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HEALTH SERVICES 
Matter of Public Interest 

THE SPEAKER (Mr F. Riebeling):  Today I received a letter from the member for Dawesville seeking to 
debate as a matter of public interest the following motion - 

That this house calls upon the Gallop government to take urgent action to address the immediate health 
needs of all Western Australians.  

If sufficient members agree to this motion, I will allow it. 
[At least five members rose in their places.] 

The SPEAKER:  The matter shall proceed on the usual basis.  

DR K.D. HAMES (Dawesville) [2.50 pm]:  I move the motion.  I have worded this motion in this way because 
the opposition supports much of what the Minister for Health is doing in long-term health management in this 
state, particularly in infrastructure development, except for the closure of Royal Perth Hospital.  Apart from that, 
the opposition supports the recommendations of the Reid report, which deals with the long-term future health 
needs of this state.  However, I am becoming increasingly concerned about some of the issues involving 
immediate health needs in this state, and that is why I have used this wording.  Some of these issues seem to be 
passing the minister by.  One such issue is the positron emission tomography scanner, which I will say more 
about in a moment.  Another concern is the waiting list, and the wait to get onto the waiting list.  I know that the 
clinical services framework that will be released shortly includes statements about addressing the waiting list 
issue, but those statements deal only with the longer term rather than the immediate problem. 
The clinical services framework also does not address, other than in the long term, the overcrowding of our 
public hospitals.  We have talked on many occasions about the occupancy rates of public hospitals running at 
between 95 per cent and 105 per cent.  The chief executive officer of the Department of Health, Neale Fong, has 
stated that occupancy rates need to be in the order of 85 per cent.  On the weekend I was reading a document 
about emergency departments in Australia.  The pressure on emergency departments is not just a Western 
Australian issue; it is an issue Australia wide.  The issue of over-occupancy of hospitals needs to be addressed to 
get rid of waiting lists, queues and blockages in emergency departments.   To achieve that, maximum occupancy 
rates must be no more than 85 per cent.  That is just not happening.  I know that winter beds are being put in, but 
the issue of the supply of hospital beds is not being addressed.  People in the hospital bureaucracy continue to 
state that there are enough beds, that it is not an issue and that only the long-term management needs to be 
looked at.  A hospital in the home program has also been introduced, as the minister knows.  I believe that that 
program will work.  I support a similar program being run through Silver Chain, but that will not fix the 
problems now or in three or six months’ time.  It might address problems in a year or two years.  Similar 
programs were introduced in other states, which made the same sort of assessments as the minister made in 
introducing the program here; namely, that there was a fairly rapid decline in demand in hospitals.  However, 
that just has not happened.  The figures from the other states indicate that the programs in other states have been 
nowhere near as successful as the minister claimed in his press release.  
I return to the issue of the PET scanner.  The minister addressed the issue of the requirement for commonwealth 
support.  I found out about that only recently, and I wrote to the federal minister today asking him to look 
urgently at the funding through Medicare of the SKG Radiology Pty Ltd facility at St John of God Hospital.  As 
the minister knows, that is an old machine that takes more than three hours for each scan.  It can do a maximum 
of four scans a day.  It will not address the waiting list of 409 people.  Something needs to be done with the other 
machine.  That brings me back to the point of addressing immediate needs.  This issue was raised a couple of 
months ago by Sandy Treloar on 6PR.  It was raised with me a month ago and again today by Penny Bladen.  
That waiting list of 409 people did not build up in the past few months.  The machine only opened in 2003, and 
already there is a queue that long.  The minister knows that when the previous government sold AlintaGas in 
2000, $7.5 million was specifically allocated to purchase a new PET scanner for Sir Charles Gairdner Hospital.  
That was in November 2000, and it did not happen because three months later the government lost office.  
However, that $7.5 million was in the budget and available to purchase a new scanner.  That machine was not 
purchased.  I do not know what happened to the money.  The minister said that he did the opening, but I have in 
my notes a press release from the federal health minister of the time in which she was reported to have officially 
opened the same machine.  
Mr J.A. McGinty:  I remember being down there with Kay Patterson at the time.  I think it might have been a 
joint opening, although I am not sure.  
Dr K.D. HAMES:  The point is that the commonwealth government put in around $4 million, which I assume 
was half the cost of the scanner, and the Western Australian government paid the other half.  The federal 
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government provides $400 000 per annum in Medicare funding.  The previous government allocated 
$7.5 million in 2000, but the present government allocated only half that amount in 2003.  I do not know what 
happened to the rest of the money.  It was in the budget, so obviously it has disappeared into the general coffers.  
Now, just two years later, there is a huge waiting list.  The machine in Melbourne at the Peter MacCallum 
Cancer Centre was purchased in the same year.  I do not understand why that centre has a machine and 
technology purchased in 2003 that has a maximum waiting list of 25 patients and waiting time of about a week.  
When Penny Bladen told the staff of the centre about the waiting list of 409 in Western Australia they could not 
believe it.  They said they felt bad when they could not see a patient within 10 days.  That situation did not 
develop overnight.  I do not understand why it was not brought to the attention of the minister months if not 
years ago that the waiting list was accelerating at an unacceptable level and that people were having to wait for 
an unacceptable time. 
Penny pointed out that the minister’s answer was slightly wrong.  She had not had two negative PET scans 
before.  The scans that were negative were a bone scan and a computerised axial tomography scan.  However, 
that is not important.  What is important is that even though she had blood markers showing a possibility of the 
recurrence of a cancer, she had to wait five to six months to have her PET scan.  When she went to Melbourne, 
paying the money for her own airfare and that of her mother and $400 for the scan, she found out that she had 
two secondaries; one in her spine and one in her leg.  That is very serious news.  If she had been able to have the 
scan when it was first suspected that she had cancer, although she might still have contracted a second cancer, 
she could have begun treatment.  Time is of the essence for cancer patients.  They cannot afford to sit back and 
wait because it is thought that there is a low risk of their having cancer, because it may turn out that they do have 
cancer.  Time is extremely important.  That is why the Peter MacCallum Cancer Centre in Melbourne says it 
feels bad if its patients have to wait for 10 days.  A six-month wait is unacceptable. 

I heard the minister’s concerns about receiving Medicare funding and other matters.  We can address those 
issues.  We can see Minister Abbott together and impress upon him the urgent need to provide Medicare funding 
so that these tests can be done free of charge.  We need the latest technology and funding to upgrade the current 
machine and to purchase a new machine.  Finding appropriately trained staff to use the scanner is an issue that 
confronts all states.  However, the Peter MacCallum Cancer Centre and other centres have trained staff.  
Training can be provided for extra staff.  Whatever needs to be done can be done to make sure the state has the 
most effective machine. 

Yesterday I read a press release issued by the member for Fremantle when he was in opposition.  In it he spoke 
about Labor’s plan to improve services to treat cancer patients, which is commendable.  It referred also to the 
provision of $6 million to ensure that cancer research is rapidly applied to clinical practice.  I may not currently 
be speaking about cancer research, but it offers new technology.  A recent edition of an international medical 
journal referred to a cancer conference held in America, at which discussions took place about the combined 
PET-CTC scanner.  It is the latest technology and is the best method available for detecting cancer.  It was said 
that the machine is the best thing since sliced bread.  Money is in the budget, including the $4 million allocated 
for the machine by the previous coalition government.  The minister must address this issue now and ensure that 
the older machine runs much more efficiently.  I do not for one second want to denigrate the people who operate 
that machine.  I know, and everyone who works with cancer patients knows, how tough are the issues that cancer 
patients must address.  I would love the minister to say tomorrow that he will provide $1.6 million to upgrade the 
technology and to seek and train extra staff and that he will allocate additional funding for cancer treatment.  I do 
not know how the minister arrived at the figure of $4.5 million that he gave in response to a question I asked him 
on this subject recently.  I understand that a new scanner would cost between $8 million and $9 million. 

Mr J.A. McGinty:  That is the figure I was given by the Department of Health. 

Dr K.D. HAMES:  The minister will recollect that the previous government allocated $7.5 million for the 
scanner.  The minister attended the opening of the current machine with the federal minister in 2003.  The state 
and federal governments each provided $4 million, which is a total of $8 million.  I believe that is the likely cost 
of a scanner.  The minister must make an announcement that that money will be provided.  The Treasurer has the 
money.  He has the money that was provided by the former coalition government that he is still hanging onto.  
The minister must get that money off the Treasurer and announce that he will do these things.  Many people have 
been campaigning to that end.  I am pleased that the member for Peel brought to the minister’s attention the issue 
of the Penny Bladen.  I had not heard anything about her until I listened to the radio today.  It is not just 
members on this side of the chamber who are chasing the money; it is members on both sides.  More 
importantly, ordinary people, who are in the gallery today, and people who have suffered from cancer have 
initiated this.  This matter was initiated not by the opposition but by patients who have asked us to help them by 
trying our best to get something done. 
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I get back to the point of the motion.  It is not about the PET scanner only; it is about the PET scanner and Botox 
funding.  I am aware that the minister has promised to fund that treatment also.  Why has funding not been given 
to that before?  These day-to-day issues - the long waiting lists, the overcrowding of our hospitals and funding of 
important medical treatments such as those about which I have spoken - are passing the minister by while he 
focuses his attention on the Fiona Stanley hospital, which will open in 2012.  The minister is focused also on the 
closure of the Royal Perth Hospital, which we so strongly oppose.  The minister is concerned about the longer-
term issues that will address future needs.  Although they are extremely important, they do not address today’s 
needs.  If the minister does not focus on those day-to-day needs, he will be confronted with my bringing the 
stories of patients into this chamber week after week, just as the minister did on a weekly basis when he was in 
opposition. 
Mr J.A. McGinty:  I did that day after day, actually. 
Dr K.D. HAMES:  Day after day the member came to Parliament with patients in tow because they had told 
him that the system was not good enough and that it needed fixing instantly.  If patients come to me, I will take 
them to the minister. 

DR G.G. JACOBS (Roe) [3.05 pm]:  I will outline the urgent action that is required to address the health needs 
of Western Australians.  It will not surprise members that I will talk about the health services in country Western 
Australia.  I believe that the minister may be aware of the audit that was conducted by the South East District 
Health Advisory Council as a requirement of the new Clinical Services Plan 2005.  Two public forums were 
held, of which I attended one.  For members in the chamber who do not know, the district health advisory 
council replaced the country hospital boards under the restructure of country health services, which was 
recommended by the Country Health Services Review.  The DHAC, the Department of Health and general 
practitioners attended this public forum at which a tabletop audit was performed.  I take this opportunity to thank 
Mr Mel Bell, the chairman of the DHAC.  He has done and continues to do a lot of work on this matter.  He was 
able to speak to me this morning about the audit. 
The audit involved formulating a compliance score.  In simple language, a compliance score grades how certain 
parameters stack up compared with the services that are provided.  I will share with members those scores.  This 
morning the Minister for Health responded to my grievance about the issue of mental health services in the bush, 
particularly in my area.  He talked about mental health team practitioners, occasions of service, the range of 
allied mental health practitioners etc.  However, none of those services delivers one minute of extra after-hours 
care for country people.  I suggested - although the joke probably went over members’ heads because I was 
rushed - that urgent mental health issues and illnesses occur, funnily enough, after hours.  The services the 
minister spoke about do not address any of those after-hours needs. 

How does this audit stack up in the area of mental health?  I refer to the community mental health services after-
hours emergency response and specialist mental health practitioners.  That scored two points.  What does a score 
of two mean?  It means it is a miserable score.  A score of zero means no service, and a score of five means that 
the expectations of the community and workers in the health area are being met.  A score of two is miserable.  I 
will inform members of the comments made in the tabletop audit, which are that there are no after-hours services 
for mental health.  The service is provided only on weekdays and only during office hours.  I practised medicine 
for 25 years.  If I provided services only between the hours of 9.00 am and 5.00 pm on weekdays, with no after-
hours or weekend work, how would members and the Deputy Speaker rate my service?  They would rate it very 
poorly, and so too is the service rated in these audits.  The minister can talk about how many bodies are on the 
ground, occasions of service and what has been provided to the mental health service.  However, that is not 
delivering what it needs to deliver; that is, after-hours mental health services.  The specialist drug and alcohol 
services show a break-even result on this audit data.  Specialist drug and alcohol issues are a major problem in 
our community.  Very briefly, this data states - 

The provision of rehabilitation and counseling services are not well coordinated . . .  

I suggest to the minister that urgent action is needed on health services.  I could talk about mammography, dental 
services, ultrasound services and a legion of other services.  However, I do not have time to do that because I 
need to allow time for my colleagues to speak to this motion.  I suggest there are major deficiencies.  We need to 
think outside the metropolitan area and about the country services.  The services that people in those areas pay 
taxes for and deserve should be provided. 

MR B.J. GRYLLS (Merredin - Leader of the National Party) [3.11 pm]:  I will begin by saying that I will 
support this motion.  I thank the member for Dawesville for providing the opportunity for us to debate this 
matter in the Parliament today.  Obviously, it is important that the government take urgent action to address the 
immediate health needs of all Western Australians.  I will take this opportunity to put on the record some of the 
immediate concerns that I have for the regional constituencies that my National Party colleagues and I represent.  
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First, I ask the minister to support Tim Shackleton, who is the wheatbelt representative from the WA Country 
Health Service.  I believe he is doing a wonderful job. 

Mr J.A. McGinty:  I am getting the same feedback, I must say.  I am pleased about it. 

Mr B.J. GRYLLS:  He is doing a far superior job to the people whom he has replaced.  I believe that is a very 
positive move forward.  I congratulate Tim for that.  He is also pushing very strongly the local health advisory 
groups.  We have argued for a long time that the board should have been retained.  We did not win that 
argument.  However, it is imperative that we bring back some local involvement in the decision-making process.  
Constituents are writing to me saying that they do not know what is happening; they cannot get any information 
from the local hospital because it is not allowed to talk about the matter.  Liaison between the local community, 
the WA Country Health Service and the minister’s department is critical.  The framework is set up.  We would 
just like it to be put in place as soon as possible.  I make that point in the short time available. 

The second issue is the patient assisted travel scheme.  Obviously, we have already had a debate in this 
Parliament about fuel prices being above $1.20 a litre.  In the many areas in which my constituents fill the tanks 
of their cars so that they can drive to Perth to keep a medical appointment, the cost is closer to $1.40 a litre.  
PATS was never meant to cover the full cost of travel to Perth.  However, given the current circumstances, I 
believe that the time has come for us to look into that matter so that we can provide some support for those 
people.  We are now past the stage of arguing that every service should be available in the country.  However, if 
those facilities are not available in the country, the only way it will work is if we have a good transport scheme.  
We have talked about trying to use the Prospector on the eastern line and things like that.  If we had a review of 
PATS, I would certainly put my ideas forward and be very happy to help.  To be honest, of all the issues of 
which my office is made aware, PATS is the one of greatest concern.  It is of more concern than many of the 
issues that make it into the Parliament, because it affects many people when they receive their bills. 

Dr K.D. Hames:  I am getting a lot too. 

Mr B.J. GRYLLS:  Yes.  The last issue that I will deal with is the regional bonded scholarships, which I have 
spoken to the minister about before.  Together with the University of Notre Dame Australia, we are in the 
process of putting together the parameters for those scholarships.  I think I have now won support from two 
groups of councils.  Country councils have banded together.  Wyalkatchem and Koorda are one example.  They 
will fund one of these scholarships as soon as the parameters are put together.  The students of the University of 
Notre Dame are putting together the framework for the bonded scholarships.  They mirror slightly the federal 
ones, but obviously the framework is being tailored so that the scholarships are tied to individual councils.  As 
soon as the framework is put together, I will formally write to the minister to ask whether we can get some state 
government support to assist those councils.  At the moment the scholarship will be $24 500 a year for four 
years.  In return, after a student has completed his training, he will serve as a general practitioner in those 
country communities for four years.  We will ask the government to come up with, say, half of that money, so 
there will be $12 000 from the state government and $12 000 from the country shire councils.  That will provide 
a scholarship for the student.  In return we will have a guarantee that, rather than squabble over overseas-trained 
doctors, which is what we do at the moment, Western Australian-trained doctors from Notre Dame University 
will move into the regions.  The minister’s support for that plan when we finally get it on the table will be very 
welcome. 

DR S.C. THOMAS (Capel) [3.16 pm]:  This is a very important matter.  It calls on the government to address 
the health needs of all Western Australians.  We could spend some days on this issue if we got down to too much 
detail.  I would have liked to have had time to discuss some of the more urgent needs across the south west.  Of 
course, a grievance was presented on the services provided to disabled children, and particularly autistic kids, in 
the south west.  The Minister for Health was going to look at this issue to see whether the funding was adequate.  
That was some months ago.  I remind the minister of that issue and suggest that a response should perhaps be 
forthcoming.  

I wish I had time to discuss some of the other issues in the south west.  I acknowledge the effort the minister is 
putting into mental health in the south west region, and in Bunbury in particular.  However, some shortfalls still 
need to be looked at.  In particular, I raise the issue of child and adolescent mental health.  Although there have 
been some improvements in mental health service provision, that area still requires a lot of work.  At the 
moment, teenagers and young children in particular are having breakdowns.  They are generally sedated and sent 
to Perth.  Information has come across my desk that two days later the parents have received a phone call telling 
them to please collect their child.  The support services are not in place at the moment.  There is a great lack in 
that area.   
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Unfortunately, I have four minutes left to try to discuss the health requirements of the entire population of 
Western Australia.  It will be a little difficult.  This matter has been put forward by the member for Dawesville.  
He talked specifically about cancer treatment.  In the remaining three and a half minutes, I will concentrate to 
some degree on oncology.  It is a known fact that the incidence of cancer is on the increase.  That may simply be 
related to the fact that we are living longer; therefore, more cancers will be found.  There is no doubt that the 
number of cancerous tumours will increase.  I do not imagine that there is one person in this chamber who has 
not been touched by cancer in some way, whether it involves the extended family or friends, or even personally.   
Cancer is a leading cause of death.  It accounts for 28.5 per cent of all Australian deaths.  In 2000, 36 750 
Australians died of cancer.  That is about 700 a week across the country.  Interestingly, more males than females 
died of cancer.  Fifty-five per cent of the people diagnosed with cancer were males and 45 per cent were females.  
The increased number of cancer cases is due to population growth and the ageing population.  It could be argued 
that to some degree more cancers are being found.  However, this goes to the heart of the matter raised by the 
member for Dawesville; that is, early detection.  Early detection of tumours is absolutely essential.  I agree with 
the Melbourne doctors.  I would be interested to know how many positron emission tomography scanners there 
are in Melbourne.  That could have an impact on the effectiveness of the service in Melbourne.  I do not have 
that information; I do not know whether the member for Dawesville has it.  However, a 10-day wait to detect a 
tumour is reasonable.  A three to six-month wait to detect a tumour is absolutely appalling.  I strongly believe 
that the only way to defeat these tumours is to remove them.  In many cases the tumour has metastasised, and 
three to six months is enough time for it to have spread around the entire body.  If the diagnosis of cancer is not 
able to be made, lives are put at risk.  There is no doubt that the lives of Western Australian people are being put 
at risk because of the inability to make the diagnosis at the earliest possible time.  That must change.  The 
government must look at the ability to make a diagnosis as quickly as possible. 
The minister is well aware, as we all are, that the cost of health would spiral, thereby making services beyond the 
reach of many people, if every diagnostic procedure that could possibly be done was always done.  I am the first 
to admit that it cannot be open slather.  I recognise that fact.  As the member for Dawesville said, the money was 
made available in 2000 by the previous government.  It is time to move forward and to get a second machine up 
and going.  Time is of the essence.  I have personal stories - I will not have time to give anecdotal evidence - of 
friends who died only three to four months after being diagnosed with cancer.  That scenario is becoming more 
common.  Unfortunately, men tend not to have regular checkups and are often the last people to seek medical 
help, particularly countrymen.  The ability to diagnose metastasis is absolutely vital to patients’ prognosis, 
particularly until we can change the mindset of people who delay seeking treatment.  I will talk about the health 
of other Western Australians some other time.   

MR J.A. McGINTY (Fremantle - Minister for Health) [3.22 pm]:  I am pleased that I am able to respond to 
the matter raised by the member for Dawesville and to acknowledge that, from time to time, we will struggle to 
meet some of the pressures placed on the health system.  The challenge is to prioritise those pressures.  Two 
examples of urgent cases were given today.  The first is botox treatment for children at Princess Margaret 
Hospital for Children, and the second is the cancer sufferers’ access to a positron emission tomography scanner.  
We must reorient funding in the health system to ensure that we meet urgent priorities before we meet the lower-
order ones.   
First, I will deal with the PET scanner issue.  Members will be aware - if not specifically at least in a general 
sense - that PET is cutting-edge imaging technology that allows doctors to obtain images of a patient’s body that 
reveal chemical activity inside human tissue.  In recent months, there has been a growing number of complaints 
from patients about the waiting times for PET scans at Sir Charles Gairdner Hospital and the Western Australian 
PET Cyclotron Service which, as was already indicated during question time, we established some two years 
ago.  Prior to that, patients who would have benefited from a PET scan were flown east because there was no 
PET machine in the Western Australian public health system.  In those two years we have come a long way, to 
the extent that there is now great pressure on the system.  That pressure has built up, particularly in recent 
months.  When the PET scanner was first introduced, it was easy to get an appointment because it was a new 
service and referral patterns had not become entrenched and knowledgable etc.  There is an Australia-wide and 
worldwide shortage of nuclear medicine technologists; therefore, recruitment of such staff is difficult.  There is 
also an increasing demand for PET scans; indeed, there are more than 400 patients on the current waitlist.  
Again, that is an Australia-wide and worldwide trend.  The service at Sir Charles Gairdner Hospital receives 
between 15 and 20 scan referrals a day.  The service currently operates five days a week.  Three nuclear 
medicine technologists are required to staff a 12-hour shift, during which 12 to 13 patients’ scans can be 
completed.  Recruitment efforts began in May this year when one of the three technologists resigned.  In July 
2005, the remaining two staff reduced the daily number of patient scans to between eight and 10 as a result of the 
understaffing and the inability to fill the vacant position.  During the same period, the rollout of a new computer 
system in the department necessitated a reduction in the number of scans completed each day for about one 



Extract from Hansard 
[ASSEMBLY - Thursday, 15 September 2005] 

 p5502d-5511a 
Speaker; Dr Kim Hames; Dr Graham Jacobs; Mr Brendon Grylls; Dr Steve Thomas; Mr Jim McGinty; Dr Janet 

Woollard; Acting Speaker 

 [6] 

week.  That meant that the list grew increasingly during the one-week period.  The service offered at Sir Charles 
Gairdner Hospital is a public service and, therefore, free.  Waiting times vary, based on clinical urgency and 
priority.  There is the option of $650 PET scans at St John of God Private Hospital, through SKG Radiology.   

I refer to the waiting times at the Sir Charles Gairdner Hospital facility.  The clinicians have recommended 
acceptable waitlist times for each of the four categories.  The waitlist time for category 1, which is the most 
urgent category, is between one and two weeks; for category 2 it is between two and three weeks; for category 3 
it is between four and six weeks; and for category 4 it is between two and three months.  The actual wait time, 
unfortunately, with the exception of category 1 which is treated urgently and immediately, is somewhat longer.  
For instance, the actual wait time for category 2, with a recommended wait time of between two to three weeks, 
is one month.  The actual wait time for category 3, with a recommended wait time between four and six week, is 
two months.  The actual wait time for category 4, with a recommended wait time between two and three months, 
is three to four months.  That is not acceptable.  People are waiting too long for that service.   

I mentioned during question time that the commonwealth government has a role to play in this.  The 
commonwealth government has listed 13 indications for PET scans that are rebatable under Medicare.  Of the 
409 people on the waitlist, 214 are rebatable cases in the public system.  The other 195 cases are discretionary; in 
other words, they do not meet the commonwealth guidelines for Medicare funding because of the nature of the 
condition they will be scanned for.  Nearly 50 per cent of cases are not recognised by the commonwealth as 
warranting Medicare funding.  

Dr K.D. Hames:  What will happen to those?   

Mr J.A. McGINTY:  They will still be dealt with.   

Dr K.D. Hames:  Will they be charged?   

Mr J.A. McGINTY:  No, but the commonwealth does not play its role.   

Dr K.D. Hames:  I bet they’re not cancer patients.   

Mr J.A. McGINTY:  Yes, they are.  The 13 approved commonwealth Medicare indications for PET are based 
on data from the commonwealth PET review, which dates back to 2000.  In the past five years, more data has 
emerged resulting in PET being used worldwide for many more indications.  I will come back to that issue.  In 
many instances, cancer cases that should be recognised by the commonwealth are not being recognised.   

Dr K.D. Hames:  We must do those procedures now, so that if there is an issue we can address it.  Even though 
we are one technician short, 15 scans a day is still behind the rate of referrals.  How long has this been going on?  
How long was the waiting list before the technician left?   

Mr J.A. McGINTY:  Last year I made the point that it was relatively easy to get an appointment in the first year 
of operation.  This problem has evolved with time, and it has peaked in recent months.  As the member for 
Dawesville knows, the capital works required to install a PET machine are significant.  That is why his 
government could not simply purchase one off the shelf and place it in a hospital.  Other associated capital works 
take time.  It took 12 months to install the magnetic resonance imaging machine at Fremantle Hospital, and that 
was done quickly.  

Dr K.D. Hames:  Another one hasn’t been ordered or booked.  If the government is to get another machine, it 
needs to book it now.   

Mr J.A. McGINTY:  If we upgraded the existing PET technology by changing the software at a cost of 
approximately $1.65 million, that would increase the department’s capacity to complete 20 scans during an 
eight-hour day, which would almost double the capacity.  The positron emission tomography CT upgrade has 
been placed on Sir Charles Gairdner Hospital’s equipment list.  It is one of the more urgent items of equipment 
for consideration.  The hospital is considering not just this upgrade to a PET CT but also the funding of an 
additional machine so that the service is equipped with two PET machines - one PET CT and one PET machine.   

Dr K.D. Hames:  You need to do more than that.  I know how the system works.  The hospital puts an item on 
its equipment list where it stays with all the other equipment decisions.  The hospital gets a certain amount of 
funding in April, May or June, or whenever those decisions are made, and it is considered in the context of all 
the other things.  The government needs to allocate $1.6 million now so that the hospital can purchase it.  
Funding of $7.5 million was allocated by the coalition government in the budget.   

Mr J.A. McGINTY:  We can refer to the member for Dawesville’s time in government, but the bottom line is 
that the coalition did not purchase it.  I do not want to get into a slanging match; that was four and a half years 
ago and is ancient history.  This government purchased the machine - 
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Dr K.D. Hames:  We allocated the money in November -  

Mr J.A. McGINTY:  But the coalition government could not do it.  We should leave that point.   

The question is: how do we handle the problem today?  I am told that the cost of the second machine is just in 
excess of $4.5 million.  We are giving consideration to two elements of capital works.  As the member for 
Dawesville will know far better than I do, if we approved the purchase of the hundreds, if not thousands, of 
thoroughly worthwhile new technologies and procedures that are available, the health service would go broke.  
Proper assessment must be undertaken.  It is two years since the PET scan was first installed, and we must now 
obviously bring a sense of urgency to determining the capital requirements for upgrading the existing machine 
and possibly purchasing a new one.  

As I said during question time, a new technologist has been appointed.  He began work in early September.  That 
has increased the throughput back to the initial 12 to 13 scans a day, although no headway is being made on new 
referrals on the waitlist. 

Dr K.D. Hames:  You are still losing ground.  

Mr J.A. McGINTY:  Sure; and that is not good enough.  I have indicated that the use of the PET machine in 
WA is based on a clinical priority system devised by the local clinicians and not on commonwealth Medicare 
rebatable indications.  

Dr K.D. Hames:  It shows that doctors are not infallible.  The issue with cancer is that sometimes people do not 
know they have it so scans are needed to see whether they do.  When doctors know a patient has cancer they put 
that patient on the high-priority list.  

Mr J.A. McGINTY:  Not necessarily.  

Dr K.D. Hames:  They might not need one, but Penny Bladen, for example, who showed indications that she 
might have a recurrence, somehow ended up a category 4.  The fact that she developed two secondary cancers 
proves that that system is fallible.  

Mr J.A. McGINTY:  In answer to the member’s earlier question, the main priority 1 cases, based on clinical 
need, that are not recognised by the commonwealth for approved commonwealth Medicare indicators - ACMI - 
are melanoma, lung cancer and pancreatic cancer.  The commonwealth criteria were drawn up five years ago.  In 
WA those diseases are given top priority for scans.  I am sure everyone will agree that they should be prioritised 
for the PET scanner, but it is not recognised by the commonwealth.  The first criticism I made of the 
commonwealth was that its criteria are out of date and should be made current.  For the 2004-05 financial year, 
66 per cent of all scans done at Sir Charles Gairdner Hospital were Medicare rebatable and 34 per cent were non-
rebatable.  By contrast, the Peter MacCallum Cancer Centre in Melbourne receives a 55 per cent Medicare rebate 
or 45 per cent non-ACMI.   

Dr S.C. Thomas:  That might relate to how many other PET scanners are available.   

Mr J.A. McGINTY:  The commonwealth has licensed only nine in the whole of Australia, and the one at Sir 
Charles Gairdner Hospital is the only machine licensed in Western Australia.   

Dr S.C. Thomas:  Are there two in Melbourne?   

Mr J.A. McGINTY:  I am sure there are. 

Dr S.C. Thomas:  Those figures might relate to the balance between the other side as well.  

Mr J.A. McGINTY:  Yes.  I am very keen to take up the member for Dawesville’s offer of a joint approach to 
Tony Abbott on this question.  I have found him very amenable to any reasonable proposition.  There are two 
issues.  Firstly, the government is keen to partner with the private sector.  If we can gain access to the St John of 
God or SKG PET scanner for public patients, with the commonwealth playing its role and providing Medicare 
rebates, that older, slower and less accurate machine is perfectly okay for, I think, about 15 per cent of patients 
who require PET scans.  We can refer people to SKG for their scans.  We would like to do that, and if the 
commonwealth comes to the party it can be done very quickly to ensure that that facility is used.  

Dr K.D. Hames:  If we are going to get commonwealth funding for another scanner, I would prefer we 
purchased a second scanner and got funding for that so that both machines at the cancer centre can be used.  

Mr J.A. McGINTY:  We are singing from the same hymn book; that is my view and I would like that to 
happen.  There are two reasons the commonwealth is not at the forefront of this debate.  Firstly, it is not prepared 
to provide a Medicare rebate for people using the private scanner, when the state would happily refer them there 
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if that funding was available.  Secondly, its criteria for Medicare rebates are five years out of date and totally 
inappropriate.  Some more urgent action by Tony Abbott would be appreciated.   

The really important question is: what will we do about it?  The clinical guidelines for PET scanning are being 
reviewed to ensure that an up-to-date, robust clinical prioritisation process is implemented.  That will happen in 
the very short-term.  This will mean that all the Medicare rebatable patients and non-Medicare rebatable patients 
will be prioritised according to clinical urgency and evidence.  Secondly, it is proposed to remove from the 
waiting list patients who have inappropriate indicators; that is, when there is no justification for a PET scan.  
Someone might have been referred because the doctor thought it was a good idea, without any clinical 
justification.   

Dr S.C. Thomas:  Who would judge that?   

Dr K.D. Hames:  GPs do not refer them for PET scans. 

Mr J.A. McGINTY:  I am not sure who does the referrals.   

Dr K.D. Hames:  GPs cannot refer patients for MRI scans, so I’m sure they cannot refer them for a PET scan.  
Specialists will be saying a PET scan is needed.  I wonder whether Penny Bladen was told she did not need it.   

Mr J.A. McGINTY:  I will not discuss her case.  I gather from the information I have that inappropriate 
referrals are being put on the waiting list simply because they have been referred.  A more rigorous clinical 
assessment of the need for a PET scan is required in those cases.  We will increase the throughput from 12 to 14 
PET scans each weekday.  PET lists will be introduced for two out of three Saturdays.  The third Saturday is 
required for cyclotron preventive maintenance.  We hope that will be introduced by 1 October, which is only two 
weeks away.  Sixty per cent of rebatable cases equates to 10 cases each Saturday; that is, an extra 340 extra cases 
a year.  That is an increase of 13 per cent output based on the current 2 700 PET scans a year.  The cost to the 
health system will be approximately $2 000 a Saturday, or $68 000 a year in extra funding.  The waiting list will 
be reduced but not eliminated, especially given that demand for PET scans is increasing.  The extended hours 
initiative will also help to alleviate pressure on urgent cases, but we need to do more than that.  This is where the 
question of partnership with the private sector is raised.  Some non-Medicare rebatable patients can be moved to 
the non-licensed PET scanner at SKG Radiology.  The Department of Health estimates that of the current 
waiting list, 50 per cent of patients might be suitable to access the private camera, but their cases would need to 
be individually checked with the referring doctor.  The SKG PET camera is an older machine - it is at least seven 
or eight years old, compared with the Sir Charles Gairdner Hospital camera, which is three years old.  The SKG 
machine uses older and slower technology.  It takes between 60 and 90 minutes to perform one study, compared 
with between 30 and 45 minutes for the Sir Charles Gairdner Hospital scanner.   

Dr K.D. Hames:  It takes three hours altogether.   

Mr J.A. McGINTY:  I heard that on the radio this morning. 

Dr K.D. Hames:  Patients must first be prepared and receive an injection.   

Mr J.A. McGINTY:  I provided the time actually under the camera. 

Dr K.D. Hames:  Yes; they spend that amount of time under the camera but three hours for the total procedure.   

Mr J.A. McGINTY:  The private camera is not as good as the public camera; it is less sensitive and has a 
resolution that picks up lesions down to one centimetre compared with the Sir Charles Gairdner Hospital camera, 
which has a resolution limit of five to six millimetres.  Frankly, this is the main reason that clinicians have been 
reluctant to use the private SKG machine.  If they are interested in assessing a small lesion, they would rather 
use the machine at Sir Charles Gairdner Hospital, which has better resolution and, therefore, less chance of 
missing anything.  Again, that is quite understandable and is the reason that only a small proportion of these 
patients would be able to access the old, private camera.  That is not to say that the private camera does not serve 
a useful purpose in appropriate cases.   

I have been talking about short to medium-term solutions to this issue.  The long-term solution is to upgrade the 
existing PET machine to a combined positron emission tomography computed tomography machine at an 
approximate cost of $1.65 million, or to purchase a new PET CT machine and retain the current PET machine so 
that the service could be equipped with two PET machines at a cost in excess of $4.5 million.  In addition, there 
would be a requirement for additional capital works, which can be quite extensive with provisions of this nature.  
There would also be staffing issues, with additional staff being required.  The upgrading of the current machine 
to a PET CT scanner would allow for a further eight to 10 cases to be dealt with each day, whereas a second PET 
machine would allow for an additional 15 to 20 cases to be imaged a day, amounting to an additional 25 to 30 
cases a day with two cameras, or between 5 000 and 7 500 cases a year based on a five-day week.  An upgrade 
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of the machine to a PET CT scan would help address the waiting list, but two cameras would be needed to 
address the waiting list in the long-term.  All these matters are under active consideration.  I know that decisions 
such as this should always be made yesterday, but this is something that is receiving active consideration.  I hope 
it can be resolved in the very near future.   

Dr K.D. Hames:  The ideal solution would be for you to consider a new machine through the hospital capital 
works budget.  What you should do is to go away - it is afternoon teatime - and have a cup of coffee with the 
Treasurer and say that you want to announce tomorrow that $1.6 million will be spent over the next two or three 
months or however long it takes to have that new technology installed.  That is what is desperately and urgently 
needed.   

Mr J.A. McGINTY:  Life is always far simpler in opposition.  I wish it were that straightforward.   

In the few minutes that remain I will move on to the broader questions facing the health system.  The complaint 
that has essentially been raised by the member for Dawesville is that the government has its eyes fixed on the 
light at the end of the tunnel, although that is not the phrase he used, or the prize of the ultimate reform of the 
health system.  That is true, but it is not all that the government is doing.  For the first time in the history of 
health care in Western Australia there is a plan that will radically reform all aspects of health care delivery.  The 
most noticeable is the proposal to rebuild the public hospital system in Western Australia.  For the first time, 
there will be a proper distribution of hospitals where people live.  People south of the river, who have 
traditionally been neglected, will have the new Fiona Stanley hospital, which will be the flagship of the public 
health care system in Western Australia.  This hospital will initially have 600 beds, building up to 1 000 beds in 
10 years.  The function of Fremantle Hospital will radically change as its tertiary functions are shifted to the 
Fiona Stanley hospital along with the tertiary functions of Royal Perth Hospital.  The four general hospitals 
south of the river, which are referred to as secondary hospitals, will be significantly upgraded in terms of the 
number of beds, equipment, staffing and medical specialties, and will feed into the tertiary hospitals.  
Rockingham-Kwinana District Hospital will go from having approximately 80 beds to 200-plus beds.  That has 
already substantially occurred at Armadale-Kelmscott Memorial Hospital with the purchase of Galliers Private 
Hospital and Specialist Centre.  It will be a 300-bed general hospital serving people in the south eastern corridor.  
Moving to the north of the river, the proposal is that Royal Perth Hospital, having relocated its tertiary functions 
to the Fiona Stanley hospital, will transfer the balance of its functions to either the Fiona Stanley hospital or Sir 
Charles Gairdner Hospital.  Sir Charles Gairdner Hospital will be built up as the northern tertiary hospital.  In the 
north, both Joondalup Health Campus and Swan District Hospital will see dramatic increases in the number of 
beds, staff and services to meet the needs of people in the north western and north eastern suburbs.  It will be a 
dramatic rebuilding of the public hospital system and various other components, such as the rehabilitation centre 
at Shenton Park and Princess Margaret Hospital for Children.  That will all be revealed in the not-too-distant 
future.   

Dr J.M. Woollard:  Mental health?   

Mr J.A. McGINTY:  We announced last year that mental health needs were too urgent to wait for the big plan.  
The government allocated $173 million to increase the number of both secure and unsecured inpatient beds; to 
provide extra beds in emergency departments that are isolated from the rest of the emergency department to treat 
people with mental health conditions, who can sometimes be disruptive to the functioning of emergency 
departments; and to community-based services, particularly accommodation, which is the most basic need for a 
lot of people with mental illnesses so that they are kept well in a supported environment.  That is occurring 
across the length and bread of the state.   

Several members spoke about country health.  The six major country centres in Western Australia will receive a 
dramatic upgrade of their hospital facilities to regional resource centre status.  The first of those - the brand new 
hospital in Geraldton - is almost finished.  As members are aware, Port Hedland is on the books, and a brand-
new hospital will be built at South Hedland.  Port Hedland Regional Hospital is one of the worst hospitals in the 
state.  That work is desperately needed.  The same will occur in Broome to cater for not only Aboriginal 
communities but also general population growth in the Kimberley.  Kalgoorlie, Albany and Bunbury are the 
other major centres.  Bunbury has a substantially new hospital, but there will be further upgrades to it.  There 
will be massive investment in those major regional centres, as recommended by the Reid report.   

It is not just the rebuilding of the hospitals that is important.  My prediction is that I will be able to look at the 
health system in Western Australia in 10 years and notice that two things are radically different from what they 
are now.  The first will be the restructuring of the hospitals, as I have described.  I am delighted with the degree 
of stakeholder buy-in to that process.  The second thing will be the growing emphasis, which the member for 
Dawesville referred to, of community-based and ambulatory care, provided through either the health system 
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through organisations such as Silver Chain, particularly for chronic disease management, which takes up so 
much of our acute hospital resources -  

Dr K.D. Hames interjected. 

Mr J.A. McGINTY:  The two things we will notice as being different in 10 years is the rebuilding of the 
hospitals and the emphasis on community-based and ambulatory care to take pressure off the hospital system and 
deal with emerging problems.  That is what I expect to see.   

In the meantime, we have not forgotten the issues of today.  I will give a few examples.  Organ donation is 
crucial to the quality of life of many people and saves the lives of others.  The rate of organ donation has doubled 
through specific government initiatives over the past few years.  I would happily talk about that at greater length, 
but time, as the member rightly pointed out, is short.  We have established the general practitioner after-hour 
clinics in association with the hospital emergency departments.  These clinics have seen 25 000 patients, and the 
initiative is less than 12 months old.  Emergency departments this winter operated very well.  Crisis after crisis 
occurred in emergency departments three or four year ago, but we have opened new beds and are dealing with 
emergency department issues.  One will always have days of unexpected high demand. 

Dr K.D. Hames:  It’s still 95 or 105 per cent capacity. 

Mr J.A. McGINTY:  There was a 12 per cent increase at the peak of winter this year in the number of people 
presenting at emergency departments.  That is tens of thousands of extra people fronting up, and the departments 
handled the situation superbly well.  The measure of ambulance diversion in our emergency department was that 
we had two occasions of triple diversion so far this year, as compared to something like 20 diversions last year, 
and we do not expect any more in the balance of this year.   

The dental waitlist is down from an all-time high of 26 000 patients to 13 000; that is, it has been halved in the 
past 12 to 18 months.  Elective surgery waiting lists are at their lowest level they have been in the history of this 
state.  We are looking after things as they currently stand. 

DR J.M. WOOLLARD (Alfred Cove) [4.51 pm]:  The motion before the house calls on the Gallop government 
to take urgent action to address the immediate health needs of all Western Australians.  Members have addressed 
issues very well on the needs of patients who require treatment for various cancers.  Some reference was made to 
mental health services.  The minister in his response said that the government is addressing the area, which is 
recognised as important.  He said that is why funding was put into that area last year in both the acute setting of 
hospitals and the community setting.  The funding may have been provided last year, minister, and I do not know 
about the minister’s office, but my office still receives many complaints about a lack of services for patients with 
mental illness.  I receive many complaints that patients are sent out into the community.  If they manage to get 
into hospitals, they are there for a short time.  The demand is so great on the mental health beds in the acute care 
setting that patients are soon sent back out into the community, but resources are not available in the community.  
Therefore, family and friends are the de facto mental health services. 

Mr J.A. McGinty:  That’s right.  Community services have come in, but a lot of the capital works for beds and 
community accommodation have not come in yet - it has not been built yet.  That is right. 

Dr J.M. WOOLLARD:  The minister must realise that a major problem exists for patients with mental 
illnesses.  As I have pointed out in this house before, 20 per cent of the 57 members of this house - probably the 
number sitting in the chamber now - will suffer from mental illness at some time in the future, if not now. 

As cancer was debated today, I take the minister back to the debate on the Tobacco Products Control Bill of a 
few weeks ago.  Tobacco is one of the leading causes of cancer.  During that debate, the minister stated that the 
government had reached a compromise to allow Burswood to permit smoking in the new high-roller facility on 
the site of the former Windows restaurant.  That decision flies in the face of research and the claim that this is a 
responsible government.  I know that the decision was not the minister’s alone - it was made by cabinet.  
Different people I have discussed this matter with state that the minister was a good advocate for the cessation of 
smoking areas in all workplaces, including the Burswood casino. 

Mr J.A. McGinty:  You’re not telling me that I got rolled by cabinet, are you? 

Dr J.M. WOOLLARD:  That is what I have heard.  I am rather hoping that that is true, minister.  If not, it 
lowers my estimation of the minister.  The workers who will be exposed to passive smoke at the casino are 
members of the minister’s former union - these are the very people who helped to get the minister into 
Parliament.  I believe the minister would do his very best to help those people.  That is why it is a great shame 
that the minister probably was rolled by cabinet.  It is not too late for the minister to go back and lobby his 
cabinet colleagues.  
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Point of Order 

Dr K.D. HAMES:  The minister read from a number of fairly official-looking documents during his speech.  If 
so, I ask that they be tabled. 

Mr J.A. McGinty:  There was one main document that was of any significance.  I will make it available -  

The ACTING SPEAKER (Mr P.B. Watson):  Minister for Health, I will make a decision on this matter! 

Mr J.A. McGinty:  I’m getting rolled by the backbench now! 

The ACTING SPEAKER:  Requests for tabling of documents must be made at the time the minister concluded 
his speech.  

Debate Resumed 

Question put and negatived.  
 


