for 
the people of the valley to do the healing. There needs to be a full alcohol and drug team, and there 
needs to be a full mental health service, as one of the basic mechanisms for people to do the healing 
that is starting to occur because of the liquor restrictions. As you have heard previously about the 
alcohol and drug worker, there is a position here that is currently vacant, and that is being backfilled 
by people coming from Derby. I am the only resident mental health worker here, and there is a 
visiting service from Derby. In my estimation, with my two and a half years experience, I believe 
that we need at least four mental health clinicians and four Indigenous mental health workers here 
in the valley. 
Mr P. ABETZ: What is a clinician? 
Ms Wraith: A clinician is either a social worker, a mental health nurse, a psychiatrist, a 
psychologist—so one of the professions that makes up the clinical team. I believe that needs to be 
matched by one Indigenous mental health worker for every clinical position. If we had four 
clinicians and four Indigenous mental health workers, we would have the beginning of an effective 
service delivery for mental health here in the valley. I also believe that we need the equivalent of 
alcohol and drug workers to match that. So, we need that number of positions of alcohol and drug 
workers as well, but they do different roles.  
The CHAIRMAN: Thank you. Before we move on to Brian, Joanne, where you have said that you 
need that four and four, have you put in any reports asking for four and four? 
Ms Wraith: Yes.  
The CHAIRMAN: And you put those reports in to — 
Ms Wraith: There are reports through the community mental health and drug service, and there are 
reports through the local organisations here in Fitzroy.  
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The CHAIRMAN: By way of supplementary information, could you provide the committee with a 
copy of those reports that you put in for this year, and possibly also a copy of the reports that were 
put in for last year and the year before—that is, for the last three years—so that we can see — 
Ms Wraith: What has been asked for. 
The CHAIRMAN: Yes.  
Ms Wraith: Yes. 
The CHAIRMAN: Thank you. Brian, we will now move on to you. 
Mr Wilson: As I have mentioned, I am the acting the acting operations manager for the Derby–
Fitzroy Valley Health Services. I am here representing Bec Smith, who is the substantive person in 
that role. I would just like to outline very briefly, as the operations manager responsible for the 
coordination and delivery of health care through the WA Country Health Service in this area. Carol 
Erlank and Dr Ralph Chapman will be able to speak more specifically around the issues clinically in 
terms of the nursing impact and the medical impact and what is being affected currently. What I just 
want to highlight is that here in the Fitzroy Valley what you have already seen and what you have 
heard from other people has highlighted the unique situation that exists here. The reforms that have 
occurred here have been very much led by the community. The community is being empowered, 
and it is important that the community is then resourced adequately to follow through on those 
initiatives. One of the unique characteristics here is the unique partnership that exists between the 
Nindilingarri Health Service and AMWACHS in terms of the Fitzroy Valley Health Service, in that 
unlike many other areas within the Pilbara–Kimberley–Goldfields, there is not the same duplication 
of activity in relation to the clinical delivery of care, and that those services are then coordinated. 
We are very much aware of our responsibility as part of that partnership in making sure that there is 
culturally sensitive delivery. That has, of course, always been the unique—if you like, the core 
value—of the Aboriginal community-controlled health services. So us performing that role means 
that we have to make sure that we do that in accordance with them. Interestingly, and just to pick up 
very much on what Maureen was talking about earlier, she was able to highlight that wonderful 
work that Nindilingarri is then able to concentrate on in terms of the primary care and the 
preventative strategies, because they are not having to be involved in delivering the significant 
clinical workload that is involved with it. So I think that is another great benefit that exists here, and 
that is one that could be modelled elsewhere.  
Outside of just the clinical side and the programs that need to be developed, one of the other points 
that I want to use this opportunity to raise is the infrastructure. Through WA Country Health 
Service, they have invested significantly over the last few years in terms of the capital infrastructure 
across all of the Kimberley sites. So we have seen significant improvement in the clinical facilities 
that enable us to provide better care. One of the common things that we are hearing is of course 
around the ability to resource the service delivery through an adequate workforce. The work that 
still needs to be done in terms of supporting the infrastructure there is about the staff housing. That 
certainly has been raised time and time again as the most significant factor in being able to attract 
and retain staff. Work has gone in already in terms of identifying shortfalls in staff housing. That 
has gone up in briefing notes that have gone through to area office. We are hopeful that that will see 
additional funding provided to help address those problems.  
The CHAIRMAN: We will ask for copies of those, again by way of supplementary information, 
for the past three years. 
Ms Wraith: Yes. 
Mr P.B. WATSON: How much would an individual house cost to build up there?  
Mr Wilson: Between $300 000 for a very basic one bedroom, up to around $500 000 for a 
reasonable standard three bedroom-accommodation. So we are looking at, with the positions that 
are currently needed to be recruited for within the area, including the Nindilingarri positions and the 



Education and Health Thursday, 29 July 2010 — Fitzroy Crossing — Session Two Page 6 

 

WA Country Health positions, there is a shortfall of approximately 20 properties. So we are looking 
at an infrastructure cost there of between $6 million and $10 million. 
The CHAIRMAN: How much in the past 12 months has been spent on capital works? 
Mr Wilson: Clinical or housing, or both? 
The CHAIRMAN: Both. 
Mr Wilson: I would have to check the exact value. 
The CHAIRMAN: Perhaps you could get back to us on that one as well. 
Mr Wilson: Yes.  
Ms L.L. BAKER: Can I just ask, 20 properties, does that mean 20 staff or 20 positions that you are 
short of? 
Mr Wilson: Twenty positions. We are often very fortunate in terms of when you recruit one person, 
often the partner is also a health or related person, so you get the two for one benefit. But in order to 
appropriately address the need we would need approximately 20. 
The CHAIRMAN: We might move on to Carol.  
Mrs Erlank: I have been in Fitzroy for eight years. I have worked in both the old hospital and the 
new hospital. Nursing recruitment and retention has always been a problem. When I took over the 
position of director of nursing we had a 50 per cent agency rate of nurses, which was difficult on 
clients because every three months there were new faces in the hospital, and poor for morale. Since 
the liquor restrictions and the new establishment of the hospital, we have almost 100 per cent 
permanent nursing staff. Staff who have left and come back pre and post the liquor restrictions 
cannot believe the change in the population. We run an ambulance service from the hospital. There 
are only three hospitals in Australia that do that; that is us, Derby and Halls Creek. I can give you 
our ambulance stats pore and post the liquor restrictions.  
The CHAIRMAN: Is it possible to have two years pre restrictions and post so that we can 
compare? 
Mrs Erlank: Yes. 
The CHAIRMAN: Thank you. 
Mrs Erlank: There is about a 50 per cent decrease in ambulance callouts for alcohol-related 
presentations. 
Mr P. ABETZ: How many per cent?  
Mrs Erlank: Almost 50. 
Mr P. ABETZ: Wow. 
Mrs Erlank: But there is an increase in alcohol-related callouts for domestic abuse. So people are 
calling more for that sort of help. 
The CHAIRMAN: How many Indigenous people would you have as part of your nursing makeup? 
Mrs Erlank: We have got three orderlies, and we have got one Indigenous nurse who works in 
population health, but I do not have an Indigenous nurse here in the hospital. 
Mr P.B. WATSON: Are there any private doctors in town? 
Mrs Erlank: No. The doctors work through the hospital. We run a GP practice through the 
hospital, which Ralph will discuss. 
The CHAIRMAN: Did you tell us how many nurses there were in total?  
Mrs Erlank: There are 16 in the hospital, including me. Because we do not have a pharmacy in 
Fitzroy, we do S100 medications, which is based through the hospital and run in conjunction with 
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Burrup pharmacy in Derby. They supply our chronic disease medications, which are dispensed 
through the hospital through the communities and to the patients. Since the alcohol restrictions, 
people are coming in. We do six-month reviews on their drugs. I have to say that the improvements 
in people returning for checkups and that has increased dramatically as well. I can give you the ED 
presentations on a graph that we have got. I can submit those later. 
The CHAIRMAN: Thank you. I see that you have some paperwork with you. Are you happy to 
provide that by way of supplementary information so that we can read fully though that? Thank 
you. Ralph. 
Dr Chapman: Thank you for the opportunity to speak here. I have worked in Fitzroy Crossing pre-
alcohol restrictions and post, and in the old hospital and the new, but only as a locum. But 
sometimes as a locum you look with clearer eyes and you see things differently. I must admit there 
has been a dramatic change in the service demand that has occurred between the implementation of 
the alcohol restrictions and now. Most of that has seen a fall off in the highly intoxicated and the 
injuries and the things that are associated with, I guess, problematic binge drinking, as Sally alluded 
to earlier. What I have seen is that while a lot of significance is placed on alcohol as a medical 
thing, the major issue still confronting the people of the Fitzroy Valley is actually chronic disease—
morbidity due to diabetes, heart disease, renal failure, rheumatic hearts. There is a whole range of 
things. Alcohol is not the cause of that. But it is a significant negative moderator in relation to that, 
because it destroys the social determinants of ill-health. Diet, nutrition, physical activity, smoking, 
housing, education, employment and family integrity are all decimated when alcohol abuse is a 
significant player. From observing over the years, that is what I have seen happen in the Fitzroy 
Valley.  
Mr P.B. WATSON: Can I just say that a lot of those diseases would have been picked up when 
they were young through lack of nutrition. That would have been the start of it.  
Dr Chapman: Look, it would be nice to think so. What is essence has happened is that for quite a 
while the health service needed to focus on the acute management of the people attending the 
emergency department, and the focus has certainly not been on chronic disease management. When 
I arrived last time, the regional medical director and myself, and Carol and others, and the nurses—
all the staff at the hospital—made a plan to turn that around and to basically address the critical 
issues to do with chronic disease in the Fitzroy valley. To the end we have I guess grasped the 
section 19(2) exemption, which is the access to Medicare, to allow us to focus on GP management 
plans and care plans and occ health assessments, child health checks—all of those important aspects 
of delivering a comprehensive health service to Aboriginal people. That has had a dramatic effect 
on service delivery at the hospital. It has also had a dramatic effect on service delivery in the remote 
clinics. The Fitzroy Valley Health Service via the RFDS is contracted to provide remote clinics to a 
large number of the remote communities. I do not know the exact number. In the preceding year 
that had fallen to probably less than 25 per cent, and I suspect it was 10 per cent. With the change in 
service delivery model that we brought in, we have only missed one clinic in the last three months. 
So what we have been able to do is turn around the way in which in particular the medical staff 
think about delivering health services to the people in the valley. Previously they had, either 
realistically or not, been of the view that they should provide acute health services, emergency 
department services only, and there was very little focus on the things that really kill people in this 
valley. If you look around, you will not see people between the ages of 30 and 70, because they are 
all dead. They have died from heart disease and diabetes and kidney failure, not from alcohol. I do 
not see chronic cirrhotic livers at this hospital. I see people with the worst renal failure you could 
ever imagine, with the most poorly managed diabetes you could imagine, with cholesterol and heart 
disease that are out of this world.  
[11.55 am] 
Mr P.B. WATSON: Are you saying it is not drugs and alcohol doing it; it is just bad diets? 
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Dr Chapman: No; I am saying the alcohol has a significant negative effect on all the other aspects, 
which then precipitate these illnesses. It does not matter where you put alcohol in the equation; it is 
still the cause. But it is not the direct medical cause; it is the overarching influence that causes the 
problem. Just to finish: I have not even started to speak about the mental health and other issues that 
are significantly negatively impacted by alcohol.  
Mr P.B. WATSON: When you do the death certificate it goes down as renal failure, heart failure. 
Is there anyway you can put down due to alcohol so that statistics can be kept later on. I know it 
sounds silly but if you could get to the community the reason this is all happening. 
Dr Chapman: There is. One of the issues is that the recruitment and retention issues that confront 
Carol and Rosie with regard to nursing staff, confront all the rest of Western Australia with regard 
to medical practitioners. In reality, this town has been serviced for a long time by overseas-trained 
doctors who did not even know what an Aboriginal person looked like before they walked into 
Fitzroy Crossing. They do not have much perspective when it comes to chronic diseases and those 
sorts of things. Unfortunately, because it has been almost an oral tradition of handing over what 
goes on in a place, there has been a significant decay in, I guess, the clinical governance around 
things such as death certificates, reporting and things like that. You would think it would be really 
straightforward but if a doctor from another country learns from a doctor from another country, who 
learns from a doctor from another country, who learned it the wrong way in the first place, you do 
not get a very good outcome six to 10 years down the track. That is not to discredit these doctors in 
any way; their clinical acumen is exceptional; they are really well trained; they are great doctors. 
We have needed to focus them on the issues that confront the people of the Fitzroy Valley. That is 
where we are at. I can briefly show you in the submissions that I have some graphs of what has 
happened since May this year in terms of diabetes, heart disease and those sorts of things. To give 
you an idea of the impact you can have by changing that focus to what is really important in the 
valley, I expect to see that graph continue to rise.  
The CHAIRMAN: You are identifying a lot more people from this graph who have those chronic 
diseases you were not able to identify previously?  
Dr Chapman: Yes. Three months ago when I did my first lot of statistics there were 22 GP 
management plans done in the valley in the year preceding and there were only 300 identified 
diabetics in the entire valley. I know that is not true. Intuitively, I know it is more like 1 800. We 
have addressed only 300 of them there and they are the ones we knew, but we are identifying new 
ones every day. That was two or they weeks ago. I expect to see those figures nearly double again.  
The CHAIRMAN: Is that because not only do you run 24-hour hospital service, but you are now 
going out to the different communities, getting more data from the communities? 
Dr Chapman: The GPs go out to the remote communities three days a week. Previously that had 
not been happening.  
The CHAIRMAN: Is that partly because of the federal funding arrangement now whereby the 
hospital can attract those federal funds for their GP-based service?  
Dr Chapman: I am not sure exactly where the funding came from for that. Rosie can answer that in 
a minute. I think it is simply that the emphasis was not placed on those; they were seen as a low 
priority. The medical staff had been pretty much of the view, whether by instruction or their own 
design, that they should focus all their services on the hospital up the hill and that somehow the 
services provided to the people in remote communities were less valuable and less important. 
Through our meetings we have insisted that that is not true and that each service that is provided out 
in the remote communities is probably worth 10 times the value of one that is done at the Fitzroy 
Valley health service because it is dealing with the people in their own community, in their own 
time, with staff who know them. We have also made a point of ensuring that the same medical 
practitioner goes to the same community continuously on a regular basis so that there is that 
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continuity of care, so that all the fundamental things that make chronic disease management a useful 
intervention are starting to be put in place. I have to say with a great deal of reluctance, not from 
some of the general practitioners, but we are overcoming that. Through that, we are identifying 
more of the needs. Looking at the statistics, the emergency department here was the prime focus of 
medical services for a long time, but in reality there were very few category 1, category 2 or even 
category 3 patients coming through. The majority were four, five and beyond, who should really 
have been dealt with in a GP practice. If you want to term it that way and look for funding in that 
way, let us have our own GP super clinic in Fitzroy Crossing, because, in essence, that is what we 
are doing. We are taking patients out of the hospital system and putting them into a general practice 
primary care environment. It is really well supported by probably the best group of community 
nurses that I have ever worked with. They are highly motivated; they know their patients; and they 
are dedicated and engaged. We do not want to break that. They have been enormously grateful to 
have the GP on the ground out in those clinics and communities.  
The CHAIRMAN: I am going to move on to Rosie. I notice that have you some paperwork with 
you that you have prepared; are you happy to give that to us by way of supplementary information 
as a submission to the committee? 
Dr Chapman: Sure. My regional director has not read it yet, but when she does I am sure it will be 
okay.  
Ms L.L. BAKER: Doctor, could you add a little more detail so we can read this a little more clearly 
just to explain why there are red and black lines and to give a bit more of a key code? 
Dr Chapman: Yes, sure.  
Ms L.L. BAKER: That would be great and we can have it submitted again.  
Dr Chapman: I could produce only what the software would allow me.  
Ms L.L. BAKER: That is all right if you just tell us what we are reading and we will be right.  
Dr Chapman: I will put in one other plug. One of the things that makes the Fitzroy Valley health 
service so that we can get this data and achieve some of these things is a shared electronic health 
record between all the communities. The doctors can take it out there and view the most current 
medical records. It makes an enormous difference. If WA Health can move to one thing, that is the 
thing they really need to make some inroads into.  
Mr P. ABETZ: Is this the first place they have rolled out with eHealthWA?  
Dr Chapman: That was rolled out here more by the dedication of a single medical practitioner, 
who was the SMO here for years. Carol and probably Rosie were determined to make it happen. It 
required an enormous amount of work. We still go through hoops on a daily basis trying to fit an 
electronic health record system into a paper-based environment. We have to print everything we do, 
which means it is double, triple and quadruple handled, when it does not need to be. A lot of things 
need to be fixed. I have commented on them in here but, as I said, the RD needs to read it.  
Mrs Lupton: I manage the remote clinics here in the Fitzroy Valley. We cover the whole of the 
Fitzroy Valley. I have three large clinics at Wangkatjungka, Nookanbah and Bayulu. Also RFDS 
goes out to Yakanarra, Millijee, Koorabye and Djugerari. We hop on the plane and go out there. I 
have a piece of paper here that goes through what we do. I have 15 staff, including me, 15 nurses, 
two Aboriginal health workers and we have Healthy for Life people who work with us. My biggest 
issues are recruitment and retention of staff; for example, I have not had a child health nurse here 
since May. I am the child health nurse. If any position is not filled  
The CHAIRMAN: Do you not have a child health nurse? 
Mrs Lupton: Not at the moment, but I have recruited one and there is one coming. The biggest 
problem is there is no back filling. If anyone leaves or goes on holidays, I have to do it and I kind of 
cannot break myself into four. At one stage, I was a generalist, a midwife, child health nurse, ON 
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and the manager. My biggest problem is recruitment and retention of staff. The biggest things that 
affect that are housing. The housing here is woeful; it is unacceptable. I cannot recruit a family. I 
have one-bedroom units that are connected by a common wall, so I am lucky to be able to put a 
couple in there; I certainly cannot have a couple with children and animals because the housing is 
just not big enough. Another thing that impacts on people is the travel. We travel to most of our 
communities. Wangkatjungka is 120 kilometres away. She travels there and back every day, four 
days a week. It is a huge thing to do. You leave here at eight; we are not allowed to leave before the 
sun comes up because that is against WACH’s policy. We have to be back before dark, so you are 
leaving here at eight and not getting out there until 9.30. You run a really busy clinic and you see 20 
or 30 patients by yourself. No doctor goes with me to Wangkatjungka; you get a doctor once a 
fortnight, which is fabulous and they are doing a really good job, but it is once a fortnight. The other 
seven days of that fortnight—we only open Monday to Thursday—I am it. Even my nurse slogs 
through —  
Mr P.B. WATSON: What about a nurse practitioner?   
Mrs Lupton: We have not had a nurse practitioner. I have only just got my staff recognised as 
remote area nurses. Before that they were being paid as level 2.4, not as remote area nurses, even 
though they were doing remote area nurse work. After doing that clinic, seeing 30 and 40 patients, 
then going around and making sure they all have their medication, because I have to ring a doctor to 
get an order and the patient does not always stay, so I then go and chase them to their house to make 
sure they get their medication to improve their health, I then drive home. I not only then have to 
drive home, I have to do all my paperwork because I do not have internet connection at my clinic. I 
have Communicare off line, which is fabulous, but I have to come back and connect it up and 
synchronise it, which can take 20 or 30 minutes. Then I go home. Then I come back and do it all 
again the next day. I go home to a well–laid out but small unit. I cannot have my family there 
because I have no nowhere to put them other than on a sofa bed or in my lounge room. I go home to 
that and then I come back to it the next day. It goes on and on. My biggest problem is the 
recruitment and retention and the conditions the patients work in. The clinics are small and 
overcrowded; there is nowhere for patients to stay that is out of the wind, the cold and the rain. 
There is one room and one doctor’s room. It is not culturally appropriate. They are old. The one at 
Bayulu is falling down. There are all these issues.  
Mr P.B. WATSON: What happens in the wet; can you still get out there?   
Mrs Lupton: No.  
Mr P.B. WATSON: What happens then?  
Mrs Lupton: We do not go.  
Mr P. ABETZ: They just do not get sick when it is wet.  
Mrs Lupton: We cannot go to Wangkatjungka because there is no airstrip out there so we drive 
there every day. Noonkanbah, thankfully, has an all-weather strip. In the past 18 months we have 
been flying to Noonkanbah. She drives out on Monday, a two-hour drive, an hour of which is on a 
really bumpy, horrible road. She drives out on Monday and flies back Monday, flies there and back 
Tuesday, flies there and back Wednesday, flies there on Thursday, which is also her doctor’s day, 
so it is her busiest day, and then she drives home again because the car has to come back for the 
weekend.  
The CHAIRMAN: In South Australia they have a child health model whereby if a family 
identified at high risk then the child will be seen 20 to 30 times in the first 12 to 18 months. Do you 
have a similar model here?   
Mrs Lupton: No. I would say that every baby born in this valley is high risk. Firstly, they are 
Aboriginal; secondly, they are remote; thirdly, there is lack of services; and, fourthly, I have one 
child health nurse to cover the whole of the valley.  
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The CHAIRMAN: How often would those babies be seen?   
Mrs Lupton: We try to see them in the first 10 days of birth. Probably at best 60 per cent are seen 
in the first 10 days of birth. Then we have the normal schedule at two months—the state ones. If we 
see a child for immunisation, we do an assessment on them, because sometimes immunisation is the 
only way we can get them into the clinic because they also live out in very remote communities. We 
have 48 communities in this valley. Not many people have cars. There is no public transport to get 
them to and from their smaller community into the bigger community to see the nurse. They do not 
have cars. They get cut off in the wet season. It can be three or four months a year that they are cut 
off. I have one child health nurse to cover the 48 communities in this valley.  
The CHAIRMAN: Has there been an increase with the baby bonus?   
Mrs Lupton: No.  
Ms L.L. BAKER: Of children, not child health nurses!   
Mrs Lupton: There does not seem to me. There are more babies anyway. More younger Aboriginal 
women have babies and Aboriginal women have more babies and older women have babies. They 
are older and have five, six and seven children anyway so the baby bonus does not make any 
difference.  
The CHAIRMAN: Do you have the statistics in terms of the babies in the area and the number of 
times they have been seen over the first two years? 
[12.10 pm] 
Mrs Lupton: I could get them. I do not have them on me, but I will try. 
The CHAIRMAN: Could you provide that to the committee by way of supplementary information, 
then, please? 
Mrs Lupton: Yes. 
Ms L.L. BAKER: I am not sure to whom I should direct this. If anybody has got information, 
please just speak up. I am aware that there was an attempt to outsource community child health 
nurses, or just community nursing, possibly in the Pilbara and not the Kimberley. There have been a 
couple of private companies that have been attempting to deliver that service. Has anybody heard of 
that? 
Mrs Lupton: No, not that I know of. 
Ms L.L. BAKER: So, as far as you know, it is all done through — 
Mrs Lupton: Population Health. The other thing, too, just quickly, is that I am actually managed by 
Kimberley Population Health in Broome. I am not managed through the guys from VERI, but we do 
have a really, really close partnership, and all the housing and stuff is the hospital control, and I just 
let them know what I need. 
Mr P. ABETZ: It has been very interesting, the health issues and what is happening. In terms of 
our focus as a committee at this point in time, it is particularly sort of zeroing in on alcohol and 
drugs. Just in terms of what extra services, when other questions get asked of you, if you could 
perhaps just highlight things that you believe really need to happen to address the alcohol issue—
not just politically but also in terms of socially, with kids and that sort of thing. We would like to 
hear some more of that if we could. 
The CHAIRMAN: Before we move on to that, is it some of the members here who are the panel 
who are taking Lisa and I around the hospital, or is it someone in the background? 
Mrs Lupton: Yes, it is us. 
The CHAIRMAN: It is Carol and Brian, is it? 
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Mr Wilson: And Ralph. 
The CHAIRMAN: I am just wondering whether if we take questions from these three people, and 
then possibly Lisa and I could leave, because I know that somebody has to catch a flight back; is 
that right? 
Mrs Lupton: Not from here. It is the women’s group, I think. 
The CHAIRMAN: So are we going out to the hospital? 
Mrs Lupton: Yes. 
The CHAIRMAN: Maybe we could address questions to Ralph, Carol and Brian, and then Lisa 
and I could leave with these three people and Peter could take over in the chair. In that way, we do 
not have to finish the hearing. I will come back, then, to the committee.  
We can only help you if you help yourselves. If not now, then by way of supplementary 
information, we need to know what is needed. As Peter said, it is wonderful; we are very pleased 
that the restrictions here have made a difference, but it is obvious that while they have made a 
difference, by making a difference they have probably opened up a can of worms: now you can see 
where all the gaps are, as previously you could not see those gaps because people were so busy 
coping with day-to-day issues. So we now need to clearly know where those gaps are so that we can 
try and help support. It might be through state government funding; it might be through federal 
government funding; and it might be through non-government organisations approaching. But we 
need to know where those gaps are, and particularly those gaps—so not just the housing gaps. Even 
for yourself, Rosie, while the committee is looking at alcohol and drugs, such as cannabis, they 
impact on the family, so we need to know what all those family problems are. Can we have 
questions for Brian, Carol and Ralph first so that then Lisa and I can go. 
Mr P.B. WATSON: I am confused about who is going where! 
The CHAIRMAN: Lisa and I are going to the hospital. 
Mr P.B. WATSON: Aren’t you going to the women’s group? 
The CHAIRMAN: That is at one; we are going to the hospital first. 
Mr P.B. WATSON: I was just wondering about the funding for the tremendous work that you are 
doing. You do not get any state funding. How long is your federal funding for? 
Ms Carter: The funding is to do the prevalence study, which means that we are going to have to 
use the money to bring in allied health expertise. I think that is where the bulk of the money will be 
spent, and it is to carry out the prevalence study, which will go from May to September. 
Mr P.B. WATSON: If you are asked for one thing to keep this project going, what would it be? 
Ms Carter: I would be asking for a full-time coordinator for the phase D project to keep it ongoing. 
The CHAIRMAN: To stop the rush, would it be possible to have the visit later this afternoon rather 
than now, so that we do not have to rush through this? 
Mr Wilson: Sure. 
The CHAIRMAN: That is wonderful. In that case there is a bit more time. 
Mr P. ABETZ: I guess my question; if anybody would like to comment on that, that would be 
good. 
Mrs Erlank: I think if you look at it from a resource point of view, you need to link into services 
with Aboriginal workers, because that is the right way to go and that is culturally correct. You need 
more than one child health nurse. We should be looking at that, and then other services in 
Nindilingarri—nutrition and further counselling. We do not have a drug and alcohol counsellor at 
the moment. We need to be looking at not just one position; we need a male and a female position, 
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so as to do things the right way. We need another community midwife—she is dealing with at-risk 
mothers and babies. There is one community midwife that looks after the whole valley. It is an 
impossible job, and she does a fantastic job at the same time. 
Mr P. ABETZ: How many babies, roughly, are born in the valley? 
Mrs Lupton: In the year 1 July 2009 to 30 June 2010, there were 78 babies born, which is actually 
in that report I just gave you. 
The CHAIRMAN: How has demand for allied health services then changed—I will ask Maureen, 
plus I will open the question up to everyone—since the introduction of the restrictions? Maureen, 
would you like to go first, and then maybe we can ask the others? 
Ms Carter: Speaking from the programs that we provide around education, we have found that 
there is a real demand on our services by the community. With our nutritionist, he is in demand by 
the community. They are wanting information around healthy eating, education around healthy 
foods, and we have only got one of him. The community is wanting education around alcohol and 
drugs and mental health—how to prevent those types of problems. With our environmental health, 
that is another program that the community engages with. We are finding that since the alcohol ban, 
there has been a huge demand for our programs in the community. I can say that this community is 
ready to be engaged. As a partnership, I think we have a formula in Fitzroy. If it is resourced, they 
too have worked to improve the health in the valley. 
The CHAIRMAN: Joanne, would you like to add to that? 
Ms Wraith: Yes. The Fitzroy Valley, as Maureen said, is ready for change. Since the alcohol 
restrictions—you talked about professionals actually seeing the gaps, but, actually, I think that 
families can now see what they need as well. So the healing has begun. People actually want to get 
on with their lives and make a difference to their lives. They are ready to receive services but the 
services are not here. They are ready to receive services from early childhood up. I really think that 
the emphasis should be on working with whole families. I think the emphasis should be on healing 
the whole family and giving all the services that are required for whole families—working in a 
systemic way. When I think about the services that are needed for children here, there is no 
psychology in the school here. So my services are used by all the schools of the valley, because 
there is very little school psychology service here. The education department needs more health and 
welfare focus and officers. Again, as Carol said, there needs to be at least five of me, and, I agree, 
and my role here, because the people of the valley are ready for those healing, holistic services, and 
they are not here. 
The CHAIRMAN: Thank you. 
Mr Wilson: Just one thing. There is a small but significant proportion of children in the 
metropolitan area who have significant developmental needs and who require a complex paediatric 
team approach in order to address their needs. Those resources are available, of course, in the 
metropolitan area for those families that require those services. We have the opposite here. We have 
a significant proportion of the population where the majority of children will have complex 
developmental needs, and it needs a comprehensive paediatric team approach. 
The CHAIRMAN: Do you have a speech therapist and occupational therapists and — 
Mr Wilson: All of these therapy services are available within the Kimberley. Again, because of 
issues around recruitment and retention, because of issues of limited numbers and the vast 
distances, the effective time they get to spend clinically is diminished. Then you have the 
complication factor. As the others have said, you have to work with the parents. In a nice, 
metropolitan context, you can do a lot of developmental work with children. A lot of the therapy is 
then given to the family, given to the parents, to do therapeutic interventions with the child between 
visits. Unfortunately, the parents are not as well equipped in this setting to be able to do that, so 
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everything is magnified in terms of the degree of intervention that you actually need in order to try 
to achieve an outcome and, for want of using the term, closing the gap. 
The CHAIRMAN: Brian, by way of supplementary information, could I ask you to provide the 
committee then with, particularly for children—we have the waiting times in Perth for the various 
health professionals, such as for speech therapy, for psychology, for occupational therapy — 
Mr Wilson: Physiotherapy. 
The CHAIRMAN: Physiotherapy. 
Mr Wilson: Speech, OT and physio are the three main ones. 
The CHAIRMAN: Could you provide the committee with the waiting list, say, for maybe the end 
of June this year and maybe 12 months ago and 12 months prior to that, so that we can see what is 
happening with the waiting list? The government has put some funding into that area, but we need 
to know whether it is sufficient. We definitely know that we need more child health nurses. It would 
be interesting to see how many of those other health professionals are — 
Ms Wraith: Can I just add to that allied health? I have a lot of dealings with the allied health team, 
of course. But there is no resident allied health team here in the Fitzroy Valley; they visit from 
Derby. 
Mr I.C. BLAYNEY: You might be surprised at how long people wait in Perth. 
Mr Wilson: I appreciate that. 
Mr I.C. BLAYNEY: The team approach that you are talking about sounds very rose-tinted glasses 
to me, from what we hear. It is certainly no bed of roses down in Perth. 
Mr Wilson: I have worked both in the metropolitan and south west and now the Kimberley, but just 
the availability makes a big difference. 
The CHAIRMAN: We are now moving to Carol and Ralph, not only looking at the allied health 
but also the relationship you have with the Royal Flying Doctor Service. How is that working here? 
Is there a need for more regular flights for people—for collecting people and for bringing people 
back? 
Mrs Erlank: We use RFDS to fly out to patients who we cannot keep in the hospital—usually 
ventilated patients. We do not have a blood bank and we do not have a theatre, so anybody 
requiring those services gets either halfway-ed in an ambulance or RFDS-ed out. What can you say? 
The CHAIRMAN: So once a week — 
Mr Wilson: I am sorry. 
The CHAIRMAN: I could see you laughing. 
Mrs Erlank: They do give us a good service but we need more planes. 
[12.25 pm] 
Dr Chapman: It is an unusual relationship because when you really need them, they are 
somewhere else, almost invariably, and they are really stretched just delivering the services that 
they have got. They have a limited number of doctors, planes, flight nurses and all of those sorts of 
things. There is still the dilemma of the regional hospital moving to Broome and the RFDS 
remaining in Derby, which creates—I will not say “confusion”, but it confounds the issues a little 
bit. It does make a regional hospital that little bit more accessible to us, because it is not accessible 
by road, which is problematic. It is an excellent service, it is just that their resources are always 
taxed; they are always busy, and we could really do with more of them as well. In terms of other 
clinical resources, the thing that I have really noticed is the absence of a reasonable group of mental 
health nurses in the valley. It is not just about having one in Fitzroy Crossing; it is about having one 
that is also available to the remote communities because we have an enormous number of people 
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who have acquired brain injury and drug-induced psychosis. The list just goes on and on. They may 
not fit the nice, squeaky clean criteria of mentally ill people, but they require an enormous amount 
of management in terms of medications and organisation of services. When they go wrong, either 
out there in the remote communities or in Fitzroy Crossing, they go enormously wrong, and then we 
are usually putting an enormous amount of pressure on the RFDS to come and take them out. 
The CHAIRMAN: How many mental health patients like that would you send, and where would 
you send them to? Would they have to go via Broome, or would they have to go straight to Perth? 
Dr Chapman: Part of the dilemma we have with Broome being the regional hospital—it does not 
relate to Broome specifically—is that there are a lot of inter-hospital transfers between secondary 
hospitals in the Kimberley that are, in a clinical sense, are inappropriate. A good rule of clinical 
transfer would be to never send a patient from one secondary hospital to another secondary hospital, 
yet we do it all the time because it is only two hours by air, whereas going to Perth in anything other 
than the RFDS jet is an all-day journey. It is a full eight hours, with changes of shifts of pilots and 
the whole shooting match, so that is a significant factor. 
The CHAIRMAN: How often does that occur? 
Dr Chapman: The plane was here last night. It is irregular, but — 
Mrs Erlank: We can give you the stats. 
The CHAIRMAN: Could you provide us with the stats for maybe the last 12 months? That would 
be wonderful. 
Mrs Erlank: Yes. 
Dr Chapman: There is confusion around referrals between secondary hospitals, because it is just 
too far. That said, Broome has significantly better imaging and those sorts of things, which has 
meant that it has become the focus for a lot of our transfers and referrals because it has the 
surgeons, it has the CT scanner and things like that, and that does make it a lot easier to manage, but 
there is still that little clinical issue. If we have a patient with a pulmonary embolism and we send 
them to Broome, then they have a CT scan and they get to Perth, are we actually improving their 
care, or should we be able to send them straight to Perth? Having the jet up here would be really 
good, but I am sure everyone else wants it as well. 
The CHAIRMAN: Carol, you have been here seven or eight years now. We have had three or four 
directors general in your time. How many of them have actually been up to visit Fitzroy Crossing? 
How many DGs have actually been up here and seen and heard first-hand? 
Mrs Erlank: Kim was up here last year. 
Dr Chapman: Yes. 
The CHAIRMAN: Kim Snowball was here last year? Was that as DG or before he was DG, when 
he was head of WACHS? 
Mr Wilson: That was while he was still CEO of WACHS, yes. 
The CHAIRMAN: Can you remember any directors general coming up here? I am trying to think 
of the names now. 
Mr P. ABETZ: Peter Flett? 
Mrs Erlank: No. 
The CHAIRMAN: No. 
Mrs Lupton: I have been here four years and I do not remember ever meeting one of them. 
Mr I.C. BLAYNEY: Do they have to come up here? I mean, there is a lot of Western Australia. 
The CHAIRMAN: No, it was just a question. 
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Dr Chapman: Just another thing—Rosie raised it—is the lack of a decent satellite network between 
the clinics and the lack of proper IT infrastructure that would allow us to link up electronic health 
records. Even things like STI tracking and those sorts of things are very dependent on being able to 
get the information off PathWest computer systems while we are there and we can go out and find 
the patient. It is no good going out to Wangkatjunka and not having the results. Whilst Telstra says 
that it covers 98 per cent of Australia, unfortunately it is 90 per cent of the east coast of Australia 
and the other eight per cent is the eight-inch rainfall bit of Western Australia. It does not apply up 
here, so we really do need good communication technology at the remote clinics to allow us to 
deliver safer and better services. Even basic things, like drug allergies and stuff like that, which 
could have a really significant impact on — 
The CHAIRMAN: Do you know what capital equipment or what equipment you are lacking now? 
Have you put in a request for equipment? 
Dr Chapman: I have only been here a couple of weeks. 
Mrs Lupton: I want satellite dishes at all my clinics, and I know that IT has been looking at that. 
They looked at the trackers, but they do not work up here. You would need to speak to Steve at 
KPHU because he is the IT guy. I have been here for four years and I have been asking for it four 
years. We need something at the clinics; this is ridiculous. There are gaps in my service. I would 
like permanent clinics at Wangkatjunka, Noonkanbah and Yakanarra—properly staffed remote area 
clinics with two remote area nurses and all the support services as well. I think we need to double 
my staff; I think we need two midwives, two child health nurses, two school health nurses and two 
sexual health nurses. We need more houses, cars and IT. 
Mr P.B. WATSON: But apart from that! 
Mrs Lupton: And planes to fly around the valley so I do not have to drive everywhere, and we can 
go in the wet season, because the member is right—for three or four months of this year we were 
cut off. Not last wet season but the wet season before, we could not get past the lodge, and on the 
other side was Blina station, which is 130 kilometres away, and we could not go off the bitumen, so 
most of my clinics were not serviced last wet season because we had a big wet. So then what 
happens? 
Mr I.C. BLAYNEY: I suppose the alternative response that I know we will hear from someone if 
we gave them that shopping list is, “All that for 3 500 people?” 
Mrs Lupton: Yes, but 3 500 people who are scattered over 90 000 square kilometres, with a huge 
burden of disease, and where every single child in this valley could be considered at risk. Yes, it is 
only for 3 500 people, but they — 
Mr I.C. BLAYNEY: We have had this from everyone we have talked to. We cannot fund 
everything, and they have to prioritise. 
Mrs Lupton: Well, give me those permanent clinics — 
Mr I.C. BLAYNEY: I am not arguing with you, I am just saying that is what we get told. 
Mrs Lupton: I know, but I am saying that that would be my priority. Yes, it is only 3 500 people, 
but they put a huge financial burden on the health service in this town. The amount of medication 
we use, the amount of times we transfer them out and all that sort of stuff, for 3 500 people, is huge. 
The CHAIRMAN: With the transfers, who is it we get information from? Is it you, Brian? Rosie 
has just made a very valid point. How much is it costing WA by not providing these services? Are 
you able to somehow provide us with the number of people who are having to be moved out of 
Fitzroy Crossing because of a lack of services here? 
Dr Chapman: A couple of high dependency transfers for mentally ill patients who require 
incubation to be transferred and end up in Perth. There are probably three or four of those and we 
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would have one a month. Three or four of those would probably pay the salary of the person who 
would prevent them from occurring. 
The CHAIRMAN: You would have one of those every month, needing to go to Perth? 
Dr Chapman: Roughly, yes. We have had two quite significant ones that I am aware of in the past 
eight weeks. They probably average out at one a month. 
Mr P. ABETZ: When you think that the Royal Flying Doctor Service jet costs $7 000 an hour to 
operate, if you do not have to fly a few people down to Perth, it could make quite a difference. 
Dr Chapman: If it is two hours up and two hours back, there is 28 grand. Doing transfers out from 
Kununurra in my previous role, I was aware that it costs $16 000 every time we moved a patient 
from there. That was using the turboprop aircraft, so it gives you a perspective of how quickly the 
cost mounts up. 
Mr P. ABETZ: How viable are some of these very small remote communities? How many people 
are there in some of those small communities, and is the long-term future to encourage them to 
perhaps amalgamate so that there is a bigger base so we can provide better services to people, 
particularly with wet season issues and inaccessibility and so on? 
Mrs Lupton: In the wet season they come into the larger communities anyway, but whether they 
are financially viable or not, I do not necessarily think is the point. The fact is that culturally, and 
for the safety of the families, they are viable. A lot of people will go and live in the smaller 
communities because there is no alcohol there and it is safer for their children. Financially they may 
not be viable, but culturally and for their spiritual health—I think Joe would agree with me—they 
are more than viable and they are important, and they should be supported and looked after. Moving 
everyone into a big community is going to cause more hassles and culturally I do not think that that 
is appropriate by any stretch of the imagination. 
Mr P. ABETZ: That is helpful, thank you. 
Dr Chapman: Just to give a perspective on the medical practitioners, we currently have an FTE of 
three for the Fitzroy Valley. I am actually here as a supernumerary doing clinical improvement and 
a range of different things, but the reality is that even with the RACGP figures, it is still far too few 
doctors for 4 300 people. Given the burden of morbidity in the valley with chronic disease and the 
extremely high Aboriginality, we probably should have double the number of doctors now. During 
the dry season it is fine; we can use them all, but we do need to access more medical practitioners to 
use them more effectively to deliver these chronic disease programs. I think six is too many in the 
long term, but another one or two would make a significant difference in terms of improving the 
overall health, especially if they are trained in drug and alcohol and mental health stuff. 
The CHAIRMAN: My last question to Maureen is: what are your views on the number of heavy 
drinkers driving to Kununurra and Broome? 
Ms Carter: I must say I do not believe that there are a lot of heavy drinkers who are doing that, 
firstly because not all Aboriginal people have transport. I think it is a myth out there by outside 
people that Fitzroy people are driving to Kununurra and Broome. There are small numbers of 
people I know of who have gone to Broome, but they are not the high numbers that — 
The CHAIRMAN: Small numbers being 10, 20 or 30, or 70, 80 or 90? 
Ms Carter: At the beginning of the alcohol restrictions there was a lot of media attention around 
the mass number of people going across to Broome, and in the media there were figures of 400 
people who had moved over to Broome. I went over there along with a community person from 
Fitzroy and actually did a headcount of how many Fitzroy people were over there, and there were 
35. 
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Dr Chapman: As an adjunct to that, I worked in the ED in Broome for a while and I have to say 
that I would see a Fitzroy person pretty much every day that I worked there. Usually, when I talked 
to them, it was because of grog. 
The CHAIRMAN: Would be a different Fitzroy person, or the same person? 
Dr Chapman: A different Fitzroy person, yes. There are certainly enough over there and they do 
impact on the health service over there as well. 
Ms Carter: I was not saying that Fitzroy people do not go over there, but it is not in the high 
numbers that are being talked about. 
Mrs Lupton: On the other hand, people have actually moved to Fitzroy Crossing because of the 
grog restrictions. I know of a few families who have actually moved here, particularly from Halls 
Creek, because of the grog restrictions, so you need to balance that. Yes, people are going to move, 
but other people will move here because of the restrictions. 
Mr P. ABETZ: And there is a certain transience anyway. 
Ms Carter: I guess the other point I want to make is that we have found in Fitzroy Crossing—I 
think it came out in the first alcohol and drug report—that there were more people who moved back 
to their communities during the liquor restrictions, and that has been followed up by another 
headcount, and there are more people living in our communities than there was previously. 
The CHAIRMAN: I would like to thank you all for your evidence before the committee today. A 
transcript of this hearing will be forwarded to you for correction of minor errors. Any such 
corrections must be made and the transcript returned within 28 days from the date of the letter 
attached to it. If the transcript is not returned within this period, it will be deemed to be correct. 
New material cannot be added by these corrections and the sense of your evidence cannot be 
altered. Should, however, you wish to provide additional information or elaborate on particular 
points—it might be that when you read through you realise that you did not mention something—
please include a supplementary submission for the committee’s consideration when you return your 
corrected transcript of evidence. Once again, thank you very much for coming today. 

Hearing concluded at 12.41 pm 


