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SURGERY WAITLIST PROCEDURES 
Matter of Public Interest 

THE ACTING SPEAKER (Mr P.B. Watson):  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 has calls on the government to totally revamp its surgery waitlist procedures as a matter 
of urgency as the current system is failing Western Australians. 

If sufficient members agree to this motion, I will allow it. 

[At least five members rose in their places.] 

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

DR K.D. HAMES (Dawesville) [3.06 pm]:  I move the motion.  I think I have worded this motion very 
carefully. 

Mr J.A. McGinty:  I don’t think you did, actually.  What about the word “has”, the fourth word in?  I think it’s 
grammatically incorrect. 

Dr K.D. HAMES:  I am talking about the wording of the motion at the moment.  There is a typographical error 
that escaped my notice.  I have worded this motion in such a way as to not do what normally happens with 
matters of public interest - attack the government of the day and therefore force it to defend itself and thereafter 
amend the motion to say what a wonderful job it is doing.  I suspect that that may well be what it will do 
anyway.  There needs to be a major change in the waitlist system.  I hope to convince the Minister for Health in 
the 20 minutes during which I will be speaking that there is a need to change it.  This was initiated by the 
statement that the minister put out entitled “Elective Surgery Waitlist Report - September 2006”.  The minister 
responded to a dorothy dixer on it last month, saying how wonderful the waitlist figures are, how they were 
going down and how the waitlist figures for under 30 days and under 500 days were improving.  I have carried 
out a detailed assessment of the report with the support and cooperation of some of the minister’s staff.  Its 
content is all smoke and mirrors.  I will go through that report and explain how that is the case.   

I know that the minister will get up in his defence and say how terrible the figures were when we were in 
government and quote the figures on the waitlists during those years, as he has done in previous debates.  He will 
go on to say how much better they are now.  The reality is that they are not better than they were.  The minister 
said that they were getting to 21 000.  I have seen only waitlist figures of 18 000.  There were a lot of patients on 
that list who did not need surgery.  The Central Wait List Bureau was created in order to get all those people off 
that list who should not be there and provide better coordination between the various public hospitals to properly 
manage that waitlist.  When we lost government in 2001, the figures had started coming down.  I think they were 
still 17 000 or 18 000 at that time.  In September they came down to 15 800.  As the minister knows - I have 
been through these figures with him before - we got those figures down when we were in government by taking 
all the people off the list who should not have been there.  I was advised by people to look at what the 
government has done to get people off the list.  Fewer patients were operated on in some of those years.  In 2002, 
37 000 operations were performed, which was the highest amount in any one year.  Currently, the number is 
36 000 operations.  There are fewer operations in a year than there were then, and yet the waitlist figures have 
come down.  The reality is that many people on the list did not need to be on it.  I submit that the patients on the 
waitlist when the list numbered 20 000 are the same as those who are on the waitlist now.  Those who have been 
taken off the list are those who did not need surgery for various reasons.  I have previously outlined in this house 
the reasons that people were taken off the list without having had surgery.  Patients were taken off the list for 
various reasons.  Those reasons include a patient having a heart attack, a patient no longer wanting the 
procedure, a patient being non-contactable, the procedure no longer being performed and the type of surgery no 
longer being appropriate.  Those are the other reasons that people have been take off the waitlist, and that has 
contributed to reducing the waitlist to its current level.  The latest report published on the Minister for Health’s 
web site lists the positives of what is being done.  I do not deny the positives.  The positives are that the 
government has targeted those who have been waiting for more than 500 days.  There has been a significant 
reduction in that category.  The government has also targeted those supposedly waiting for fewer than 30 days 
who are waiting longer than the required time.  That figure has also come down.  The minister knows that the 
reduction in those figures is not a result of those patients waiting less time.  Rather, some people are not put on 
the list until they have been given a booking date.  Patients used to go on the list when they saw a surgeon.  Now 
there is a delay of one or two weeks; it is only after they get a booking time that they go on the list.  Those 
figures are slightly distorted.  Nevertheless, they are coming down.   
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After looking at the figures, one might think that the hospitals are doing more surgery and that the waitlist is 
coming down.  However, that is not the case.  The hospitals are not doing more surgery.  Each month for the past 
three months there has been less surgery.  Compared with last year’s figures, there were 29 fewer patients in 
July, 83 fewer patients in August and 59 fewer patients in September.  That is a comparison of figures outlined 
in the government’s chart.  Compared with last year’s figures, there was less surgery last year than in 2002.  I 
have those figures with me if the Minister for Health wants to see them.  I am not attacking the minister over 
what has happened.  My point is that, given that less surgery is being done, how are the figures coming down?  
The figures are coming down because the government quite rightly is targeting the key areas that must be 
targeted.  The government is targeting those who have waited longer than 500 days - they have been on the 
waitlist for nearly two years - and those who belong in the semi-urgent category, which is category 1.  They need 
surgery within 30 days.  Those groups have been targeted.   

Who is being affected, because the change has to be felt somewhere?  The waiting time for category 2 patients 
has increased slightly.  The minister’s figures do not show two areas of people.  The first is category 3, which is 
those who are waiting less than a year.  They are not urgent patients.  They are listed as category 3 and are 
waiting less than a year.  On average they were having their operations within seven to eight months.  Now they 
are having surgery within 10, 11 or 12 months.  They are still having surgery in less than a year, so they do not 
show up in the figures.  Those who are waiting for longer than a year, but less than 500 days, are also having to 
wait longer.  They have to because if we help Peter, we have to rob from Paul.  We cannot have less surgery and 
a reduced list without somebody in the system suffering.   

The minister is aware that I have highlighted to the public a number of cases of patients who have had to wait for 
their surgery.  I have not highlighted with the media all the cases that have been brought to me.  Rather, I have 
dealt directly with the department’s senior staff, who have been very good.  I highlighted the case of Darren 
Revell with the media.  He has a hernia and has waited a year for abdominal surgery.  He will now be operated 
on in December.  That is great news for him.  His wife is due to have a baby in five weeks.  Three weeks later - 
after his wife has had time to recover from giving birth - Darren will have his surgery.  I did not highlight the 
case of Mr Gary Aitken with the media.  He has had multiple abdominal operations and has waited even longer.  
He too will be operated on in December.  The third case is of a lady in her thirties - she does not want her name 
to be revealed - who lost her ear drum and who saw a specialist at Royal Perth Hospital.  She has been waiting 
three years for surgery.  As soon as she told me that, I knew that there had been a mistake.  She thought she was 
on the waiting list, but she was not.  She saw the specialist and was told that she needed to go on the waiting list.  
She thought that she was put on the list.  However, through some error in the hospital system she was not.  She is 
having her operation in November.  The hospital looked at her case, saw that an error had been made and fixed 
the situation.  The fact that these cases exist proves that the system is not working.   

The reason I am highlighting this issue today is an article that appeared in the Sunday Times about better 
hospitals in Romania.   

Mr J.A. McGinty:  That was shameful.  

Dr K.D. HAMES:  I can go on only what the reporter discovered.  

Mr J.J.M. Bowler:  You’ve done about as much research as the reporter.   

Dr K.D. HAMES:  The reporter got his story from the surgeon.  The only thing I did was to make a brief 
comment.  The reporter wrote the story and the Sunday Times published it, so do not come at me for that.  The 
article reads -  

Ear, nose and throat surgeon specialist Jayson Oates said he was shocked by the revelations of a 
Filipino surgeon at a recent medical conference.  

“He was complaining about how they work hard in Third World conditions and sometimes patients 
have to wait as long as six months to have routine surgery . . .  

“He couldn’t believe that we have patients that wait three to four years for surgery.  We were both left 
wondering who had a Third World health care system.   

The article continues -  

He said that in WA public hospitals there were 4000 ear, nose and throat patients waiting for operations 
. . .  

Patients frequently waited more than three years from their GP’s referral to their operation . . .  

The article also states -  
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He said the public system under used him.  For two years he had only 13 surgery sessions a year, but he 
was scheduled and paid to operate once a week.  

When he did operate, he started at 1.30pm and had to finish at 3pm because Royal Perth Hospital did 
not have enough beds for post-operative surgery patients. 

I refer now to what the public thinks about the waiting list.  The government’s own survey included the extent to 
which the waiting list for elective surgery is considered a problem.  Three per cent of those surveyed thought that 
there was no problem, two per cent thought that there was a minor problem and three per cent were neutral.  The 
public was asked to categorise the problem as a four, five, six or seven, with one being not a problem.  Seventy-
nine per cent thought that there was a significant problem, with 38 per cent of them indicating that there was a 
major problem in our health system.  There is a major problem.  As the minister is aware, approximately 42 000 
Western Australians are waiting for surgery.  As indicated by the department’s own figures, a year ago 31 000 
people were waiting to see a surgeon.  That figure went down in May this year to 24 812.  It has now increased 
to 26 000.  If we add to that the 15 811 people on the current list, approximately 42 000 people are waiting to 
have surgery.  One hundred and fifty-five people are waiting for hip replacements and 405 people are waiting for 
knee replacements.  In answer to a question I asked on 11 November last year, the minister revealed that patients 
with hip and knee problems had to wait 20 months before they could see a doctor at Royal Perth Hospital.  They 
then had to wait whatever time after that to have surgery.  Less surgery is being done.  There has been a big 
increase in the ambulatory initiative.  Once again, I commend the government on its ambulatory initiative.  It is 
great; it is working well.  However, if the minister thinks that there is less surgery altogether, about 200 extra 
surgical cases each month are having ambulatory surgery.  That means that the total number of patients having 
multi-day surgery has decreased by 200 or more.  Therefore, between 200 and 300 fewer people are having 
multi-day surgery.  Twenty-six thousand hip or knee replacement patients are waiting for up to 18 months, even 
two years - 20 months by the government’s figures - before seeing a doctor, and then they are waiting 18 months 
to two years to have surgery.  That is a huge list.   

The minister announced the targets the other day and indicated that by the middle of next year those figures 
would come down.  They will not come down under the current arrangements because the hospitals are not 
increasing the amount of surgery they are doing.  A list of different approaches is required to improve waiting 
times.  The minister should sit down with health people as a group and engage them in finding a better way of 
managing a system that is clearly not working.  The health service is robbing Peter to pay Paul.  It is addressing 
the squeaky wheel but not the ever-increasing long terms that patients are waiting for their surgery.   

I refer to a study on the Boston Medical Center undertaken by Mr Eugene Litvak, a Russian who is now a 
specialist in America.  I am not saying that the situation at the Boston Medical Center applies to the health 
service in Western Australia because, frankly, I do not know whether it does.  The issues he raised may have 
already been addressed.  This article is one example of a hospital looking outside its existing arrangements to see 
what could be done.  It is entitled “Unsnarling Traffic Jams in the O.R.” - that is, emergency departments.  This 
study was done on the problem of bypasses and waiting times in emergency departments at the Boston Medical 
Center.  I am happy to give the minister a copy of this study afterwards.  The article reads in part -  

Hospitals have long offered surgeons a precious perk: scheduling the bulk of their elective surgeries in 
the middle of the week so they can attend conferences, teach medical students - 

Presumably they want to also attend their own private practices - 

But a growing number of hospitals are starting to challenge the practice, which safety and efficiency 
experts say is one of the biggest impediments to a smooth-running hospital.  It jams up operating rooms 
and overloads nurses at peak times.  When last-minute surgeries pile up over the Tuesday-through-
Thursday stretch, as they inevitably do, surgeons scramble to handle urgent cases -- and patients 
scheduled for elective surgeries get bumped for hours and even days.  

The period in this state is often months - 

For patients, hospitals’ efforts to spread out surgeries throughout the week means fewer cancelled 
elective procedures, fewer delays for emergency surgery -- and better overall safety and care.  Nurses 
are less likely to be burned out from back-to-back procedures and overtime.   

At the Boston Medical Centre, a leading trauma facility in New England, delays and cancellations of 
elective surgeries were nearly eliminated after surgeons agreed to stop block scheduling and dedicate 
one operating room for urgent or emergency cases.  There were just three cancellations in the April-
September 2004 period, compared with 334 cancellations in the year-earlier period.   
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“For years people have blamed the emergency room for overcrowding, but it’s really a matter of how 
the entire organization is managed,” says Denis O’Leary, president of the Joint Commission of 
Accreditation of Health Care Organizations, which accredits 4,500 hospitals accounting for 95% of all 
inpatient admissions.   

The commission has begun requiring hospitals to develop strategies to ease “patient congestion.”  That 
means smoothing out surgery schedules . . .   

. . .  Institutions that have adopted the programs can increase the number of surgeries 
performed by 10% or more, move patients through the emergency room faster . . .  Ambulance 
diversions . . . to other hospitals can be cut by 40% . . .  

A key section of the report written by Susan Dentzer, one of the leading medical staff, states - 

Surgical bumps also plummeted, falling from 334 . . . to just three . . . The changes also saved money -- 
and improved nursing morale -- by sharply reducing costly nursing overtime in the beleaguered step-
down unit.  

Janet Gorman said - 

You look back and say, “Why did we ever live with it?”  I mean it was such an easy thing to fix, why 
didn’t we think of fixing it before?  I think in medicine we don’t look at the obvious, and Dr Litvak 
made us look at the obvious, and it’s much better.  

I included that last sentence, not to suggest that Western Australia might not be doing things differently from 
that, but to say that sometimes we do not consider implementing different systems within the health system.  I 
am reminded of the process involved when, as a general practitioner, I referred to a specialist orthopaedic 
patients who I thought needed a hip replacement.  It was a cumbersome and difficult process when I was a GP, 
and it still is.  Patients must wait because they cannot see a specialist privately.  If the private specialist says that 
the patient needs a hip or knee replacement but that he does not operate at one of the major hospitals, the patient 
must wait to see a specialist at one of the major hospitals.  However, that specialist will be so overloaded with 
patients that he will not see the patient for a year and a half.  After seeing the patient, that specialist will then put 
the patient on the waiting list because he agrees with the other specialist, so the patient waits another year and a 
half.  There must be a better system of streamlining those patients.  I believe the technology is available that can 
allow that process to be done much better.  The minister will recall when the urologists at Sir Charles Gairdner 
Hospital threatened to stop operating on people because hospital staff were getting extremely frustrated at telling 
patients that they had to wait lengthy periods because the waiting lists were blowing out beyond the time that the 
specialists could ever do the operations.  The brother of one of our own staff here, who is in his 40s I think, was 
on the waitlist for a stent procedure.  Although he was being plagued by angina attacks and could have dropped 
dead any day, he was unable to be accommodated with day surgery for a simple stent procedure.  He had to wait 
around and go back to work.  Each time that his condition worsened, he was admitted to an emergency 
department and booked for an urgent procedure.  However, when he improved over a day or two, his case was no 
longer considered to be urgent so he went back on the category 1 list - 30 days - and was sent home again.  I 
think that happened two or three times before the minister intervened and his surgery was done.  That is the 
scenario in case after case.  Many people are on this system.  The minister will defend himself by referring to the 
change in numbers and by saying that procedures are in place.  However, the reality is that he needs to look at 
changing the system with a major revamp.  Everyone needs to put their heads together in search of a system that 
works better than the present system.   

MR J.A. McGINTY (Fremantle - Minister for Health) [3.26 pm]:  I thank the member for Dawesville for the 
way he has addressed this issue.  I might disappoint him because I do not intend to turn this into a partisan rant 
with finger pointing and the like.  It has been my view for some time that probably four key issues determine the 
public attitude towards the public hospital system.  One critical issue is that of elective surgery.  The more we 
can collectively suggest or demand improvements from the health system, the better off we will all be.  It has 
always been my impression that the fact that people must wait too long for their elective surgery - not the quality 
of the surgery itself - is a major factor in determining the public’s view of the health system.   

The operation of emergency departments is another aspect of the health care system that has in the past - 
although that has diminished very significantly in recent times - been a major contributor to the public’s negative 
view of the health system.  For that reason I have been absolutely delighted at the way in which the doctors and 
nurses working in emergency departments, and for that matter hospital administrators, have been handling the 
enormous pressures that present themselves at the front door of the hospital, particularly during the winter 
periods each year.   



Extract from Hansard 
[ASSEMBLY - Tuesday, 24 October 2006] 

 p7471f-7483a 
Acting Speaker; Dr Kim Hames; Mr Jim McGinty; Dr Graham Jacobs; Mr Terry Waldron; Dr Janet Woollard; 

Dr Steve Thomas; Speaker 

 [5] 

As the member for Dawesville knows, for the past more than three months now, not a single ambulance has been 
diverted from a metropolitan tertiary hospital.  There has been a small measure of ambulance diversion from the 
peripheral hospitals to the tertiary hospitals, but the real issue for the public is diversion from tertiary hospitals.  
Not one ambulance has been diverted.  That is a sensational performance by the doctors and nurses and hospital 
administrators responsible for our emergency departments, and I pay tribute to them for the job they have done.   

Dr K.D. Hames:  I do too but where the pressure has been moved to is an argument for another day.  Read 
today’s letter.   

Mr J.A. McGINTY:  We are coping with the pressure; that is the issue.  People can nitpick all they want.  
However, people want to be reassured that if they are seriously ill or have been involved in a major accident, the 
hospital will be able to receive them and give them world-class treatment.  I acknowledge that there are massive 
pressures on the emergency system in hospitals.  However, the elimination of ambulance bypasses from our 
tertiary hospitals is a remarkable achievement.  For that matter, ambulance ramping is down 80 per cent on what 
it was last winter.  That too is a remarkable achievement by those very dedicated doctors and nurses working in 
the emergency departments.   

I refer to the third area that goes a long way towards determining public attitudes to our public hospital system.  I 
am unashamedly a total supporter of the public health system rather than the health system at large, and that is 
where the Minister for Health must concentrate all his energies.  That does not mean to say we should not work 
cooperatively with the private sector.  However, the private sector is not my responsibility; the public sector is, 
and that is where I am putting the resources and energy.   

The third area that is very important is mental health.  We all know that the mental health system was breaking at 
the seams a couple of years ago.  There were not enough beds, there was very little community-based 
accommodation, emergency response was inadequate, community-based treatment was inadequate and we did 
not have enough staff.  These were all issues.  I am very pleased with the effort that has been made by the 
Department of Health and its officers in responding to mental health issues.  Construction is about to start on 200 
community-based accommodation beds and a further 100 inpatient beds.  There has been an enormous shift in 
emphasis in providing emergency response teams rather than only one psychiatric emergency team, which was 
unable to cope with all the demands placed on it.  There is now significantly enhanced resourcing in that area.  
Mental health is something that both sides of politics want to spend money on and to make sure services are 
provided for, partly due to the advocacy of people such as Jeff Kennett and partly due to the plight of former 
Western Australian Premier Geoff Gallop.  For that reason I was more than happy to take on the Mayor of 
Vincent when he said, “Not in my backyard, thank you”, about the Mount Hawthorn Hospital renovations.  The 
hospital will be open within the next couple of weeks.  The Mayor of Vincent was turning his back on the 
mentally ill, and I was not prepared to abide that.  I admit that although I had many arguments with Jeff Kennett 
about many of the things he did when he was Premier of Victoria, I have nothing but admiration for the way in 
which he bulldozed some very important improvements through Victoria’s mental health system.  It is a standing 
tribute to him, because Victoria’s mental health system is today regarded as being perhaps the best in the 
country.  This government has addressed the issue of mental health with a $173 million package.  It needs to do a 
lot more.  I think that that is something clearly understood on both sides of the house.  I will certainly be making 
a big budget bid to continue to roll out necessary improvements in mental health.  Although the government has 
removed some of the pressure from the mental health system, it has not yet done enough. 

The fourth area - which frankly appalled me when I took over as Minister for Health - is cancer.  For non-urgent 
cases there was a waitlist of up to six months for radiation therapy treatment for people who had been diagnosed 
with cancer and operated upon.  That is intolerable.  There was also the issue of people being scanned for 
cancers and the response of bringing in the positron emission tomography camera to make sure that the diagnosis 
was right.  The new cancer centre at the Sir Charles Gairdner Hospital will mean that by Christmas 2006 there 
will no longer be waiting lists for the two very important issues of the diagnosis of cancers and subsequent 
treatment by means of radiation therapy.  There will effectively be a booking time only, which will be a question 
of days or weeks.  To my mind, that problem has been met.  I am pleased on all of those fronts. 

I return to the central point raised by the member for Dawesville about the issue of elective surgery.  The 
government has focused its attention on this issue not only because of its political importance, but also because it 
is important to tens of thousands of ordinary Western Australians who need the public hospital system to look 
after their surgical needs.  I have driven as hard as I am able the people responsible in the health department to 
do a helluva lot better than has historically been the case.  For instance, it has historically never been the case 
that the public health system has been able to provide people with surgery within the clinically desirable time.  I 
am determined to do it within a relatively short time.  It was for that reason that the government set about 
developing a new policy.  This came in part from a visit earlier this year to look at hospitals in the United 
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Kingdom and some western European countries.  In retrospect, we should have asked the member for 
Dawesville whether he wanted to join us in his capacity as shadow Minister for Health. 

Dr K.D. Hames:  Now you tell me.  

Mr J.A. McGINTY:  I can say that now that we are back.  In retrospect, it would have been a very good 
investment in the public hospital system.  I hope that we will increasingly move towards a situation in which all 
health reform issues are dealt with bilaterally, given the general support from both sides of politics for the Reid 
reforms.  The only issue will then be how much that section of the Western Australian public that relies on the 
public hospital system will benefit.  One of the things that impressed me was the fact that in the much-maligned 
British National Health Service, nobody waits more than six months for surgery.  That is a remarkable 
turnaround.  The British used to have a much longer wait for elective surgery, and it was one of the things that 
gave the National Health Service a bad name.  There is currently considerable debate in Britain about whether 
the specification of very tight time frames for the performance of elective surgery is diverting resources away 
from other priorities in the healthcare system in order to meet a political need to deliver on targets.  Again, that is 
a debate for another day.  We had already begun some work on the policy.  However, I was inspired by what I 
saw in western Europe - France and Holland - and also in the UK, where elective surgery is a major priority for 
the health system.  The British National Health Service can deliver surgery within six months.  It intends to 
reduce that even further.  I think it might be pushing a bit hard in that area.  Nonetheless, I have now locked in a 
commitment in the health department’s key performance indicators that by April 2008 - 18 months away - no 
Western Australian will wait longer than six months for elective surgery.  That is a very ambitious target because 
as I have said, none of the Australian states deliver elective surgery to all patients within the clinically desirable 
times; for category 1, urgent - 30 days; category 2, semi-urgent - 90 days; category 3, non-urgent - one year.  
That has never happened in Western Australia. 

Dr K.D. Hames:  Does that include the 26 000 who are waiting? 
Mr J.A. McGINTY:  I will come to them because that is the next issue that the government needs to deal with.  
It has started doing so already.  I refer to the policy document dated July 2006.  This relates to the metropolitan 
area only.  It has different considerations that are not of the same acuity as in country areas.  It is focused on 
delivery of services in the metropolitan area, including country patients who are on the metropolitan waiting 
lists, particularly at the tertiary hospitals.  It is called the “Metropolitan Health Services Elective Surgery Access 
Policy - Public and Private Patients, July 2006”.  It is a comprehensive and new document - 

Dr K.D. Hames:  Is it publicly available? 

Mr J.A. McGINTY:  Yes, it is.  I will table it as well. It comes out of the recent experiences to which I have 
referred.  It is designed to be a significant part of the overall health reform program and it involves making 
significant changes to the delivery of outpatient and elective surgical services to effectively deal with issues 
concerning the rights of the patient and of the clinician, and to ensure that surgery takes place at the right time, in 
the right place and with the right resources.  Very importantly, the principle that underpins access to elective 
surgery in public healthcare facilities is active management of the waitlist.  I guess that is the point that the 
member for Dawesville has raised.  He has observed that improvement to the waitlist is, to a significant degree, 
the result of proper management, so that if people no longer require surgery, they are removed from the list.  The 
waitlist now reflects more accurately the public need for surgery.  It is something that the health department has 
traditionally not done well, but which it is getting better at. 

The second principle is equity of access.  All patients will be prioritised based on clinical urgency.  In cases in 
which there is no clinical urgency differentiation, patients will be treated in order of registration on the list.  
There is also the question of public and private patients.  The only material difference between a public and 
private patient is that the treating specialist has the opportunity to bill a private patient for the services provided.  
However, with respect to access, there is no benefit in - 
Dr K.D. Hames interjected. 

Mr J.A. McGINTY:  Let me talk about the effect of it; this is the important thing.  The government also 
considers that the only people who should be on the waitlist are people who are actually waiting; that is, people 
who are ready for care.  Someone who is too ill to be operated on should not be on the waitlist, because they are 
not waiting for surgery; they are waiting, for example, to lose weight or for another condition to improve.   

I turn now to the timeliness of surgery.  We are now looking at transferring patients between hospitals in a way 
that was not done previously.  That will ensure the delivery of timeliness.  Great emphasis is being placed on 
patient information and consent.  What is most important - this is spelt out on page 6 of the policy - is the key 
performance indicators that we have undertaken to meet.  We gave a commitment that by 1 July this year all 
category 1 patients would be treated within 30 days.  That date has now passed.  Interestingly, our experience 



Extract from Hansard 
[ASSEMBLY - Tuesday, 24 October 2006] 

 p7471f-7483a 
Acting Speaker; Dr Kim Hames; Mr Jim McGinty; Dr Graham Jacobs; Mr Terry Waldron; Dr Janet Woollard; 

Dr Steve Thomas; Speaker 

 [7] 

has been that that KPI has been more elusive to achieve than we thought at the time.  Notwithstanding that KPI 
that all category 1 urgent cases would be dealt with on time -  

Dr K.D. Hames:  It is great that you say you will be doing that, but if there is no change in the current 
mechanisms for doing that, and if no extra surgery is being done, somewhere else will suffer. 

Mr J.A. McGINTY:  Let me get to the point.  This is a comprehensive package.  That is why I appreciate the 
opportunity to explain it fully to the house.  Currently, 87 category 1 patients are beyond boundary; in other 
words, it is beyond 30 days since they were put on category 1.  In July 2005 - this information has been made 
publicly available - 532 patients were categorised as urgent and had been waiting more than 30 days for their 
operation.  We have focused on making sure those urgent cases get their operations.  That number is now down 
to 87.  Each of those 87 people will be individually case managed.  We will find out exactly why those people 
did not have their surgery done on time.  It might be that their surgery had to be postponed, for whatever reason - 
the illness of the surgeon, for instance - and had to be rescheduled to within 30 days of the postponed date, which 
would then place the patient beyond 30 days in total.  We want to get to the bottom of why each of those patients 
did not have his or her operation, to make sure that we honour that KPI.  I expect that there will always be a 
small number of people whose surgery is postponed, for whatever reason.  I am determined to minimise the 
number of occasions on which that is the fault of the hospital.  It might well be that the individual patient had 
said that the particular day on which the surgery was scheduled was not suitable, so the surgery had to be 
rescheduled.  We cannot simply bring on the surgery the next day.  The patient needs to be scheduled for the 
next available date, which might mean it goes beyond the 30 days.  We have now brought that down to such 
proportions that I believe we can say we have met that first KPI of ensuring that all category 1 urgent patients are 
dealt with on time.  That was the KPI to be met by 1 July.   

We also gave a commitment that by 31 December this year we will have cleared all the long wait cases - that is, 
people who have been on the long waitlist for more than 500 days - and that thereafter no patient will be on the 
waitlist for more than 500 days.  There will occasionally be exceptional circumstances.  However, we would 
expect that to have an influence only at the margin.  A patient might become acutely unwell as he is about to 
have his operation, and it might need to be deferred, or something of that nature.  However, people will not need 
to wait 500 days -  
Dr K.D. Hames:  Do you understand what I said before about the problem that has arisen in how that is being 
achieved? 
Mr J.A. McGINTY:  We have been doing it by targeting those people. 

Dr K.D. Hames:  But if you target those people, you are increasing the time for other people.  The time for 
category 2 patients has blown out.  
Mr J.A. McGINTY:  I will come to that in a moment.  That is not quite right.  We have targeted the urgent 
cases and the long wait cases.  Those cases should be our priorities with elective surgery.  We are now saying 
that by 31 December this year we will have dealt with all the cases of people who have had to wait for longer 
than 500 days.  The effect of that targeting -  

Dr K.D. Hames:  I am referring to figure 10.  Can you talk about the category 2 cases? 

Mr J.A. McGINTY:  I will come to the category 2 cases.  I am still talking about the long wait cases.  In July 
last year -  

Dr K.D. Hames:  You are using up a lot of time. 

Mr J.A. McGINTY:  I happy to answer the member’s questions, but if he would stop interrupting, I could get 
on with it a bit more quickly.  In July last year 2016 people had been waiting longer than 500 days to get their 
surgery.  That is now down to 868.  That is a dramatic reduction in the course of the past 15 months.  We are 
committed to reach the figure of zero by 31 December this year.  That is a very important commitment.  The 
member has given some examples of people who have been waiting for years for their surgery.  That will never 
happen again.  That is very important to ensure public confidence in the health system.  Therefore, in the same 
way as there has been a dramatic reduction in the number of urgent cases in which people have had to wait for 
longer than the boundary period, there has been a dramatic reduction in the number of people who have had to 
wait a long time for their surgery.   

The next KPI is that by 30 June 2007 we will bring down to one year the number of people who have been 
waiting up to 500 days for their surgery.  In other words, we will ensure that no-one needs to wait more than one 
year for surgery.  That will be a significant achievement. 

Dr K.D. Hames:  Tell me how you are going to do that. 
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Mr J.A. McGINTY:  I am coming to that.  I am just explaining the program and how we intend to achieve it.  In 
July last year - this material is publicly available - 3 511 people had been on the elective surgery list for more 
than one year.  As at September this year, we had reduced that to 1 975.  That is a halving of the number of 
people who have been waiting for longer than one year for their surgery.  That is a significant change, because 
the hospitals have focused on the urgent and long wait cases.  They have done that deliberately as a question of 
priority.  By 30 June next year everyone will get their surgery in less than one year.  When we hit that date, it 
will be a champagne day for the health system in Western Australia, because it will be a significant achievement. 

Dr K.D. Hames:  It is great to have that target, but you will not get there unless you make a major change to the 
system. 

Mr J.A. McGINTY:  I will tell the member how we will do it.  Also, by 30 June next year all category 2 people 
will get their surgery done within the three months specified as clinically desirable for their condition.   

Dr K.D. Hames:  Have you looked at figure 10 on page 7?  It is now 3 503, compared with 3 245 last year.  It 
has gone out only a bit, but it has gone out.   

Mr J.A. McGINTY:  Fifteen months ago 3 484 people in category 2 had been waiting for more than three 
months.  Today it is 3 503.  It is very close to being exactly the same.  Okay, it has drifted out by 15 or 20 
people.  However, I make this point.  I know why that has occurred.  The number of urgent cases has come down 
dramatically, and the number of category 3 long wait cases has come down dramatically.  However, the number 
of category 2 cases has remained the same over the past 15 months.  That is because we have been focusing on 
the other two categories.  Once we hit our deadline at 30 June - 

Dr K.D. Hames interjected. 

Mr J.A. McGINTY:  Hang on.  Let me explain.  The member has raised that point a couple of times.  We are 
focusing on the KPIs that we need to meet in the order in which we need to meet them.  From 1 January next 
year we will be making a major assault on the category 2 over-boundary cases so that we can meet that deadline 
of 30 June next year, when we expect every category 2 patient to get his or her surgery within three months.  In 
other words, the 3 500 people who are currently over boundary will need to be treated.  We will also need to 
make sure that other people do not go over the boundary.  That is a major commitment to deliver.  The member 
asked how we will do that.  I am saying very publicly what we are committed to doing where surgery is 
concerned.  

Dr S.C. Thomas:  How much will that cost?  What additional resources will you need? 

Mr J.A. McGINTY:  That is really the question that is being posed by the member for Dawesville.  We have a 
very aggressive program to make sure that elective surgery ceases to be an issue of public concern in Western 
Australia.  We will be shifting resources within the department to ensure that more surgeries can be performed, 
and that those surgeries can be performed within the clinically desirable waiting times.  Most importantly, this 
will be a double champagne day for the health system in Western Australia.  By April 2008 no-one will need to 
wait longer than six months for their surgery.  If we can achieve that, I hope all members of this house will join 
in congratulating the doctors, nurses and administrators in the public health system, because that will be a truly 
remarkable turnaround in what has been a long-term problem. 

Dr S.C. Thomas:  Where will the resources come from? 

Mr J.A. McGINTY:  I would appreciate the opportunity to properly lay this out to the house.  That is the 
program that we have set down.  Also, we have made it clear that the problem of people having their surgery 
cancelled, particularly people from country areas, is not acceptable.  We have prescribed in this policy that a 
person’s surgery can be deferred once, because there may be the pressure of more urgent cases; for example, it 
may be a lifesaving case that needs to take priority.  It is also prescribed in this policy that surgery can be 
cancelled a second time only with the approval of the area chief executive, and a patient’s surgery cannot, under 
any circumstances, be cancelled more than that.  That will be a major turnaround, because all members have had 
constituents come to them who have in the past had their surgery cancelled on too many occasions.  Doctors do 
not treat their private patients in that way, and I do not expect doctors in the public system to treat their patients 
in that way. 

Dr J.M. Woollard:  Where are the resources being shifted from?   

Mr J.A. McGINTY:  The member has just come into the house.  I will continue to work through my 
explanation.  I would like to table the report titled “Metropolitan Health Services Elective Surgery Access 
Policy - Public and Private Patients July 2006”.   

[See paper 2138.] 
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Mr J.A. McGINTY:  I have already spelt out during this debate a number of issues in relation to the way in 
which urgent patients and long-wait patients have been benefiting from the focus that the system has given.  In 
the first half of next year the focus will shift to the category 2 patients and, after that, everyone will get their 
surgery done within six months.  It is very ambitious, but we will provide the resources to meet that need.  The 
most recent report that contains all the figures to which I have referred is on the Internet, but I would like to table 
a copy of it.  It is titled, “Elective Surgery Waitlist Report - September 2006”.   

[See paper 2139.] 

Mr J.A. McGINTY:  The question is: what are we doing about delivering that particular program?  Since July 
we have had in place a new policy that contains very ambitious targets that I will require the health system to 
meet.  Firstly, we are looking at the question of theatre efficiency.  Members have raised with me the issue that 
doctors working in the public system at times are not able to operate on the maximum number of patients, 
whether it be because of lack of beds or for a variety of reasons .  We are aware of that.  There are inefficiencies 
in the system, which have occurred over time and there are cultural issues associated with that.  We are 
determined to attack that.   

A related question about a new procedure room at the Princess Margaret Hospital for Children was raised by the 
Leader of the Opposition in question time today.  As the member for Dawesville is aware, most children’s 
operations are day procedures.  Of course, there are complicated brain surgery and orthopaedic cases that require 
more time, but the overwhelming bulk of children who are on the waitlist for surgery can be done in a day.  The 
new procedure room at PMH, which arose out of the “Gaps in Clinical Service” report, will, we hope, be 
operational by Christmas, or soon after, and it will give us the capacity to dramatically increase the throughput of 
day cases that do not require the facilities of a full operating theatre.  It will free up the operating theatres for 
more pressing cases.   

About half the 15 800 ambulatory surgery initiative cases on the waitlist can be treated in day surgery.  It is a 
remarkable figure and we are driving the ambulatory surgery initiative, which was my idea to which Tony 
Abbott gave his implied blessing.  We have been increasing the number of cases treated, and last month it was 
about 600 cases.  We can bill the commonwealth for the surgeon’s fee or the procedure fee.  By doing that we 
can dramatically increase the low-hanging fruit, if I may call it that, and get rid of the day surgery cases that do 
not require overnight beds.   

Dr K.D. Hames:  It sounds like a testicle.   

Mr J.A. McGINTY:  I will take the member’s word for that.  We have established surgicentres at Kaleeya and 
Osborne Park Hospitals.  We expect an addition of just under 2 000 cases to the number that is currently done 
each year at each of the surgicentres.   

Dr K.D. Hames:  Is this for day surgery?   

Mr J.A. McGINTY:  No, it is not for day surgery.  I am talking about overnight cases.  We are establishing 
them as places that will not be affected by a rush of emergency cases.  They are hospitals that do not have an 
emergency department; therefore, the doctors can get on with the surgery.  That will be a major boost in the 
number of elective surgery procedures.  

We are also looking at weekend lists, and that subject was discussed this morning before I knew this motion 
would be moved today.  This will allow hospitals in the north and south metropolitan region and PMH to 
negotiate with the surgeons on extra lists to ensure that we meet the next key performance indicator, which is to 
deal with the 800 cases that have been waiting for longer than 500 days.   

Dr K.D. Hames:  Will that leave more money for the Peel campus?   

Mr J.A. McGINTY:  I will deal with Peel in my remaining minute.  PMH is talking about doing twilight 
surgery sessions to attack its lists.  When the member for Dawesville and I were at the Peel campus for a 
function recently I spoke with the woman who runs the operating theatre, as well as Ann Fletcher the chief 
executive.  Since then we have been engaged with Peel in looking at the issues it has raised to see whether we 
can use its extra capacity.  It is simply a question of cost.  If it can do it at the same or a cheaper price than it can 
be done at Kaleeya or Osborne Park, we will divert the work to Peel.  I will be pleased to see that accompanied 
with an increase.  It tells me that it is now doing 60 cases of ASI a month.  I am delighted about that.  We want 
to look at every bit of capacity in the system to ensure that we are providing the resources to meet those very 
important guidelines, deadlines and targets.  We will then move on to deal with the outpatient appointments.  We 
have seen a dramatic fall in numbers; we will see more. 

DR G.G. JACOBS (Roe) [3.57 pm]:  The minister’s comments about champagne and double champagne days 
were encouraging, but I would like to recount a couple of instances that have affected country constituents.  The 



Extract from Hansard 
[ASSEMBLY - Tuesday, 24 October 2006] 

 p7471f-7483a 
Acting Speaker; Dr Kim Hames; Mr Jim McGinty; Dr Graham Jacobs; Mr Terry Waldron; Dr Janet Woollard; 

Dr Steve Thomas; Speaker 

 [10] 

minister also talked about getting more elective surgery performed to reduce the number of people on a waiting 
list.   

I will recount the case of a Geraldton surgeon who was operating last week.  While he was operating on the 
second-last patient he was told by the theatre staff and administration that unless he was finished by 3.30 pm, the 
surgery for the last patient on the list would be cancelled.  That patient was to undergo a gall bladder operation 
called a cholecystectomy.  Several things upset the surgeon, and people should not upset surgeons for the very 
good reason that they may need them one day.  A very difficult situation arose.  The surgeon was in a situation in 
which he had to cancel the surgery for the last patient on his list.  He then threatened to not go on call because of 
the bad deal he received and the shabby way he was treated.  He did not go on call, and by doing so breached his 
written contract under which he had a responsibility to be on call.  The issue is now whether his contract will be 
cancelled.  The surgeon is so upset that he may resign.  If the department is really serious about reducing waiting 
lists, why would it adopt this approach?   

Mr J.A. McGinty:  Where was this?  

Dr G.G. JACOBS:  It was at Geraldton.  The minister has talked about making better use of facilities and 
getting more people through for elective surgery; however, we have a situation in which the Geraldton Regional 
Hospital has decided that no operations will be performed after 3.30 pm.  Potentially, we could lose a surgeon 
because he has become disillusioned.  It does nothing to help the waiting list or the Geraldton people.  The 
person who was to undergo the cholecystectomy must now go onto the waiting list.  In spite of the minister’s 
rosy words this situation has done nothing to help the patient, who is central to the argument, and does not 
provide a surgical service that can deal with the problems that arise.   

I will relate another personal story, or case study, involving Mrs Patricia Murphy, a 71-year-old woman who 
presented to the Esperance District Hospital on Friday, 13 October.  She developed severe angina and became 
unstable, which means that no medical treatment was working for her. She was kept at the hospital over the 
weekend.  As it happened, a visiting cardiologist was in town.  He was consulted and recommended that the 
patient be transferred to Royal Perth Hospital for an urgent angioplasty.  The general practitioner contacted 
Royal Perth Hospital and was told that the cardiologist had organised a bed, and that everything was okay.  The 
Royal Flying Doctor Service was organised to pick up the patient from the Esperance District Hospital at 
11.00 am, but was contacted by Royal Perth Hospital later in the afternoon and told not to send the patient as no 
beds were available in the cardiology ward.  It is important to note that this patient was high risk and had 
suffered a previous infarct; that is, a previous heart attack.  The patient was finally transferred on Tuesday, 
17 October, and booked for an angioplasty on the following day, but this was cancelled.  Finally, at 12 midday 
on Thursday, 19 October, the angioplasty was performed.  The procedure is to dilate the coronary artery and 
insert a stent to hold the artery open to improve blood flow to the cardiac muscles, preventing a myocardial 
infarction, or a heart attack.  Mrs Murphy had four days of unstable angina and there was potential for damage.  
Despite all this, the minister might ask what the relevance is.  If she is not dealt with urgently, she is included in 
the statistics as a category 1 patient.  That is not appropriate, as 30 days is not appropriate for a patient suffering 
from unstable angina. 

One thing that the minister has not done during these discussions is to define categories 1, 2 and 3 so that we can 
be sure that the system does not move the goalposts.  We not only need to talk about emergency waiting lists 
provided for in the budget, average stays in hospital, readmissions after 28 days and Apgar scores for babies, but 
we also need to include these category 1, 2 and 3 figures in the budget papers, with key performance indicators 
so that the minister and the people of Western Australia know that surgery waiting lists are improving.   

I will move an amendment to the motion to correct a typographical error, so that it reads correctly. 

Amendment to Motion 

Dr G.G. JACOBS:  I move - 

To delete the word “has”.  

Amendment put and passed. 

Motion, as Amended 

MR T.K. WALDRON (Wagin - Deputy Leader of the National Party) [4.04 pm]:  I will make a couple of 
brief comments in support of this motion, as amended.  I was interested to hear the response of the Minister for 
Health.  He made some really good points.  I am sure that it is his intention to meet the goals he has set.  I would 
imagine that the minister agrees with the motion, and I look forward to him supporting it.  To reach the goals he 
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has been talking about by April 2008, we will have to revamp surgery waitlists as a matter of urgency.  That is 
good, and I am happy about it.  That is all clear and understood. 

Waiting lists affect people all over the state.  The minister mentioned country patients.  I was glad to hear the 
minister say that he is hoping that patients’ surgery will only ever be cancelled once.  That is really important, 
and I hope it comes to fruition.  I will not go into great detail because of time constraints, but many people who 
have waited up to 18 months and in some cases two years for surgery have come to my office.  I listened to the 
minister talk about his trip to Britain and Europe.  When I was talking to the member for Cottesloe earlier, he 
referred to procedures in Germany, particularly the operating theatre procedures.  Obviously, this is an area that 
the minister will need to consider here.  Nobody will want patient safety compromised in any way when those 
changes begin, but there is room to move, which could result in improvements.  The member for Dawesville put 
across some very good points that I encourage the minister to take on board. 

In a couple of cases, people with back and hip-related problems requiring elective surgery have been able to get 
the surgery in areas such as Bunbury sooner than they can in the Peel region.  I do not know why that is, but it is 
something that needs to be investigated.  I think people may be going to Bunbury so that they can get surgery 
quicker, but I do not know the intricacies of that.  One thing that worries me is that to keep the surgery going, 
blood will be required.  Last night I heard once again desperate calls for blood in Western Australia.  I remind 
the minister that there are currently no mobile blood banks, and I have written to him about that.  To carry out 
the surgery and reduce the waiting lists, blood must be available.  Facilities need to be made available for people 
in country Western Australia to donate blood.  I support the motion. 

DR J.M. WOOLLARD (Alfred Cove) [4.06 pm]:  People on both sides of the house seem to want the same 
thing, and the Minister for Health has said that it is his intention, by way of key performance indicators, to see a 
dramatic improvement in the waiting lists by April 2008. 

Mr J.A. McGinty:  We have already seen some improvements. 

Dr J.M. WOOLLARD:  I have just had a quick flick through the document that the minister tabled today, and I 
would like to know about the funding for this project.  We all know that the government is flush with funds at 
the moment, but I want to know that new funds are going into this, and that this is not all smoke and mirrors and 
is not about stripping resources from my area, which is Fremantle Hospital. 

Mr J.A. McGinty:  That is my area, not yours. 

Dr J.M. WOOLLARD:  Fremantle Hospital services my electorate.  I want to know that funds will not be 
stripped from that area.  I have approached the minister and the hospital about many cases in which people have 
had surgery cancelled, and have been waiting a long time to go into the hospital.  I want to know that the 
minister will not be taking funds from that hospital to meet this target; that additional funds will be allocated.  I 
am quite happy for that to be answered by way of interjection. 

Mr J.A. McGinty:  The health budget this year is $3.9 billion.  I have directed the Department of Health to 
transfer a modest amount of resources from that amount to put more into elective surgery, particularly to 
establish the new procedure room at Princess Margaret Hospital for Children and the two surgery centres north 
and south of the river.  We will need to devote more out of a massive amount to do the weekend and twilight 
surgeries that I have spoken about.  We will do it internally, but the government gave a commitment at the last 
election to allocate $10 million extra each year to deal with the elective surgery waiting lists. 

Dr J.M. WOOLLARD:  Did the minister not just say that he was diverting funds?  Are they not additional 
funds? 

Mr J.A. McGinty:  Additional funding is coming as a result of the election commitment, and in addition to that, 
we are making sure that this is a priority for the health system in a way that it has not previously been. 
Dr J.M. WOOLLARD:  However, the minister said that the $3 million-odd was a diversion. 

Mr J.A. McGinty:  No, that is the total health budget - $3.9 billion.  We are taking some money out of the 
increase in that health budget to put more effort into elective surgery.   
Dr J.M. WOOLLARD:  Is the minister able to give a guarantee that none of the current services at Fremantle 
Hospital will be closed because services have been shifted to Kaleeya Hospital? 

Mr J.A. McGinty:  If services are transferred from Fremantle to Kaleeya, they are obviously transferred.  It is 
still part of Fremantle Hospital.  
Dr J.M. WOOLLARD:  Will they stay within the area? 
Mr J.A. McGinty:  Yes.  
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Dr J.M. WOOLLARD:  Money will not be moved from south of the river to north of the river? 
Mr J.A. McGinty:  No.  
Dr J.M. WOOLLARD:  I ask that because in 2005, as part of the government’s election platform, for which it 
achieved much support, there was a lot of fanfare about the Fiona Stanley hospital.  The minister and I both 
know - it is on the record - that the minister said in this house that the new Fiona Stanley hospital would open in 
2010. 
Mr J.A. McGinty:  Yes. 

Dr J.M. WOOLLARD:  Now the timing seems to be going backwards.  In the past few months I have seen 
2011.  I have even heard 2012 mentioned.  That is not what the minister promised at the last election.  A lot of 
people gave his government support on the very issue of the Fiona Stanley hospital and improved health services 
south of the river. 

Mr J.A. McGinty:  I agree.  We will make sure that those people are not let down.  However, people south of 
the river deserted the Liberal Party because of its lack of support for the Fiona Stanley hospital. 

Dr J.M. WOOLLARD:  However, did they make the wrong decision, minister? 
Mr J.A. McGinty:  No. 

Dr J.M. WOOLLARD:  Why is the minister delaying?  The timing is now two years longer than the time at 
which the minister said the hospital would be up and running.  He is now saying 2012. 
Mr J.A. McGinty:  No, I’m not. 

Dr J.M. WOOLLARD:  What is the minister saying?  

Mr J.A. McGinty:  We will deal with that on another occasion.  We are talking about waitlists now. 

Dr J.M. WOOLLARD:  This relates to waitlists.  When we get that new hospital south of the river, there will 
be an improvement.  There will be additional beds south of the river to help cope with this -  
Mr J.A. McGinty:  We are focusing today on elective surgery. 

Dr J.M. WOOLLARD:  In 2005, the minister said that 600 beds would be open by 2010.  Will they be open in 
2010, minister? 
Mr J.A. McGinty:  We have given a commitment to get on with the Fiona Stanley hospital at the earliest 
possible date.  We will certainly do that.  When we are in a position to give more specific timing, we will 
certainly let everyone know.  However, at the moment, that is the time frame we are working to. 

Dr J.M. WOOLLARD:  I remind the minister that his commitment to the community was 2010. 

DR S.C. THOMAS (Capel) [4.11 pm]:  I was very pleased to hear the Minister for Health say that he inherited 
a few terrible issues when he came into the portfolio.  I agree.  I think things went downhill rapidly following the 
removal of the Liberal government.  I would like to think that the minister has made some improvements in the 
interim.  However, we can tell when the minister does not like a question because he does not answer it properly.  
He waffles on about policy rather than dealing with real issues and giving real answers.  The problem is that he 
drags out a policy and waffles on about that without talking about the commitments. 
Dr K.D. Hames:  It took 23 minutes. 

Dr S.C. THOMAS:  It took 23 minutes to get anywhere near the answer, so the minister obviously does not like 
the question.  I will be interested to see how the minister votes on this motion.  However, the question was about 
resourcing this proposal.  The minister says that he will suck the resources from other areas.  I would love to hear 
the minister say that he will actually stop the redevelopment of offices for his health executives and put that 
money back into the hospital system, because that will save a few million dollars potentially.  I would like to 
know from where he is getting the additional funds.  Of course, it is a competition out there.  Every hospital is in 
competition trying to get its surgery list up and going.  How many theatres are operating on two shifts for 12 to 
16 hours a day?  The minister has the facilities to get this done if the system is resourced adequately. 

Going back to the original point of the member for Dawesville, people are waiting to get on the waiting list.  
How long is it appropriate for people to wait in pain, not necessarily for urgent surgery, but to get on the waiting 
list? 

Mr J.A. McGinty:  It is currently too long. 
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Dr S.C. THOMAS:  It is currently too long.  That is why the minister should support the member for 
Dawesville’s motion.  The minister should not tinker around the edges or pull a bit of money out of this or that 
area, and there should be no more new offices for his directors. 

Mr J.A. McGinty:  We’ve just revamped everything. 

Dr S.C. THOMAS:  The minister has now finished his revamp.  Is that where the money will come from?  Will 
it come out of the money that the minister put into the bureaucracy?  Will the minister’s policy be funded by the 
money that will no longer be invested in his bureaucrats?  That is the question that the minister must answer. 

Question put and a division taken with the following result - 
Ayes (22) 

Mr C.J. Barnett Mr M.J. Cowper Mr J.E. McGrath Mr T.K. Waldron 
Mr D.F. Barron-Sullivan Mr J.H.D. Day Mr P.D. Omodei Mr G.A. Woodhams 
Mr M.J. Birney Mr B.J. Grylls Mr D.T. Redman Dr J.M. Woollard 
Mr T.R. Buswell Dr K.D. Hames Mr G. Snook Mr T.R. Sprigg (Teller) 
Mr G.M. Castrilli Ms K. Hodson-Thomas Dr S.C. Thomas  
Dr E. Constable Mr R.F. Johnson Mr M.W. Trenorden  

Noes (26) 

Mr J.J.M. Bowler Mr R.C. Kucera Mr A.P. O’Gorman Mr D.A. Templeman 
Mr A.J. Carpenter Mr F.M. Logan Mr J.R. Quigley Mr P.B. Watson 
Mr J.B. D’Orazio Ms A.J.G. MacTiernan Ms M.M. Quirk Mr M.P. Whitely 
Dr J.M. Edwards Mr J.A. McGinty Ms J.A. Radisich Mr B.S. Wyatt 
Mrs D.J. Guise Mr M. McGowan Mr E.S. Ripper Mrs J. Hughes (Teller) 
Mr J.N. Hyde Ms S.M. McHale Mrs M.H. Roberts  
Mr J.C. Kobelke Mr A.D. McRae Mr T.G. Stephens  

            

Pairs 

 Ms S.E. Walker Mr N.R. Marlborough 
 Mr A.J. Simpson Mr S.R. Hill 
 Dr G.G. Jacobs Mr M.P. Murray 

Question (motion, as amended) thus negatived. 

The SPEAKER:  Members, before I hand the division list to the Clerk, I mention to the member for Kalgoorlie 
that to be counted in the next division - he has been counted in this division - he needs to be seated. 

Mr M.J. Birney:  I understand that that is not part of the standing orders. 

The SPEAKER:  I am telling the member that it is. 
 


