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HEALTH — REGIONAL SERVICES 

Motion 

HON MARTIN ALDRIDGE (Agricultural) [1.04 pm]: I move — 

That the Legislative Council acknowledges the disparity that exists between metropolitan and regional 
Western Australia with respect to health care and calls on the state government to — 

(a) implement strategies to improve health care in regional Western Australia; 

(b) appoint a rural health commissioner to deliver better information and transparency and most 
importantly to drive innovation and reform in health care and population health generally; 

(c) immediately increase and modernise the patient assisted travel scheme to better support those 
required to access specialist and allied health services; and 

(d) ensure palliative care is accessible across regional Western Australia. 

It is with pleasure that I move this motion today. We have had quite good and sensible debate on a number of 
motions relating to health throughout 2019 and I hope that this motion today will be no different. The preamble to 
my motion refers to the disparity between metropolitan and regional health care, and I think that is fairly well 
understood and established and has been quite a long-term issue not only in Western Australia, but also across 
Australia. I do not want to dwell on this issue for too long, but I want to set the scene a little in terms of the other 
four limbs of my motion before I speak to those. 

There is probably nothing more valuable to us as individuals and to our constituents than our health. We often talk 
about health and education as being two of the main issues that we often deal with in our constituencies. Education 
has a focus for those families with children in education, but health affects all of us no matter our age. It is 
disappointing that some of our regions are performing better than others and many are quite deficient when we 
draw comparisons between metropolitan and major cities and the more remote areas of the state. The same can be 
said about access to health services; it is not only about the way in which we measure people’s health. 

I want to refer to a couple of documents. One is the WA Country Health Service annual report from 2017–18. 
Although this is one year behind, the 2017–18 report captured some of this data much better than the current annual 
report for some reason. In the annual report, the chapter “Significant Issues” has a useful infographic with quite 
a bit of data put together in it. It creates a health snapshot of country WA. It states — 

The burden of disease is higher in people living in socio-economically disadvantaged areas. In Australia, 
geographic areas are classed into five levels of disadvantage with level one being the most disadvantaged 
and level five being the least disadvantaged. Fourteen per cent of WA Country Health Service residents 
live in the least disadvantaged localities (those classed as level five), whereas 35 per cent of metropolitan 
residents live in this type of locality. Approximately 41 per cent … of country residents live in the highest 
areas of disadvantage (those areas classified as levels one and two). In contrast, no metropolitan residents 
live in localities classed as level one and only seven per cent live in localities classed as level two. 

Certainly that is quite telling about the potential for health outcomes or the health challenge in our regional and remote 
communities. The annual report gives statistics, including that life expectancy for people who live in metropolitan 
Perth is 83.1 years and for those in country WA it is 81.1 years. When we start to look at statistics for Aboriginal 
people versus non-Aboriginal people, the data is more stark. For example, Aboriginal men will live 15.1 years less 
and Aboriginal women 13.5 years less than non-Aboriginal people. People are three times more likely to die in 
a motor vehicle accident in country Western Australia than they are in metropolitan areas. The infant mortality 
rate for Aboriginal babies is 2.8 times that for non-Aboriginal babies. More country people drink and smoke at 
high-risk levels than do people who live in the city; and 34.6 per cent of people in country areas are obese, versus 
the state average of 27.8 per cent. Some of these figures—there are many more in this 2017 annual report—will 
probably come as no surprise to members. Just yesterday the Australian Institute of Health and Welfare updated 
its rural and remote health report. One of the things that stood out to me from this report was a section on leading 
causes of death by remoteness area. Interestingly, in major cities and inner regional areas, suicide did not rate amongst 
the top 10 causes of death, whereas in outer regional, remote and very remote areas, suicide appeared in the top 
10 causes of death. In fact, in remote areas, it was amongst the top five leading causes of death. Also in this report 
there is a section on family, domestic and sexual violence, which states — 

People living outside Major cities were 1.4 times as likely to have experienced partner violence than those 
living in Major cities. Additionally, people living in Remote and Very remote areas were 24 times as 
likely to be hospitalised for domestic violence as those in Major cities. 
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There are some very significant challenges as remoteness and disadvantage increase. 
I turn now to some of the key facts that were identified in the 2019 “Sustainable Health Review: Final Report to the 
Western Australian Government”, which was commissioned by the state government. This report made a number 
of findings, including — 

Only 1.6 per cent of total health expenditure in WA is spent on prevention activities each year—this 
includes Commonwealth, State and Local Government expenditure. 
… 
WA has a lower number of General Practitioners (GPs) per person (79 GPs per 100,000 population 
compared to national average of 96 GPs per 100,000); does not receive a fair share of Commonwealth 
expenditure on the Medicare Benefits Schedule ($695 per capita compared to national average of $888 per 
capita); and does not receive a fair share of Commonwealth expenditure on the Pharmaceutical Benefits 
Schemes ($270 per capita compared to national average of $332 per capita). 

As I said in my opening remarks, these trends and statistics are not new problems. In some respects, they are 
quite systemic and long-term problems, made worse in a state such as Western Australia with its geography and 
population dispersal. 
The first element of my motion refers to the implementation of strategies. The first recommendation of the 
“Sustainable Health Review” report states — 

Increase and sustain focus and investment in public health, with prevention rising to at least five per cent 
of total health expenditure by July 2029. 

As I just said, current preventive health expenditure sits at about 1.6 per cent. The recommendation of the 
sustainable health review is that it should rise to five per cent of the total health budget over the next decade. It is 
hard to dispute the argument that prevention is much cheaper than incurring the costs of acute care, but it is very 
difficult to get attention adequately focused on the primary care programs that aim to keep people healthy and 
happy in their communities and out of the acute care system that is so expensive for the state and other organisations 
to run. While I am talking about strategies, the key element of this part of my motion is the implementation of 
those strategies, not just their development. I refer members to quite a telling report in this regard, released by the 
Auditor General in June this year, titled “Improving Aboriginal Children’s Ear Health”. I will quote a couple of 
sections from this report. In her overview on page 4 of the report, the Auditor General stated — 

Undiagnosed or untreated hearing problems can create challenges that last for life. They can delay speech 
development, making it harder to learn. Hearing loss and educational deficits can make work and social 
interaction more difficult, and cause problems in interactions with government services and authorities. 
While most children will experience an ear infection, the situation is much worse for Aboriginal children. 
The World Health Organization has found the rate of chronic middle ear infection in Australian Aboriginal 
children was among the highest in the world. For non-Aboriginal Australian children, the rate is one of 
the lowest. 
This is a complex problem with many contributing factors, and identifying and treating the problem 
involves many entities. State-funded health services must work alongside educators and housing entities, 
as well as Commonwealth-funded primary health care and non-government Aboriginal health services. 
For state entities to be effective partners and providers they need good information, clarity on roles and 
responsibilities, and a clear approach to working together with Aboriginal people to design and deliver 
the services they will use. 

I remind members of the strategy that was released in 2017, and a statement made by the Minister for Health, 
Hon Roger Cook, that read — 

Hundreds of children all over Western Australia are set to benefit from better ear health, with the 
Western Australian Child Ear Health Strategy launched in Karratha today. 
The strategy provides a road map for better care through multi-agency service planning, strengthened 
community focused partnerships, alignment of funding, and better co-ordination. 
… 
The strategy lays the foundation for achieving greater consistency and co-ordination across a range of service 
providers in WA, and will ensure that outcomes are improved for all children vulnerable to chronic infection. 

That was in 2017, when the strategy was launched. This report of the Auditor General was released in 2019, and 
one of the key findings of the Auditor General reads — 
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There is now an ear health strategy, but many of the conditions for its successful implementation are not 
yet in place 

I do not have the time to elaborate further on this report, but the Auditor General makes quite clear in her report 
that having strategies is one thing, but implementing them is another. It is not a direct criticism of the government, 
but it is a reflection of the complexity of delivery, and the way in which health has become so multifaceted in the 
current environment, where there is a complex interplay between all levels of government, and a range of private 
and public health service providers, which is not helped by our geography and our population dispersal across 
a state as large as Western Australia. 

I want to talk about the second paragraph of my motion, which is a relatively new concept—that is, for the house 
to consider the merits of appointing a rural health commissioner to deliver better information and transparency 
and, most importantly, to drive innovation and reform in health care and population health generally. This policy 
was announced by the Leader of the National Party, Hon Mia Davies, at our state conference two weeks ago, in 
Exmouth. I think it would be an important reform to help policymakers and legislators, and the Parliament as 
a whole, to receive better information and drive better reform in the regional and remote healthcare space. I will 
draw some comparisons between this new proposed office of the rural health commissioner, which would be a state 
or territory first in Western Australia, and the national rural health commissioner. The national commissioner is quite 
a different model from what we are proposing, and is quite focused, whereas we are anticipating a commission 
that would be quite broad ranging, which is what health has become in modern times. 

We have a Commissioner for Children and Young People, who is an independent officer of the Parliament, 
reporting to the Parliament. I understand that people such as the Auditor General and others do some really good 
work in the health space, not the least being the report that I just referred to on improving Aboriginal children’s 
ear health. I think that health is a big enough part of the state budget to require an office focused and dedicated to 
this cause, as we are proposing with the rural health commissioner. I have experienced, and I am sure that other 
members have experienced, just how complex our health system is to navigate. When we think we might be getting 
on top of a particular issue, contracts, service providers, budgets or governments change, and within a relatively 
short period there can be quite significant change in the healthcare system. Sometimes those areas that require the 
greatest attention do not get it. 

In relation to my earlier remarks, only 1.6 per cent of total health expenditure currently goes to the primary healthcare 
system in Western Australia. Although there will be cost for an office like this to be established and resourced, 
I think there are some synergies between such an independent officer providing fearless and frank advice on the 
state of health care in Western Australia and recommendations for change and the government’s sustainable health 
review and, I am sure, the common mission of all members in this place to improve health outcomes and narrow 
some of those gaps that I have talked about in my contribution. 

One of the other two elements of the motion, which some of my colleagues will further address, refers to the 
patient assisted travel scheme, which members of the last Parliament will be familiar with if they are aware of the 
twenty-fifth report of the Standing Committee on Public Administration titled “Report on the Patient Assisted 
Travel Scheme in Western Australia”, tabled in this place in June 2015. The patient assisted travel scheme still has 
some way to go. I have talked before about the tension that exists when it is not viable to provide specialist medical 
services in particular locations in Western Australia. The PATS system ensures that people who live outside our 
metropolitan cities have access to specialist medical care. I have previously expressed some concern about gold 
plating a system like PATS, because it would then create an incentive for government to centralise all those services 
in the Perth metropolitan area, where it is cheapest to provide those services. However, some realism also needs 
to be applied to the PATS subsidies that are provided and to some of the criteria, especially because the arbitrary 
distance from specialist services creates some perverse outcomes and puts at significant disadvantage some people 
who, through no fault of their own, live some distance from the specialist medical service that they require for the 
improvement of their health outcomes. Access to services is one of the key drivers linked to that data that I talked 
about; that is, people in Western Australia do not get anywhere close to the per capita level of access to the 
pharmaceutical benefits scheme and the medical benefits scheme that those in other states in Australia get. 

Obviously, the fourth limb of the motion refers to palliative care, which is particularly relevant at the moment with 
the release of the government’s new 10-year palliative care strategy and the debate on end-of-life options under 
the Voluntary Assisted Dying Bill 2019, which members are aware we are actively considering at the moment. 
I will not go into that matter specifically, but palliative care is one of those things that has been underfunded for 
quite some time, and I do not think anyone would disagree with that comment. In my first term in government, 
I spent four years on the government’s group for the Southern Inland Health Initiative, which spent $600 million 
to deliver reform in the healthcare space in regional and remote Western Australia, and I do not recall a single 
conversation with a WA Country Health Service official about the gaps and deficiencies in the palliative care 
system in Western Australia. That is why I think we should have a rural health commissioner to really shine a light 
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on some of the challenges, but more so some of the solutions. As policymakers and legislators, we need to be brave 
and be prepared to make mistakes in introducing and pursuing reforms to our healthcare system that will deliver 
real differences to those people who, through no fault of their own, do not live in the metropolitan areas in our nation. 
I commend the motion to the house and I look forward to hearing the contributions of other members about some 
of the ways that we can collectively work to improve the most important thing to every Western Australian—that 
is, their health. 
HON ALANNA CLOHESY (East Metropolitan — Parliamentary Secretary) [1.24 pm]: I thank the honourable 
member for bringing this motion to the house. It is an important motion because it highlights the importance of 
regional health care. Obviously, we are committed to providing high-quality health care in the regions, continuing 
to build on the services that are available and addressing the disparity in health outcomes that the honourable 
member mentioned. We are already making huge strides in this area. I do not want to simply paint a rosy picture, 
because that, of course, would be misleading, but I think it is important to point out to the house the high level of 
activity and the direction that we are taking in country health in particular to address some of those unequal health 
outcomes for people. We also have a lot of plans underway that are relevant to this motion, so I will focus on some 
of those. We will not agree on every detail in the motion, and the member would not expect us to, but I will address 
some of those aspects in my contribution. I also foreshadow a minor amendment that, if successful, will enable us 
to support this motion, and I am sure that that will please members of the house. It is a significant shift in the way 
that motions are debated. Sufficient issues have been raised in the motion to allow a fairly fulsome debate on 
critically important matters for regional people. 
When it comes down to it, we are getting on with the job of improving health care in the regions. Before I get 
into detail, I want to take a moment to thank the WA Country Health Service board, policy planning staff, clinical 
staff, ancillary staff and support staff for all the work they do. The honourable member has pointed out that it is 
not an easy job, and I just wanted to take a moment to thank them for their commitment and dedication. We should 
not forget that the whole healthcare system rests on great people, and we certainly have them in the WA Country 
Health Service. 
First of all, I want to turn to the first part of the motion, which refers to parity and improvement. Certainly, the 
health outcomes that the honourable member has highlighted are of concern and have been addressed in a couple 
of different ways in the “Sustainable Health Review”. I just want to add another two; that is, halting the rise in 
obesity and reducing the harmful use of alcohol by 10 per cent are contained in the “Sustainable Health Review”. 
In particular, I point out that we are getting on with it and that on 2 October it was announced that the independent 
oversight committee would monitor the implementation of the recommendations and enduring values in the 
“Sustainable Health Review”. 
Of course, when we came to government, there was a funding disparity between the country and the city. I will not 
bang on about this, but in the face of the severe fiscal constraints that we faced, we set about systematically trying 
to address that disparity, as well as modernising regional health through innovation; technology; infrastructure 
development; information provision improvement; and improvement in governance, including transparency. 
Members will remember that when the Health Services Act came into force in 2016, it devolved the governance 
of the health system to health service providers, while maintaining a system manager. That established what we 
know in the formal sense as the WA Country Health Service. I will talk about the governance implications of 
that later, but what is important is that when we think about it, WACHS as a health service provider has been 
in formal operation for not even three years. That is significant, particularly when we think about the rollout of 
a number of initiatives that I am about to talk about. Much has been achieved since its establishment in that 
formal sense. 
I want to get back to financial parity. WACHS regions represent 20 per cent of the state’s population. As of July 2019, 
21.1 per cent of the total health budget is invested in regional WA health—that is, 21.1 per cent of the health 
budget for 20 per cent of the state’s population. But, more than that, despite the fiscal constraints that we have 
faced, WACHS service budgets have increased by 10 per cent over the last three years. A lot of that will go towards 
further developing WACHS and addressing some of the issues that have been left unattended for a number of years. 
The WACHS capital program is 33.5 per cent of the total WA Health capital works program. When we came to 
government, there was no doubt that health infrastructure in country areas was ageing. We have systematically 
gone about trying to improve that. About 45 per cent—$37 million—of our recently announced $81.5 million 
health infrastructure maintenance package has been allocated to WACHS. I am very pleased to see that of that 
significant proportion, almost half is going to country areas. WACHS is getting on with that and working with the 
Department of Finance to make sure that wherever possible local contractors are engaged to carry out that 
maintenance work. In that way, we are supporting local tradies and boosting the local economy when possible, as 
well as making sure that we get value for money, of course. WACHS is overseeing the biggest transformation—
$1.5 billion worth—of country hospitals and health facilities in a generation. It is really quite significant. In addition, 
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since we came to office, 35 new health facilities have opened across WA and another 25 are in the pipeline. It is 
the biggest transformation of country hospitals and health facilities in more than a generation—and not before 
time. I will not go into the detail of those services and facilities because of a lack of time, but I point out that when 
we add to that the $119 million that has been contributed to the WACHS budget through the Mental Health 
Commission for the provision of mental health services, as well as investing in capital funding to build step-up, 
step-down services in country areas, it is hard not to say that the government has put a high priority on improving 
health and wellbeing in regional WA. 

If we come back to the thinking that WACHS in its formal sense has been in operation for not even three years, 
one of the things about the devolution of health governance is that there is a measure or something against 
which we can make comparisons. WACHS outperforms other health service providers in the metropolitan areas 
in two important areas in that it is above the metropolitan average for all urgency categories in both elective surgery 
targets and emergency access targets. Our hope is that that will continue. 

I also point the honourable member to the new strategic plan recently released by WACHS, I think in September. 
It gives members a sense of the strategic priorities of WACHS until 2024. 

I will not go into too much detail about the digital strategy, but it is a cornerstone of the provision of accessible 
health care in regional areas and, more importantly, it gives country patients more access to specialist outpatient 
and acute care services locally so that they do not have to travel—I will get to the patient assisted travel scheme 
in a minute—to the city and so that they can keep healthy in their communities. It is an important cornerstone of 
the WACHS range of services. The new WACHS command centre, which opened only about two weeks ago, is 
a 24-hour one-stop shop that supports country doctors and nurses to provide care to patients closer to home. The 
important thing about that is the expanded range of clinical expertise that is now available to country doctors 
through virtual technologies. It is an extraordinary thing to see as well. I will not go into detail about the inpatient 
telehealth service and the mental health emergency telehealth service because of time, but I point out that those 
services provide key access to immediate and acute support for patients in country areas. 

I turn to the part of the motion that refers to the patient assisted travel scheme. As the honourable member noted, 
in 2015, under the previous Parliament, there was a review of PATS, which was responded to by the previous 
government. The review made a number of extensive recommendations, but I note that the previous government 
supported only eight of the 21 recommendations. Although the previous government recognised the need to 
increase PATS subsidies, it did not go on to provide specific support in that area. Despite that, and despite the 
fiscal constraints under which we operate, the PATS budget has increased by 8.6 per cent since 2016, which is 
important. But more than the budget increase, which I will come back to, between 2018 and 2019, PATS subsidised 
98 515 trips, at a cost of about $38 million, for people living in regional and remote Western Australia so that they 
can access medical specialist services that otherwise are not available to them. 

The motion refers to allied health and access to allied health services. I point out that PATS has never covered allied 
health and the recommendations in the parliamentary committee report were noted by the former government, but 
were neither accepted or rejected. It is important that we continue to progress and implement the remaining 
recommendations, including the eight adopted by the previous government. That includes what we have been able 
to achieve so far—namely, improvements to the administration of PATS to make sure that there is consistency in 
the way it is delivered across WA, which was a significant recommendation; exceptional circumstances reforms 
for patients with long-term conditions; a clearer appeals process; clearer information, including information being 
provided in plain language; and other reforms to streamline payments, such as electronic funds systems. That is 
not to say that even more reforms cannot be made to the patient assisted travel scheme—of course they can—and 
that will occur within the usual processes of government, including the development of a business case to go 
through normal budget processes. Suffice to say, a lot of work is happening in the area. 

Members have heard me talk about the increase in palliative care resources to regional Western Australia, which 
is covered in the last part of the motion. More than 61 full-time equivalent staff will be employed over a phased 
approach across regional WA as part of our $41 million end-of-life choices and palliative care package. It is 
important to note that this will triple the staffing arrangements for palliative care support in regional WA. Members 
have been asking very specific questions about the location of the staffing arrangements and other planning 
matters, and they have received answers from the Minister for Health. A significant proportion of that also will go 
to the Carnarvon aged-care facility. 

I will skip to the next part of the motion, which relates to a rural health commissioner. It is an interesting concept. It 
was interesting to hear the honourable member talk about the way that he sees the role of a rural health commissioner. 
We note that the National Rural Health Commissioner has been in operation federally since November 2017. That 
was established as an independent statutory office. It is time-limited and is expected to conclude around 30 June 2020. 
That is one of the reasons that we cannot support the immediate establishment, as the motion suggests, of a rural 
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health commissioner, although the concept is interesting. We need to be careful, and I think it is prudent that we 
look at the findings of any evaluation from the National Rural Health Commissioner and how it might relate to the 
unique nature of Western Australia. The honourable member said that distance and isolation are two factors, but 
there are many others as well, that make Western Australia unique in terms of health and other service delivery. It 
is also important to note that currently the National Rural Health Commissioner has a relatively junior reporting 
role and limited powers. In order to achieve the overall strategic sense that the honourable member is talking about, 
those relationships would need to be examined. There would also be a need to examine the lack of whole-system 
overview that an independent commissioner on the side might have. They are just a few reasons that we could not 
necessarily support the establishment of a rural health commissioner right now. To that extent, I will seek to amend 
the motion. 

Amendment to Motion 

Hon ALANNA CLOHESY: I move — 

(1) In paragraph (b) — To delete “appoint” and substitute — 

consider the appointment of 

(2) In paragraph (b) — To insert after “generally” — 

within a Western Australian context 

HON MARTIN ALDRIDGE (Agricultural) [1.44 pm]: I rise to indicate I had a conversation with the government 
through the parliamentary secretary behind the Chair. I am supportive of the amendments moved by the government 
in this regard, noting that the concept of a rural health commissioner at state level would be a national first and 
something that was not mooted beyond two weeks ago. It will require some further consideration by other parties, 
including the government, to fully consider its merits. I say this in the interests of indicating general support and 
interest and ensuring that the motion gets the support of, hopefully, all parties in this place, with them agreeable 
to the amendment. 

HON NICK GOIRAN (South Metropolitan) [1.45 pm]: On behalf of the opposition, I briefly indicate our 
support to the amendment moved by the parliamentary secretary. 

Amendment put and passed. 

Motion, as Amended 

HON NICK GOIRAN (South Metropolitan) [1.46 pm]: On behalf of the opposition, I indicate our support for 
the motion moved by Hon Martin Aldridge, as amended. The opposition commends the honourable member for 
bringing this motion to the attention of the house. Indeed, I share his concern about regional health care, as do my 
colleagues. This disparity in access to health care, including palliative care, became glaringly obvious during the 
inquiry by the Joint Select Committee on End of Life Choices, and is also reflected in the submissions made to the 
Senate Economics References Committee’s inquiry into regional inequality in Australia. The evidence about 
poorer health outcomes is clear. It points to significantly poorer health outcomes for people living in regional 
Australia. The Australian Institute of Health and Welfare finds that the burden of disease for remote areas is nearly 
double that of metropolitan cities and the rate of disease burden experienced by Indigenous Australians is 2.3 times 
the rate of non-Indigenous Australians. In evidence about access to services, it was also clear that levels of access 
to health services in rural and remote areas are significantly lower than in major cities. Indeed, the lack of access 
to services is a pervasive problem and contributes to these generally poorer health outcomes. 

Over the course of the inquiry by the Joint Select Committee on End of Life Choices, the committee found that 
Western Australians in regional areas are experiencing profound suffering that could be greatly alleviated by 
access to quality specialist palliative care. As the honourable member has indicated in the fourth limb of his motion 
that state government should ensure palliative care is accessible across regional Western Australia, I want to refer 
to some of the findings of the joint select committee and also some of the findings in my minority report as a result 
of my 12-month service on that committee. Finding 1 of the minority report was that specialist palliative care is 
a relatively new discipline within the medical profession, and finding 2 was that palliative care is poorly understood 
within the Western Australian community. Indeed, I recall a story from some people who attended an event that 
Premier McGowan attended last year. He was asked a question about palliative care and his answer indicated that 
he was unaware at that time that palliative care was a subspecialty of medicine. If the Premier of Western Australia 
is unaware of that, it should not be surprising to us that hundreds of thousands of other Western Australians would 
not know it either. This goes to the minority report’s finding that palliative care is poorly understood within the 
Western Australian community. The minority report’s third finding was — 
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The provision of quality palliative care affirms a patient’s right to choose their therapy, decline futile 
treatment, choose their place of dying, receive the best possible relief of symptoms and to refuse to 
prolong the dying process. 

That is something that I would trust we would all agree to. Finding 4 states — 

Medical treatment, including palliative care is an end of life choice currently available in Western Australia, 
however: 

a) Patients with non-malignant diseases are under-represented in palliative care in WA; and 

b) access to good quality palliative care across the State is, in any event, currently highly variable. 

Those were the four relevant findings in my minority report, but I turn now to the findings in the Joint Select 
Committee on End of Life Choices’ report. They are similar findings, with similar concerns. Indeed, at the heart 
of those findings—there were also a couple of recommendations—is the fact that general practitioners are the 
cornerstone of rural and remote health. They are, of course, required to deliver a wide range of services in a range 
of settings. I turn to finding 17, which states — 

Western Australia has the lowest number of publicly funded inpatient palliative care beds per head of 
population. 

Access to specialist palliative care is limited across the state. That was a unanimous finding by the committee. 
It is a finding that is uncomfortable for the government, but nevertheless it was the finding of the committee. 
Finding 18 states — 

There is a gap in care for people who are seriously unwell but not close enough to death to be admitted 
for inpatient hospice care. 

Finding 19 states — 

There is limited access to palliative care medical specialists in regional Western Australia. 

Finding 20 states — 

There is limited medical oversight, coordination or governance of medical palliative care services across 
WA Country Health Services. 

It is for these reasons that the committee made recommendations 12 and 13. The committee was chaired by the 
member for Morley and the deputy chair was Hon Colin Holt. Recommendation 12 states — 

The Minister for Health should prioritise policy development and improved governance structures for the 
delivery of palliative care by WA Country Health Services. 

Recommendation 13 states — 

The Minister for Health should ensure regional palliative care be adequately funded to meet demand. 

With that information, it is no wonder that Hon Martin Aldridge has quite correctly raised this matter for the house 
to consider today. Indeed, this is a huge issue. According to the Australian Bureau of Statistics, more than half 
a million people live in regional Western Australia. I recall that, during the inquiry by the joint select committee, 
the WA Country Health Service told the committee that there is limited oversight, coordination and governance 
of medical palliative care services across the WA Country Health Service—a fairly damning statement and piece 
of evidence by the WA Country Health Service to a parliamentary committee. That was a pivotal moment during 
the inquiry because, together with the barriers to access across the state generally, the committee agreed that this 
must be urgently addressed by the government. 

There is, of course, a key problem, which is the number of skilled health professionals in Western Australia. 
Outside the metropolitan area, the number of health professionals is substantially less, and the number decreases 
significantly with remoteness. Recruitment and retention of an appropriately qualified health workforce is 
difficult in many areas, and this has resulted in an inequitable distribution of health professionals. These 
problems need to be addressed. There is currently a divide between those who do and those who do not have 
access to specialist quality palliative care, which is of great concern. People in regional Western Australia have 
varying experiences and perceptions of choice regarding care delivery. The principle of equity in health care 
deems that all Australians should receive safe, high-quality health care, irrespective of their background or 
personal circumstances. 

The Joint Select Committee on End of Life Choices received a lot of evidence that Western Australians living 
in rural and regional areas, including Aboriginal and Torres Strait Islanders and persons of culturally and 



Extract from Hansard 
[COUNCIL — Wednesday, 23 October 2019] 

 p8119c-8135a 
Hon Martin Aldridge; Hon Alanna Clohesy; Hon Nick Goiran; Hon Alison Xamon; Hon James Chown; Hon 

Darren West; Hon Jacqui Boydell 

 [8] 

linguistically diverse backgrounds, experience inequitable provision of specialist palliative care services. The data 
also indicates that 60 per cent of WA residents who would benefit from access to palliative care are unable to 
gain access to it. 

In March last year, 60 students from Curtin Medical School and 100 medical students from the University of 
Notre Dame travelled to the wheatbelt for a rural immersion program. Tess Corbett, who was in her second year 
of a Bachelor of Medicine and Bachelor of Surgery at Curtin at the time, has spoken about her experience, and it 
was reported on the Curtin University website — 

This ‘rural disadvantage’ was something Tess experienced firsthand during her placement. Although raised 
in Sydney, she routinely travelled to rural New South Wales to see family throughout her childhood, and 
she found there was a stark difference between country NSW and rural WA. She was, in equal measure, 
shocked by the lack of healthcare services available to rural residents, and inspired by the commitment 
and passion of the healthcare workers she met during her placement. 

“Having grown up with parents from rural New South Wales and regularly visiting my family in the 
country, the experiences I had in Westonia were not out of the ordinary for me. However, in my time in 
the community I noticed that my experience of rural NSW was vastly different to rural WA, and I initially 
felt somewhat ignorant to the issues of living in such an isolated town,” Tess says. 

“The disparity in access to health services between Perth and Westonia was far larger than I had anticipated 
and, looking back, before the trip I had no idea of the level of healthcare deficit that rural towns in 
Western Australia experience,” Tess says. 

“The worst part of the trip, aside from having to leave Westonia at the end, was the day trip to Merredin. 
We visited the hospital, primary school and St John Ambulance precinct. I found it quite frustrating to 
see the lack of healthcare provided, and also the poor amount of support provided to the health workers. 

“What shocked me was that the ambulance officers are entirely volunteers and have to balance other jobs 
and family commitments without receiving any financial support for their efforts. On the other hand, the 
passion and dedication these healthcare workers have for providing high quality care to the people of 
their community is inspiring and infectious.” 

I conclude by recounting a story we heard during the Joint Select Committee on End of Life Choices hearings from 
senior palliative care specialist Professor Doug Bridge. He said this, when recounting the story of a terminal patient — 

A terminal patient—I do not quite like that word, but a man or a woman who is about to die—presented 
to the Southern Cross Hospital after hours. The patient was seen by emergency telehealth—that is by 
videoconferencing. The decision was made to admit the patient, but there was no doctor with admitting 
rights, so the patient was transferred to Merredin 109 kilometres away. Merredin had no admitting 
doctors so the patient was sent to Northam, 270 km from home. Northam had no beds, so the patient was 
transferred to Perth. The patient died alone in the ED in Perth 360 kilometres from home. Bad luck; 
tough; it cannot be helped—really? Can we not do better than that? 

I think that is really at the heart of and the spirit of the motion moved by Hon Martin Aldridge. He is quite rightly 
asking us the same question that Professor Doug Bridge asked us: can we not do better than that? 

Of course this is not the first time, nor will it be the last, that I speak on this issue. Indeed, it was my honour to 
move the first non-government business motion in this fortieth Parliament on Thursday, 25 May 2017. I moved — 

That this council — 

(a) recognises that this is National Palliative Care Week; 

(b) acknowledges the ongoing efforts of Palliative Care Australia and Palliative Care WA; 

(c) notes this year’s theme is “You matter, your care matters. Palliative Care can make a difference”; and 

(d) calls on the state Labor government to build on the momentum created by the former  
Liberal–National government with particular emphasis on — 

(i) raising awareness and understanding about palliative care throughout the community, 
including amongst health professionals; and 

(ii) increasing accessibility to palliative care, especially in regional Western Australia. 

I moved that motion on 25 May 2017. Before any member opposite gets too excited and agitated by the fact that I was 
in opposition at that time, as I am now, calling on the new government to do something in palliative care, I point 
out that this is not something new for me.  
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I return to a motion that I moved on 27 September 2012, when my own party was in government. I moved — 

That this Council — 

(a) congratulates the state government for its commitment to expand palliative care services throughout 
Western Australia, especially through the additional funding of $14 million provided through 
the Palliative Care Services Fund from 2009–2012 for projects including establishing — 

(i) rural palliative care across seven Western Australian country health service regions; 

(ii) two mobile specialist palliative care consultancy teams in the metropolitan area; and 

(iii) a statewide paediatrics palliative care program under the auspices of Princess Margaret 
Hospital; 

(b) noting that dignity therapy is a psychological tool which helps health care providers to affirm 
the personhood and dignity of the patient and costs about $500 per patient, calls on the state 
government to consider ways of ensuring that the funding of palliative care in Western Australia 
includes funding for dignity therapy; and 

I pause there for a moment to note that I was a government backbencher at the time calling on my team to provide 
extra funding for palliative care — 

(c) encourages the state government to continue to expand its support for palliative care to ensure that — 

(i) palliative care is given higher priority in educational programs, including continuing 
education programs, for doctors, nurses and other health professionals; 

(ii) palliative care is better integrated as an essential part of all health services throughout 
Western Australia; and 

(iii) appropriate palliative care is available for persons with chronic diseases as well as those 
with cancer and other terminal conditions. 

That was a pretty long motion, let alone for a government backbencher in 2012 calling on his own team to lift when 
it comes to palliative care. Madam President, you can understand why I push back on any suggestions by those in 
government that it is politically convenient for me to be joining with Hon Martin Aldridge in prosecuting the case for 
greater palliative care, because I have been doing it since 2012. Eventually, we might get there if we collectively 
work together on this, but it requires people from opposition and government to work and exhaust themselves in 
this process. To that end, I want to acknowledge Hon Jim Chown, who has been prosecuting this case for much of 
this fortieth Parliament. I note that earlier this year, on 20 March, he moved — 

That this house — 

(a) notes that access to inpatient specialist palliative care is limited and that this state has the lowest 
number of publicly funded inpatient palliative care beds per head of population; 

(b) acknowledges that access to hands-on inpatient and community-based specialist palliative care 
is limited for metropolitan and non-metropolitan patients; 

(c) considers that access to specialist palliative care in the early stages of a diagnosis might improve 
remaining quality of life, mood, resilience and symptom management, and allow for death in the 
patient’s preferred location; 

(d) observes that more can be done to promote understanding of palliative care in the community to 
ensure that all patients who could benefit from palliative care are receiving it, and that community 
palliative care is easily accessible for all patients at end of life who wish to die at home; and 

(e) calls on the government to ensure palliative care is funded to meet demand. 

That is precisely why many years ago I formed the Parliamentary Friends of Palliative Care with the member for 
Girrawheen, as a bipartisan parliamentary friendship group, so that we could collectively exhaust ourselves calling 
on whoever is in government at any particular time to lift when it comes to the area of palliative care. There has 
never been a more urgent time for that to happen than in the current political climate. I thank Hon Martin Aldridge 
for moving this motion, which has the support of the opposition. 

HON ALISON XAMON (North Metropolitan) [2.05 pm]: I rise to indicate that the Greens will also be 
supporting the amended motion. I thank the member for once again bringing the issue of regional health care to 
the attention of this house for discussion. It remains an important area, which is useful for us to be debating. 
Obviously, we know that the disparity broadly between health care in metropolitan WA and rural and regional WA 
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is real. I note particularly that only this week the Australian Institute of Health and Welfare released its latest report 
on rural and remote health. The key findings are not particularly surprising: from 2015 to 2017, life expectancy 
for both men and women decreased as remoteness increased; in 2017–18, potentially preventable hospitalisation 
rates in very remote areas were two and a half times those in major cities; in 2015, the total disease burden rate in 
remote and very remote areas was 1.4 times as high as it was in major cities; and in 2016, people in remote areas 
were more likely to report barriers to accessing GPs and specialists than those in major cities, which is obviously 
a self-evident point. 

We know that the further out they get, people do not have the same level of services and facilities and access to 
professionals. I want to make the point, however, that the disparity between regional and metropolitan health 
outcomes is not simply limited to location. It is not the case that there is some sort of magical barrier around the 
metropolitan area whereby if it is crossed, one’s health care suddenly goes from excellent to being not so. It is the 
case that a number of population groups within the metropolitan area experience systemic disadvantage. I think, 
for example, of the systemic disadvantage faced by Aboriginal Australians. I would suggest that an Aboriginal 
family living in Girrawheen is likely to have poorer health outcomes, for example, than a millionaire living in 
Eagle Bay. It is not as simple as saying that this is about where people reside, although that is significant. We 
must also make sure that we are interrogating the population groups that are living in particular areas. It is partly 
about access to services but it is also about the disadvantage experienced by particular population groups. It is 
a multifaceted concern. 

I have spoken in this place, through previous motions on the issue of regional health care, about the need for better 
access to palliative care services as well as mental health services. Today, I want to specifically pick up on one of 
the points that the motion touched on and go into it in a bit more detail—that is, the issue of the significant disparity 
in ear health between not only children in metropolitan and regional areas, but also, as I have already indicated, 
Aboriginal and non-Aboriginal children. We know that the importance of good ear health is not to be taken lightly, 
particularly in young children. It is well documented that if we miss the opportunity to intervene in the very early 
years, that does and can have some devastating consequences. We know that hearing loss in those critical years 
can lead to speech and language delay. My son was caught up with that. Children with undetected hearing loss 
are more likely to be subject to adverse disciplinary processes by the parents or perhaps their schools, because 
misunderstanding can arise whereby hearing loss is interpreted as rudeness or defiance. Repeated ear infections 
and hearing loss can also lead to mental health problems and higher levels of psychological distress. It is well 
established that people with hearing impairments are over-represented in our justice system. That is why we need 
to take this issue extraordinarily seriously. 

Otitis media, as it is referred to, is an infection of the middle ear and is very common in children. Most children 
will develop otitis media at least once in the first three years of their life. Frequent or severe episodes can lead to 
permanent ear damage and hearing loss. The key will always be ensuring that we can get access to early treatment 
to prevent the problems that are associated with the ongoing chronic condition, which is where the reduced access 
to healthcare services in the regions in particular becomes very problematic. In June this year, the Auditor General, 
continuing to be worth every taxpayer dollar that office receives, released the findings of an audit that her office 
conducted into whether state government entities are reducing the burden of ear disease for Aboriginal people. 
Although the Auditor General’s report looked at services for all children across the state, it is safe to assume that 
these findings are amplified in regional settings where access to services is much more limited than it is in the 
metropolitan area. The data backs this up. We know that 28.3 per cent of children in the Kimberley are classified 
as developmentally vulnerable on two or more domains in the Australian Early Development Census by the time that 
they enter primary school—I want this noted—except for the Augusta–Margaret River region and southern parts of 
the wheatbelt and Esperance. This comes back to my point about looking at population groups. In all of regional WA, 
more than 10 per cent of children are classified as developmentally vulnerable, with the general trend being that 
the further away from Perth they live, the greater the number of children who will be developmentally vulnerable. 
That is an issue for us as a state, and an issue that we need to address. 

The Australian Early Development Census has identified five areas of development: physical health and wellbeing, 
social competence, emotional maturity, language and cognitive skills, and communication skills. Those domains 
were selected on the basis that they have been shown to predict later health and wellbeing and academic success. All 
these areas stand to be negatively impacted by poor ear health, which is why ensuring access to early intervention 
health services, no matter where we live, needs to be an absolute priority. It can have lifelong impacts. Where 
someone lives in regional WA has an impact on ear health. As I said, the situation is generally worse for Aboriginal 
children. The World Health Organization has found that the rate of chronic middle ear infections in Aboriginal 
Australian children is amongst the highest in the world and for non-Aboriginal children the rate is one of the lowest. 
It is in this context that the Auditor General’s damning findings on the lack of progress in improving Aboriginal 
ear health is very disheartening, to say the least. 
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The Auditor General found that WA Health, including WACHS, does not track or analyse the rate of otitis media 
in Aboriginal children nor does it know whether efforts to reduce the burden or severity of the disease is working. 
Even the piecemeal data that happens to be available does not build a clear picture. The report noted that any of 
that data is rarely being shared and, obviously, this is a missed opportunity to improve services. The research that 
was undertaken by the Telethon Kids Institute in the goldfields found that Aboriginal children had otitis media at 
more than double the rate of non-Aboriginal children. It found that infections tended to occur at a younger age and 
were more likely to result in hearing loss in Aboriginal children. The Auditor General also found that programs to 
identify otitis media do not reach most Aboriginal children early enough. I have already said why that is a problem 
and why time is so critical. The main government-run program specifically targeted at Aboriginal children was 
found to have a very limited reach. The enhanced Aboriginal child health schedule, which is an extension of the 
universal checks, includes ear checks. Although that program appears to be working for those kids who are tested, 
these checks are estimated to reach only 29 per cent of families, even in the metropolitan regions, and there is no 
reliable data for the non-metropolitan areas at all. 

Further, the Auditor General found that despite the benefits of co-designing Aboriginal services being espoused in 
the Department of Health’s “WA Aboriginal Health and Wellbeing Framework 2015–2030”, services continue 
not to be co-designed. This means that once again we have services that continue to be hard for Aboriginal families 
to use, which will obviously have ramifications for how effective they will ultimately be. Despite these rather 
disheartening findings, the Auditor General found some examples of good practice and has urged all agencies to 
learn from them. For example, there is a pilot project in Kalgoorlie whereby opportunities for immunisation are 
also being used to check children’s ears. When a problem is identified, a nurse works with families to help navigate 
services, which is a critically important part of that process. 

While we are talking about success stories, it would be remiss of me not to acknowledge the fantastic work undertaken 
by the Earbus Foundation, which I have been talking about in this place for quite a while. The Earbus Foundation’s 
aim is to eradicate the impacts of hearing loss in every community in Australia so that every young person can reach 
their full potential through listening and learning. Earbus is now delivering outreach services in the goldfields, the 
Pilbara, the south west and the Kimberley, and its reach has been expanding despite some very tight funding 
constraints. As a result of those funding constraints, the foundation has been unable to service significant parts of the 
state. I know that the government committed funds in the last budget to further expand the service in the Kimberley, 
and clearly this is welcome, but I also note that the Earbus Foundation right now is running a fundraising campaign 
so that it can expand its outreach programs to more places in the Pilbara. Frankly, I think this is outrageous. We 
are talking about what I think needs to be viewed by all governments as a foundational element of a child’s 
development, and here an award-winning organisation wants to expand, but it is being hampered simply because 
of insufficient funds—and it is out fundraising. That is such a problem. This is clearly a worthwhile and proven 
service and something that the government should be funding. As I have pointed out, there are lifelong implications 
when we do not fund these types of services, including the ultimate waste of taxpayers’ dollars—people ending 
up in prison simply because they did not get the services they needed early in their lives. It is a false economy not 
to put the money primarily into these services. 
This takes me back to the Auditor General’s report and perhaps the most disheartening of all her findings, which 
is that despite the “WA Child Ear Health Strategy” being released in 2017, in her words, many of the conditions 
for a successful implementation are not yet in place. She also said that although the planning work has been 
undertaken on identifying the issue and what needs to be done, the strategy is not funded and there is no line of 
accountability for who should be responsible for its implementation, meaning that it has gone absolutely nowhere. 
Indeed, the themes that have arisen in the Auditor General’s report mirror the findings in the audit of the mental 
health system, which I have already spoken about and which we will undoubtedly be referencing for some time, 
as well as reviews of other health services, particularly relating to unclear lines of accountability and a lack of data. 
This is simply astounding, and it begs the question: if the government is unable to deliver improved outcomes for 
a clearly defined, discrete and treatable health condition such as otitis media, what chance does it possibly have in 
tackling the really complex issues, such as suicide prevention in our regions? Given the poor state of health care 
that is evident in much of regional Western Australia, the Greens will support this motion, but today I particularly 
wanted to focus on this one element, because there are so many areas we could cover. 
HON JIM CHOWN (Agricultural) [2.20 pm]: I would like to congratulate the honourable member for his 
motion today. It is a very important motion, and Hon Martin Aldridge has touched on a number of issues that have 
been discussed previously in this house, but may we as members collectively keep addressing these matters from 
a regional perspective? For many years, there has been a disparity in health provision in regional Western Australia. 
In a previous life, I was a member of a hospital board for a good number of years, and it was an ongoing struggle 
to get staff and doctors, and I will talk about that a bit later in my contribution. If we on the back benches and on 
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the government benches keep talking about it and pursuing outcomes that will benefit regional Western Australia, 
that would be a great thing. 
Hon Nick Goiran touched in an excellent way on palliative care, so I will not deal with that—I have spoken about 
it before—or the patient assisted travel scheme. I will be discussing health care in general, and one particular 
aspect of health care that is of great concern to me in regional Western Australia. Before I do so, we hear from the 
WA Country Health Service, other health services and governments of all persuasions about programs they would 
like to implement. They talk about them and do massive case studies, and Lord knows how much money that costs, 
but only on very rare occasions are they funded and implemented appropriately. The previous government initiated 
something that has been of massive benefit to health in regional Western Australia—it has already been mentioned 
today by Hon Martin Aldridge—that is, the Southern Inland Health Initiative. It is worth mentioning again that 
this initiative involved well over half a billion dollars over six years, and it changed regional health in the area 
from Meekatharra south to Esperance in a most dramatic way that had never been seen before. I encourage the 
government to fund and implement something like that as a whole package, as the SIHI package was carried out 
by the previous government. Of that package, $250 million was allocated to reform emergency areas, and acute 
and primary health services, and expand the telehealth system, which has been a great advantage to areas such as 
Jurien Bay, where there is no hospital. Staff there, dealing with motor vehicle accidents et cetera, can access at the 
touch of a button a specialist in Perth about prepping a patient for the Royal Flying Doctor Service. The flying doctor 
saves an enormous number of lives in these sorts of situations that occur regularly in regional Western Australia. 
The other $300 million was spent on capital upgrade works, mainly in small regional hospitals that were in quite 
some disrepair, and had not had a lot of money spent on them, other than funds raised locally by hospital boards 
and volunteers. 
The final evaluation report that came out in December 2018 shows a number of clear achievements that I believe 
need to be put in Hansard and I intend to do so now. There was a 58 per cent increase in the number of general 
practitioners in the area covered by SIHI. That is a massive increase. With its payment system, SIHI encouraged GPs 
to stay longer in the towns that they were servicing. That figure increased from 44 per cent to 60 per cent. I have 
already mentioned the expansion of the telehealth network to over 900 videoconferencing endpoints distributed right 
across this huge state. One of the problems with health delivery in this state is that we have a massive area, with very 
small and remote communities at times. The telehealth system has alleviated, to a large degree, the angst of people 
who are suffering, or who had a loved one who is ill, giving them access to a specialist in Perth, as I have already 
said. SIHI had 18 224 outpatient deliveries through the telehealth system in 2017 alone. That was a 30 per cent 
increase over the year before, which means that this telehealth system is being embraced by the community at large 
and by the people operating it. It is estimated that the system implemented through SIHI saved country patients 
27.3 million kilometres of travel to access medical requirements at locations other than where they lived. That is quite 
outstanding. Ninety per cent of emergency department rosters were filled by a doctor onsite at larger hospitals, 
compared with 10 per cent before the program. There was a 30 per cent reduction in non-urgent ED attendances 
at SIHI hospitals, because people were being serviced appropriately in their local areas. When we have health 
services such as this, and people are comfortable and attended to and their issues dealt with appropriately, we do 
not get returns. There was a 26 per cent reduction in people returning to EDs for further treatment within 48 hours. 
I am sure that the metropolitan health system would be happy to see something like that take place. 

I want to address something that emerged when I was researching this motion. It has been mentioned in passing in 
debate on the Voluntary Assisted Dying Bill, and I notice that today’s The Australian, by chance, has it on the front 
page. I refer to the matter of GPs in regional Western Australia. General practitioners are the front line of health 
services, in both the metropolitan area and regional Western Australia. If we get sick, we go to our local doctor. If 
we are involved in an accident, we go to the emergency department. GPs do a fantastic job. It is estimated that we 
have a shortfall in this state of 534 general practitioners. That was in 2015, and it has come from the Department 
of Health WA report, “General Practice Workforce Supply and Training in Western Australia”, version 1.3, 
January 2018, so it is reasonably up to date. We need to source approximately 90 general practitioners per annum 
simply to maintain the current GP workforce requirements and meet retirement-based demand. A lot of our GPs 
are getting to the age of 50 or 55, and are in retirement mode. It is estimated that by 2021, which is not far away, 
we will have a massive shortfall of 134 GPs. We are already 100-plus short in regional Western Australia, but 
unless something addresses this declining number, there will be 134 fewer in that time. 

Hon Alanna Clohesy: Have you told your federal mates about that? 

Hon JIM CHOWN: I will get to that. 

Hon Alanna Clohesy: They are responsible for funding GPs. 

Hon JIM CHOWN: I understand that, but, as I said before, we need to work together on this. This should not be 
across party lines. That shortfall is going to increase by 27 per cent. One of the problems for GPs in regional 
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Western Australia, from my experience, is that in a lot of these towns, there is only one general practitioner. The 
demand on them is enormous; they find it very hard to get away or have some relaxation from their job as a general 
practitioner. At least 50 to 60 towns in regional Western Australia have a sole GP. Of course they have locums 
who come in at times, but it is a struggle dealing with day-to-day issues, unlike in a practice in Perth where, if 
a doctor has a medical problem that they are not totally across, they can go and relate the problem to a colleague 
and get some advice. A solo GP in a regional town is unable to do that. I do not think telehealth allows a GP to 
access somebody else other than in an emergency situation. 

The growing issue of the lack of GPs across regional Western Australia certainly has to be addressed at both 
a commonwealth and a state level. It is interesting to note that there are a number of programs, such as the GP 
training pathway pilot proposal and implementation plan, the Western Australian General Practice Education and 
Training GP training program and the WA rural generalist program. These programs need to be nurtured, funded and 
supported at both a commonwealth and a state level to ensure that highly skilled GPs are available in our medical 
workforce. As I said before, our GP system is the frontline health service, especially in regional Western Australia. 

To the best of the state’s ability and the commonwealth’s ability, the shortfall is made up by overseas-trained 
doctors. In fact, more often than not, the general practitioner in regional Western Australia is an overseas-trained 
doctor. That is a great thing, because, quite frankly, if they were not there, there would not be a general practitioner. 
However, there are some issues with these people, and I do not mean that in a derogatory sense. I had to see an 
overseas-trained doctor on more than one occasion when I lived in the country. They have cultural differences and 
some of them have an issue with the English language. That must be incredibly confusing for people who have 
a complicated medical issue. One question that arises for me is: how are overseas-trained doctors who are challenged 
by the English language and are challenged culturally, because some of them come from vastly different cultures 
from ours, going to implement voluntary assisted dying requirements if requested; how are they going to bring it up 
as the legislation requires? That is one of the issues that concerns me. The qualifications required of international 
medical graduates, or overseas-trained doctors as I call them, by the Royal Australian College of General Practitioners 
are not exactly the same as those required of graduates in this country. Overseas-trained doctors get a time period to 
practise in areas of unmet need. In fact, they cannot practise in the metropolitan area because the metro area is not 
an area of unmet need. They are sent to remote areas in regional Western Australia. On many occasions, they have 
gone to one of these 60 towns and are the sole practitioner, without any backup. I do not think it is good enough. 
I understand that they are making up a massive shortfall. It must be enormously challenging for a doctor from India, 
Ireland or South Africa when they land in an environment that has a culture that they have no comprehension of, 
their backup for an emergency service is an aircraft and the hospital that they service is staffed by some locals and 
contracted nurses because there are not enough professional staff locally to fulfil its requirements. The programs that 
I have mentioned need to be supported by the commonwealth and certainly pursued by the state Minister for Health. 
One problem that I see is with the issue of the provider number. Provider numbers are issued once overseas-trained 
doctors have been here for a certain period—I do not know how long that is; I think it is three years—and they 
have fulfilled the requirements to become registered as a GP under the Australian requirements and they pass the 
necessary examinations. They are then allowed to have a provider number, which gives them access to Medicare, 
bulk-billing services et cetera. From my experience in regional Western Australia, once they receive that provider 
number, they leave and go somewhere else—usually to the coast. A lot of these GPs are supported financially to 
the tune of hundreds of thousands of dollars by the local shire. The shires build their practices, they provide a motor 
vehicle and, at times, they provide staff for their surgeries. I do not know what the machinations are for the 
commonwealth to provide provider numbers, but I believe that one issue that needs to be discussed and pursued is 
that these provider numbers be retained by the local government. The local government would then have some 
control over how long these people stay. In that way, if they stayed for a long time, they could be provided with 
a provider number in their own name. The rate of changeover of GPs who move on from regional WA is quite 
enormous; it has to be around 50 per cent. To have a GP stay in a locale for 10 years or longer, as they used to, is 
almost unheard of today. I do not know how this will be addressed, but it is certainly an issue that the commonwealth 
and both state and federal members of Parliament need to be aware of. That is why I am talking about it today. 
I am a little disappointed that the Parliamentary Secretary to the Minister for Health spoke so early on the motion—
I should have got up a bit earlier. Perhaps she would have been able to give me some answers about where the 
state is going on this matter. On this occasion, I am highlighting through the avenue of debate on this motion that 
the shortfall in GPs that we are experiencing today is going to increase dramatically for a number of reasons. I will 
leave it at that. I thank everybody for the opportunity to speak. 
HON DARREN WEST (Agricultural — Parliamentary Secretary) [2.35 pm]: I also rise in support of the 
motion today. It is not often that Hon Martin Aldridge and I agree on things, but I do support him today. We are 
quite different individuals, but we have a common passion, and that is regional health service delivery. I accept all 
the parts of the motion as amended. 
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At the outset, I acknowledge and thank every health service provider in regional Western Australia—all the 
doctors and nurses and other people who work in the health services. I thank them for choosing to work in regional 
Western Australia, and I think that is the nub of the issue that we are talking about today. We need more people to 
choose a career in health service provision right across regional Western Australia, because we have perennially 
struggled to attract doctors, specialists, nurses and specialist nurses to the regions. A whole lot of governments 
have done a whole lot of work to try to address this issue, but ultimately it comes down to health practitioners’ 
choice about where they want to practise and live. I thank all those who have chosen to work with us in the regions. 
We very much appreciate that they are working with us in regional Western Australia. 
One of the reasons I am in the Labor Party is that universal health care is a core signature Labor policy. It was 
introduced by the Whitlam government in the 1970s and refined and improved by the Hawke–Keating government 
in the 1980s. It sets us apart from many countries in the world. I spent some time living in the United States and 
I can tell members that our system is much better. In this country, how sick a person is determines their priority of 
treatment; in other countries, their wealth determines their priority of treatment. I think our system has been embraced 
now. The progressive side of politics is a little bit keener on it than is the conservative side, but it has been 
embraced by enough governments that it is here to stay. That generates some service delivery issues, especially in 
remote places across regional Western Australia. Our government is working hard to try to attract more doctors, 
but, as was indicated earlier by the parliamentary secretary by way of interjection, there is a role for our friends on 
the opposition benches to help us lobby their federal colleagues. I have criticised some regional members for being 
a little invisible on important matters about the provision of doctors, but, as Hon Martin Aldridge has pointed out, 
we have a shortage. The shortage in Western Australia is not in the city; it is in the regions. That makes the job of 
those who choose to practise in the country even more difficult, because they are generally under a lot of pressure, 
have more patients to see and deal with a wider range of illnesses and ailments. I take my hat off to them for 
sticking with it and staying, because many do not last and return to the metropolitan area. 
The government is implementing quite a few new strategies across the health system. Some of them have been 
particularly helpful. For instance, we have partnerships with the WA Country Health Service and Ngala, which runs 
a family home visiting program, and also the healthy country kids program under which organisations such as 
Aboriginal health service providers are contracted to provide child health checks and get a snapshot of preprimary 
child health across the state. 
We also provide enhanced child health schedules for families who need extra support. This involves visits and 
support above and beyond what is required to deal with people most in need and who are in the demographics 
that often fall behind in the delivery of health services. Outstanding work is occurring to inpatient telehealth. 
Many sites enlist patients to be admitted locally, even when a local doctor may be temporarily unavailable, 
rather than transferring them to other sites. Ninety-three per cent of telehealth patients have avoided the need to 
be transferred. That is a significant gain for regional people across our government and the previous government. 
Now, 93 per cent of people who access telehealth do not need to be transferred, because they can get the 
consultation that is required. The local health service professionals can deliver that service they need and we can 
all go on our way. The average length of stay for telehealth patients is two days, indicating that we can save a lot 
of unnecessary transfers of patients. A lot of those things are going on already. Necessity is the mother of invention. 
As has been pointed out, many of our patient transfer staff from St John Ambulance are voluntary, so the less load 
we put on those volunteers, the better. I know that St John branches around the state are always looking for 
volunteers. The easier we make their job, the better. 
Before I came into Parliament I was, at one point, chair of the Wheatbelt Development Commission. We identified 
health service delivery in the wheatbelt as a significant challenge for us. We were fortunate to have Mrs Tracy Meredith 
on our board. Before she was on the board, Tracy worked for Fred Hollows and travelled around the world delivering 
blindness prevention programs and eye surgery programs. She brought a wealth of experience addressing the blank 
page; that is, if there were no services, how would we provide them? That was a very interesting exercise across 
the wheatbelt because every community was welded to its hospital and wanted the health services delivery as it 
had been since the 1960s, even though the landscape and the requirements of the people had changed significantly 
with new technologies, the struggle to attract doctors, declining populations and the like. 
We conducted a significant project around the wheatbelt, bringing together a health working party, which involved 
43 out of 44 local governments in the wheatbelt. I acknowledge Goomalling shire councillor Wendy Williams, 
who was able to work with and bring together all those local governments. I can tell members that it is not easy 
getting 43 local governments on the same page for health service delivery because everyone has a different view. 
The Wheatbelt GP Network, WACHS Wheatbelt and also the Wheatbelt Development Commission were involved. 
The working party produced a new health service delivery model across the wheatbelt. Instead of long hospital 
corridors full of rooms that were rarely used, we focused on what was the greatest need in the community. It came 
down to emergency departments and some capacity to provide an aged-care service into most of our communities 
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that have an ageing population. Many wheatbelt communities have the highest percentage, up to 30 per cent, of 
their population over 65, so the need for home-based community care and aged-care facilities in the wheatbelt is 
very real. Fortunately we had done a lot of planning, scoping and work into how health services might be run more 
efficiently. As luck would have it, funds became available to do major upgrades of many hospitals across the 
wheatbelt. I acknowledge the work of health ministers Hames and Day in bringing that funding to fruition and 
getting those projects scoped up. Those projects continue today as the government upgrades many hospitals across 
the wheatbelt to better reflect the health service delivery model that came out of the work the Wheatbelt 
Development Commission did in around 2008–2010. It was a great achievement bringing all the players together 
and nutting out exactly what we wanted to provide. 
Some communities, such as Cunderdin and Pingelly, have been brave enough to say that they can forgo their hospital 
because it does not suit their needs—it is an older facility and does not work efficiently anymore—and build new 
health centres that better reflect the new health service delivery model. That was a great leap of faith by those 
communities. I have been to the opening of the Pingelly Health Service and I look forward to the opening of the 
Cunderdin health service on 1 November. The delivery of better health services to regional Western Australia has 
been a terrific achievement by the government. 
I will touch briefly on the appointment of a rural health commissioner. I think it is an interesting idea, but it has 
been tried federally. We will wait until the end of June next year to see whether that is continued. The annual 
report of the National Rural Health Commissioner is underwhelming. The conclusions are fairly bland. Basically, 
the report establishes a framework and points out the difficulties in administering health in regional areas. We 
already knew that. The interesting thing about this is that the National Rural Health Commissioner does not report 
to the federal Minister for Health as would be expected. The commissioner reports to the federal Minister for 
Regional Services, Decentralisation and Local Government. I find that an interesting model but worthy of further 
consideration, and perhaps it can be tweaked to work across Western Australia. I have the greatest respect for all 
the health bureaucrats and administrators across the system. They do a great job and are very necessary. I also 
have great respect for clinicians and people who practise in emergency departments and theatres and clinics. 
However, the more layers of administration and bureaucracy that are put in, the more of the budget that is dedicated 
to that and the less that is available to provide services on the ground in remote communities. My instinct would be 
that perhaps this is not the way to go, but it is worthy of further consideration. Perhaps I am not spot on with that. 
I was on the committee that inquired into the patient assisted travel scheme the last time it was examined and that 
committee made a series of recommendations. Some recommendations were adopted but those that cost money 
were rejected. There is a broader discussion to be had about that now. The new health service delivery model, 
especially across the wheatbelt, may alleviate some of the need. The WACHS command centre is the new upgraded 
telehealth system that allows access to specialists. I think we can work the other way and take the specialists to the 
people rather than bringing the people to the specialists. Although there is an important need for the scheme, and 
it is valued and appreciated, and has been continued by governments on both sides, a discussion could be had 
around how we could better and more efficiently use that scheme. We have made some changes to it since we 
came to government. For example, the meet-and-greet service for people from remote communities has been vastly 
upsized and provides better service to people who come to the metropolitan area from remote places and for whom 
English is their second or third language. The medihotels will be of great benefit to people using that scheme, and 
there is a lot more that could be done. With the successful advent of telehealth services, the discussion on PATS 
needs to include how we can get specialists to teleconference patients and remove the need for many of their trips. 
It may be that only a consultation, a check-up or a pre-visit discussion is required. We can do a bit of work in that 
space on PATS. I hope that can be incorporated into any future discussions about how much money is put into the 
scheme because we are getting more technologically savvy at delivering specialist services. 

The Minister for Health has done a sustainable health review. Hon Martin Aldridge quoted from it and pointed out 
some statistics. It is terrific that that has been noted and shown some of the shortcomings and extra costs associated 
with delivering health care to the regions. It costs significantly more to deliver health services to the regions. As 
a government, we are up for that. We accept that the cost is greater and we will allocate the necessary funds, 
but often the allocation of funds is not the issue. The issue is with recruiting staff. I come back to my point that we 
are short on doctors. When we are short on doctors, it makes it hard to recruit all the other staff in health care. We 
are looking at alternatives such as allowing chemists to deliver vaccines. We have a fantastic midwife maternity 
service in Northam. That type of service could be used elsewhere around the state. It is always hard to get doctors 
with obstetrics skills to work in those areas where the need is not as high. We need to look at how to deliver those 
services for patients with low-risk pregnancies. I know there is a view about that among doctors, but given that we 
have a shortage—we generally always have a shortage—we need to look at other creative ways to safely and 
efficiently deliver those specialist health services that doctors would normally provide. 
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Palliative care has been well talked about. As I mentioned in my contribution on the Voluntary Assisted Dying Bill, 
wherever discussion and debate on voluntary assisted dying has occurred around the world, it has resulted in an 
associated increase in palliative care services in those areas. I am very proud that a light has been shone on those 
services and that our government has increased funding to that area. It is a fact that over the last 100 years in Australia, 
life expectancy has increased by 30 years. This will be an ongoing issue. We will continue to live for longer and, 
as we do, we will be more likely to require palliative care services. We will always need to up the ante when it 
comes to delivering palliative care services. I am really pleased with the announcement about the provision of 
more full-time equivalents in that area across the Agricultural Region and in remote parts of the state. 

With service provision comes necessary infrastructure. I will take the opportunity to touch on something that I am 
very proud that we have been able to achieve—that is, the major upgrade to the Geraldton Health Campus. This 
major upgrade will help deliver many valuable services, including mental health services, to Geraldton. Although 
this motion is generally about health, wrapped up in that is the need for mental health services. We are investing 
significantly across the midwest. Over $6 million has been provided to Mullewa and over $7 million to Dongara 
to progress those developments. Mullewa will get a modern emergency department and enhanced ambulatory and 
community services, and Dongara’s development will include six residential aged-care beds. Both projects are due 
for completion in 2022. Those communities can look forward to having new facilities that will provide enhanced 
services that are generally more efficient. The upgrade to the Geraldton hospital under the Gallop–Carpenter 
government is now ready for stage 2, and we are also progressing the step-up, step-down facility for Geraldton, which 
will be built on the site of the old Geraldton Sobering Up Centre, to provide those necessary halfway services between 
a patient receiving full clinical services and going home. That facility will be well located and a great asset to the 
community because Geraldton has no acute psychiatric services. The budget has also provided funds for a helipad at 
Jurien Bay and Narrogin. We all know about the importance of having helipads. Before I entered Parliament, I was 
involved in getting a helipad at the Northam Health Service. It now takes 17 minutes to travel by helicopter from 
Northam hospital to the roof of Royal Perth Hospital, which can be a critical factor in a lot of emergency situations. 

As I mentioned earlier, we have committed $73.3 million to the redevelopment of the Geraldton Health Campus 
and the development of a midwest mental health service. This redevelopment will enable the delivery of an 
expanded emergency department, which is already the busiest emergency department in the state. It was originally 
built at a time when there were two hospitals with emergency departments. Now there is only the Geraldton Health 
Campus, which has been under pressure for many years. A critical care unit, an acute psychiatric unit and a mental 
health short-stay unit will be built and there will be essential engineering service upgrades to the existing infrastructure 
needed to provide this massive new hospital expansion. The planning has been done using a design consultant who 
was appointed in June 2019. Schematic designs are well underway. All commissioning and transitioning activities 
are to be completed by mid-2023. This major project will take a long time to deliver because the construction site 
will be situated in the middle of a health service delivery site—two very incompatible activities. I am also pleased 
that we are breaking this project into smaller parts and trying to utilise as much local content as we can. The 
Geraldton community will be prouder of its facility if it has been involved in the building of it. Geraldton has 
experienced an economic downtown for a few years since the state’s recession and we need to get people back to 
work and the businesses busy. 

All in all, I am satisfied with this progress. I am not averse to being critical of my government should I need to be. 
Generally, I am someone who, like Hon Martin Aldridge, fights for regional services across the state. I am 
generally satisfied with where we have landed on this. We have to deal with a challenging budget situation with 
some debt to repay and deficits to sort out, but amongst all that, we have been able to deliver some terrific outcomes 
for people in regional Western Australia. 

I support the motion. I thank the member for bringing it before the house. Hon Jim Chown is right—I do not often 
agree with him—when he says that everybody needs to pull together on this. We need to talk up our health services. 
We have a fantastic level of health care in Australia and we do the best we can to deliver those services in regional 
Australia. We are lucky to have what we have. I thank the member for bringing the motion to the house. 

The PRESIDENT: Before I give the call to Hon Jacqui Boydell, I remind you that, in accordance with temporary 
orders, five minutes before the end of debate, I will ask the mover of the motion whether he wants to reply. If he 
does not, you will be able to continue. 

HON JACQUI BOYDELL (Mining and Pastoral — Deputy Leader of the Nationals WA) [2.56 pm]: I thank 
my colleague Hon Martin Aldridge for bringing the motion to the house today. It has been a very inclusive and 
interesting debate with many important issues being raised by members. In the short time in which I have to talk, 
I am going to focus on paragraph (c) of the motion, which states — 

immediately increase and modernise the patient assisted travel scheme to better support those required to 
access specialist and allied health services; … 
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That is particularly pertinent as we are right in the middle of the voluntary assisted dying debate and one of the major 
points of discussion is how regional people will access voluntary assisted dying should the legislation pass the 
house and be implemented after the 18-month period. One of the things that I alluded to, parliamentary secretary, 
in my contribution to the debate on the Voluntary Assisted Dying Bill, and I will raise again now, is for the 
government to give some thought to allowing regional people to access the patient assisted travel scheme to visit 
general practitioners who can provide access to voluntary assisted dying. In some regional areas there are no GPs, 
and where there are GPs, they might not be trained or registered to deliver voluntary assisted dying services. That 
is probably an area in which PATS can directly assist regional people to access voluntary assisted dying. In the 
midst of a debate on a matter that requires a complete social and cultural change in the way that we deliver 
healthcare services and end-of-life choices to people in the state of Western Australia, this is a logical and 
meaningful thing that could be considered during the implementation of this legislation. 

I was also a member of the Standing Committee on Public Administration in 2015 when it produced the 
twenty-fifth report titled “Report on the Patient Assisted Travel Scheme in Western Australia”. That report contained 
21 recommendations, some of which were implemented by our government, but more work is yet to be done in 
terms of adopting other recommendations in that report. I note that Minister Cook has said on a few occasions 
now, in answers in estimates hearings and in response to questions in Parliament, that he will commit to reviewing 
the twenty-fifth report of the Standing Committee on Public Administration to modernise the patient assisted travel 
scheme. I welcome the minister’s comments on that, but I want to understand what those processes will involve. 
This is not just about increasing the funding; it is about administrative and systemic changes to PATS that were 
recommended in the report. I will touch on some of them. I will refer to the monetary side shortly. I want to get 
on the record some of the challenges people have in accessing the patient assisted travel scheme and how it assists 
them to access health care in regional Western Australia. To qualify for PATS, a person has to live 100 kilometres 
or more from the specialist that they have been referred to. One of the real issues for people is that that specialist 
can either be public or private. 

The PRESIDENT: Sorry for the interruption, member, but I am noting an indication from Hon Martin Aldridge 
that perhaps he will not reply, so Hon Jacqui Boydell may continue. 

Hon JACQUI BOYDELL: Thank you, Madam President. 

A lot of people raise this issue because they have the burden of having to travel, although no-one expects PATS 
to cover 100 per cent of their travel. Regional people are very grateful for the assistance they get through PATS, 
but when they are referred to a specialist, it may not necessarily be in the public health system; it might be a private 
specialist. The person has to be referred to the closest specialist and if that happens to be a private specialist, that 
person will incur a gap payment for the cost of the private specialist. That in itself, due to no decision made by the 
patient, can be detrimental to them seeking health care. 

One of the big challenges for regional people is the affordability of accommodation in a metropolitan area. People 
are not always referred to a metropolitan area. A person who lives in Carnarvon may be referred to Geraldton 
because that is where the closest specialist in the field is. It is really difficult for people seeking healthcare support 
in a metropolitan area to find affordable accommodation services. Upon the closure of Jewell House and the 
opening of Fiona Stanley Hospital, the accommodation services around our major hospitals decreased. The 
patient assisted travel scheme’s accommodation subsidy is only $60 a night. If a person chooses to stay in hotel 
accommodation in the metropolitan area, that could cost upwards of $150 a night. People would find it challenging 
to afford that. When there are no longer accommodation services at places like Jewell House, that makes it cost 
prohibitive, particularly when the WA Country Health Service has a policy of subsidising its public servants, who 
are travelling for work, upwards of $180 a night for their accommodation. The disparity is large. People seeking 
medical assistance receive a subsidy of only $60 a night while public servants receive more than that. That 
potentially creates a precedent to reimburse government employees’ expenses at an affordable rate. When we 
provide an assisted travel scheme for people from regional areas, I think people accept paying a reasonable amount 
towards that accommodation expense. 

While I am talking about expenses, a person from a regional area travelling via road—surface travel—will receive 
a fuel subsidy of 16¢ a kilometre. In comparison, the subsidy rebate in the public sector is between 53.2¢ and 89.5¢. 
Again, regional people receive a fuel subsidy of only 16¢ a kilometre. 

To access air travel, a person has to live more than 16 hours via road from a metropolitan area. For a person who 
is exceptionally ill, it is very difficult to travel 16 hours via road, and not air. Cancer patients are able to access air 
travel, but apart from that, a person who has any other illness and lives within 16 hours via road of a metropolitan 
area has to travel via road. The only other public transport available to those people is via bus. That is often 
a journey of 12 hours and upwards. It is very difficult to ask people who are extremely ill, or have been through 
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traumatic circumstances, to get on a bus in the middle of the night to travel to Perth or return home after they may 
have had a miscarriage or a road accident or something like that. It is very difficult for people to manage that. 

I thank the member for bringing this motion to the house. It assists us in raising the challenges that regional people 
face in accessing health services, particularly, parliamentary secretary, how regional people can access the 
voluntary assisted dying scheme in the city via the patient assisted travel scheme. 

Question put and passed. 
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