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Mr J.A. McGinty, Minister for Health. 
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Mr P. King, Executive Director, Health Finance. 
Mr D. Cloghan, Chief of Staff, Minister for Health. 
Mr R.W. Salvage, Acting Director, Budget Strategy, Health Finance. 
Mrs C. O’Farrell, Chief Executive Officer, WA Country Health Service. 
Dr J. De Campo, Chief Executive, North Metropolitan Health Service. 
Dr A. Groves, Group Director, Division of Mental Health. 
Mr M.P. Jackson, Executive Director, Population Health. 
Dr A.G. Robertson, Acting Executive Director, Statewide Health Support Service. 
Mr R. McKenney, Acting Chief Executive, South Metropolitan Area Health Service. 
Mr R. Keesing, Consultant to Health Reform Implementation Taskforce. 
Mr A. Chuk, Chief Finance Officer, Health Finance. 
Professor M.H. Moodie, Chief Executive Officer, South West Area Health Service. 
Mr M. Pervan, Director, Health Reform Implementation Taskforce. 
Dr Y. Nagree, State Health Emergency Director. 
Ms A. Bourke, Acting Chief Executive, Women’s and Children’s Health Service. 
Professor P. Della, Chief Nursing Officer. 
Mr P.V. Jarman, Acting Director, Dental Health Services. 
Mrs L. Adnyana, Acting Manager, Director General’s Office. 

The CHAIRMAN:  This estimates committee will be reported by Hansard staff.  The daily proof Hansard will 
be published at 9.00 am on Monday. 

The estimates committee’s consideration of the estimates will be restricted to discussion of those items for which 
a vote of money is proposed in the consolidated fund.  This is the prime focus of the committee.  While there is 
scope for members to examine many matters, questions need to be clearly related to a page number, item, 
program or amount within the volumes.  For example, members are free to pursue performance indicators that 
are included in the budget statements while there remains a clear link between the questions and the estimates.  It 
is the intention of the Chairperson to ensure that as many questions as possible are asked and answered and that 
both questions and answers are short and to the point. 
The minister may agree to provide supplementary information to the committee, rather than asking that the 
question be put on notice for the next sitting week.  For the purpose of following up the provision of this 
information, I ask the minister to clearly indicate to the committee which supplementary information he agrees to 
provide, and I will then allocate a reference number.  If supplementary information is to be provided, I seek the 
minister’s cooperation in ensuring that it is delivered to the committee clerk by 17 June 2005, so that members 
may read it before the report and third reading stages.  If the supplementary information cannot be provided 
within that time, written advice is required of the day by which the information will be made available.  Details 
in relation to supplementary information have been provided to both members and advisers, and, accordingly, I 
ask the minister to cooperate with those requirements. 
I caution members that if a minister asks that a matter be put on notice, it is up to the member to lodge the 
question on notice with the clerk’s office.  Only supplementary information that the minister agrees to provide 
will be sought by 17 June 2005. 

Members, I will give the call as requested.  I will allow a small number of further questions, as long as they are 
on the same item and it is fair to other committee members to do so. 
Dr K.D. HAMES:  I know the answer to the question I am about to ask because the minister has told me, but I 
want to get it on the record.  I want to tease out the issue of timetables for hospital construction. 

Mr N.R. MARLBOROUGH:  Rockingham first! 
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Dr K.D. HAMES:  I want to confirm that the minister has said that the Fiona Stanley hospital is proposed to be 
constructed to the 595-bed model by 2011 and that about $400 million will be spent on upgrading Sir Charles 
Gairdner Hospital by approximately the same time.  I want confirmation of the completion times for the 
peripheral hospitals in Joondalup, Swan districts, Armadale-Kelmscott and Rockingham, and confirmation that 
the move from Royal Perth Hospital will not be undertaken until the Sir Charles Gairdner Hospital and Fiona 
Stanley hospital upgrades are undertaken. 
The CHAIRMAN:  To which page of the budget papers is the member referring? 
Dr K.D. HAMES:  I am referring to capital expenditure on page 495. 
[9.10 am]  
Mr J.A. McGINTY:  The final configuration of the way in which the health system will look will be dependent 
upon the finalisation of the clinical services plan, which is currently out in consultation draft form and has been 
the subject of quite significant debate by all stakeholders over the past month or so.  We gave a time frame of 
July, which is of course next month, for that consultation to conclude and the clinical services plan to be 
finalised.  We have heard considerable debate about the move of Royal Perth Hospital to the Fiona Stanley 
hospital, the move of Fremantle Hospital to the Fiona Stanley hospital and the possible move of Princess 
Margaret Hospital for Children to the north block at Royal Perth Hospital.  Those matters have not yet been 
finalised and agreed.  However, I expect, subject to cabinet approval, that that will be finalised next month, taken 
to cabinet and possibly made public in August.  We are certainly not intending any delay.   
I will run through some of the major issues in the forward estimates for capital, as currently proposed.  At this 
stage, $420 million has been allocated for Fiona Stanley hospital, but again that will depend upon the final 
configuration that is agreed.  Construction is due to commence in 2008 and be completed in 2011, although that 
may change depending upon the outcome of the clinical services plan.  Construction of the new Rockingham 
hospital is due to commence in 2006 and be completed in 2009.  That represents significant growth in 
Rockingham hospital.  Construction of the upgrade of Sir Charles Gairdner Hospital is planned to commence in 
2008.  The capital works involved will be in the order of $400 million and are due to be completed in 2011.   
I turn now to the other general hospitals.  I have mentioned Rockingham.  Approximately $147 million is due to 
be expended at Swan District Hospital, commencing in 2008.  As the member would be aware, the intention is to 
upgrade the general hospitals to approximately 300 beds.  That is a significant investment in each of those 
hospitals.  The other major redevelopment is at Joondalup, which is due to commence at the end of next year or 
the beginning of 2007, at a cost of $24 million, and be completed in 2008.  That does not include the private 
hospital component.  No doubt there will be a question from you, Madam Chair, or someone else, about what is 
happening in the far northern suburbs of Perth.  Those are the key components of that.  I stress that it is subject to 
the clinical services plan, which will direct the future of these matters.  I suspect that the available funding will 
need to be revisited in light of the final configuration that will come out of the clinical services plan.   
Dr K.D. HAMES:  Will the minister table the document from which he has just been reading, or provide a plan 
showing funding for the out years, as was done in last year’s estimates hearing? 
Mr J.A. McGINTY:  I have been referring to a couple of documents, which are, as I have indicated, at this stage 
only indicative of what we are planning.  The whole plan is totally dependent upon the outcome of the clinical 
services plan.   
Dr K.D. HAMES:  I understand that.  Nevertheless, I would be happy to have the details that the minister has 
just provided, even if they are indicative only and subject to change.   
Mr J.A. McGINTY:  I undertake to provide that by way of supplementary information, because it is not 
contained in just one document; it is an amalgamation of several documents. 
[Supplementary Information No A59.]  
Dr S.C. THOMAS:  I refer to page 452, item 64, net amount appropriated to deliver services.  It appears that 
there has been an increase of just over nine per cent in the actual for 2003-04.  That then drops to a six per cent 
projected increase.  A very good 4.8 per cent increase has been projected for 2006-07, but it then moves to an 
above six per cent increase in the out years.  What does the minister think is the level of growth in health 
spending that can conceivably be contained?  What is the minister’s long-term expectation of the level of 
growth, particularly given the impact of the major capital works expenditure?  
Mr J.A. McGINTY:  The purpose of the changes that have been proposed by the Reid Health Reform 
Implementation Taskforce is to bring the growth in health expenditure back to within what we think are 
sustainable limits.  The reform group estimated that by reconfiguring the health system in terms of not only 
where the hospitals are located but also the way in which health care is delivered, we should be targeting 5.5 per 
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cent growth per annum in health expenditure.  That is certainly what we are working towards.  However, that is 
dependent upon the success of the implementation of the various health reform initiatives.  Some of the 
significant factors are the reconfiguration of the hospitals, the reduced reliance on tertiary hospitals and the 
increased capacity of the four general hospitals at the four points in the metropolitan area; that is, Joondalup, 
Swan District, Armadale and Rockingham.  Another important factor is that there will be the significant change 
in the provision of ambulatory care.  The aim of that change is to keep people out of hospital and reduce the 
reliance on hospital beds by using early intervention strategies designed to keep people well.  This is particularly 
important in light of the ageing population.  If that is successful, we expect that there will be a reduced demand 
for beds, because even though there will be an underlying increase, it will not be to the same degree as has been 
the case previously.  The target that the Health Reform Implementation Taskforce has identified of 5.5 per cent 
growth is significantly less than the long-term recent increase that the member has referred to in his question.   

Dr S.C. THOMAS:  Does the minister have any indication of the time line for the proposed changes?  When 
does the minister expect the department to reach that 5.5 per cent? 

Mr J.A. McGINTY:  Dr Fong may be able to give a more expert response than I am capable of. 

Dr N. Fong:  The Health Reform Implementation Taskforce has been working assiduously on all the other 
programs and strategies that run in parallel with the capital works program to which the minister has referred.  
That is only one component of reform in the WA health system.  The minister mentioned as an example the 
proposed reforms in ambulatory care.  What we are talking about in the area of ambulatory care is a better way 
of managing people with chronic disease in our community.  We know that the tsunami effect of an ageing 
population and chronic and complex disease is with us.  Diseases such as diabetes, chronic obstructive 
pulmonary disease, congestive heart failure and so on are currently not being dealt with very well.  General 
practitioners do as good a job as they can, but a lot of people with these types of chronic and complex disorders, 
particularly older people, go into our tertiary hospitals, and even our secondary hospitals.  There are over 
500 000 visits to outpatient clinics in our tertiary hospitals per annum.  We want to try to control and manage the 
demand on the tertiary hospital system by implementing a much better system of ambulatory care in the 
community.  The management of chronic disease is one of those systems.  We are ready to unroll and commence 
that on 1 July.  It will consist of managing people with chronic disease in the community through a network that 
will assist general practitioners and other primary health care providers.  Just last Friday we held a summit - that 
was one of the recommendations of the Reid report - at which 140 primary health care practitioners came 
together to further refine strategies that have already been worked up, and to come up with new ideas to assist 
this way of managing demand in the health system.  We all confess that if we do not do something about this 
issue, we will be faced with continued pressure on our public hospitals.  The other issue with regard to managing 
demand is to get people out of hospital sooner so that there is less reliance on hospital beds.  This state is still 
way below some of the national benchmarks on length of stay in hospital.  Our chief executives in the 
metropolitan hospitals and our health reform people are working with clinicians and nurses to develop better 
clinical protocols to manage people and get them out of hospital sooner.  That is very important, because 
obviously if we can get people out of hospital sooner, more beds will be available to deal with the demand. 
Dr S.C. THOMAS:  I understand that these types of programs are in operation.  Has any modelling been done to 
suggest when we will reach that 5.5 per cent sustainable growth rate in the health budget?  I am looking for an 
end point so that we can say a program has been successful if by 2012, for example, it is achieving these levels 
or meeting these targets.  
Dr N. Fong:  Yes.  We do have targets.  We have targets for this year for savings from these strategies.  An 
example is the chronic disease management strategy that I talked about earlier. We believe we are targeting a 
$4.6 million savings impact that will then be available to be put into other areas of the health system.   

[9.20 am] 

Dr S.C. THOMAS:  I accept that.  However, I assume those targets would be included in the forward estimates 
in this budget.  Is there a longer-term 5.5 per cent target, which is the target we are talking about?  Is there a 
point at which the minister can suggest that that target will be reached?  I do not need specifics for individual 
departments; I am looking for a more general response.  I am happy for that information to be supplied by way 
of supplementary information.   

Dr N. Fong:  There is no need for that.  The vote we have this year, as the member said, is a 5.5 per cent 
increase.  That is the target we will manage to reach within that budget.  To achieve that, lots of different 
programs will provide a better quality of care and more efficient care for our system.  There is no future target.  
That is the target this year and it is what we will manage.  Lots of initiatives will be put in place.  Some of the 
reforms will build up over the next few years, and further savings can be reinvested into the health system.   
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Mr J.A. McGINTY:  Every element of the health system is under review.  For instance, the new pathology 
service across the entire government sector will come into effect on 15 July.  In replacing the several government 
pathology services that are basically hospital based, it is projected that several millions dollars will be saved each 
year.  That is one example of hundreds of changes that are being made throughout the system.  While a 5.5 per 
cent growth has been projected and effectively incorporated into the budget, we realise that that will not be 
achieved this year even though we are being required to manage to that as a target.  We will put in place specific 
initiatives.  The best example is the mental health initiative that we announced late last year, which resulted after 
the Department of Treasury and Finance recognised the need to invest to achieve great efficiencies and improved 
service delivery in the short term.  I expect this to be an ongoing managed process over the next several years 
before we reach the final recommendations of the Reid report.  In a general sense, one of the most crucial 
elements is the historical duplication of Royal Perth Hospital and Sir Charles Gairdner Hospital, which has 
chewed up a massive amount of money in wasteful duplication.  The rationalisation of the hospital locations will 
do away with much of that duplication.  There will be inherent savings in that.  Of course, the Fiona Stanley 
hospital will not be up and running until 2011.  It will be an ongoing process.  I cannot say that this figure will be 
reached in one, two, three or four years.   

Dr S.C. THOMAS:  I am not asking the minister to tell me when it will be reached.  As I said, in the budget, the 
department is targeting 6.1 per cent in 2008-09.  When will the department target 5.5 per cent?  Will we see in a 
budget that the expenditure would be 5.1 per cent in a particular out year?   

Mr J.A. McGINTY:  It is too difficult to put a precise year on it.  That is what we are being required to manage 
down to now.  Obviously, there will be fluctuations.  Hopefully we will not return to the years in which we 
experienced increases of the order of 8.5 per cent.  

Dr G.G. JACOBS:  I draw the minister’s attention to page 453 of the Budget Statements, which states that the 
health system’s work force is foundational to the delivery of a health reform.  What allocations in the budget will 
attract and retain a medical work force in rural Western Australia?  I am mindful that there is a shortage of rural 
doctors in regional and rural Western Australia.  I am also mindful of the recent support of the South Australian 
government to commit $27 million to a rural work force over four years to cover such things as locum and 
education support, rural scholarships and the assessment and orientation of overseas-trained doctors.   

Mr J.A. McGINTY:  I will ask Dr Fong to comment on the generality of the question.  Compared with what 
occurred over the past few years, the employment of doctors in country Western Australia has been something of 
a success story.  Forty-one more doctors are employed in government hospitals in the country than was the case 
a couple of years ago.  There has been a significant increase in the direct employment of doctors in the country.  
Geraldton is most probably the best example.  We have moved from a visiting medical practitioner model to a 
salaried model, which has seen a significant improvement in the quality of medicine that has been presented to 
the public.  In the emergency department of Geraldton Regional Hospital, for example, salaried doctors have 
been present at all times and have been able to offer a service to the people of Geraldton.  Forty-one extra 
doctors in country Western Australia over the past year or two is a tremendous success story.  I ask Dr Fong to 
talk about the other initiatives.  

Dr N. Fong:  A number of strategies are in place to improve the attraction and retention of all health staff 
throughout the state.  Clearly, our clinical services plan is dependent on a robust and strategic health work force 
plan.  We cannot do a lot of the things we need to do if we do not have the work force to do them.  We are 
acutely aware of the under supply of locally grown doctors, in particular, and specialists, especially when we 
compare the national benchmark per 100 000 of either general practitioners or specialists.  We are doing a 
number of things, which I will mention in a moment, to assist with that process.  Some of the longer-term 
measures include an increase in medical student places, which will be terrific.  That will happen in 2009 with 
students from Notre Dame University and the University of Western Australia.  We believe that that will not 
only solve some of the issues, but also help substitute some of the reliance on overseas-trained doctors.  We are 
acutely aware of the shortage of nurses.  There is money in this year’s election commitment, which is in the 
forward estimates and the budget, to spend on the attraction and retention of nurses.  We are working with other 
jurisdictions through the Australian health minister’s work force advisory committee on strategy.  We are not 
alone in trying to deal with this issue.  We have already seen improvements after appointing Professor Richard 
Vaughan the director of surgical training to assist us in some of the areas of basic and advanced surgical training.  
We have increased places in that training already purely by focusing on it and employing someone to recruit 
those people.  We are concerned about the participation rate of doctors.  From 1996 to 2001, there has been a 
drop-off of 50 000 hours nationally in the participation rate of male doctors in particular.  It is usually the female 
doctors.  Because of lifestyle issues, doctors are voting with their feet and reducing their hours.  That is causing 
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huge pressures nationally.  We must consider ways to assist doctors to do what they do best, particularly in 
general practice.  One of the issues in chronic disease management is to put in place assistance for GPs and 
primary care practitioners so that doctors can do the medical work and be assisted with clerical or non-doctor 
work to alleviate the workload.  One of the other issues is that we want to create a culture change in Western 
Australia.  For many years, doctors have told me - I have worked in the private system - that they have had 
enough of working in the public hospital system because they do not believe that it is a good place to work.  We 
want to turn that around - that is a large task - so that our doctors want to be a part of a vibrant culture that 
provides world-class standards in our public hospitals in particular.  We are doing that by providing 
infrastructure upgrades and new hospital equipment and research and education facilities.  They are all part of 
investing in a future in which people will want to become involved.  The other way is to involve our medical and 
health staff in their future.  This is not about the Department of Health telling people what they will do.  Rather, 
it is about getting people together.  A new structure put in place in the Department of Health is the formation of 
clinical networks and major clinical programs.  One very good example, which has worked terrifically in the past 
three months, is the cancer task force put together under Professor Christobel Saunders.  She brought together 
clinicians, primary specialists, primary-care practitioners and non-government people in a task force and worked 
up a clinical plan for cancer.  That will be rolled out, and it will enable us to attract specialists and doctors to 
work in the cancer area because it will provide direction and a future.  The resources will be provided to go with 
it.  

[9.30 am] 

Dr G.G. JACOBS:  That was not my question.  

Dr N. Fong:  The question related to the country.  If it is acceptable, I will ask Chris O’Farrell to talk about 
some of the specific policies being implemented to attract doctors to country areas, an area in which I think we 
have shown great improvements.  

Mr J.A. McGINTY:  Is that the member’s desire?   

Dr G.G. JACOBS:  Thank you, minister.   

Mrs C. O’Farrell:  I can talk briefly about several specific initiatives.  To improve the attraction and retention 
outcomes for rural and remote medical practitioners, we have extended the free medical indemnities, particularly 
for rural and remote doctors, to cover their work on private patients in public hospitals.  That is a specific benefit 
for country doctors.  That initiative came about as an outcome from consultations that WA Country Health 
Service has undertaken with the Rural Doctors Association here in Western Australia.  The partnership with the 
University of Western Australia Rural Clinical School is one of our significant generational-based initiatives for 
future medical workforce planning and development.  We now have some experience with the year 5 cohorts.  
We have, hopefully, started to accumulate a cohort of young graduates, which will continue, who have strong 
linkages and bonds with doctors and other colleagues in country centres.  We hope they will come back to us.  

We now provide a great deal of the locum support, a burden we have taken on ourselves because it has become 
increasingly more difficult for some of the private practitioners to find a locum when they are going on leave.  
The Department of Health assists at its own expense.  

Included in the current visiting medical practitioner agreements - we will review the new VMP agreements - is a 
commitment to further improve the attraction and retention benefits that are built into the agreements.  One of 
the most significant future workforce development aspects for the department is to recognise that the younger 
generation of doctors appears to be more likely to want a choice of a career in medical practice as salaried career 
medical officers.  We are setting up a number of positions, particularly in our regional hospitals, for incoming 
relatively new graduates.  We hope we will be able to maintain them throughout their career by nurturing and 
supporting them and building on their training until they become experienced senior practitioners.  The aim will 
be to try to create an option for them to take on a lifetime career as career medical officers and, hopefully, 
benefit from several years of their time, particularly when they are young and mobile and out in the regional 
settings, before they head back to the metropolitan area, as often inevitably happens.   

Dr K.D. HAMES:  I have just been given some articles from the North West Telegraph - one from Mr Larry 
Graham - asking for premises not promises.  The articles are about accommodation for doctors in the north west.  
I have been also recently exchanging letters with Mr Moodie about a doctor in the south west who has been 
providing an after-hours call service for many years.  He has been seeking support through a roster system or 
some sort of on-call allowance and has been told that that is not practicable.  He has said that if nothing is done, 
he will withdraw his on-call service.  That would reduce the service to a very remote south west rural area.  Will 
the minister comment on those two specific issues about supporting country doctors?  
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Mr J.A. McGINTY:  In many respects, the quality of housing that has been offered in Port Hedland for medical 
staff employed at the Port Hedland Regional Hospital is substandard.  Many people will have seen the 
photographs that appeared in The West Australian showing the quality of some of the housing in Port Hedland.  
It is appalling.  It was drawn to my attention last year by the member for Central Kimberley-Pilbara.  As a result, 
we allocated $1.5 million - half from the health budget and half from the Pilbara Development Commission 
funding - for construction of those houses, which should start this year.  I think $1.5 million will pay for four or 
five new houses in Port Hedland to replace some of the houses that are substandard.  I agree that they are 
substandard.  I do not know why the housing was allowed to deteriorate to the extent it has in Port Hedland.   

Dr K.D. HAMES:  Does the minister know that when I was the Minister for Housing in the coalition 
government, the Government Employees Housing Authority offered to take over management of housing for 
doctors in country Western Australia and the Department of Health refused the offer?   

Mr J.A. McGINTY:  I was not specifically aware of that.  However, I am aware that prior to that, when I was 
the Minister for Housing, a debate occurred about whether the Department of Health should continue to provide 
housing in rural areas or whether it should be provided by GEHA.  As far as I am aware, that debate goes back to 
the early 1990s.  Frankly, if we can get a better quality of housing to attract hospital staff, including doctors, to 
country areas through GEHA, I would happily hand over that function tomorrow.  However, I would need to be 
convinced that the service through GEHA would be better.  I have an open mind on that.  If someone can show 
me it would be better done that way I would be happy to do it.  As the member for Dawesville knows, the cost of 
housing, particularly in the north west, is very expensive.  The nature of the problem in Port Hedland is 
illustrated by the fact that $1.5 million will provide only four or five houses.  Those houses will replace some of 
the more run-down houses in Port Hedland.  

The other significant issue in attracting doctors to Port Hedland is the Port Hedland Regional Hospital.  One of 
the Labor Party’s very significant commitments in the lead-up to the election, and upon which we will follow 
through, is an assurance that a new hospital will be built in Port Hedland during this government’s term.  We are 
working on the combination of improved housing and a brand-new hospital.  I am sure the member for 
Dawesville has seen the hospital in Port Hedland.  It is just not acceptable.  It was established in 1975 or 1976 as 
a temporary measure following a cyclone that went through that town.  It should have been addressed well 
before now.  I will come to the south west issue in a minute.  It is important to put this issue in context.  I refer to 
the six regional resource centres of Broome, Port Hedland, Geraldton, Kalgoorlie, Albany and Bunbury.  
Bunbury has a new hospital.  The new Geraldton Regional Hospital is about to be completed and opened in, I 
think, August this year.  A commitment has been made to build a new hospital in Port Hedland.  Each major city 
or town will be provided with new and dramatically increased facilities and increased levels of medical and 
technological support.  That will enable many more people in those regions to be treated locally.  I think that will 
lead to a more attractive proposition for the work force.  We must also deal with the accommodation issue. 

From time to time propositions are suggested for on-call rosters in the south west.  Sometimes they are a 
disguised method of seeking additional income for doctors in the regions.  Each request is considered on its 
merits and a decision is made that if it is necessary to provide that service, it will be done.  However, if it is not 
necessary, it will not happen simply because people want to have increased income.   

Dr K.D. HAMES:  I do not know much of the details but I think comments like that are a little unfair.  My 
father provided on-call services for the Boddington Hospital.  It is an extremely onerous task and no doctor is 
willingly on-call 24 hours a day, seven days a week.  For example, my father might have been working out in a 
paddock on his farm shearing sheep when he was called in to treat someone who had been injured.  Being on call 
is a very onerous burden.  The minister needs to recognise that most doctors in country areas do not need that 
extra income.  Most of them gain a reasonable income from the services they provide, and having to provide the 
on-call service is a tough ask.  Doctors do it for most of their life, but at some stage they get pretty sick of it.  

[9.40 am] 

The CHAIRMAN:  Somewhere in those comments I was going to hear a question.  

Mr J.A. McGINTY:  I agree with that.   

The CHAIRMAN:  Should I allocate the member for Dawesville his substantive question now, or should I teach 
him a lesson about commentary?  I will be generous, as long as he does not try that again. 

Dr K.D. HAMES:  I return to the issues with Royal Perth Hospital, Fiona Stanley hospital and Sir Charles 
Gairdner Hospital.  I refer to the meeting with Dr De Campo and the clinical services review, in which the staff 
were offered options for the future of Royal Perth Hospital.  The option they chose was to move as a single 
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group, including all their facilities and in particular their research facilities, to the new Fiona Stanley hospital.  A 
number of other conditions relate to that.  Given that 708 beds will come out of Royal Perth Hospital, and the 
minister promised that 295 beds would come out of Fremantle Hospital, which is a total of more than 1 000 beds, 
but only $420 million has been allocated for 495 beds at Fiona Stanley hospital, how will the minister do all 
that?  How will he keep the doctors from Royal Perth Hospital happy?  When will he tell them that those 
research facilities will not be moved as a single unit in 2011, as they think they will?   

Mr J.A. McGINTY:  Dr De Campo spoke to the staff and put a view of which he was personally supportive; 
that is, that Royal Perth Hospital should move as an entity to the Fiona Stanley campus in Murdoch when stage 1 
opens in 2011.  We were very pleased to receive the considered response from the clinicians at Royal Perth 
Hospital after the clinical services consultation.  One thing I have noticed is what Professor Linda Kristjanson 
described to me as an unfreezing of attitudes in the health system, which is different from the traditional 
response in the health system.  Traditionally, when changes to the health system are suggested, bayonets are 
fixed, people go into the trenches and resistance becomes the order of the day.  That has not been part of the 
clinical services consultation process that we are involved in.  These are major decisions that will affect the 
quality of health care for decades to come, as well as the employment of tens of thousands of Western 
Australians, not only doctors but also nurses, so it is important that we get it right.  I have been very heartened by 
the spirit of cooperation and the desire to get it right.  I think there is a realisation among all stakeholders that to 
do nothing is not an option, that to continue to do things in the way in which we have is not an option, and that 
we must do it differently.  There seems to be a significant measure of support - it is not unanimous - for the Reid 
plan for the redistribution of services and doing things differently from the way in which they have been done.  
There are a variety of reasons that I think that is the case, but I simply make the comment that it is remarkable 
that suggestions of change, which have traditionally been accompanied by warfare, have on this occasion been 
accompanied by a very rational debate about the best way to deliver health care into the future.  The emphasis 
has been on patients and I am delighted about the end result.  It will not be possible to pick up Fremantle and 
Royal Perth Hospitals in their entirety on one day and deposit them at Fiona Stanley hospital in 2011; it will be a 
progressive change.  The work we have done on demand indicates that Fiona Stanley hospital will, by 2015, be 
marginally short of 1 000 public sector beds, but will also have private beds and no doubt will be expanded at the 
adjacent St John of God facility.  That will be enough to accommodate the facilities that will be moved from 
Fremantle and Royal Perth Hospitals, but they will be progressively relocated to Fiona Stanley hospital over a 
couple of years.  

Dr K.D. HAMES:  Over what time period?  

Mr J.A. McGINTY:  We are talking about between phase 1 and phase 2 of Fiona Stanley hospital - 

Dr K.D. HAMES:  Is that 2011 through to -  

Mr J.A. McGINTY:  It is through to 2015.  It might be possible to bring forward some of the capital works 
associated with the moving of those facilities if there is broad-based consensus about how best to reconfigure 
things.  It also relates to the very significant redevelopment of the Sir Charles Gairdner Hospital site as the north 
metropolitan tertiary hospital, but at the same time we will have very significant increases in the number of beds, 
as well as the development of the four general hospitals.  They are all interrelated.  It is my strong view that we 
can accommodate the reasonable expectations of the staff, including the clinicians, at Royal Perth and Fremantle 
Hospitals.  At the moment, working parties between the doctors at the two hospitals are planning for the way in 
which their services will be provided in the future at Fiona Stanley hospital.  It will be a major logistical 
undertaking.  It is not simply a matter of picking something up on Friday and having it open for business on 
Monday.   

Dr K.D. HAMES:  I understand the minister’s difficulty.  I was trying to say before that that was going to 
happen.  However, the doctors at Royal Perth Hospital will be very surprised to hear what the minister has said.  
Does the minister realise that the doctors at Royal Perth Hospital do not know that that is the minister’s plan?  
They think that there is a plan to bring forward funding, so that by 2011 a much larger building will be built to 
house all the doctors, and they expect it to be moved as a single transfer. 

Mr J.A. McGINTY:  I will answer that question in two parts.  Bringing forward the capital works is a very real 
possibility.  We will be able to do more to accommodate much of the move from the hospitals at an earlier date.  
I am very keen to look at that, once we have settled the details of the clinical services plan of how the hospitals 
will be rebuilt and reconfigured.   

Dr K.D. HAMES:  Surely that will be part of the clinical services plan.  
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Mr J.A. McGINTY:  No.  The clinical services plan is how and where the clinical services will be delivered.  
The precise time frame will be very much dependent on budgetary allocation.  I am certainly keen to look at 
bringing forward the investment that the government has already earmarked for the Fiona Stanley hospital in 
particular, which is the linchpin of this plan.  That will depend on a range of other budgetary considerations.  We 
want to be able to engage the staff at Fremantle and Royal Perth Hospitals in ideas for how best to do that, but 
first we need to settle the real demands arising from the demographics of the population of Western Australia for 
where services should be located and by what time, and then deal with the extent to which we can measure that 
against the budgetary allocation.  In response to the first part of the member’s question, I am hopeful that we will 
be able to significantly satisfy the doctors at Royal Perth and Fremantle Hospitals at the same time.  As the 
member knows, Fremantle doctors have been very strongly supportive of the move to Fiona Stanley hospital. 

Dr K.D. HAMES:  That is because they thought they were getting it for themselves.  

Mr J.A. McGINTY:  I think that is not right.  I know the doctors at Fremantle Hospital very well.  I think they 
have a good understanding of all the logistical questions.  I do not think they had the simplistic view that the 
hospital would be only for them; nor do I think they believe it is something that can be done overnight.   

Dr K.D. HAMES:  The budget papers indicate that $190 million will be spent over the next four years on Fiona 
Stanley hospital.  However, the opposition has raised with the minister previously the figure of $1 million per 
bed for a hospital built on a greenfield site, and questions were raised about the accuracy of that figure.  I have 
been assured that it is an accurate figure.  In four years, $190 million will build a 190-bed hospital.  In five or six 
years, this will be a 580-bed hospital.  That means that at least $400 million more, or $200 million a year, will 
have to be spent to get that hospital completed by the 2011 timetable.  The minister has said that is what he will 
do, and he will get further funds in the budget, but I wanted him to say it publicly. 

[9.50 am] 

Mr J.A. McGINTY:  It depends on the final outcome of the clinical services plan, which has not as yet been 
finalised.  It depends on exactly what services are built as stage 1 at the Fiona Stanley hospital.  We are talking 
only about stage 1 at this stage.  It might well be that for a couple of years some services remain at the existing 
sites and that they are transferred in the fullness of time, and then the cost associated with those will be not part 
of stage 1 but part of stage 2.  It also depends on the discussions that we are having with the adjacent St John of 
God Hospital about the possibility of some shared facilities on that campus.  A range of variables can influence 
what the total cost will be. 

Dr K.D. HAMES:  The minister is still committed to building for 580 beds.   

Mr J.A. McGINTY:  We are certainly committed to building for that amount, but the member’s figure of 
$1 million a bed includes a heap of things that may not be built there as part of stage 1 but might well be built 
there as part of stage 2. 

Dr S.C. THOMAS:  A number of reforms and processes are going on at the moment.  I could refer the minister 
to page 452 and to the final dot point that refers to the Health Reform Implementation Taskforce or, just as 
easily, I could refer the minister to page 455 where the final dot point relating to healthy resources refers to the 
functional review implementation task force.  What is the impact of those reviews on rural and regional medical 
services?  Will there be transfers of important positions from those regions to the metropolitan region as a result 
of those processes?   

Mr J.A. McGINTY:  I will ask Dr Fong to respond to that question. 

Dr N. Fong:  The functional review implementation teams are across the whole of government, and our 
component is called the health corporate network.  It is advancing very well; in fact, it is the leading light among 
each of the government reform programs.  About 500 FTEs will be grouped together in December of this year in 
premises let in the central business district.  Someone behind me can clarify this, but I think about 90 FTEs in the 
country sector have been informed that their roles will be brought into that centralised HCN structure.  
Obviously, all the rules of industrial relations and human resources are being followed through in discussions 
with those people.  They are provided with options for their future.  A very well laid out plan is currently under 
way, with the expectation that this will all be up and running by 1 July 2006.  We have factored into the out 
years as well as this year of our budget the savings from this rationalisation of services.  The figure is 500 staff.  
We predict that the savings from the initiative across the whole of health would be 178 FTEs.  I do not have the 
specific figure for the effect on country health services. 

Dr S.C. THOMAS:  If I hear correctly, approximately 90 FTEs would leave regional centres and move to Perth 
over the next couple of years as part of the functional review implementation task force program.  Will the 
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Health Reform Implementation Taskforce program also have any impact or is the impact included in those 90 
FTEs?  If there is an estimate of that figure, can we have it at some point as supplementary information?  

Mr J.A. McGINTY:  Mrs O’Farrell might be able to provide the member with the figures he is seeking. 

Mrs C. O’Farrell:  I can respond on behalf of the WA Country Health Service.  The figure of 90 positions is the 
exact figure that the impact of the shared service reform will have on our area health service in that 90 functional 
positions will have their work transferred.  Some of those people would be expected to transfer to the health 
corporate network in Perth.  The fact is that it is a matter of choice whether those individuals wish to transfer 
into the health corporate network in Perth.  We anticipate that approximately 60 staff members will become 
redeployees.  We are working with some of those people right now.  If they wish to continue to work in the 
regions where they are currently, over a period of two years we will manage those people very carefully into 
other positions in the regional setting where they prefer to stay and have permanent jobs.  We will do everything 
we can over the next two years to carefully manage them as redeployees into alternative employment.   

Dr S.C. THOMAS:  I assume that those 90 FTEs of the WA Country Health Service would be exclusive of any 
impacts on the south west.  Is there a separate impact on the south west apart from those 90 FTEs?  Are there any 
figures for what the impact will be? 

Mr J.A. McGINTY:  Professor Michael Moodie might be able to provide some information. 

Professor M.H. Moodie:  These figures are exclusive of the south west.  I can give the member the precise 
figure, but it is approximately 40 FTEs.   

Dr S.C. THOMAS:  Could we have the exact figure as supplementary information when it becomes available?   

Mr J.A. McGINTY:  We will undertake to provide that when it is available.   

[Supplementary Information No A60.] 

Dr G.G. JACOBS:  How does taking people who are involved in payroll and IT supply out of my community’s 
hospital and warehousing them in Perth help in health service delivery?  If that is to occur, there had better be a 
darned good reason.  I would expect to see greater efficiency gains in 2006-07, as set out in the budget papers, 
because the issue is causing some concern in my community.  I want to be able to see those efficiencies.  How 
does a person like me, or anybody else for that matter, gauge these efficiencies?  Is it done by better value for 
money; that is, more work for the same money?  Does the department save more money?  Is more work done 
with the same number of people?  Will it require fewer staff in the future?  I find it a very difficult issue to assess 
because it has some impacts on quite a few regional centres in Western Australia.  I asked the minister about the 
health corporate network in questions without notice some weeks ago.  The minister could not provide any 
information, but obviously this process is well under way. 

Mr J.A. McGINTY:  I think the member has just been provided with the information.  I make this point: we 
have a choice in health.  Do we spend dollars on administration or do we spend them on patient care?  To me 
that is a no-brainer; the money should be spent on direct patient care.  We are talking about the savings in purely 
administrative positions that have been factored into health budgets, which start at $2.3 million in the 2006-07 
budget and increase to $11 million in the 2008-09 budget.  Quite frankly, that money will be taken out of 
administration and put into patient care.  I think that is what everyone would expect of us.  I am not prepared to 
stand by and see money spent wastefully on administration when it can be spent on looking after patients.  The 
member is essentially asking me to maintain millions of dollars being spent on administration at the expense of 
patient care, and I am not prepared to do it. 

[10.00 am] 

Dr G.G. JACOBS:  Is the minister saying that, for instance, at the Esperance District Hospital the services 
provided by staff in the hospital for payroll and information technology supply have some inefficiencies?   

Mr J.A. McGINTY:  It has been quantified at $11 million worth of savings that can be directed straight back 
into patient care.  That is on a statewide basis.  It is a very attractive proposition to reinvest administrative costs 
back into patient care. 

The CHAIRMAN:  I believe the member for Roe has a substantive question.  Does the member want to take 
that opportunity now? 

Dr G.G. JACOBS:  I hope that does not assume that my last question was not substantive enough.   

The CHAIRMAN:  I allowed the member to explore further questioning on that.   
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Dr G.G. JACOBS:  I would like to move on to the hospitals in the documentation.  I have some other questions 
about a healthy work force.  The rural work force is not that healthy.  It includes 160 overseas-trained doctors, 
many of whom have poor orientation, poor assessment, poor educational support and certainly poor locum 
support.  In fact, we are still waiting for the new visiting medical practitioners agreement in this state, which, no 
doubt, will have to be signed by 30 June.   

I move to the third dot point under “Healthy Hospitals” on page 453.  What is the cost of Fremantle Kaleeya and 
Galliers hospitals?  Instead of purchasing Kaleeya and Galliers, surely there was a capacity and a desire in 
private hospitals to accommodate public patients.  I will have a further question.   

Mr J.A. McGINTY:  I will respond, first, to the medical positions in the country health service.   I mentioned 
that there were 41 additional medical positions of direct-employed doctors working in country hospitals.  The 
relevant date is since 2002. Therefore, since that date 41 extra doctors have been employed in country hospitals.  
It is a tremendous success story.  The member for Roe made a political comment that we do not have a healthy 
work force in the country.  However, I have outlined that there has been a significant contribution towards a 
healthy work force in the country, and that is across all areas of the state.   

Dr G.G. JACOBS:  Although the number may have increased, the number of full-time equivalents has not 
increased, because doctors actually work less than they used to. 

Mr J.A. McGINTY:  I do not think the member is right. 

Dr G.G. JACOBS:  In fact, in real man-woman hour terms, we are going down. 

Mr J.A. McGINTY:  Does the member have justification for that statement?   

Dr G.G. JACOBS:  I have information about the work force issue and man hours worked some 12 months ago 
that I could provide to the minister.  Although there are heads on the ground, we are not actually delivering as 
many man hours of service as we did before.   

Mr J.A. McGINTY:  I do not believe the member.  If the member wants to provide me with information that 
says doctors spend fewer hours in our hospitals in the country, I would very much like to see that information, 
but I do not believe him at this stage.   

Dr G.G. JACOBS:  Perhaps I distracted the minister, but I had raised questions about the Kaleeya and Galliers 
hospitals and the public-private hospital conjoint arrangement issue.  

Mr J.A. McGINTY:  The capital cost has been widely spoken about for both Kaleeya and Galliers.  The former 
owners of Kaleeya had an occupancy rate of about 40 per cent.  It was on the market.  The government bought it 
and it thinks it got a very good deal.  To build Kaleeya from scratch would cost probably three times as much as 
we paid for it.  It is a very well-positioned and well-equipped hospital that will be very important to the future of 
health care delivery south of the river and in meeting the demand for winter beds and increased demand on 
elective surgery.  It will also enable significant renovations to occur at Fremantle Hospital so that it can, pending 
the construction of the Fiona Stanley hospital, continue to provide an excellent level of service.  It was a very 
important strategic purpose of a facility that was very much being underutilised in the private sector.  It is 
something we would not have been able to purchase had the former private owners of Kaleeya not wished to sell 
it.   

The situation at Galliers is somewhat more complex.  As members are no doubt aware, Futuris, the former owner 
of the Galliers hospital, was taking legal action.  It fitted in with the long-term plan we have to upgrade each of 
our general hospitals, and Armadale-Kelmscott is one of those.  It is a co-located facility there.  It settled the 
legal action and removed a contingent liability from the state.  It is therefore now able to, perhaps somewhat 
prematurely, meet the growth in demand for beds in that region.   

One of the success stories of Armadale hospital in recent times has been its ability to retain patients there rather 
than refer them to the congested teaching hospitals of Royal Perth, Sir Charles Gairdner and Fremantle.  We 
want to see more of that.  What has been happening at Armadale is the way of the future.  A range of factors 
worked out there.  We are currently looking at a way to continue to attract to and retain doctors in the Armadale 
area.  That involves a measure of incentive for private practice in the region.  I have a proposition to which I am 
currently giving consideration; that is, the best way to allow private admitting rights and private practice to 
continue at Galliers hospital.  We have allowed this to occur since it has been a state hospital since February this 
year.  We are looking at a method to formalise that arrangement in a way that will be beneficial to public patients 
at the same time.  It is not without its complications, but that is what we are hoping to do there. 

I refer to the member for Roe’s suggestion that Kaleeya and Galliers hospitals should have been left as private 
hospitals.  The private owners decided they wanted to sell them and we think we got a very good deal.   
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Dr G.G. JACOBS:  Are there any other plans to use conjoint arrangements with private hospitals that often 
have the capacity and would welcome public work?   

Mr J.A. McGINTY:  Yes.  The member would have noticed in the clinical services consultation that, in each 
area, part of the proposal is looking at the way in which we could cooperate with the private sector to ensure a 
certain level of health care delivery.  Given the complexities of commonwealth-state funding for health, 
arrangements like that exist on many occasions.  The member for Dawesville just spoke about the Peel Health 
Campus, and there is Joondalup and Bunbury.  We are currently seeking expressions of interest in connection 
with the Rockingham hospital redevelopment.  We want to ascertain whether there would be an interest in also 
having a co-located private hospital on that site.  The Fiona Stanley hospital will be co-located with the existing 
St John of God hospital.  There are great synergies in both medical and surgical care and the economic benefits 
that can flow from co-located facilities and perhaps the sharing of some measure of facilities.  Dr Fong, in 
particular, is interested in pursuing those synergies if they are to the benefit of public patients in Western 
Australia, and I am slowly becoming convinced that they are. 

Dr G.G. JACOBS:  I  have a further question.   

The CHAIRMAN:  If the member for Roe does not mind, I will come back to him.  I am conscious that there 
are three members who have not had an opportunity to ask any questions and we have been here for over an 
hour.  I will put the member for Roe on the call sheet.  I understand the member for Peel has swapped with the 
member for Mandurah, so I will give him the call first.   

[10.10 am] 

Mr N.R. MARLBOROUGH:  There are a number of references to the record throughout the document.  I draw 
the minister’s attention to the third dot point under “Health Promotion” on page 464, which refers to action to be 
taken in regard to legislation restricting smoking in enclosed public places.  It leads me to the broader question 
of smoking.  I have just arrived back from Europe, and I can tell the minister that the situation there is even 
worse than it is here.  We have made some great advances in educating people about the dangers of smoking and 
in educating people not to smoke.  However, it is still a problem, and it appears to me to be a problem among 
young people in particular.  Peer pressure and lifestyle impact on those sorts of activities.  In drafting the 
proposed legislation, how much consideration has been given to the broader aspect of smoking and its impacts, 
particularly on young people? 

Mr J.A. McGINTY:  I think everyone is aware of the burden that smoking puts onto our health system.  All 
health-related groups have been vigorous in arguing for governments around Australia and, I suspect, around the 
world to take a far firmer line on smoking.  The issue was brought home to me when in October last year the 
Department of Health ran a series of what could loosely be described as sting operations on tobacco retailers.  
The department got young children to go into tobacco retailers, and they attempted to buy cigarettes.  A majority 
of retailers sold cigarettes to kids.  These were kids who looked as though they were under 16, and they were 
chosen for that very reason; that is, their youthful looks.  Interestingly, the retailers were more inclined to sell to 
young girls.  The fact that in the metropolitan area 53 per cent of retailers sold tobacco products to young kids 
caused me enormous concern.  It was then apparent that there was inadequate capacity in the Tobacco Control 
Act to properly enforce the law and punish retailers who sold in that way.   

I notice some members from the south west of the state are present.  In the country, the worst offenders were in 
the south west.  The survey was very widespread.  I will refer to some of the worst offending towns for tobacco 
retailing to children.  I will deal with the south west.  In Myalup, every tobacco retailer in the town sold to kids.  
The figure was the same for Vasse.  In Boyup Brook and Bridgetown, 100 per cent of people selling tobacco 
were prepared to sell to kids and were caught out selling tobacco products to them.  That is appalling; yet we did 
not have the power to properly enforce the law. 

Dr K.D. HAMES:  I can tell the minister that around my house in Dianella I think the figures would be the 
same. 

Mr J.A. McGINTY:  The figure for the metropolitan area is 53 per cent, so it is obvious that a majority of 
retailers in the metropolitan area also do that.  I will give the other worst offending towns.  Half the retailers in 
Collie sold to kids; 56 per cent in Bunbury; 66 per cent in Harvey; 66 per cent in Brunswick; 54 per cent in 
Busselton; 60 per cent in Dunsborough; 66 per cent in Margaret River; 88 per cent in Augusta; and 77 per cent in 
Manjimup.  They are appalling figures, because we are talking about a survey of hundreds of places.  The people 
in Albany were somewhat better.  Sixty outlets were surveyed in Albany, and only three sold to children.  That is 
three too many, but, nonetheless, it was considerably better than the statewide average.   
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That brought home to me the need for very strong action to be taken.  There have been a number of reviews of 
the Tobacco Control Act over the past decade.  We will bring new tobacco control legislation into the Parliament 
before we rise at the end of this month.  That new tobacco control legislation will authorise covert sting 
operations involving the use of young children and their attempting to purchase tobacco products from retailers.  
It will also involve a doubling of the penalties for retailers who sell tobacco products to children.  It will also 
give tobacco retailers the right to demand identification from children, or from people who they suspect might be 
under age.  We will also introduce a licensing system.  People such as those I have just mentioned, who have 
obviously been completely reckless in their duty to not break the law and not sell to children, will run the risk of 
losing their licence to sell tobacco products if they are caught selling to children and convicted of an offence.  On 
the enforcement side, we will not only toughen the penalties, but also look at establishing a minimalist licensing 
system under which we can revoke a licence to sell tobacco products.  If people break the law and sell tobacco 
products to kids, as the member for Dawesville indicated is happening in the Dianella area, we intend to deal 
with those people very severely.  I believe the legislation that we will introduce in the next few weeks will go a 
very long way towards nipping in the bud the possibility of people acquiring a tobacco addiction and habit.  
Hopefully, we will then be able to stop young people from being able to acquire the product that they become 
addicted to, which can cripple them for the rest of their lives because of the health outcomes.  I make no apology 
for the fact that this will be very strong legislation.  I think it is necessary in the light of the actions, at shameful 
levels, of retailers in being so prepared to sell to kids.   
Dr G.G. JACOBS:  While on the subject of health promotion and smoking, when will there be a further serious 
attempt to introduce genuine legislation to ban smoking in bars and clubs, and not just a metre from the bar?  I 
should say that I would support it. 
Mr J.A. McGINTY:  Late last year when we looked at all these issues, we promulgated a regulation under the 
Health Act.  From July next year, there will be a 100 per cent ban on smoking in pubs, clubs and nightclubs in 
Western Australia.  We will be the second state in Australia after Tasmania to do so.  In Tasmania, the total ban 
comes into effect in January next year.  Western Australia and Queensland will have a complete ban in July next 
year, and that is not far away.  The combination of the new tobacco control legislation and the tough measures I 
have just spoken about, coupled with the total ban in pubs and clubs, will certainly put us back in the forefront.  
In particular, I am very keen to make sure that nightclubs, where younger people go for their entertainment - they 
associate drinking and smoking with having a good time - are completely smoke-free venues.  I believe that is a 
very important step forward.   

However, we are still left with a difficult issue, which will be reviewed during the course of this year; that is, the 
international room at the Burswood Casino.  The other states all have timetables now for phasing out tobacco 
smoking in pubs and clubs.  The three big states of New South Wales, Queensland and Victoria have granted an 
exemption to the international room for the high rollers, essentially.  The smaller states of the Australian Capital 
Territory, South Australia and, I think, Tasmania do not have an exemption.  That one remaining exception is a 
vexing issue.   
The other issue that I am very keen to pursue - we have been working with the Department of Justice on this - is 
smoking in prisons.  I am not convinced that the Department of Justice is being proactive enough in looking at 
that group of people who have among the worst health outcomes in the community - that is, prisoners - and 
doing enough to stop smoking in prisons.  We want to be able to pursue that as well.  Going back a couple of 
years, there was a practice when prisoners first arrived in prison, given the propensity for suicide and self-harm, 
that the prison authorities gave them tobacco products to help settle them down, or something of that nature.  I 
do not think that is right.  In recent weeks I have had some discussions with the Department of Justice about 
trying to do a lot more to stop people smoking while they are in prison, given the health outcomes of prisoners in 
this state.   
The CHAIRMAN:  The member for Mandurah has a further question on that issue. 
Mr D.A. TEMPLEMAN:  I would like to switch to alcohol. 

The CHAIRMAN:  That is a bit of a stretch.  I think the member can take his turn. 
Mr D.A. TEMPLEMAN:  Madam Chair, I find the only way I can get a question in is to ask an additional 
question. 

The CHAIRMAN:  No, I will get to the member for Mandurah.  He should just be patient.  The member for 
Central Kimberley-Pilbara is before the member for Mandurah, and then it will be the member for Mandurah’s 
turn.   

[10.20 am] 
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Mr T.G. STEPHENS:  I will address a question to the minister about diabetes issues in the Aboriginal 
community.  Although I have not given any notice of this question, I have asked questions on this matter 
periodically over the years, when in opposition and in government.  The last time I asked a question about it 
during estimates committee hearings was six years ago.  Recently the minister was quoted in the press as 
describing his concern about diabetes and the priority he gives to implementing diabetes prevention strategies 
through the Department of Health.  I am happy for the answer to this question to be provided by supplementary 
information, if that is necessary.  The dialysis unit in Port Hedland is constantly active and is very welcome.  
Diabetes affects many people in the Kimberley also.  I have taken some time to find out what the Department of 
Health is providing to the people in those communities to confront the very dramatic explosion in the disease.  I 
have not found anyone in Port Hedland who can pinpoint for me any activity to display diabetes prevention 
measures that have been undertaken in the Pilbara region, based in Port Hedland.  I asked the same questions in 
Turkey Creek about what measures had been taken in the Warmun community to tackle the lifestyle issues.  
What should someone like me or communities like those in Port Hedland or Turkey Creek be able to detect, see 
and feel as being the department’s response to this explosion in diabetes-related issues?  What tangible things 
can be seen to be helping them, apart from a dialysis unit and other initiatives involved in the final stage of the 
government’s program?  What can I point to on the ground that translates to the minister’s commitment to 
making this a priority area for this department? 

The CHAIRMAN:  I take it the member was referring to the dot points listed under Aboriginal health on page 
465 of the Budget Statements. 

Mr T.G. STEPHENS:  Yes. 

Mr J.A. McGINTY:  I will ask Dr Fong to provide a detailed response.  He has visited the north west of the 
state recently and has looked into these matters.  I advise the member that the part of the Kimberley that the 
minister represents is the worst offending area with regard to selling tobacco products to children. 

Mr T.G. STEPHENS:  Unfortunately, that is almost the least of their problems with the overall health issues 
facing the Aboriginal community.  Many other health issues are comprehensively bigger, including alcohol 
abuse and diabetes, and smoking is almost the least of the problems. 

Mr J.A. McGINTY:  Smoking also contributes to diabetes. 

Mr T.G. STEPHENS:  Yes. 

Mr J.A. McGINTY:  I am informed that 67 per cent of retail outlets in Halls Creek sold tobacco products to 
children. 

Mr T.G. STEPHENS:  That is a disgrace. 

Mr J.A. McGINTY:  Also, 50 per cent of retail outlets in Fitzroy Crossing sold tobacco products to children.  
However, the member for Central Kimberley-Pilbara will be pleased to know that not a single retailer in Port 
Hedland was caught selling tobacco products to children.  I will ask Dr Fong to respond to the member’s 
question on diabetes. 

Dr N. Fong:  The department broadly collaborates with all the Aboriginal health and community organisations 
on the department’s primary health care strategies for Aboriginal people.  That was recommendation 15 of the 
Reid report.  That regional planning framework is advancing very well.  The Department of Health and the 
Office of Aboriginal Health are not trying to solve all the issues immediately.  Rather, they are dealing with one 
of the major issues, which is primary health care for Aboriginal people.  A draft of that strategy will be finalised 
in the next few weeks.  When I was at Fitzroy Crossing, the Nindilingarri Cultural Health Services and others 
were working on providing the right types of food to the communities, which is important.  I may be corrected, 
but either Coles or Woolworths is working with Aboriginal communities there and potentially in other 
jurisdictions to deliver fresh food into the communities.  One of the problems is that the communities cannot 
purchase the right types of foods, which leads to poor diet, malnutrition, diabetes, ischaemia and heart disease 
etc.  Some really good initiatives are progressing.  The department encourages and supports those initiatives 
through its primary health care strategy.  Coles and Woolworths are experts at logistics and can transport 
products anywhere.  This initiative was instigated by the community and the Nindilingarri Cultural Health 
Services, and the Department of Health will pay particular attention to it. 

Mr J.A. McGINTY:  This is a statewide initiative rather than an initiative targeted particularly at Aboriginal 
communities in the north west.  The government has set aside money to double the programs for health 
promotion and media campaigns to draw attention to these issues and to educate people.  Specifically, the 
government will use that money to target the prevention of heart disease, cancer and diabetes.  They are three of 
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the greatest problems, although obesity can probably be included in that list.  Anything we can do to educate 
rather than treat the end results is worth doing.  We will look at using the major non-government organisations 
such as the Cancer Council Australia and the National Heart Foundation of Australia etc to deliver educational 
and publicity programs to alert people to the issues involved.  Hopefully they will focus very strongly on 
Aboriginal communities.  That is where the doubling of the budget comes into effect. 

Mr D.A. TEMPLEMAN:  I will raise two issues with the minister. 

The CHAIRMAN:  Try asking just one at a time. 

Mr D.A. TEMPLEMAN:  I will use the technique of asking a further question.  I refer to the drug and alcohol 
strategy on page 470 of the Budget Statements.  We have just had a discussion on the regulations and legislative 
changes etc that have been either proposed or already implemented regarding smoking.  I am interested in the 
discussions that are taking place on alcohol.  I refer, for example, to the increase in binge drinking among young 
people.  A recent report from an Australian drug institute report shows that binge drinking among young women 
has increased from one per cent to 10 per cent in the past few years.  The institute attributes that to so-called 
alcopops.  I have some here as an exhibit.  A sixpack of UDLs, which contain almost five per cent alcohol, is 
advertised for $11.  Other drinks being marketed look like milkshakes and contain four per cent alcohol.  Many 
of these types of drinks are sold.  The minister is probably aware of the coloured cordial-infused vodka drinks.  
Does the drug prevention strategy propose to consider how to restrict the marketing of these types of products so 
that the problem of binge drinking can be addressed? 

Mr J.A. McGINTY:  I will ask Dr Fong to respond to that matter.  We were just talking about tobacco, and the 
member for Mandurah just drew an analogy between smoking and drinking.  One of the provisions that will be 
contained in the new Tobacco Control Act will be a prohibition on products that look like cigarettes or tobacco 
products.  The lollies that look like cigarettes and things of that nature, which I remember from when I was 
young, will be prohibited.  I see an analogy with that and the attractively marketed products aimed at kids that 
the member has brought into the chamber.  When one appreciates the binge drinking and alcoholism that are 
prevalent among our young people, that certainly gives us cause for concern  

[10.30 am] 

Dr N. Fong:  Our four-year alcohol strategic plan is part of the whole-of-government approach to drug and 
alcohol problems.  I am sure that the member would remember that drugs in particular were a major issue four 
years ago.  A lot of money and resources have been put into that issue.  I am not aware of a specific plan to deal 
with the marketing issues that the member raised.  I concur with what the minister said.   

Mr D.A. TEMPLEMAN:  The accident and emergency facility at Peel Health Campus deals with many people 
who are impacted on by alcohol.  Will the minister provide details on the expansion of the emergency 
department at Peel Health Campus, which is referred to on page 494 of the Budget Statements?  Will the minister 
advise when stages 1 and 2 of the community health centre at Peel Health Campus are expected to be 
operational?  The minister would be aware that yesterday Mandurah was confirmed as the fastest growing city in 
Australia.  A 131 per cent population increase is expected by 2031.  The provision of health services is critical to 
my community.  What long-term planning is being carried out for the overall health needs of my region?   

Mr J.A. McGINTY:  An issue of importance, and one drawn to my attention by the member for Mandurah and 
other people from the Peel region, is the tremendous growth in demand for emergency services at the Peel Health 
Campus.  For that reason, we undertook to significantly expand the emergency department at Peel Health 
Campus.  I am struggling to recall the exact figures, but my recollection is that we will double the capacity of the 
emergency department at Peel Health Campus, which will necessarily involve ensuring that the hospital has the 
capacity to deal with people once they have been dealt with in the emergency department.  As the member 
rightly pointed out, the Peel region, particularly Mandurah, is the fastest growing area in Australia.  The demand 
exists for those services.  We have committed to upgrade the emergency department.  Indeed, $3 million has 
been set aside for that purpose.  Expenditure will begin in the 2005-06 financial year, with $700 000 being spent 
to ensure that the planning and design work and things of that nature are under way.  We expect that the capital 
works - in other words, the expansion of the emergency department - will be completed in late 2006.  We are not 
wasting any time getting on with it, because the demand exists.  In recent years, there have been significant 
expenditures on emergency departments.  Recently, the emergency department at Rockingham-Kwinana District 
Hospital received a significant upgrade and is a brilliant success story - the same can be said of Sir Charles 
Gairdner Hospital - and that has dramatically increased the capacity to cope.  One of the things we are hoping to 
do is to provide health care when people need it - emergency medicine is part of that - closer to where people 
live, rather than requiring them to travel to the tertiary hospital for treatment.  As I mentioned before, the 
southern suburbs of Armadale and Rockingham have experienced exponential growth in the number of people 
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requiring emergency treatment.  Both are coping extremely well.  We want to ensure that we extend that further 
south to the Mandurah area.  That is why the $3 million upgrade to the emergency department, which will be 
completed next year, is an important part of the network of emergency departments across the metropolitan area.   

Mr D.A. TEMPLEMAN:  What about community health?  

Mr J.A. McGINTY:  The other point that I should make is that although the member’s question relates to the 
far southern suburbs, $9 million will be spent on the emergency department at Joondalup Health Campus to 
ensure complete coverage of top-class emergency department facilities. 

With regard to the question about community health, one of the more pressing areas that we want to look at to 
ensure that there are facilities in the Mandurah region relates to mental health.  Today we have spoken a lot 
about the clinical services plan for the state.  Because of the particular pressures in Peel, and the fact that it is the 
fastest growing area in Australia, we will undertake a separate clinical services study for the needs of that area.  I 
expect that that will not in any sense delay the emergency department upgrade we have spoken about; nor will it 
delay the community health facility.  However, I expect that it will have particular focus on mental health as part 
of the outcomes for that area.  Funding has been allocated in this budget for stage 2 of the community health 
centre at Mandurah.  One million dollars has been set aside in 2005-06, $2 million in 2006-07, $1 million in 
2007-08 and $2.2 million in 2008-09, bringing the total capital works for Peel that has been allocated prior to the 
clinical services plan for that region to $6.2 million.  The government made an election commitment about the 
community health centre.  It will accommodate other allied community and mental health services that are 
accommodated elsewhere in the region and the expansion of existing services.  We will also look at the clinical 
services plans for the mental health and population health of that region.  Detailed planning should be under 
way.  Hopefully, we will be able to announce some good news about the Peel Health Campus in those two areas 
as the months unfold.  

Meeting suspended from 10.38 to 10.55 am 

Dr K.D. HAMES:  I refer to the question from the no-longer-present member for Mandurah on the Peel Health 
Campus.  I have been discussing that issue with the minister, particularly the need for extra beds as part of the 
package.  I was pleased to hear him say that they will be part of the requirement.  I know the plan is being 
prepared.  Can I have some indication of what is being considered, given that 30 000 people a year use the 
emergency department at that hospital, yet it is designed for 15 000.  Also, in light of the growth indicated by the 
member for Mandurah, demand will greatly increase.  The extra demand must be accommodated somewhere.  At 
what stage is the government considering allocating extra funds to the budget to provide extra beds?  Is it a 
matter of providing only extra beds?  I read an article in the newspaper about helicopter services operating in 
Mandurah.  During the election campaign, the Liberal Party suggested that a helicopter pad be situated in the 
hospital grounds.  Are those issues being considered in the plan?  

Mr J.A. McGINTY:  In the past, the greatest misallocation of health resources in the metropolitan area has been 
to the south metropolitan region.  Although Fremantle Hospital delivered excellent health care, it has always 
been regarded as the Cinderella of the teaching hospitals.  Approximately 70 beds were available at 
Rockingham.  With its recent upgrades, under the member for Dawesville’s government, Armadale-Kelmscott 
Memorial Hospital increased its number of beds.  However, his government did not take the upgrades to the 
stage that the Reid report recommended; namely, to have very significant general hospitals at Rockingham and 
Armadale.  The Fiona Stanley hospital will provide an enormous boost to health services south of the river.  
When talking about the region south of the river, it is impossible to focus on only one area.  In 10 years, the 
1 000-bed Fiona Stanley tertiary hospital will be servicing not only everywhere south of the river but also 
significant areas of the country, particularly the south west.  That will be a tremendous boost to health care and 
beds in the region.  

The number of beds at Rockingham will increase from approximately 70 to almost 300.  Armadale has been 
boosted by the acquisition of Galliers Private Hospital, and it is intended that the number of beds there will 
increase to 300.  It is in that context that we need to consider Peel.   

Taking into account the rapidly growing Peel region, particularly once the railway and the freeway connect, the 
number of beds available to people, south of the river generally, both at Rockingham-Kwinana District Hospital 
and Fiona Stanley hospital, will increase dramatically.  Having said that, I appreciate that a sentiment exists in 
the Peel region that it is not part of the metropolitan area.  Nonetheless, we cannot ignore the fact that, within 20 
minutes of travelling time, there will be a dramatic growth in the number of beds servicing that general 
population, and in the medical expertise that will accompany it.  
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The area that stands out for me, apart from the emergency department redevelopment and public health issues, is 
the mental health issue.  To my mind, it has not been adequately addressed in that region.  I will await the Peel 
clinical services plan.  We do not expect that it will take long, because it is confined, but it will be influenced by 
those other developments to which I have just referred.  

Dr K.D. HAMES:  I refer to the fourth dot point on page 474, which mentions capital works at Princess 
Margaret Hospital for Children.  As the minister knows, the recommendation in the Reid report that the 
government did not accept was the relocation of Princess Margaret Hospital.  

Mr J.A. McGINTY:  That is right.   

Dr K.D. HAMES:  The minister is aware of the problems at PMH.  The building is deteriorating significantly.  
Obviously the budget papers do not contain any specific figures.  What is planned for Princess Margaret Hospital 
for Children over the next five or six years?   

[11.00 am] 

Mr J.A. McGINTY:  The Princess Margaret Hospital issue is the perfect illustration of the point that I tried to 
make earlier; that is, a lot of what we do from now on will depend on the clinical services plan, which will be 
finalised within the next month or two.  That plan will then direct the way in which we go about resolving all 
these issues, and I expect the PMH issue to be resolved then.  The member is correct; when the Reid report came 
down in March 2004, the government’s response was to not accept the recommendation to co-locate PMH and 
King Edward Memorial Hospital on a tertiary hospital campus site.  We thought that was biting off too much, 
and so we left that alone.  That is not to say that nothing will happen to PMH.  In fact, other models for PMH 
that were not recommendations of the Reid report are now emerging, but elements of the Reid recommendations 
are contained in those models.   

Dr K.D. HAMES:  What sorts of models?   

Mr J.A. McGINTY:  Perhaps Dr Fong will comment on that.   

Dr N. Fong:  I think the minister is referring to the possibility of PMH relocating to the Royal Perth Hospital site 
when substantial sections of Royal Perth Hospital move to Fiona Stanley hospital and other sections move to 
other parts of the metropolitan area.  Clearly, if that were to happen, we would look beyond the forward 
estimates, because that would not happen until 2010-11 when Royal Perth Hospital vacates the site.  We have 
ensured that capital moneys have been put aside to maintain the hospitals, because we are still talking about five, 
seven or eight years before some of the eventual moves take place.  We will obviously ensure that Princess 
Margaret Hospital remains a world-class facility, regardless of where it is located.  There is money in the 
forward estimates for expenditure on that hospital in the out years.  

Dr K.D. HAMES:  Can Dr Fong point me to that figure in the budget papers?   

Dr N. Fong:  Is that in the $49 million?  That is outside the forward estimates.   

The CHAIRMAN:  Dr Fong, the question needs to be directed to the minister.   

Mr J.A. McGINTY:  The member will find that figure in last year’s budget papers, which had projections for 
12 years.  That was a one-off special in last year’s budget papers to show the extent of the commitment to the 
Reid report in the long term.  This year’s budget papers are in a more traditional format, so the moneys proposed 
beyond the four-year forward estimates do not appear in this year’s budget.  That does not mean that we have 
dropped our commitment to it; it simply falls outside the forward estimates period.   

Dr K.D. HAMES:  I presume that that funding will be in the forward estimates that the minister has agreed to 
provide as supplementary information.   

Mr J.A. McGINTY:  The information I undertook earlier to provide to the member was about the major 
hospitals, and I listed them.  I do not remember a specific reference to Princess Margaret Hospital.  We do not 
know yet what the ultimate fate of Princess Margaret Hospital will be.  It is being considered as part of the 
clinical services plan.  Once that is resolved, which should be within -  

Dr K.D. HAMES:  The minister will agree that Princess Margaret and King Edward hospitals are major 
hospitals, so when I ask about funding for the major hospitals, I presume that they will be included.   

Mr J.A. McGINTY:  King Edward Memorial Hospital is an example.  The current thinking - this might well 
change - is that there is no intention in the short to medium term to shift King Edward Memorial Hospital to 
implement that part of the recommendation that it be co-located at a major tertiary site.  That is not to say that it 



Extract from Hansard 
[ASSEMBLY - Friday, 10 June 2005] 

 p451d-489a 
Chairman; Dr Kim Hames; Mr Norm Marlborough; Mr Jim McGinty; Dr Steve Thomas; Dr Graham Jacobs; Mr 

David Templeman; Mr Tom Stephens; Dr Janet Woollard; Mr Peter Watson; Mr Colin Barnett; Mr John Day; 
Mr Paul Andrews 

 [17] 

is not in the long-term plan.  In terms of our financial priorities and what we want to do first in the forward 
estimates periods, the member will not find money for the King Edward hospital move at this time.   

Dr K.D. HAMES:  There is in last year’s budget.  

Mr J.A. McGINTY:  Yes, that is right.  However, as I recollect, it is a long time out.   

Dr K.D. HAMES:  It is 2012.  However, Princess Margaret Hospital was allocated $500 000 for 2005-06 and a 
total of $50 million over the next four years. 

Mr J.A. McGINTY:  That is right.  The Princess Margaret Hospital money was designed to meet shortcomings 
in the infrastructure at the hospital and to upgrade it on the current site.  That was the thinking 12 months ago.  
The thinking has moved on a bit since then.  That amount of money, perhaps with more brought forward, could 
be possible in the light of the outcome of the clinical services plan, but it is premature until we get the clinical 
services plan.   

Dr S.C. THOMAS:  I refer to the dot point on support services on page 491, which refers to multipurpose 
services.  How many multipurpose services have been developed over the past four years, and how many 
undeveloped MPS proposals are still on the table as expressions of interest?   

Mr J.A. McGINTY:  I will ask Mrs O’Farrell to respond to that question.   

Mrs C. O’Farrell:  We have 23 well-established multipurpose services in our area health service.  We have 
added another two services to that number, one of which is for Morawa and Perenjori and one for Plantagenet.  
No specific MPS proposals are pending agreement in our area.   

Dr S.C. THOMAS:  Some years ago a large number of rural health services made expressions of interest for 
multipurpose services.  They could not progress to the proposal stage because there was a waiting list.  Does that 
waiting list still exist?  I understand that only two new multipurpose services have been established in the past 
four years.  Will that process accelerate and will the regional areas that will benefit from such services get back 
on a waiting list of expressions of interest to progress to the proposal stage?   

Mrs C. O’Farrell:  We have caught up with that waiting list, and we have put through all the new multipurpose 
service proposals that were on the table.  There is no barrier to new multipurpose services coming on and there 
should not be a waiting list.  We are very keen to develop more of them over the years.  As proposals come 
forward to either consolidate or create new multipurpose services, we will bring them on stream as quickly as we 
can.  

Dr S.C. THOMAS:  Are there any outstanding multipurpose service proposals for the south west region?  

Mr J.A. McGINTY:  I think the answer is no, but I will get Professor Moodie to respond.   

Professor M.H. Moodie:  No, not that I am aware of.   

Dr G.G. JACOBS:  I refer to the third dot point on page 481.  What is the plan to enhance the medical service in 
Merredin?  How does the minister intend to upgrade this service and what will it look like?  Presumably, it will 
look different from an MPS.   

Mrs C. O’Farrell:  Merredin is, in the role delineation of all the 57 hospitals in the WA Country Health Service, 
one of the 11 designated integrated district health centres and, as such, is earmarked to be progressively 
developed so that it can provide a hub-based medical service to support the broader eastern wheatbelt district, as 
well as Merredin itself.  The difficulty we have been facing in Merredin is that the medical services have 
declined over the past seven or eight years through the loss of procedural doctors.  At times, Merredin has had 
difficulty sustaining any medical services at all, so it has a bit of a chequered history.  There has been a stable 
private medical service in Merredin for some time now.  We have given an undertaking and put some funding 
towards the enhancement of medical and other services in Merredin, but we have been working with local 
general practitioners, the shire, the Western Australian Centre for Remote and Rural Medicine and the 
commonwealth to ensure that we develop a model that not only is sustainable but also does not erode the stable 
private medical service.  We have taken the first step, which has been crucial for improving services, by securing 
a very solid and stable 24-hour after-hours medical coverage for Merredin and the surrounding districts from 
Merredin District Hospital.  That arrangement was secured in the past two to three weeks.  That is a major step 
forward.  Our next goals in Merredin are to look at attracting back some procedural medical capability and to re-
establish obstetric, anaesthetic and operating services. 

[11.10 am] 



Extract from Hansard 
[ASSEMBLY - Friday, 10 June 2005] 

 p451d-489a 
Chairman; Dr Kim Hames; Mr Norm Marlborough; Mr Jim McGinty; Dr Steve Thomas; Dr Graham Jacobs; Mr 

David Templeman; Mr Tom Stephens; Dr Janet Woollard; Mr Peter Watson; Mr Colin Barnett; Mr John Day; 
Mr Paul Andrews 

 [18] 

Dr G.G. JACOBS:  What commonwealth-state arrangements have been put in place to make this become a 
reality? 

Mrs C. O’Farrell:  There are no commonwealth-state arrangements with Merredin District Hospital at the 
moment.  That is one of the things that we are trying to overcome.  We believe that the future for a stable 
medical service, in both primary and procedural hospital services for Merredin and the surrounding districts, lies 
in a pooling of resources and one integrated medical service delivery strategy for Merredin and the surrounding 
districts.  We are proposing to the commonwealth that we pool our funding for medical services and that we 
provide a distinctly family-community, primary-based medical service, a hospital emergency medical service, a 
procedural medical service and an outreach medical service to support the broader district as one integrated 
medical team. 

Dr J.M. WOOLLARD:  On page 483 the first dot point relating to emergency services refers to the government 
opening an additional 221 beds.  On page 455 one of the major policy decisions is the initiatives to support 
nurses.  During the last winter NurseWest failed to deliver specialised nurses on many shifts.  Will the process be 
less complicated so that the problems that arose last year do not arise this year?  For what purpose is the 
$3 million in the budget for the initiatives to support nurses?  Where in the budget is the funding for the 800 
additional nurses for the next four years?  Will it be 200 nurses in each year?  I am hoping that a large percentage 
of those nurses will go into the community sector because, with patients being discharged early, we need to build 
up community services. 

Mr J.A. McGINTY:  During the term of the last government approximately 1 200 full-time equivalent nurses 
were employed in the public hospital system in Western Australia.  I was delighted that that was one of the more 
significant achievements, which was achieved against a backdrop of what people said was a shortage of nurses, 
which there is.  Nonetheless, by a variety of means we were able to attract and retain nurses to work in the public 
hospital system.  That was very pleasing.  We have projected that, over the course of the coming four years, a 
further 800 FTE nurses will be employed in the system.  The money to employ those extra nurses is part of the 
growth of the health service budget, which was made available in the forward estimates.  It is a significant 
amount of money that is generally allocated to the growth in health services, and that is where that money is to 
be found. 

As the member has rightly said, during the course of the election campaign a number of other commitments were 
made to nurses and, in particular, to additional scholarships and things of that nature.  All are now factored in as 
additional money in this budget and in the forward estimates periods.  I recently received the final report from 
the chair of the working party on family friendly initiatives in health, which I think the member would agree is 
essential to the attraction and retention of nurses in the system.  Part of what is proposed as part of the family 
friendly initiative is the provision of childcare facilities.  Notwithstanding the fact that government teaching 
hospitals employ between 5 000 and 7 000 people, predominantly women, the only creche that operates in a 
government hospital in Western Australia is at the Princess Margaret Hospital for Children.  I am very keen to 
see that provision expanded.  We will make sure that a childcare facility is built into the design of the new Fiona 
Stanley hospital.  We will make sure that a childcare centre is incorporated into the new capital works program 
at Joondalup.  We are currently involved in negotiations with the university about the joint provision of a very 
large childcare facility on the Sir Charles Gairdner Hospital campus.  I am very keen to make sure that those 
facilities are provided.  There is currently not a specifically identified capital allocation because we do not yet 
have the details worked through.  However, we do have a policy commitment to have childcare facilities, 
because we are convinced that it will be beneficial for the attraction and retention of nurses in the public hospital 
system if we can offer them both long-day care and out-of-school-hours childcare facilities, which is very much 
part of the family friendly initiative.   

Dr J.M. WOOLLARD:  I raised the NurseWest issue.  Last year there was a very complicated process.  
Sometimes nurses could not be found for shifts in specialised areas and a shift would be over before a nurse was 
found.  What arrangements have been put in place this year to prevent the same thing happening again? 

Mr J.A. McGINTY:  I will ask Professor Phillip Della to answer on that point.  One of the very significant 
changes that has occurred in the past 12 to 18 months in health care has been the dramatic reduction in the 
reliance on agency nurses.  That has had a very beneficial financial impact, but it has also had a tremendously 
beneficial patient care dimension.  My strong view is that permanently employed, dedicated nurses are better for 
patients than those who come in to work on a one-off shift.   

Dr J.M. WOOLLARD:  I think everyone would agree with that. 

Mr J.A. McGINTY:  I think the member is right.  We are saving tens of millions of dollars by directly 
employing nurses because, as the member will know, rates for agency nurses were astronomically high.  We 
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have driven them down by the reduced dependency on agency nurses by favouring direct employment rather 
than agency employment.  I will ask Professor Della whether he will answer the question the member raised 
about any glitches in the system generally, and particularly during the winter months when the demand is at its 
peak for the employment of nurses. 

Professor P. Della:  NurseWest has really established itself in the market and is now the major supplier of 
temporary nurses to our health services.  Our reliance on agency nurses has dropped from some eight per cent to 
three per cent in 2004-05.  It will continue to drop as we recruit more nurses.  Some 249 nurses on NurseWest’s 
books are engaged in employment with us.  The area of speciality nursing has been difficult, and it is difficult 
across the nation.  However, with the preferred panel, we have worked with those agencies to increase the 
number of specialist nurses that we have as part of the whole-of-government contract to provide nurses.  Tied in 
with that has been the scholarship scheme to support post-graduate studies in clinical specialisation.  That has 
achieved a balanced supply of midwives and increasing numbers of critical care nurses, who are the specialised 
nurses whom we have problems with.  We are also in negotiations with the universities to establish post-graduate 
operating room nursing courses, which once again will balance that supply, and of course establish a new mental 
health program.  I suppose the other issue has been the employment of specialised mental health nurses in 
emergency departments, which will take some of that pressure off the emergency departments and our health 
services to find mental health nurses, because triage patients are being properly treated.  It is an ongoing battle.  
However, from those strategies we are starting to see success and less of a problem in those specialised areas.   

[11.20 am] 

DR K.D. HAMES:  On the issue of nurse employment, I note that an extra 800 nurses will be employed over 
four years with an additional expenditure of $10 million.  I refer to employee benefits expenses on page 497 and 
note that the budget is $150 million more than the estimated figure for the last financial year.  In the subsequent 
financial year the increase is $100 million to cover the cost of 25 per cent of the 800 new nurses.  Therefore, 200 
new nurses will be employed at a cost of $25 million.  In addition, it will cover the agreement the government 
reached with nurses on salary increases.  What was the reason for the over-budget figure of $150 million last 
financial year and how will the extra nurses and increased pay for nurses be funded out of the budgeted increase 
of $100 million next year?   

Mr J.A. McGINTY:  The intention is that in four years there will be 800 more nurses employed than currently.  
It is not necessarily 200 each year.  I do not have the precise formulation in front of me, but it is a target for 
where we want to be in four years, rather than a straight line projection of how that will emerge.  

Nonetheless, there will be an increase in impost as time goes by.  The settlement reached with the nurses for the 
enterprise bargaining agreement for the next three years exceeded what we had allocated in the budget by 
$10 million.  Therefore, an additional $10 million was allocated by Treasury during the course of the now 
concluding financial year to offset that policy decision to agree to the settlement with the Australian Nursing 
Federation.   

DR K.D. HAMES:  What is the full-year cost of that?  The $10 million was for a couple of months.   

Mr J.A. McGINTY:  It was $10 million more than was in the forward estimates.  The full-year cost of the 
nurses’ settlement was well in excess of government wages policy.  My recollection is that it is approximately 
double.   

DR K.D. HAMES:  Is that in terms of millions of dollars?   

Mr J.A. McGINTY:  I will need to get some information on that.   

DR K.D. HAMES:  I just want a rough idea - I do not need it to be exact.  My recollection is that during the 
current financial year the cost of the nurses settlement was in the order of seven per cent - or that might be next 
financial year - which is approximately double the three per cent, which is government wages policy.  We cannot 
tell from the budget figures what component of that relates to nurses.  We have no idea what is paid out for 
nurses. 

Mr J.A. McGINTY:  The final recommendation that was made by the Industrial Relations Commission was a 
1.8 per cent increase backdated to 1 July 2004.  That was the $10 million that I referred to earlier which was then 
in addition to what had earlier been recommended by the Industrial Relations Commission.  I am not in a 
position to give the member the detailed breakdown now.  If he wants that information by way of supplementary 
information, I will undertake to provide it, Mr Chairman.  Is it only for nurses?   

DR K.D. HAMES:  Yes.  I am interested in how the government will pay for nurses.  I would certainly like to 
know how much of the employee benefits expenses related to nurses and how much that increase represents.   
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Mr J.A. McGINTY:  I will undertake to provide the cost of the nurses’ salary settlement in both dollar terms 
and percentages. 

[Supplementary Information No A61.]   

Mr P.B. WATSON:  I know the minister is disappointed that no money was put aside in the budget for a new 
heart machine for the Fremantle Dockers!  My question is much more important.   

I refer to cancer prevention and detection referred to on page 468.  A lot of reference is made to breast screening, 
but there is nothing about men’s prostate cancer.  I note that South Australia has a task force looking into men’s 
health awareness.  The letters I have received from the Department of Health in response to my concerns on this 
issue have expressed the attitude that more men die with prostate cancer than from it.   

When I was 53 years of age I did not have any symptoms.  My father died a horrible death from prostate cancer.  
My wife convinced me to take blood tests.  I had no symptoms, but from a blood test I finished up going to a 
specialist.  I had biopsies, still without any symptoms, but I had the test.  As a result I had a radical 
prostatectomy.  On removal of the prostate, a cancer which had not been picked up from the biopsy was found.  I 
would have been dead in 18 months if it had not been found.  I have nothing against screening women for 
cancer, but women are more likely than men to go to a doctor for a test.  We have people who die of cancer in 
their 30s, 40s and 50s.  Once the cancer moves out of the prostate and gets into the bone, that is the end.  What is 
the department doing about research for men’s prostate cancer?  I do not see anything in the budget for it.  Are 
we doing anything similar to South Australia, where there is a task force into men’s health awareness.  I am 
referring to not only prostate cancer, but also all forms of cancer.  As I said, men are less likely to go for a 
medical check than women.  Women are more concerned and are likely to take action.  What is the Department 
of Health doing in this area?  Is this covered anywhere else in the budget?   

Mr J.A. McGINTY:  One area we have performed poorly in in the past is cancer care.  One of the things that 
shocked me two years ago when I became Minister for Health is that following routine surgery or diagnosis, 
people had to wait six months at Sir Charles Gairdner Hospital for radiation therapy.  That was not good enough.  
I had discussions with my good friend Tony Abbott and, as a result, an agreement was reached between the 
commonwealth and the state for two additional linear accelerators to be provided at Sir Charles Gairdner 
Hospital.  That led to the development of a state cancer plan and a series of very important initiatives in cancer 
care, which will put Western Australia at the forefront of cancer care in Australia.   

One of the early recommendations of the Reid report that we started acting on prior to matters being finalised 
was cancer care because of its impact on the broader community.  I will ask Dr Fong to update the committee on 
all the initiatives for cancer care that have been taken in the country and the city .  Members will see that the 
program we are trying to develop is very impressive and ambitious.   

Dr N. Fong:  Just briefly and in general, the most advanced program and organisation for the different clinical 
issues that face us in Western Australia is in cancer care.  We have put together a task force - I said this earlier 
but the member may not have been here - of about 30 people who have been working for the past four months 
under the chairmanship of a world-class breast surgeon, Professor Christabel Saunders.  The task force has now 
drawn up a draft strategic plan for cancer services, which includes both prevention and diagnosis treatment and 
palliative care for people with cancer.  That will bring together all the issues about providing prevention and 
awareness campaigns, in which we will be including men.  Prostate is recognised as being one of the top two 
causes of cancer in men - colorectal being the most prevalent cancer beyond that.  There has been a very good 
increase in awareness of prostate cancer in the community in general. 

[11.30 am] 

Mr P.B. WATSON:  I will just interject at that point.  That is mainly through private people, not through the 
government.   

The CHAIRMAN:  The problem with interjections is that they must go back through the minister. 

Mr P.B. WATSON:  I am sorry, Mr Chairman. 

Dr N. Fong:  I realise that we could be doing more in all areas of cancer prevention and promotion.  Certainly, 
part of the plan is to coordinate that.  Part of our plan will also be to use the non-government sector to keep 
promoting that.  We provide a lot of funding for the Cancer Council WA.  Prostate cancer is one of the council’s 
areas.  The other thing that we are putting together in this new organisational approach is what we call tumour 
boards.  We will basically bring together subcommittees of the cancer task force.  There will be one of those 
specifically for prostate cancer.  Again, the focus will be on prevention through to treatment - all the issues 
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surrounding every one of the specific cancers, whether it be prostate, head and neck or whatever else.  We are 
confident that we will have the resources in place to ensure that we have a better cancer program in this state. 

Mr P.B. WATSON:  Will the minister advise me of the Department of Health’s attitude to prostate cancer at the 
moment?  As I have said before, when I have had correspondence from the department previously, it has said 
that people die with it and not from it. 

Dr N. Fong:  It is one of the leading cancers in men in Australia.  Obviously, we recognise it as an important 
cancer that we need to address; that is, in prevention, screening and treatment.  The member would know that it 
is a controversial area in the medical community and in the community at large in terms of diagnosis, prostate 
specific antigen testing and the subsequent best form of treatment.  We have specific statements on that and what 
the Department of Health believes.  We certainly think it is an important issue.  We fund the Cancer Council, 
which has an involvement in discussions about the best form of treatment and programs for prevention.  We also 
support the Urological Research Centre of Western Australia, which has a specific interest in prostate research.  
One of the better researchers in this area is Professor Justin Vivian, who is one of our surgeons at Royal Perth 
Hospital.  He is involved in prostate research in Western Australia. 

The CHAIRMAN:  I would like to ask a further question.  I thank members.  Will the minister ask Dr Fong to 
explain what he meant by tumour boards?  How are they set up and what are the functions? 

Dr N. Fong:  A tumour board is basically a committee or a task force that brings together surgeons, oncologists 
and nurses, but particularly medical people who work on discussing the latest and greatest in treatment and 
diagnosis issues.  They will come together and audit the outcomes from various treatment strategies and 
programs; and they are changing all the time.  Obviously, no one specialist can keep all that information in his 
head.  The idea of bringing people together on tumour boards means that we will have more standardised 
protocols for treatment, so that there is no variation in what people are accessing in our services for treatment of 
cancer.  The boards will provide a much better way of evaluating outcomes across the board in this state. 

The CHAIRMAN:  Are they organised by the various colleges, through the Department of Health or through 
the hospitals?  How are they put together? 

Dr N. Fong:  They are not in existence at the moment.  They do exist in a sense through the Western Australian 
Clinical Oncology Group that was formed under the Cancer Council.  We will form these new tumour boards 
under the cancer network, which will be managed and led by Dr Simon Towler, who will be in the Department 
of Health.  They will work across hospitals and bring together clinicians and administrators from hospitals, and 
they will be facilitated by the Department of Health.  However, they will not be just a group of doctors doing 
their own thing; they will be well and truly led and managed. 

The CHAIRMAN:  I ask the minister whether I could be informed of the developments with that, and perhaps 
Dr Fong and I could have a discussion afterwards. 

Dr G.G. JACOBS:  While we are on cancer prevention, I was surprised that in the documents the minister did 
not mention practice nurses, increased training, the greater uptake of pap smears by women and the mobile 
mammography service throughout Western Australia.  I refer to pages 459 and 463.  What consideration has 
been given to the mobile mammography service providing annual visits to regional WA, rather than the two-
yearly visits that are provided at present?   

Mr J.A. McGINTY:  I will ask Mr Michael Jackson to respond to that. 

Mr M.P. Jackson:  As the member knows, BreastScreen WA operates four mobile vans throughout the state.  
They are on the move constantly.  The challenge is to be able to screen women throughout the state, even in 
isolated areas.  This is a particular problem when we are dealing with Aboriginal communities.  Sometimes it 
requires quite innovative efforts to bring those women to the screening facility.  The national protocols refer to 
screening women on a two-yearly basis, unless there is a familial cancer history for a particular person.  Our 
current national accreditation requirements are that we screen women for breast cancer on a two-yearly basis.  
BreastScreen WA is a state treasure, and it is one of our population-based screening programs that is very 
effective.  As our population ages, there is a challenge for BreastScreen WA to cope with and provide that 
service to the increasing number of women over 50. 

Dr G.G. JACOBS:  There is no criticism from me.  I believe it is a great service.  However, in the past a 
percentage of my patients have been recommended to have a yearly screen, but of course the van does not come 
around in the next 12 months.  Therefore, there are some logistical problems, particularly in the very remote 
areas, as Mr Jackson said, with women having that yearly screen. 
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Mr P.B. WATSON:  Does Dr Fong have any plans to set up a task force on men’s health, similar to the one in 
South Australia?  

Dr N. Fong:  We have no specific plans to address that at the moment. 

Mr P.B. WATSON:  Is this not seen as a priority? 

Dr N. Fong:  The fact that we do not have a specific task force does not mean we are not addressing issues of 
men’s health.  We are addressing those issues across the board.  Clearly, our focus is to try to have things 
organised through the clinical entities and the disease programs.  Obviously, men’s health, whether it be related 
to respiratory or cardiac issues, would be addressed in that way.  However, we do not have a specific men’s 
health program or task force at this point. 

Dr G.G. JACOBS:  I refer to the second dot point under the healthy hospitals heading on page 453, which refers 
to the development of a clinical services framework as a first stage.  It goes on to refer to achieving equity of 
access.  It is that equity of access that I would like to address.  When referring to healthy hospitals, I believe 
what is not healthy is people being on a six to 12-month waiting list to get a clinical appointment as an outpatient 
at Royal Perth Hospital or Sir Charles Gairdner Hospital, and then waiting another 12 months to get definitive 
treatment.  How will the clinical services plan deal with the inequity of access mentioned previously across the 
medical services in the metropolitan area, as well as access to services by country patients?  

[11.40 am] 

Mr J.A. McGINTY:  One of the things that I hope people will appreciate as a result of the discussion today and 
also the contents of the budget papers is the massive amount of reform work that is taking place within the health 
portfolio.  One of the pressing matters in which I have personally been very strongly involved is the matter of 
waiting lists for elective surgery.  I refer to not only those procedures that are classified by the Australian 
Institute of Health and Welfare as elective surgery but also access to procedures and the waiting time to undergo 
endoscopy procedures and the like.  Currently, the government is considering making a very significant change 
to the way in which general practitioners refer patients to the public hospital system for either procedural 
investigation or surgical treatment.  In conjunction with general practice, we are considering implementing a 
number of very significant changes that include, in particular, the amount of work that is done by general 
practitioners before somebody is referred to a teaching hospital for treatment.  We are considering also ways in 
which day surgery procedures can be conducted more economically and efficiently via a mechanism that is 
different from the traditional mechanism whereby a patient is admitted as an inpatient into a public hospital.  We 
are considering also the way in which the commonwealth funds certain procedures.  Traditionally, Western 
Australia has not received its per capita share of federal funding under the Medicare arrangements.  Last year the 
state government introduced an ambulatory surgery arrangement whereby a range of procedures and services 
were conducted on an outpatient basis.  The federal Minister for Health and Ageing, Tony Abbott, agreed that 
this is a lawful process to adopt with Health Insurance Commission funding.  That will enable twice as many of 
those operations or procedures to be conducted for the same amount of money because the commonwealth 
government is prepared to pick up the proceduralists’ fee.  We are looking at ways to make better and shorten the 
time people have to wait for surgery.  Frankly, it is not acceptable for people to have to wait for as long as they 
have.  However, I draw attention to the fact that over the past five years - notwithstanding the increased 
demand - there has been a dramatic fall in the number of people on the waitlist for elective surgery in this state.  
The number of people on the waitlist has reduced from approximately 22 000 in 1999 to approximately 16 000 
today, and there has been a commensurate reduction in the waiting time.  That is a very significant improvement, 
but a lot more needs to be done.  That is a priority for this government.  I have a meeting scheduled for next 
week to consider further progressing reform in the way in which patients are referred to the public hospital 
system for treatment. 

Dr G.G. JACOBS:  Will one of the measures shift work out of the tertiary hospitals?  I understand we must do 
our absolute best to provide health services within the $3 billion that is provided for health in the budget.  
Demands will always be placed on the government to provide health services.  Maybe the health system would 
be improved if some of the work were shifted from the tertiary hospitals to other centres.  That would reduce the 
dependency on tertiary hospitals. 

Mr J.A. McGINTY:  I completely agree with that.  The vast bulk of procedures undertaken at tertiary hospitals 
is not tertiary in nature and does not need to be performed there.  I refer in particular to routine surgery such as 
cataract extractions and procedural matters such as endoscopy procedures.  Those types of procedures need not 
be performed at tertiary hospitals and are performed more efficiently elsewhere.  Dr Mark Salmon, who works at 
the Osborne Park Hospital, has spearheaded the surgery initiative, which involves both procedures and surgery 
using the ambulatory initiative about which I have spoken.  I want that area to be significantly expanded.  One 
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area that will expand is the use of the former privately owned Fremantle Kaleeya Hospital.  We are expecting in 
excess of 2 000 additional ambulatory procedures to be conducted in the next financial year under that initiative.  
Hopefully, long waiting lists for colonoscopies and other procedures will become a thing of the past when more 
of these initiatives are up and running.  A key element of that is the cooperation of the medical work force.  
There are indications of resistance from some established forces within the health service to a scheme that Tony 
Abbott has acknowledged is within the letter and spirit of the law.  The Health Insurance Commission has 
provided arrangements for the electronic billing from those sites for surgical fees associated with it.  The advice 
from the state Solicitor General is that it is perfectly consistent with the Australian Health Care Agreement and 
the Health Insurance Commission Act.  All those matters are pointing to the way in which a lot more surgery can 
be done efficiently if it is done differently from the approach that has been taken in the past.  It is a matter of 
overcoming that institutional resistance.  One of the key surgical procedures that can be performed via this 
mechanism in most cases is cataract removal.  Professor Ian Constable has accepted a position, which is referred 
to in the budget papers, as statewide director of ophthalmology.  I am hopeful that, given this is the third-largest 
medical specialty on the waiting list, new protocols will be drawn up and new procedures adopted that will lead 
to a significant fall in the elective surgery waiting lists and waiting time for people who need cataract removal.  
That is just in the surgical area.  In the procedural area, I am very keen on seeing the expansion of the provision 
of endoscopy procedures because that will enable many more people to be treated.  Currently many thousands of 
people are on the waiting lists for those procedures. 

Mr N.R. MARLBOROUGH:  I refer to significant issues and trends at page 452 of the Budget Statements.  We 
are about to move into a very exciting time regarding health care and the provision of health services.  The Reid 
report that the minister has alluded to on many occasions gives us the guidelines for that direction.  One of the 
key elements of that report is to close the Royal Perth Hospital.  There is a long time frame before the Fiona 
Stanley hospital will be up and running in 2011.  Over the next few years that will require some fine 
management skills of highly qualified nurses and senior medical officers to implement the changeover.  Whereas 
I see that as an opportunity, others may consider the changes to be an attack on their lifestyle and where they 
want to work.  People in the medical profession could be tempted by offers of employment elsewhere.  As Dr 
Fong indicated earlier, the private medical sector is always after our best people. 

Mr J.A. McGINTY:  We are often after their best people also. 

Mr N.R. MARLBOROUGH:  I am sure we are.  What programs, if any, are in place to manage the personnel at 
Royal Perth Hospital at this strategic time?  What programs and initiatives are in place to make sure we hang on 
to those good people in the intervening years between the closure of the Royal Perth Hospital and the opening of 
the Fiona Stanley hospital? 

Mr J.A. McGINTY:  The worst thing that could possibly happen is for people to believe that things will change 
and therefore there is no need to maintain the excellent level of service that has traditionally been provided by 
way of the infrastructure, staffing or available technology.  It is absolutely crucial that the facilities of the 
hospitals that are facing either being entirely relocated or having a significant part of their service shifted 
continue to be upgraded over the next few years.  That will ensure that the people who need medical care today, 
next year or in five years continue to receive the best health care available.  From a purely economic point of 
view that might seem like a misallocation of resources.  However, I am firmly of the view that we must invest in 
these facilities today to make sure that for the next five, seven or eight years the level of excellence that people 
expect continues to be provided.  That is true of the Princess Margaret Hospital for Children, should it be 
required to shift, and it is certainly true of Fremantle Hospital.  The government has invested heavily in that 
hospital by purchasing a new magnetic resonance imaging machine that began operating late last year and 
upgrading the day oncology ward and the rehabilitation ward.  A series of ongoing upgrades that are costing 
millions of dollars must be invested in now to ensure that those services are provided in the best possible 
environment in the years ahead. 

I will ask Dr John De Campo, the Chief Executive Officer of the North Metropolitan Health Service, to talk 
about what we are doing for the thousands of people who use Royal Perth Hospital as an outpatient facility.  That 
links in very much with the establishment of the new trauma unit at Royal Perth Hospital in anticipation that it 
will move in five or six years.  Nonetheless, it is a fairly massive investment in the short term to ensure that 
those services are retained and enhanced pending any move.   

[11.50 am] 

Dr J. De Campo:  Attracting and retaining nursing, medical and allied staff over the next five years is the core 
issue for Royal Perth Hospital.  It has been a firm decision to move as a group and was important in 
underpinning the potential of staff over the next five years.  That is a philosophical point of view, but it is a core 
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issue for the hospital.  On the physical side - the philosophy must be underpinned by the money - we are 
refurbishing some 3 000 square kilometres of the old dental hospital to provide outpatient services.  That will 
have a domino effect.  When that facility is in place in December, we will decant the third floor of the north 
block.  That will enable us to spend $6 million establishing a trauma and burns unit for acute trauma.  The 
establishment of a major trauma centre is important for the state.  Literature reveals that more people live if they 
are cared for in a centre that has built-up experience in trauma.  There will be a domino effect through the 
hospital with outpatients and trauma.  Subsequently, we will need to spend funds in the emergency department, 
where the trauma is initially received.  The signposts we are investing in Royal Perth Hospital are very important 
to the staff and to the public.  I would not underestimate their importance in retaining staff over the next five 
years.  The staff are involved in two aspects.  The first is maintaining the hospital that they are in now and the 
second is planning for a new hospital in collaboration with staff at Fremantle Hospital.  It is a busy time for 
Royal Perth Hospital staff, but it is important to do both jobs well.  The feeling I get from the staff is that they 
are enthusiastic about doing both, which is heartening.   

Mr C.J. BARNETT:  I refer the minister to the first dot point of cancer prevention and detection on page 468 of 
the Budget Statements and raise the issue of breast screening programs.  I do so following approaches by women 
in my electorate.  I do not have a point of view about this matter, but I will raise it.  As I understand it, and from 
the information on a breast cancer web site, the use of mammography is important, as was commented earlier, 
particularly for women over the age of 50.  The web site states that mammography is not as effective for women 
aged between 40 and 49.  I gather that for women under the age 40, mammography is regarded as generally 
ineffective, mainly because of physiological differences of that age group.  However, I am advised that about 
25 per cent of breast cancers occur in younger women.  Obviously, there is a high-profile case in Australia at the 
moment.  My question relates to mammography, which can detect a cancer that is already present.  There has 
been some publicity recently about the use of infrared thermography as a way of detecting, if not a cancer, a risk 
of cancer.  I am conscious that, particularly for younger women, a mammography is often not only ineffective 
but also very uncomfortable, whereas thermography is unobtrusive and fairly easy.  I am not asking this question 
to promote one method of detection against the other.  The web site is not particularly complimentary about the 
use of infrared thermography, but it relies on research information that dates back to the 1980s.  Is the 
department prepared, in the first instance, to review the literature and research findings on the use of infrared 
thermography in detecting a risk of breast cancer in young women as an early detection and prevention measure?  
Secondly, if that is agreed to, will the department consider some sort of clinical testing of infrared thermography 
in detecting risk, if not cancers, in younger women?   

Dr N. Fong:  The Radiological Council and the group that advise on the different age groups that should be 
screened promote women over 40 receiving routinely to yearly mammography screening.  It is recognised that 
six per cent of women under the age of 40 are at risk of breast cancer.  However, it is not recognised that we 
should screen women between 40 and 49 routinely because the pick-up rate will not justify the expense.  There 
are other ways of determining whether some younger women are at risk.  Western Australia has family history 
screening clinics as part of the Royal Perth Hospital and Sir Charles Gairdner Hospital breast cancer service, 
which is lead by a world-class breast specialist, Professor Christobel Saunders.  I am sure that we would be 
prepared to look at this issue, because the breast cancer service is always reviewing its protocol and ways in 
which it can provide a better service for Western Australian women.  I am not sure whether any other particular 
screening tests are available; I would have to take that on notice.  My understanding is that for the small 
percentage of women aged 49 years or below who are at risk, we are actively promoting ways in which they can 
be checked, particularly if there is a family history of cancer.   

Mr J.A. McGINTY:  I undertake to have the Hansard of the member’s question and the response referred to 
Professor Saunders and to provide the member with a more detailed response.  

Mr C.J. BARNETT:  I have no clinical expertise, but I raise this issue because it has been put to me that even if 
women wish to undertake infrared thermography, it falls outside the net of what is available and endorsed by 
government.  For those women who want that assessment because of family history and the like, I understand it 
is fairly easy, not all that expensive and may be effective.  All I am asking is that an evaluation be undertaken.   

Mr J.A. McGINTY:  I am happy to do that.  Professor Saunders is the appropriate person to do that.  

Mr J.H.D. DAY:  I refer to service 2, diagnosis and treatment, on page 471 of the Budget Statements; to the 
provision of specialist mental health services, as detailed on page 484; and to the provision of obstetric services, 
which appears on page 482.  Will the minister advise me of any plans to modify the provision of mental health 
services at Swan District Hospital, in particular inpatient mental health services?  Are there any plans to change 
the number of beds at Swan District Hospital?  Are there any plans to establish mental health services, 
particularly inpatient mental health services, at Kalamunda District Community Hospital?  In relation to 
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obstetrics - this may need to be provided by way of supplementary information - will the minister advise how 
much has been expended in 2004-05?  How much is planned to be expended upgrading the obstetrics unit at 
Swan District Hospital in the out years?   

[12 noon] 

Dr N. Fong:  I will start at the end.  The obstetrics services at Swan District Hospital will be upgraded.  I think 
$800 000 will be expended on that upgrade, which will start in 2005-06.  The obstetrics services at Kalamunda 
will not be changed until that is in place.  

Mr J.H.D. DAY:  What will the upgrading at Swan District Hospital provide for?   

Dr N. Fong:  It will provide more delivery suites in particular and some upgrade of the post-natal rooms for 
women.   

Mr J.H.D. DAY:  When is it expected to be completed?   

Dr N. Fong:  We expect it to be completed within 12 months - by the end of the financial year.  

Mr J.H.D. DAY:  What about mental health services?   

Dr N. Fong:  Mental health is very much part of the planning and upgrading of services at Swan District 
Hospital.  The figure on the proposed number of beds is here, so one of my colleagues can dig it out for me.  
There is no intention to provide in-patient mental health services at Kalamunda District Community Hospital.  
However, it is the preferred site for one of our community residential cluster houses.  It will provide a 
community setting for mental health patients in that area.   

Mr J.H.D. DAY:  Will that be a new facility?   

Dr N. Fong:  It will be a new facility on some of the land at the Kalamunda hospital site.  

Mr J.H.D. DAY:  When is that work expected to be completed? 

Dr N. Fong:  We have identified the land that we would like to use at Kalamunda and we are liaising with the 
Department of Housing and Workings on the specifications for that development.  We hope that work will be 
under way in the next three to six months.  

Dr K.D. HAMES:  Reference is made on page 459 to community health care.  I note that a media release has 
been issued by the Australian Nursing Federation calling for the state to introduce legislation to licence and 
regulate the growing number of Western Australia’s carers.  It particularly asks that they be licensed under the 
Nurses Board of WA.  Is the minister willing to support the regulation of carers?  If so, given that on some levels 
carers often work very similar hours to the hours that nurses work, would the minister consider the request by the 
Nursing Federation to licence carers under the Nurses Board?   

Mr J.A. McGINTY:  This issue has been brought into sharp focus as a result of the Estella Buzolic case, who 
was recently jailed.  Everyone shares the view that her actions were despicable and that that sort of behaviour 
should not happen.  However, I do not consider the regulation of carers to be a function of the Nurses Board.  
Although some carers might be registered or enrolled nurses, a nursing qualification is not a prerequisite for 
employment as a carer.  The vast majority of carers do not have a registered nursing qualification.  

Dr K.D. HAMES:  The alternative is some other bureaucracy being created to manage the licensing of carers, if 
that is likely to happen.  Does the minister propose to licence carers?   

Mr J.A. McGINTY:  I have no plans to do so and the Department of Health has given no consideration to it.  If 
any action is taken along those lines, it will not come from me.  Responsibility for carers has traditionally been 
with the Minister for Seniors or the Minister for Community Development.  It is not my intention to take specific 
action on carers within the health portfolio.  

Dr S.C. THOMAS:  The second heading on page 494 refers to the South West Area Health Service and the 
South West Health Campus.  Will the minister comment on the waiting lists at that hospital?  Will he commit to 
maintaining or increasing the publicly funded and staffed beds outside the 18 new beds for mental health 
services?   

Mr J.A. McGINTY:  To which waiting lists is the member referring?   

Dr S.C. THOMAS:  Surgical wasting lists.  Is there a commitment outside the new 18 beds, which we fully 
appreciate, to maintain or preferably even increase the staff and beds in that area?   



Extract from Hansard 
[ASSEMBLY - Friday, 10 June 2005] 

 p451d-489a 
Chairman; Dr Kim Hames; Mr Norm Marlborough; Mr Jim McGinty; Dr Steve Thomas; Dr Graham Jacobs; Mr 

David Templeman; Mr Tom Stephens; Dr Janet Woollard; Mr Peter Watson; Mr Colin Barnett; Mr John Day; 
Mr Paul Andrews 

 [26] 

Professor M.H. Moodie:  The waiting lists at Bunbury Regional Hospital are probably some of the lowest in the 
country, and they are monitored regularly.  There is no requirement to open any additional surgical beds at this 
time.  

Dr S.C. THOMAS:  Is there any intention to reduce the number of those beds?  

Professor M.H. Moodie:  Thirty surgical beds are available at Bunbury Regional Hospital and there are no plans 
to add to them or to reduce their number.  

Mr T.G. STEPHENS:  I thank the minister for the invitation to ask the following question.   

Mr J.A. McGINTY:  It was not an invitation; I said that I did not mind being asked a question.  

Mr T.G. STEPHENS:  I appreciate the opportunity I was given to speak briefly to the Acting Director General 
of Health earlier about the Warmun community and the absence of full-time 24-hour nursing staff for that 
community at the moment.  I was pleased to have had the opportunity to meet with the Premier when he met 
with the chair of that community; the relatively new CEO; and the catholic school principal Sister Alma 
Cabassier, a Josephite nun.  They met with the Premier and outlined community concerns about the missing 24-
hour presence of the staff within the community.  The community and its ancillary staff are most anxious to see 
the nursing post returned to a 24-hour service.  Many elderly people within the community have acute health 
needs, and some acute crises have occurred since the incident that led to the withdrawal of the nursing staff.  I 
fully appreciate and endorse concern about the safety of nursing staff.  However, I am concerned about incidents 
such as this, which typically involve outsiders from the community.  I understand that a person passing through 
from the Balgo Community was involved in the specific incident that led to a nurse being pushed and that 
resulted in 500 people losing their nursing facility.  Under what preconditions will the Department of Health 
restore the 24-hour service to that community?  What is specifically being asked of government or the 
community to get this service restored?  Who is involved in that discussion with the community?  Reference to 
this issue is made in the second dot point from the bottom of page 462 of the budget papers, where comment is 
made about the new clinic and nursing facilities to be built in that area.  It might be the ideal nursing post - no 
patients and no staff!  What is the community expected to do?  Does the community need to get on top of the 
alcohol issues?  If so, where is the help and support coming from within the Department of Health to tackle that 
issue?  Is it to provide safety?   

Dr K.D. HAMES:  Will the member for Central Kimberley-Pilbara make his question more succinct? 

The CHAIRMAN:  I hope the member is getting to the point. 

Mr T.G. STEPHENS:  I am coming to the end of the question.  How does a dysfunctional community deliver 
safety to a community like that?  Does the Department of Health propose to broker a solution to this?  Will it 
undertake that?  The Premier was kind enough earlier this week to offer assistance to the community to help 
solve this issue.  What are the next steps required to secure a resolution of this issue?  

[12.10 pm]  

Mr J.A. McGINTY:  The simple answer to the member’s question about what is a prerequisite to restoring the 
health services at the Warmun community is the safety of the staff.  It is as simple as that.  The service was 
withdrawn following an assault on a nurse.  I have been told that that was not an isolated case and that not only 
one outsider was involved.  I have been told also that, at times, a significant number of people have been drunk, 
threatening and abusive and have even assaulted the staff there.  We have a very strong view that the safety of 
our staff, particularly our nurses, is paramount.  We have a zero-tolerance approach.  I am not prepared to 
tolerate nurses being assaulted and being expected to put up with it in any context.  About 12 to 18 months ago a 
nurse at King Edward Memorial Hospital was assaulted.  I made a specific request of the chief executive officer 
to interview that nurse and relay from me that I wanted her to be supportive of the police laying charges not just 
of assault, but of assaulting a public officer, which carries a penalty significantly greater than that for common 
assault.  I am grateful that the nurse was supportive of that.  It is an extremely important policy that we wish to 
pursue throughout the state; that is, we will not under any circumstances tolerate assaults on nursing staff in 
particular and on staff generally.  The Warmun community needs to get its act together, and I say that very 
deliberately and bluntly.  If nurses are going to be assaulted in that community, they will not be stationed there 
and exposed to that occupational risk.  In that context, I am very happy - as the Premier has indicated he is - to 
work on finding solutions to that problem so that health services staff can work safely in that community.  One 
suggestion that has been made is that when the police station is established at Warmun - the member would have 
a better idea of when that is likely to happen, but I think a police presence has been provided for - it will be 
sufficient to guarantee, in as much as these things can ever be guaranteed, the safety of staff in the community.   
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Mr T.G. STEPHENS:  The minister needs to be aware that the agency responsible for the delivery of that 
service has not even started the process yet.  

Mr J.A. McGINTY:  That is some time away, and it is not a short-term solution to the problem.  We are very 
keen to work with the community to ensure that the staff are safe, and when we are satisfied that they are safe, 
they will return to the community.   

Mr T.G. STEPHENS:  The assumption that a community can somehow interface with a department on an issue 
such as this is, unfortunately, a wrong assumption.  That organisation does not have the capacity to interface as 
though it were a government agency.   

The CHAIRMAN:  Member, the question? 

Mr T.G. STEPHENS:  Basically, the department will need to deal with the organisation that is responsible for 
community safety in Western Australia, which is the police, not a struggling group of Aboriginal people who 
have Buckley’s chance of controlling every passing visitor; and the specific problem was a group of passing 
visitors who were menacing.   

The CHAIRMAN:  Member, the question?  

Mr J.A. McGINTY:  I think that was a question, and I understood it to be so.   

The CHAIRMAN:  I am glad the minister did. 

Mr J.A. McGINTY:  I would like to be in a position now to give the member a very positive response, but I am 
not able to do that.  If my reading of Hansard is correct, I disagree with the way the member described the 
incident; that is, simply as a nurse being shoved around by a drunk.  I do not find that acceptable.  

Mr T.G. STEPHENS:  Neither do I.  I make it absolutely clear that I do not accept it.  However, this is a 
situation that requires a bit more investigation than simply listening to what has been said to us by both sides.   

Mr J.A. McGINTY:  I can only return to my starting point; that is, when it is safe for the nurses to return, they 
will return.  I am not supportive of their returning to an unsafe workplace; in fact, I would be breaching my 
obligations if I were to ask them to do that.  

The CHAIRMAN:  I ask the member to make this a question. 

Mr T.G. STEPHENS:  Will the Department of Health deal with the police department on this issue?   

Mr J.A. McGINTY:  There is a dysfunctional community at Warmun.  There is an understanding within 
government, from the Premier down, that there needs to be fairly strong government involvement - at least by 
both police and health department officers, if not others - to guarantee the safety of the staff who will work at the 
Warmun community.  It is disappointing that it is so dysfunctional.  There are a variety of reasons for that, as the 
member would understand better than I.  I visited the Kimberley last week and gained some insight into the 
nature of the problems and the underlying causes of the dysfunctionality in the community.  They need to be 
addressed head-on.  That is one issue.  As soon as it is safe, and as soon as we can provide some framework for 
the safety of staff, they will be back there.   

Dr G.G. JACOBS:  I refer to the third dot point under the heading “Healthy Communities” on page 454.  I note 
the government’s election promise to allocate $43 million to mental health services.  Does the mental health 
strategy 2004-07 allow me, as a general practitioner, to manage an acutely disturbed patient in my hospital or 
community, 700 kilometres from Graylands Hospital?  How will it allow us to attract a psychiatrist to Kalgoorlie 
and how will he or she be retained?  Does the mental health strategy put a broom through Graylands and produce 
a twenty-first century management centre for mental disease?   

Mr J.A. McGINTY:  The last question is perhaps a bit value laden in the way in which it was asked.  Both sides 
of politics in Western Australia have neglected mental health for too long, and I think that is recognised.   

Mr J.H.D. DAY:  I do not know that it is.  Some pretty big improvements have been made since 1995.  

The CHAIRMAN:  The member for Darling Range does not have the call. 

Mr J.A. McGINTY:  Does the member not acknowledge that?  It was all well under the member’s watch, was 
it? 

Mr J.H.D. DAY:  I would not say that.  

Mr J.A. McGINTY:  Neither would I. 
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Mr J.H.D. DAY:  However, some big improvements were made not only when I was minister, but also before 
that.  

Mr J.A. McGINTY:  Nonetheless, mental health in this state is not up to what I regard as an acceptable 
standard.  It is important that we look to new and better ways of doing things, and I refer the member for Roe to 
his comment about putting a broom through Graylands and doing things differently.  We took the view last year 
with the mental health strategy and the $173 million that was to be added to the mental health budget over three 
years that, as a starting point, we needed to significantly expand and improve each of the services that was 
available.  We looked at it under five general categories.  The first category was mental health emergency 
services.  It was one area in which it was felt that the services were inadequate.  One psychiatric emergency team 
was operating but was not, in my view, providing adequate cover.  There were gaps in coverage in country areas.  
We put more money into those services, including the emergency departments at our major hospitals, so that 
they could provide a dedicated mental health emergency response to enable the emergency physicians to get on 
with their job, rather than be tied up with people who can at times be more disruptive than the average 
emergency department presentation.  Secondly, there was a significant shortage in the number of adult inpatient 
mental health beds.  If my memory serves me correctly, a total of 112 beds were to be added to the system at 
various locations for inpatients.  We are all aware of the regular shortage of secure beds, in particular for the 
acutely mentally ill in the system, as well as the lack of beds generally that are available.  We also wanted to 
expand - this is crucially important - the community mental health services that were available.  That is 
something that we have been able to make significant progress on, and reference has already been made to some 
of those services, such as the one that is proposed at Kalamunda.  We also wanted to expand housing for the 
mentally ill.  One of the most significant initiatives was the use of community supported accommodation for 
people with a mental illness and building cluster housing to accommodate people with a mental illness.  We 
intended to approximately double the number of supported accommodation units available in both the city and 
the country for people.  We also looked at issues related to work force capacity, safety and quality.  Each of 
those five initiatives was aimed at doing more of what was being done to meet the demand at the time and the 
growing demand in the years ahead.  They were not designed to be particularly innovative, but we needed to do a 
helluva lot more to provide accommodation in the community and in hospital, to provide community services as 
well as inpatient services, and to address staffing-related matters.  That is where that money has gone.  I express 
some disappointment that that money has not proceeded as quickly as it should have, in particular for the 
provision of community-based beds.  That is now back on track.   

In the next six to nine months, we will see a very significant construction program for community 
accommodation, particularly as a result of collaboration between the Department of Housing and Works and the 
Department of Health.  I think that will take a lot of the pressure off.  This package had its genesis in a meeting 
that Dr Aaron Groves and I had some 18 months ago with a very large number of psychiatrists working in the 
public system.  They said that we should not just provide more secure beds, or any one element of the system.  
They said the current balance should be maintained by providing a lot more of what is currently done.  That is 
now occurring, and hopefully it will take a lot of pressure off mental health services in this state, which have 
been criticised by a range of organisations including the Mental Health Council of Australia and the Human 
Rights Commission.  I expect that that criticism will continue until the new facilities are up and running, which I 
hope will be in the very near future. 

[12.20 pm] 

[Mr A.P. O’Gorman took the chair.] 

Dr G.G. JACOBS:  I will supply just a little more local content.  Does this mental health service strategy review 
mental health teams in regional centres and provide a wider scope of conditions and after-hours support?  Does it 
set up a statewide psychiatric support unit, a bit like the statewide obstetric support unit, to overcome the ad hoc 
referral system for mentally disturbed patients in this state, and where they should be referred? 

Mr J.A. McGINTY:  I will ask Dr Groves to respond to that question.  

Dr A. Groves:  I thank the member for his question.  I will start by giving a further update about the second 
psychiatrist position in Kalgoorlie, which he asked about.  I understand that, as of yesterday, the final reference 
checks were made following the interview process that occurred last month, and a contract has been offered to 
the second psychiatrist to start in Kalgoorlie.  That is a direct response to the mental health strategy funding that 
has come into place.  On the questions that relate to the overall coordination of rural and remote services and 
how people are referred to the city, a process has been in place for the past three years, under which -  

Dr G.G. JACOBS:  It is a pity it does not work. 
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The CHAIRMAN:  Order, member! 

Mr J.A. McGINTY:  I do not mind members interjecting on me, but it is unfair, given that the staff cannot 
respond if they are interjected on.  I am happy to take a further question if the member wishes. 

Dr G.G. JACOBS:  My apologies; I withdraw that. 

Dr A. Groves:  The process by which referrals are made is that if somebody needs to be seen in an outpatient 
setting, they are serviced through the community-based mental health clinics that have been established 
throughout rural and remote Western Australia.  When somebody needs inpatient care, there is a protocol under 
which people are referred specifically to Graylands Hospital.  If Graylands does not have any beds at that time, 
then there is a priority system under which those country people who need inpatient care will come to Graylands 
before people in the metropolitan area.  We recognise the limitations of providing inpatient care in regional 
Western Australia.  That system has worked fairly well in the past 12 months, despite the comments that the 
minister has already made about the pressure on inpatient beds.  The process of making sure that people from 
rural and remote Western Australia can access beds into the future has been assisted through the strategy, 
through an additional 18 beds to be provided in the south west, and through the establishment of a further 112 
beds in metropolitan Perth. 

Mr C.J. BARNETT:  The member for Roe raised the issue of Graylands Hospital.  Can the minister provide 
more information about what is specifically proposed for the Graylands site?  It is a big site, and it is an old site. 

Dr A. Groves:  The specific proposals for Graylands fit into two categories.  The first category consists of those 
that exist under the present mental health strategy.  They consist of an additional 12 secure beds, which will be 
an extension to the Fitzroy wing of Graylands Hospital.  That work will commence soon; the architects have 
been appointed.  Hopefully the wing will be completed within the next 15 months.  In addition to that, four beds 
will be allocated to an observation-type ward in the triage area to increase the capacity of Graylands to cater for 
people who come to the hospital and need to be assessed before it is determined where they will eventually go in 
the hospital.  Not all of them will go to locked wards; some of them will go to open wards.  Those two projects 
together are about to commence.   

The other category is the longer term planning for Graylands Hospital, which has been subject to the clinical 
services plan.  The exact number of beds that will ultimately be on that site will be determined during the next 
two months, when the clinical services plan consultation process finishes.  The clinical services plan comes out 
in August. 

Dr K.D. HAMES:  In asking this question I remind the minister that we have an hour and a half left, and some 
of the answers are getting fairly drawn out.  I wonder if we can keep them more precise.  Having said that, I will 
ask a question that refers to the section on Aboriginal health on page 465.  I am fairly worried about Aboriginal 
health, as is everyone, but on that page I read things like “primary health care strategy has been developed”, “an 
Aboriginal early years health strategy has been integrated” and “The Best Practice Model . . . has been 
reviewed”.  Last year’s health budget said exactly the same sorts of things: “develop strategies”, “review this” 
and “look at plans for other things”.  It is hard to find anything in the budget that deals with the enormous 
problems on the ground in remote Aboriginal communities.  I was trying to put extra questions earlier, when 
talking about things that I have seen in the bush.  I worked in Beagle Bay for a short time as a doctor.  First thing 
in the morning the staple diet of the children is a pie for breakfast from the deli.  I visited places like Balgo when 
I was the minister.  Babies had gonorrhoeal conjunctivitis, and the dogs had gonorrhoeal conjunctivitis.  I could 
see the dogs rubbing up against the babies in their prams, and obviously that was the source of transmission of 
gonorrhoea infecting babies’ eyes.  What is happening in remote Aboriginal communities is very sad.  It needs 
something big, not just more strategies and plans.  It needs something different and revolutionary.  I do not know 
how to find that; the previous government certainly did not find it.  However, we must start looking in a different 
way, and start getting action happening on the ground.  I know there are issues of commonwealth and state 
funding, and those issues need to be resolved.  We need to try to find a way forward.  Is the minister happy with 
the health budget for dealing with health issues in remote Aboriginal communities? 

Mr J.A. McGINTY:  We are all aware that Aboriginal health is a vexed issue.  That was part of the point raised 
by the member for Central Kimberley-Pilbara a few minutes ago.  Action needs to be taken at every conceivable 
level. For instance, one of the things that I am very pleased that the government is doing in the Kimberley, to 
which the member referred, is to allocate $81 million for either building completely new hospitals or very 
significantly refurbishing existing hospitals.  The aged care facility in Kununurra is now open.  A new hospital in 
Halls Creek is due to open in August.  In the Nindilingarri Aboriginal Cultural Health Service in Fitzroy 
Crossing, Maureen Carter, who is an excellent Aboriginal leader, has worked very closely with the Department 
of Health to provide a hospital and community health service and cultural support for the people of the Fitzroy 
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valley.  The construction of the new wing of the Derby Regional Hospital will be commencing in the next few 
months, and Broome District Hospital is designated for a very significant upgrade to provide a regional resource 
centre to provide medical treatment for which people currently have to be brought to Perth.  In the Kimberley, 
the provision of hospitals, community health services and aged care, especially for members of the Aboriginal 
community, are having a lot of dollars spent on them.  I know that that is a conventional approach, but many of 
the hospitals in the north were significantly run down.  This will provide state-of-the-art facilities in every town 
in the Kimberley.  I am very pleased about that, given the Aboriginal issues that are present in the Kimberley. 

[12.30 pm] 

Dr K.D. HAMES:  It will, but the prevention and promotion budget is down on last year.  One of the big issues 
in remote Aboriginal communities is prevention.   

Mr J.A. McGINTY:  While we are speaking of the north, I was about to refer to the new hospital at Port 
Hedland, which completes the rebuilding of the health infrastructure for that area, which is significantly 
populated by indigenous Australians.  With regard to the health promotion side of the equation, I mentioned 
before the doubling of the expenditure that we were to make on specific health promotion campaigns aimed at 
cancer, obesity, lifestyle, diet and all those similar matters.  I would hope that by handing over responsibility for 
those public health promotion campaigns to the leading non-government organisations we will see a very 
significant focus on Aboriginal communities, given the bad health outcomes that many of them experience.  It is 
not something that is susceptible to a silver bullet, unfortunately, as the member will know far better than I.  
However, I want to see much more focus on those communities.  Like the member, I am sceptical about drawing 
up action plans.  I would much rather see specific undertakings to address Aboriginal health issues.  For 
example, the work that Ernie Bridge and his organisation have done on diabetes has already been mentioned 
today.  It is the sort of initiative that I would like to see more of, but at least we are rebuilding our infrastructure 
in this area to enable it to cope at the end of the process, which is obviously not the way forward.  

Dr S.C. THOMAS:  Has the South West Aboriginal Medical Service a future and will there be any form of 
integration of the budget for those functions that have previously been performed by that organisation? 

Dr N. Fong:  Members would be aware that there have been a lot of issues with Aboriginal-controlled health 
organisations in Western Australia, and indeed nationally, over the past few years.  To answer both the 
member’s questions and specifically the question of Dr Kim Hames, the Department of Health is trying to 
rebuild that capacity in those Aboriginal-controlled health organisations that clearly have a very important role 
of prevention and promotion in their communities.  They have been very messy and disorganised, with a lack of 
governance and accountability.  Therefore, part of the longer-term solution is to get them back on their feet.  We 
are putting significant resources into capacity building, improving governance and so on.  The Aboriginal 
medical service had many similar issues to those I have just mentioned.  We are very keen for it to be maintained 
in the area.  Whether that is possible remains to be seen.  The local Nyoongah communities need to make that 
decision.  We will step in if needs be.  We are already providing assistance to enable them to keep their own 
indigenous approach to community health.  

Mr J.A. McGINTY:  One of the things that has disappointed me during my past two years in this portfolio has 
been the incidence of resources being diverted away from where they should be and misappropriated.  
Unfortunately, I have had to be involved in a number of inquiries at different places around the state dealing with 
that exact issue.  When we are talking about people who suffer the worst health outcomes in the community, it is 
very disappointing to not see those resources dedicated to the health outcomes of that community.   

Dr S.C. THOMAS:  If a model can be developed for south west Aboriginal regional health services, will 
funding be made available for it?  

Mr J.A. McGINTY:  Yes, we are very keen to do that. 

Dr S.C. THOMAS:  Not under the current model.   

Mr J.A. McGINTY:  Frankly, we would need to look at the details of everything that is involved.  I did not 
come here with specific information.  I am aware of the background the member is referring to, but only in a 
general sense.  I have pointed out to those in WA Country Health Service, for instance, the very good work done 
by Maureen Carter at Fitzroy Crossing.  We should capitalise on her strength, wisdom and knowledge in the way 
in which we deliver health care to people living in the Fitzroy valley, because there is a new, innovative, good 
model for doing things.  Occasionally these opportunities present themselves. 

Mr P.W. ANDREWS:  I ask this under page 453 and the second dot point, but this is my hobbyhorse.  I would 
be interested to know the view of the Department of Health, as opposed perhaps to that of the minister, of why 



Extract from Hansard 
[ASSEMBLY - Friday, 10 June 2005] 

 p451d-489a 
Chairman; Dr Kim Hames; Mr Norm Marlborough; Mr Jim McGinty; Dr Steve Thomas; Dr Graham Jacobs; Mr 

David Templeman; Mr Tom Stephens; Dr Janet Woollard; Mr Peter Watson; Mr Colin Barnett; Mr John Day; 
Mr Paul Andrews 

 [31] 

organ donation in Western Australia increased from 13 in 2001 to approximately 29 or 30 over the past 12 
months.  How does the Department of Health account for it being approximately one-third less than that of South 
Australia? 

Mr J.A. McGINTY:  Is the member asking for the director general and me to give different views on the 
matter? 

Mr P.W. ANDREWS:  Essentially, yes. 

Mr J.A. McGINTY:  I do not know that the member will get that response from us. 

Mr P.W. ANDREWS:  It is a loaded question, but I basically want to hear what the Department of Health’s 
view is. 

Mr J.A. McGINTY:  Before I hand over to the director general, may I say that I am absolutely delighted with 
the organ donation and organ and tissue transplantation that is evolving in Western Australia.  Western Australia 
has gone from being the worst in the nation to being the second best behind South Australia.  If the current trend 
continues, with all the initiatives that are being undertaken, many of which have been advocated strongly by the 
member, it will become one of those iconic issues in which the Western Australian model will be held up to the 
rest of the world as an example of the way to go about increasing organ and tissue donations and transplantation.  
Western Australia has the medical expertise to do some of the more sophisticated transplant operations.  Until 
six months ago Western Australia did not have a lung transplant unit.  It is now getting on with the job.  It is 
expensive, but I do not think that Western Australians should be required to travel outside the state for that 
treatment.  The results we are getting on that so far are tremendous.  It all adds to the public appreciation of the 
need for increased donation rates as well.  The establishment of the medical donor coordinator position at Sir 
Charles Gairdner Hospital has increased the donation rate.  We have recently had discussions with the federal 
minister, Tony Abbott, about ways to further increase the donation rate in Western Australia.  If those 
discussions come to fruition, we will be well and truly leading the country.  Rather than having one-third of our 
population on the donor register, we hope that we will be able to have more than two-thirds.  Those are the sorts 
of initiatives that we are undertaking.  Having, as I have had, close friends die waiting for transplants in Western 
Australia will become a thing of the past.  I believe that the entire community will feel a lot better about donation 
and the transplantation rates that are occurring because we are taking advantage of tragic circumstances to 
provide life or an improved quality of life for others.  If the member wants to know if Dr Fong disagrees with it, 
I guess he can put the question to him. 

Mr P.W. ANDREWS:  I would like to hear Dr Fong’s point of view on it. 

Dr N. Fong:  It is not very often that I disagree with my minister.  I do not disagree with him; I fully support 
what he said.  He has articulated exactly our position.  I would add two positive issues.  One of the things that 
has made a difference has been the intentional recruitment and appointment of Dr Luc Del Riviere as the head of 
the kidney and liver transplant unit in the North Metropolitan Area Health Service.  His leadership and the 
revitalisation of the Western Australian transplant advisory committee has been very exciting.  I put a fair bit of 
emphasis on that.  We are exploring all the time ways in which we can improve the organ donation audits of 
deaths, so we can find out why people have slipped through the net and their organs have not been able to be 
harvested.  We are looking at other changes to the Coroners Act to enable us to increase referrals.  I support what 
the minister has said.   

[12.40 pm] 

Mr P.W. ANDREWS:  It is imperative that the minister take credit for what is occurring in Western Australia, 
so that when he goes to the national conferences and meetings of health ministers, the other ministers consider 
Western Australia as an example of a state that is rapidly improving.  I hope that the minister personally takes a 
lot of credit for that; I am sure that he would agree with me. 

Mr J.A. McGINTY:  Humility prevents me from doing so.   

Mr P.W. ANDREWS:  It is important that the minister take credit for it, because the other states have 
considered the David Hookes Foundation to have been effective when in reality it has had very little effect.  
What the minister has done personally can be an example to the other ministers of what they can do.  It is very 
important. 

Dr S.C. THOMAS:  I refer to the tenth dot point on page 482 on Busselton District Hospital.  When can we 
expect a time frame and budget for that project, and at what stage are developments?   
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Mr J.A. McGINTY:  There is general recognition that Busselton District Hospital needs to be replaced, as it has 
outlived its useful life.  That is under consideration.  We need to engage in consultation with the local 
community in particular about the location of the hospital.  Two options are the rebuilding of the hospital on the 
current site or shifting it to Vasse.  It is not something we wish to rush into.  I am acutely aware of how 
contentious the siting of local hospitals can be, particularly in the south west.  I refer particularly to the Denmark 
issue, of which I am sure everyone is aware.  Given the growth in population in the Busselton region, we need to 
move and get some consensus about the location of the hospital.  In Denmark, the matter was resolved by the 
local shire.  It was a highly contentious decision.  The composition of the local shire did not significantly change 
at the recent local government election, which I have taken to be an endorsement by the people of Denmark for 
the location of the proposed health facility on the community park.  We are finalising proposals.  I hope that 
construction will start next year on a $14 million hospital for Denmark.  It is still early days with the 
redevelopment of the Busselton District Hospital.  Proposals have been put forward for other health facilities at 
Vasse Newtown.  All these matters need to be considered.  The local community needs to be consulted.  I 
understand that it would cost approximately $35 million to construct a new, appropriately sized hospital.   

Dr S.C. THOMAS:  At least.  It would probably be a little more.   

Mr J.A. McGINTY:  It could well be.  It is still early days.  I guess the next step is to engage with the local 
community to determine the location of the facility.   

Dr S.C. THOMAS:  Can we get a time frame for or commitment to the consultation process?  The Denmark 
matter has been going on for some time.  The Busselton issue will also go on for some time.   

Mr J.A. McGINTY:  I understand that a south west clinical services plan is being developed and is expected 
within the next few months.  It is no secret that population growth in aged persons’ facilities in Busselton points 
to the need for a replacement facility.  That will be the trigger for community consultation on the location of the 
hospital.  Once that is determined it is a question of looking at the -   

Dr S.C. THOMAS:  Can we expect the community consultation to occur by the end of this year?   

Mr J.A. McGINTY:  It depends on how agreeable, cantankerous or disagreeable the local community is about 
the various options.   

Dr G.G. JACOBS:  While we are putting in our orders, I note that I asked the minister a question without notice 
on Esperance District Hospital.  Esperance has become a regional centre.  A big mine, the Ravensthorpe nickel 
project, is coming on line in 2007.  The area hosts 200 000 tourists a year.  Our hospital was built to service a 
population of 5 000, and the population of the area is now 15 000.  I encourage the minister to look our way and 
to provide a significant upgrade to Esperance District Hospital.  My substantive question relates to the first dot 
point under drug and alcohol strategy coordination, prevention and treatment services on page 466.  One of my 
shadow portfolio areas covers drug and alcohol strategies.  Although I applaud some initiatives, such as the 
Western Australian Alcohol Plan, the Western Australian Alcohol and Other Drug Sector Quality Framework 
and the National Drug and Alcohol Strategy 2005-09, how much money is spent on promoting the harmful 
effects of alcohol?  Does the minister realise that the spending on such promotions is undone by alcohol 
advertising in this state?  When will the state legislate to ban alcohol advertising, as it did for tobacco many 
years ago?   

Mr J.A. McGINTY:  First, I do not have a funded plan for works on Esperance District Hospital.  I note the 
observations of the member and will consider that matter into the future.  Everyone is aware of the harmful 
effects of overindulgence of alcohol.  We do not have any plans to ban the advertising of alcohol products.   

Dr K.D. HAMES:  I refer to waiting lists.  I looked at the comparison of state waiting lists.  I do not have a page 
number to refer to in the Budget Statements.  I am sure someone will find one for me while I am talking and will 
tell me what page I should refer to.  The waitlists for orthopaedic and cataract procedures were some of those 
compared.  The waitlist in Western Australia for most areas was fairly average, whereas Tasmania and the 
territories were a long way behind.  The wait time in Queensland for most things was about half that of Western 
Australia and the other states.  Does the minister know the reason for that?  I have been informed that the 
reduction in our state waiting list had a lot to do with a purging of the rolls; that is, people were telephoned to 
ask whether they still needed to be on the waiting list and wanted operations.  People quite often say no in such 
circumstances, so their names are taken off the list without having surgery.  How much of the reduction in the 
waiting list over the past few years has been due to surgery and how much has been due to people’s names being 
taken off the roll?   

Mr J.A. McGINTY:  The report that is published monthly on elective surgery in Western Australia shows the 
number of people who have surgery and the number of people who are removed from the list without surgery.  I 
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do not have a copy of those figures with me.  We set aside in the order of $18 million, which is a significant 
amount, for elective surgery over the past 12 months.  The policy adopted in the south metropolitan region was 
to ring people to tell them that they could have surgery on a certain date, which I think was two months from 
then, and to ask whether they wished to have the surgery.  A number of people, for whatever reason, said no.  
Those people occupied a position on the waitlist.  The traditional way of reviewing the waitlist was to write to 
people on the waitlist to ask whether surgery was still required.  If it was required, the patients ticked a box and 
sent the letter back.  When actually confronted with the decision that they were to have surgery on a particular 
date, a number of people, particularly those who had been waiting for a considerable time with category 3, or 
non-urgent, conditions, said they no longer wanted the surgery.  Therefore, they were taken off the list for that 
reason.  It is not a majority of people, but it is a reasonable number. 

[12.50 pm] 

Dr K.D. HAMES:  Will the minister provide the answer by way of supplementary information?  The minister 
spoke of a reduction of 3 000 or 4 000 people on the waiting list over the past four years.  What percentage of 
people who are no longer on the waitlist have come off because they have been through surgery or because they 
have been removed from the list?   

Mr J.A. McGINTY:  I will undertake to provide the answer by way of supplementary information.  The number 
of people for the past two years most probably would be sufficient.   

Dr K.D. HAMES:  In a lot of the minister’s presentations to this Parliament he talks about the reduction from 
what the figure was when the Labor government came to power in 2001 to what it is now.   

Mr J.A. McGINTY:  Does the member want the information back to 2001? 

Dr K.D. HAMES:  Yes, back to 2001.   

Mr J.A. McGINTY:  I will undertake to provide for each year since 2001 the movement in the waitlist, 
including those people who were removed without surgery. 

[Supplementary Information No A62.]   

Mr J.A. McGINTY:  The second example I will give arose out of discussions with Dr Mark Salmon of the 
Osborne Park Hospital and also Professor Ian Constable on ophthalmology, in particular cataract removal.  It 
became clear that a number of people were placed on the waitlist in anticipation that they might need the surgery 
at some time in the future.  To my mind, they are not people who should be on the waiting list.  They are on the 
list almost in an insurance sense in case the need arose or in anticipation that the need would arise.  Professor 
Constable is looking at new protocols to ensure that people go on the list when they need the surgery.  The duty 
that is concomitant with that is then for us to provide it within the clinically acceptable time frame, rather than 
simply having a list that at one stage - I suspect it is still up around that number - contained 16 000 people, 
approximately 3 000 of whom were waiting for cataract removals.  If we were to ring those people tomorrow and 
ask them whether they were ready for their surgery, many of them would say they are not ready and do not need 
it.   There are those imperfections in the waitlist that we are constantly trying to correct to make sure the waitlist 
reflects people who need surgery.  At the moment, an element of the list comprises people who do not need 
surgery.  To a certain degree those people are inflating the waitlist and deferring treatment for others who might 
otherwise get an earlier time for their surgery.   

Dr K.D. HAMES:  I am phrasing this by way of a question.  Would the minister accept a suggestion from the 
opposition that we look at issues such as people on the waitlist and those waiting to get on the waitlist who have 
not been assessed?  We need to find a new method of categorising these people so we know how many should 
really be on the waitlist.  I give a commitment that I will not criticise any increase in the waitlist, as long as we 
get some agreed methodology for the waitlist that we can all support.   

Mr J.A. McGINTY:  The short answer to the member’s question is absolutely yes.  The criticisms of the 
waitlist are threefold.  Firstly, it is too long.  Secondly, it did not historically include the two privately managed 
public hospitals - Joondalup and Peel.  In the past 12 months Joondalup and Peel have been brought into that, so 
in the metropolitan area it is now one list of all hospitals that provide surgery to public patients.  It affects the 
totality of that metropolitan list.  The third criticism is that the elective surgery list does not include the time 
waiting for assessment by an outpatient clinic following a reference by a general practitioner.  That is a matter 
that we are currently driving hard.  I have a meeting scheduled next week to further look at a different way to 
approach that issue.  We have looked at best practice elsewhere with a view to significantly reducing the time 
that people spend waiting for an outpatient appointment to go onto the waitlist.  Also, we are looking at ways in 
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which we can get the surgery done more quickly, particularly the growing number of operations that can be done 
on a day-surgery basis and using the ambulatory surgery initiative that I mentioned. 

Dr K.D. HAMES:  Or at the Peel Health Campus. 

Mr J.A. McGINTY:  Hopefully that will cover everything.   

Dr K.D. HAMES:  The minister did not talk about Queensland.   

Mr J.A. McGINTY:  I do not know why Queensland is how it is.   

Dr K.D. HAMES:  It is worth looking at.  The waitlists there for all surgery are half those of other states.   

Dr G.G. JACOBS:  I refer to the first point under “Healthy Partnerships”.  How will a partnership between state 
and private hospitals and universities provide for the extra clinical training places needed for increased medical 
student intakes?  

Dr N. Fong:  We are aware of the increase in medical student training places that is occurring this year, the next 
four years and ongoing.  We need to have clinical placements for those students in our hospitals if we can.  We 
are getting the private hospital groups on board - Ramsay Health Care, St John of God Health Care and Mercy 
Health and Aged Care - to provide their hospitals for clinical placements.  That is the partnership.  Clearly, it 
needs to be well organised.  We have a joint consultative training committee made up of representatives from the 
universities and private and public hospitals to accommodate that, so we do not have medical students falling 
over each other.  That is going very nicely.  Extra resources for supporting teaching in some of the secondary 
hospitals are being identified, and they need to be looked at.  It is all part of the plan, particularly when they start 
to take up those clinical placements in about a year.   

Dr K.D. HAMES:  I refer to artificial limbs, mentioned at page 473.  I have been asked by the member for 
Warren-Blackwood to ask this question.  The question relates to the Western Australian artificial limb scheme 
reorganisation.  I have not studied this in detail, but I am aware that the government will provide $500 000 for a 
machine to manufacture prosthetic sockets.  I understand that the system that has been operating for some years 
is operating very well.  I also understand there are four private operators producing artificial limbs in Western 
Australia.  I am not aware of any criticism of that.  I note in the question that the current system has been running 
for seven years.  My worry is, and I gather it is a concern for the member for Warren-Blackwood, that those 
people who have been operating in a private capacity will be severely disadvantaged by the state government 
doing this.  The note I have states that CAD-CAM machines are still in their infancy in the manufacture of 
prosthetic sockets and especially so for interim sockets.  I ask the minister to comment on this question that has 
been put to me. 

Mr J.A. McGINTY:  The member has me stumped!   

I know nothing about it.  I will undertake to get the information and provide it to the member by way of 
supplementary information.   

The CHAIRMAN:  I ask the minister to detail for Hansard exactly what he will supply. 

Dr K.D. HAMES:  I ask that it be in response to the letter that I have been given.  I will either table it or pass it 
to the minister.   

The CHAIRMAN:  We do not have a facility for doing that.  The member will have to put the question to the 
minister as a question on notice. 

Dr K.D. HAMES:  Will the minister provide by way of supplementary information a response to the question 
about the provision of an artificial limb service, and I will give him this note to help him?   

The CHAIRMAN:  Is the minister happy with that? 

Mr J.A. McGINTY:  Yes, I will supply that. 

[Supplementary Information No A63.]   

Dr G.G. JACOBS:  I draw the minister’s attention to the second dot point under “Healthy Partnerships” at page 
454 pertaining to after-hours general practitioner clinics.  How genuinely do after-hours GP clinics at major 
public hospitals reduce admission rates to accident and emergency departments?   

[1.00 pm] 

Mr J.A. McGINTY:  The after-hours GP clinics were negotiated between me and Tony Abbott, who has 
provided us with an exemption under section 19 of the Health Insurance Commission Act to enable those clinics 
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to bulk-bill the Health Insurance Commission for the doctor’s fee.  The balance of the facilities, including the 
nursing support, are provided by the hospital concerned.  The federal government indicated that it would be 
prepared to grant 10 exemptions from the Health Insurance Commission Act, and four of those were in Western 
Australia.  Proportionately, Western Australia was granted a higher percentage.  On a population basis we would 
normally expect to be entitled to perhaps one-tenth of what occurs nationally.  A tremendous number of people 
have utilised the GP after-hours clinics, particularly on weekends, when there is a shortage of GP services 
available in the general community.  I had expected to see a somewhat difference response rate for the outer 
metropolitan area - for the two clinics at Joondalup and Rockingham - from those in the central areas at 
Fremantle and Royal Perth hospitals.  It is true that the use on weekends of the GP clinics has been very high in 
the two outer suburban areas; it has tended to be more constant throughout the inner-city GP clinics. 

The GP clinics were never seen as a mechanism to reduce access block in the teaching hospitals, because, by 
definition, these people do not require admission to hospital; they are people who are able to be treated by a 
general practitioner and who would often wait many hours in emergency departments.  This was seen as a means 
of reducing the pressure on emergency departments for the low-acuity cases only and thereby reducing the 
waiting time for people in those categories in the emergency departments.  I am very pleased with the response 
and with the number of people who have come through those areas.  In conjunction with the local divisions of 
general practice, we are currently looking at a possible further extension to two further sites in the metropolitan 
area.  I have also indicated an interest in looking at extending the GP after-hours clinics to major country cities.  
This system obviously would not work in the smaller areas - there simply would not be the demand - but one of 
the areas that we discussed with the federal minister 18 months ago was the possibility of extensions to country 
cities.  Tony Abbott is generally interested in ways in which we can extend health care to non-metropolitan 
population centres in a way that has not previously been done. 

I will digress briefly.  When Tony Abbott visited Parliament House two weeks ago I raised with him the 
possibility of federal-state cooperation in the delivery of radiation oncology services to Bunbury.  As the 
member knows, Western Australia is unique among the states in that it has only one population centre of 50 000 
people outside the metropolitan area, which means that we are really struggling to provide those high-technology 
and expensive services other than outside of Bunbury.  However, we are very keen to see those cancer services 
extended. 

The GP clinics have been a cooperative arrangement, resisted by some in the medical profession, but I believe 
they have been successful.  We are seeing approximately 400 patients a month per clinic.  Bearing in mind that 
they are not open during general office hours, that is a significant group of people who would otherwise be 
attending emergency departments for their medical treatment. 

Dr K.D. HAMES:  I want to discuss the issue of recording of outcomes within the budget.  I refer the minister 
initially to the graph on page 457, which indicates the years of life lost per 1 000 population due to preventible 
disease.  The graph shows that Western Australia is in a better position than the other states.  The minister will 
not have the document, but I refer him to exactly the same graph in last year’s budget report, which shows the 
exact opposite.  This graph shows that we are better than average and last year’s graph, for the same years from 
1997 to 1999 and so on, shows that we are worse than the rest of the country. 

Mr J.A. McGINTY:  We are obviously doing very well. 

Dr K.D. HAMES:  Yes, except that the figures relate to the same years: we are better in one 1998 and worse in 
the other 1998!  If the minister’s eyes are good enough, he will be able to see that the graph for last year runs the 
other way.  This is not of serious consequence and may be just an error, but I would be interested to know 
whether we are better or worse off. 

Mr J.A. McGINTY:  There is obviously an error.  I will undertake to provide the correct answer by way of 
supplementary information.  That relates to the graph appearing on page 457. 

[Supplementary Information No A64.] 

Dr K.D. HAMES:  The more important part of the question concerns the information that relates to the 
assessment of outcomes in Western Australia that has been left out of this year’s Budget Statements.  Page 565 
of last year’s budget contains a whole series of reports on quantity and quality of outputs by government 
hospitals, such as the number of patients admitted, the number admitted short stay, dental service patients, 
mental health patients and weighted hospital separations.  Two or three pages of detail were included last year 
that are not provided this year.  This year that has been cut down to just one page, page 461, and reference is 
made to the average cost per service.  All of the other indicators that gave some idea of wait times etc have been 
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left out of this year’s budget papers.  I want to know why that is.  Surely the minister would agree that that sort 
of information should be provided through the budget as it was previously? 

Mr J.A. McGINTY:  I will ask Dr Fong to reply. 

Dr N. Fong:  One of the recommendations of the Reid report was that we provide a better report to the 
community, both on outcomes - I am not sure that Reid mentioned it - and outputs that derived from the 
investment in health.  We are working on that as a particular project.  We are near completion.  It includes a 
quarterly report card on a whole measure of outputs that will show the actual volume of services that people are 
using within the system.  It will be quite interesting.  It does not really tell us a lot, but we are reviewing the 
mechanisms of our measurement evaluation so that they do become meaningful.  We are committed to a 
balanced scorecard approach for assessing and evaluating the health service of Western Australia, which 
includes patient satisfaction as well as the financial indicators and service indicators.  As the member would be 
aware, the outcome measurements are quite complex and difficult.  Our view is that we need to be more 
scientific and put things that are sensible to the Parliament and to the community.  That is ongoing work; it is in 
progress.  We expect to have that for next year’s budget papers, but even before then we will be providing 
summary report cards on a quarterly basis at the very least, along with our budget papers and the annual report. 

Dr K.D. HAMES:  The Reid report stated that those figures needed to be improved.  One would not have 
expected that, in the first budget papers after acceptance, everything would be left out.  I understand the need for 
a more scientific response.  To me, some of those things about assessing satisfaction or percentages of 
achievements do not have much meaning, but things such as overnight stays, people admitted on the same day, 
short stays, percentages and so on are much more important.  I ask that the minister make that information 
available to me as soon as he has it. 

[1.10 pm] 

Mr J.A. McGINTY:  All those matters are reported on in the annual report of the Department of Health.  
Treasury took the view that although they should be publicly available, the budget papers were not necessarily 
the place in which they should be reported.  I guess it is a two-pronged response.  The first is that they are 
publicly available in the annual report, and that is where the member should obtain that information.  Secondly, 
in the light of the Reid report issues, we wanted to refine the key performance indicators that were reported on as 
part of the budgetary process.   

Dr G.G. JACOBS:  I draw the minister’s attention to page 466, which deals with the drug and alcohol strategy 
coordination, prevention and treatment services, and I refer to the second and third dot points.  I have a concern 
about the quality assurance issues.  What is the necessity for QA in promotion delivery?  It is not heart surgery.  
There is a limited amount of money, and we need to make that money go further.  I have a concern that there 
might be encumbrances and extra costs involved in simply delivering a message.  That is my question. 

Mr J.A. McGINTY:  I am sorry, I - 

Dr G.G. JACOBS:  The second dot point states - 

The Western Australian Alcohol and Other Drug Sector Quality Framework has been developed.  This 
provides a model of continuous quality improvement to promote better outcomes for consumers, based 
on performance expectations that encompass sector certified best practice. 

I just hope we are not getting into issues that would produce encumbrances because of gobbledegook.  I perhaps 
stand corrected. 

The CHAIRMAN:  Is the member’s question about other additional costs?  I am not sure. 

Mr J.A. McGINTY:  I think we understand the question.  Dr Fong will reply to that.   

Dr N. Fong:  With all our programs and strategies, it is important that there is some type of quality 
measurement.  We call them frameworks.  I am sure that members would be aware that we want to ensure that 
all the money we expend, particularly in non-government agencies, but even in our own agency, is well spent.  In 
measuring some of the outcomes, and even the outputs, of our non-government agencies in the alcohol and drug 
area - we contract with lots of them to provide services in the community - we want to make sure that the 
services are of a high quality.  Therefore, we have a quality framework, which explains the objectives and how 
we will implement the measurement of the outcomes.  It has been trialled in eight of the agencies in the alcohol 
and drug area to get feedback.  It is basically as simple as making sure that the service they provide is first class 
and improves continually under the principles of continuous quality improvement.  We do not do it for just the 
non-government agencies.  In our own agency, we are going through a process of seeking accreditation for our 



Extract from Hansard 
[ASSEMBLY - Friday, 10 June 2005] 

 p451d-489a 
Chairman; Dr Kim Hames; Mr Norm Marlborough; Mr Jim McGinty; Dr Steve Thomas; Dr Graham Jacobs; Mr 

David Templeman; Mr Tom Stephens; Dr Janet Woollard; Mr Peter Watson; Mr Colin Barnett; Mr John Day; 
Mr Paul Andrews 

 [37] 

Next Step program through the appropriate body, which is the Institute for Healthy Communities Australia 
Certification Pty Ltd.  It gives credibility to the service and gives some assurance to the government and the 
community that the money is being well spent.  

Dr K.D. HAMES:  I will ask a small series of questions about bed numbers.  I find the issue of bed numbers in 
our hospitals absolutely confusing.  As the minister knows, I have a copy of the clinical services consultation 
numbers that Reid put forward, which were sourced from the Department of Health.  I notice there is a disparity 
in the total number of beds of 612.  I will give a few examples.  There is a difference of 80 in the Fremantle 
Hospital numbers; a difference of 120 in the Sir Charles Gairdner Hospital numbers; and a difference of 162 in 
the Royal Perth Hospital numbers, including the Royal Perth Rehabilitation Hospital in Shenton Park.  I have 
tried to find out about the winter beds that were put in place last year and what has happened to them.  The 
minister has said that they are still there.  However, I am aware that for the two or three months before there was 
bed locking at the hospitals, there was a reduction of 20 beds at the Royal Perth Rehabilitation Hospital in 
Shenton Park.  We assumed that they were some of the winter beds, but the next minute we found that the 130 
beds are still there, and there will be another 220 winter beds.  I would like the minister to provide me with an 
explanation of the difference in bed numbers, and where they are.  When we said previously that there were only 
170 beds at Shenton Park, and we asked where the 205 beds were, the minister gave me a list, and day chairs for 
dialysis were part of that.  There was also a pile of other things.  It is just about impossible to get a total picture 
of all these beds and where they are. 

Mr J.A. McGINTY:  Beds are sometimes counted differently, depending upon the purpose for which the count 
is undertaken.  To include dialysis chairs as beds would, in one sense, be misleading.  They are not used for 
overnight purposes; they are used during the day.  Nonetheless, a dialysis chair accommodates a patient.   

Dr K.D. HAMES:  Just for the day, and that is counted in the 205 Shenton Park beds.   

Mr J.A. McGINTY:  Other beds are used only for day patients, and they are not used overnight, even though 
they look in every sense like a bed.  There is a whole series of things, which I must say I also find confusing, 
with the way in which these counts take place.  I wish the Department of Health had one methodology only, in 
which case there would not be confusion about these matters.  I am happy to try to answer the questions, if the 
member wants to put them now.  Alternatively, I am happy for the health department experts and Dr Fong to sit 
with the member, in perhaps a more conducive environment, to analyse the figures to get to the bottom of what 
they all are.   

Dr K.D. HAMES:  I would like to do that.  I am not trying to trip the government up on how many beds it does 
or does not have.  When we are talking about how many beds are needed for the future, we need to know how 
many beds there are now.  I am concerned about all the different numbers floating around.  There is a difference 
of 612 beds.  There was a time when there was a difference between the numbers but it was not as much as 612.  
It is obvious that all the beds that were detailed in one list were not detailed in the other.  Is that correct? 

[1.20 pm] 

Mr J.A. McGINTY:  Sure.  Beds in wards that are being temporarily renovated may be out of commission.  
There is a host of different definitions.  I suspect the best way is to work it through with the health department.  I 
can facilitate that at short notice to suit the member’s convenience.   

Dr K.D. HAMES:  I refer to the winter bed strategy of 220 beds that has just been announced.  I am aware that 
the director general was chasing around trying to find the beds in the days before the minister’s announcement.   

Mr J.A. McGINTY:  Yes. 

Dr K.D. HAMES:  My understanding is that a lot of the beds are located in the peripheral hospitals.  During 
winter, the need is for people to go to the emergency departments of the major hospitals.  To fix that, the 
department has to move long-stay patients from the major hospitals to the peripheral hospitals.  Where are the 
220 beds?  What process will be in place to facilitate the demand in Fremantle Hospital, Sir Charles Gairdner 
Hospital and Royal Perth Hospital?  I presume the additional beds will be at Armadale-Kelmscott Memorial 
Hospital, Rockingham-Kwinana District Hospital and Fremantle Kaleeya Hospital.  

Mr J.A. McGINTY:  Armadale-Kelmscott Memorial Hospital will have five; Bentley Hospital will have 27; 
Galliers hospital will have 10; Kaleeya Hospital will have 50; Princess Margaret Hospital for Children will have 
20; Royal Perth Hospital will have 21; Rockingham-Kwinana District Hospital will have five and the Royal 
Perth Rehabilitation Hospital in Shenton Park will have 12.  That is a total of 150.  In addition to that, Osborne 
Park Hospital will have 24 and Sir Charles Gairdner Hospital will have 20.  We intend to buy 17 beds, if 
necessary, at the Mercy Hospital.  Joondalup Health Campus will also open 34 beds and four intensive care unit 
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beds.  The Joondalup position is somewhat complicated because of the diagnosis related groups-based funding.  
The actual number of beds is not necessarily precise; it is based on throughput.  We visited the Armadale-
Kelmscott Memorial Hospital to see what was intended to be the high-dependency unit.  It is part of the Galliers 
contractual agreement.  It has been opened to provide winter beds for the increased demand.  One of the big 
changes we seek in the health system is to make far greater use of general, or peripheral, hospitals.  That is one 
of the reasons I want to see more beds opened in those hospitals rather than in the more expensive tertiary 
hospitals.  Patients should be retained in the general hospitals.  I mentioned earlier how the Armadale-Kelmscott 
Memorial Hospital is a model of how that ought to be done.  I want to see that occur at each of the four general 
hospitals in the future.  As we build up medical expertise and have beds available in the general hospitals close 
to where people live, we want ambulances to take patients who do not need tertiary care to the general hospitals. 

Dr K.D. HAMES:  Presumably that will also be somewhere like Sir Charles Gairdner Hospital or Royal Perth 
Hospital, where 20 additional beds each will be provided.  How will that work?  Many more beds were available 
at Royal Perth Hospital in the old days than there are now.  Those areas have been taken over.  For example, 
Royal Perth Hospital has areas dedicated to diabetes management and EEG assessment.  Space within the 
hospitals has been taken up.  If the government is to retain the 130 winter beds from last year, I presume some of 
them are additional to Royal Perth Hospital.  Another 20 beds will be made available in that hospital.  Where 
will they go?  What will happen with staffing?  All the additional beds will need staffing; they will be required at 
some times and not at others. 

Mr J.A. McGINTY:  I ask Dr De Campo to answer that question about the north metropolitan hospitals, which 
are the examples given by the member. 

Dr J. De Campo:  I would like to move the discussion slightly to that of the patients.  It is convenient for us all 
to talk about beds because the public understands beds.  Hospitals look after patients as they arrive.  Our focus in 
the north is on patients.  We have an increasing number of patients.  To provide the capacity the minister and the 
director general are talking about, we were able to reduce the average length of stay for patients last year by two 
per cent.  Two per cent of 500 beds is 10.  The other hospital in the area could also get 10 beds.  It is easy to 
obtain 20 additional beds just by changing the length of stay by two per cent.  Two per cent of an average length 
of stay is about two hours.  If, across the board, the length of stay can be reduced by two hours, 10 beds can be 
provided.  That is an efficiency in hospitals because it does not require another ward or additional infrastructure.  
The same wards are being used better.  Our focus is to provide the capacity that the minister is committed to 
either in areas that have been renovated and are now back on stream or by using the same beds in a smarter way.  
That is a philosophy that is appropriate for the whole state.  We have a length of stay that is about 10 per cent 
above national best practice.  If I have 1 000 beds, the length of stay will be 10 per cent above best practice.  
That gives room to expand capacity within current guidelines.  It is a mixture of opening beds that are closed and 
opening beds in wards that have been renovated and using current beds in a smarter way.  I reiterate - because it 
is important - that patient throughput is the key.  We can use our current capacity smarter if we get to national 
best practice.  The staff at my sites are committed to national best practice for length of stay.  We will handle 
beds better so we can achieve the capacity over winter that we need to achieve at all our sites. 

Dr G.G. JACOBS:  I have a question on a related matter.  It concerns early discharge under child, community 
and primary health care at page 467.  I refer specifically to the home-visiting midwifery service.   

The CHAIRMAN:  I consider the question to be on an entirely different subject.  I will return to the member 
later. 

Dr K.D. HAMES:  What Dr De Campo talked about covered two areas.  I know that the director general said 
that he believes there are enough beds already in the system.  The AMA and the doctors in the hospitals say they 
need X number of additional beds over the next five years.  I believe it was in the order of 800 beds.  The models 
from the Reid review and the clinical services consultation do not call for anywhere near that number of beds 
over that period.  Not including winter beds, I believe that the figure is 260.  It was a total of 405.  An increase of 
only 260 beds over the next five years is called for in the clinical services plan.  To achieve that, all the things 
that Dr De Campo talked about are needed.  The beds need to be used smarter; that is part of the plan.  However, 
that does not relate to the so-called winter beds and where they are going.  That is just part of the normal plan to 
use existing beds in a better way.  Where will the additional 20 beds for each hospital go?  I am sure there is not 
enough renovation space.  How will they be staffed?  Dr De Campo talked about using existing staff because 
beds will be used more efficiently.  Presumably, winter beds need extra staff. 
Dr N. Fong:  The bed model in the clinical services plan depends on these strategies.  We do not believe we are 
double-counting the strategies.  The savings through length-of-stay reduction will provide bed capacity for the 
winter as well as meet the requirement for the future.  Other initiatives that will deal with the long-term 
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requirements include the percentage of savings on the average length of stay, better demand management, the 
hospital and the home programs, and other initiatives I talked about earlier that also take into account the number 
of beds required for the next five or 10 years.  In regard to the 220 winter beds, we want to get away from the 
notion of having to find those extra beds during winter.  We believe there are enough beds in the system already.  
Members will find that over the next 12 months we will manage differently the way in which we deploy and 
manage our activity through the public hospital system.  It is clearly silly to not better manage what we have.  
We believe this is an immediate measure to deal with some of the problems we have, but we will do it differently 
in the future. 

[1.30 pm] 
Dr K.D. HAMES:  Dr Fong said that the 220 beds would be dealt with under a different system.  Will those 220 
beds be real beds that will be provided during the next six months to cover the winter requirements?  Is that 
similar to the 130 beds that remain from last winter? 
Dr N. Fong:  The 130 beds from before have become part of our base.  Most of the 220 beds for the winter are 
physical beds and some are bed capacity or bed worth.  A reduction in the length of time that patients stay at 
hospitals will give us that extra capacity.  I do not consider the 220 beds as not being part of the 400 that are 
required over the next five years.  We will provide 400 real beds over the next five years. 
Mr N.R. MARLBOROUGH:  I refer to the Kwinana environmental health forum on page 461 of the Budget 
Statements.  That forum resulted in a comprehensive study of health and health outcomes in Kwinana.  This has 
been my first opportunity to ask a question on this matter in any detail.  I have always thought that at the 
conclusion of such a detailed report a strategic plan needs to be put in place.  The report shows a dramatic 
problem with the health of the community in the Kwinana region.  Most of the health problems are related to 
lifestyle.  Regardless of that, it is a fairly dramatic problem that requires, in the main, certain community health 
measures to be put in place.  I cannot see that this matter has been given any consideration in the budget.  How 
can that be overcome?  How can a health plan for Kwinana be implemented based on that extensive health 
report?  Historically, governments have examined the health needs of communities.  Bunbury is a classic 
example that is always raised.  An inquiry into the health of that community was done many years ago.  It seems 
to me that there are two parts to the process.  The first is to conduct an extensive health inquiry and the second is 
to work out ways to overcome the health problems identified in the report.  I would like to see a five-year 
strategy put in place.  Kwinana could be used as a model for other communities that suffer from health issues 
because of either lifestyle and/or industry factors.  This issue will not go away because the community lives 
cheek by jowl with the industry in Kwinana.  People will continue to raise this matter.  The report provides an 
ideal opportunity to put in place an extensive health package that will educate people and help overcome some of 
the health problems identified in the report. 
Mr M.P. Jackson:  The community survey demonstrated significant differences between Kwinana, Rockingham 
and Cockburn, particularly with regard to obesity and lifestyle issues such as smoking etc.  The information it 
provided raised some interesting points.  In response to that report we have tried to initiate some community-
based issues to address the lifestyle factors that are associated with the health problems.  The Department of 
Health has done that in conjunction with the Town of Kwinana.  Some funding was provided through the South 
Metropolitan Population Health Service.  That unit is working with the Town of Kwinana to establish full-time 
equivalents who will work in the community to address those types of issues.  The issues identified by the report 
cannot be addressed in the short term, just as the lifestyle issues confronting Aboriginal communities cannot be 
addressed in the short term.  We have taken some steps to try to impact upon the factors that affect the health of 
people in that community.  A long-term commitment must be made to address the social factors that are affecting 
the community. 
Mr N.R. MARLBOROUGH:  I thank Mr Jackson for that reply.  It was what I had hoped to hear because I am 
approaching this issue from a long-term basis also.  The measures that have been taken to date have been fairly 
ad hoc.  Let us look at what available programs could be used to address this issue and at the funding that is 
available in this budget and let us talk to the Kwinana council.  This important report points out significant 
problems that require a long-term plan.  The priority given to this issue must be elevated to a different level.  I do 
not see this matter reflected in the present budget and I believe there may be some scope to do that.  As a result 
of my raising the issue today I hope to create an atmosphere that allows us to recognise what needs to be put in 
place to address it.  Let us create a long-term plan.  That is one of the first steps we should take to the 
community.  Never mind the Kwinana council.  I often worry about how much local governments represent the 
community when fewer than 15 per cent of people vote in council elections. 

Mr J.A. McGINTY:  Did the member think that when he was in local government? 
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Mr N.R. MARLBOROUGH:  I worried about it when I was in local government, although I used to get 39 per 
cent of the vote, but that was for being an exceptional councillor! 

The CHAIRMAN:  Some time soon I will hear the member ask a question. 

Mr N.R. MARLBOROUGH:  As a result of my raising the matter I hope the minister and his department will 
understand the importance of this issue and that now is the time to act.  I cannot see this matter reflected in the 
budget.  I am sure that we can find the resources within the massive budget for what I want to do.  I want this 
issue elevated and a long-term strategic plan to be put in place and presented to the community rather than taking 
an ad hoc approach to what ought to be a long-term approach to the issue.  This is a barometer by which we 
should test how well the government can deliver outcomes that will benefit the health of the community.  We 
now know the problem.  It has been tested.  Kwinana is the laboratory.  We have done the test and now we need 
to work on providing the best possible long-term solution. 

Dr G.G. JACOBS:  This appears to be a speech.  I cannot hear the member ask a question. 

The CHAIRMAN:  The member has asked a question. 

Mr N.R. MARLBOROUGH:  I have just asked a question.  However, I take the member’s point; he has had 
years of experience and I bow to his experience. 

Mr J.A. McGINTY:  Now that the issue has been raised by the member, I will work with Mr Jackson and the 
member to see whether progress can be made on the issue. 

Dr G.G. JACOBS:  I was making a point earlier - although perhaps it was not directed at the right area - about a 
smarter way of using beds.  I draw the minister’s attention to the eighth dot point under child, community and 
primary care on page 467 of the Budget Statements.  I refer in particular to the home-visiting midwifery service 
for early discharge of postnatal patients.  I commend Raelene Craft in Esperance, who is an exceptional director 
of nursing, and her staff for thinking outside the square.  How much funding will be given to this program?  Will 
it be extended to a wider scale if efficiencies are demonstrated? 

[1.40 pm] 

Mrs C. O’Farrell:  This initiative in Esperance that Raelene Craft and her staff have undertaken is a local 
initiative.  It has not been funded through a separate allocation.  It has been funded through the allocation of the 
budget to the region, and subsequently to the health care units.  Our staff are empowered to take these sorts of 
initiatives if they believe they can do it within their resources and they will be of benefit to the patients.  We 
would encourage more of our staff to do this.  There are several initiatives like this in many other centres and 
towns.   

Dr G.G. JACOBS:  The second dot point on page 454 is in a similar vein.  It refers to an ambulatory care plan 
to facilitate early discharge.  That is a very important concept in making the health dollar go further.  Is there a 
plan to use domiciliary nursing teams, or to contract work to Silver Chain Nursing Association and similar 
organisations, using general practitioners to engage in early follow-up, with broadband technology for early 
discharge summaries?  What are some of the measures that will be adopted in this plan for ambulatory care to 
facilitate early discharge? 

Mr J.A. McGINTY:  We have been working with the Silver Chain Nursing Association to use its existing and 
very sophisticated infrastructure to provide ongoing post-discharge care for ambulatory patients.  Dr Fong will 
provide further details. 

Dr N. Fong:  All of the things the member has said are part of our ambulatory care strategy.  We are 
reorganising our hospital and home domiciliary nursing services - which are run quite separately, which means 
cars are crossing each other across the metropolitan area - so that they will become more efficient.  We have had 
some very good discussions with Silver Chain about either buying or using its technology rather than reinventing 
the wheel, because that is very much a patient administration and scheduling system, and Silver Chain has had 
years of experience with that system.  We have early discharge programs.  Our aim is to try to get the area health 
services and hospitals to own those programs to deal with the length of stay issue.  They are all on board.  All the 
things the member has said are part of a comprehensive strategy to ensure that patients get out of hospital earlier, 
but with the appropriate follow-up.   

Dr S.C. THOMAS:  We are, of course, aware that in the post-operative involvement of general practitioners, 
post-operative Medicare payments are excluded in the first six weeks after any procedure or operation.  Is the 
minister mindful of that problem when it comes to the involvement of general practitioners in post-hospital 
discharge care? 
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Dr N. Fong:  We certainly are.  A general practitioner does not always need to be involved in the post-discharge 
care.  Currently the hospital and the home programs that are looking after post-surgical patients still have the 
treating doctor in the hospital in a sense responsible for some of that care.  Clearly if there are other issues and 
co-morbidities relating to that patient, the general practitioner can look after those issues.  A general practitioner 
is not disqualified from looking after a patient in that setting.  If a diabetic patient goes into hospital for a hernia 
operation but wants to see his general practitioner after the operation about his diabetes, he can be charged 
because it has nothing to do with the hernia operation.  We certainly are aware of those issues.   

Dr S.C. THOMAS:  I refer to page 488.  The fifth line of the key efficiency indicators refers to nursing home-
type patients in hospitals.  How many nursing home-type patients are in state hospitals?  I am happy to get that 
by way of supplementary information.  Can the minister also give me a brief comment on the policy for nursing 
home-type patients, particularly in small country hospitals where the level of acute activity is so low as to 
perhaps negate the need for a hospital?   

Mr J.A. McGINTY:  Before I hand over to Mrs O’Farrell I want to make one opening comment.  I am very 
heartened by the outcome of the Council of Australian Governments meeting last week, at which the Prime 
Minister and the state Premiers agreed to cooperatively address a range of issues affecting health that have been 
at the forefront of the problems that we have been experiencing.  One of those issues is the care-awaiting-
placement patients, or the aged care patients, which is a commonwealth responsibility, being cost-shifted back 
onto the state by requiring the state to accommodate these patients because of the shortage of nursing home-type 
beds.  We are in the process of working up, hopefully in a cooperative way, a proposition to put to Tony Abbott, 
the federal Minister for Health and Ageing, about the way in which those issues, which the Prime Minister and 
the premiers have now put on the national agenda, can be resolved for us in Western Australia.  Given our past 
cooperative relationship - I think I am the only minister sitting around the cabinet table who enjoys a good 
rapport with his federal counterpart - I am sure that we can find, if that goodwill remains, a way to resolve those 
problems, which obviously the Prime Minister and the Premiers want resolved as well.  In terms of the 
ramifications of that for country hospitals, the member would be aware of the joint approach that Julie Bishop 
and I have resolved in respect of Collie District Hospital; namely, that the commonwealth and the state will each 
contribute just over $2 million for a new aged care facility at Collie.  That will enable the patients at Riverview 
Residence Collie and the Hillview facility at Collie hospital to be taken out of those outmoded aged care 
facilities and put into a new purpose-built facility.  We are constantly looking at other arrangements that we can 
enter into.  Mrs O’Farrell may be able to provide more detail about the smaller country communities. 

Mrs C. O’Farrell:  I do have the data with me, but I have not modelled it into one figure, so we will provide the 
member with the actual numbers.  We have a large number of multipurpose services - 23, in fact.  The aged care 
residents in those facilities, who used to be classified as nursing home-type patients and paid for by the state, are 
now formally recognised as commonwealth-funded aged care service residents.  We have a significant number 
of those types of people.  We also still have some state government nursing homes, in particular in the north of 
the state.  That means that we are into the nursing home and residential care business in a significant way in the 
country.  It is part of our core business, and the commonwealth is financing quite a large amount of the recurrent 
care costs, although lamentably it still leaves us to finance the capital costs.   

The future of these small hospitals is absolutely assured.  It is completely unnecessary for any of these places to 
admit and keep elderly patients in beds simply as a means of keeping the hospital open.  These hospitals will 
remain open and functional.  We guarantee to continue to provide an around-the-clock emergency care service.  
We will provide community-based, home-based and facility-based care services for acute and aged care patients 
well into the future.  We will maintain the capacity to respond, even when activity levels are very low.  We will 
be adopting service models that ensure that we can respond to occasional service requirements as they take 
place, because the volumes are so infrequent.  We will be making sure that we provide an increased range of 
ambulatory, preventative and health-promoting treatment in the home and through community services, even 
though the demand for acute services is non-existent, but we will maintain the capacity to respond immediately 
to emergency or acute care requirements.   

[1.50 pm] 

Dr K.D. HAMES:  Before I ask a question about bed numbers, I want to clarify something about the Hardes 
model of three per cent growth in demand utilisation efficiencies.  Is that three per cent over five years and not 
three per cent each year?   

Dr N. Fong:  Yes.  
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Dr K.D. HAMES:  I refer to some comments made by the director general during a radio interview on 6PR in 
December 2004.  He said that the system had bottomed out when it came to patients’ length of stay and that it 
could not put people through any more quickly.  He also talked about his desire to reduce bed occupancy 
because there is over 100 per cent occupancy in our hospitals.  In the same interview, the director general said 
that the department’s target was between 85 per cent and 90 per cent bed occupancy.  To achieve that standard of 
bed occupancy, 390 beds must be provided.  A saving of three per cent in five years with a quicker throughput of 
patients equals the provision of 23 beds.  Therefore, the department must provide 273 beds to reduce those 
occupancy levels.  On top of that, there is the anticipated extra demand over the next five years.  Again, I am 
confused about how many beds that means because different numbers have been suggested.  Mr Fong said 
earlier that 600 beds were needed over five years.  The beds that the department is putting into the system will 
not allow for both of those things.  On the one hand it wants to reduce occupancy levels to between 85 per cent 
and 90 per cent, which is what is needed to stop the blockages that occur in hospitals during high demand, which 
causes ambulance ramping and bypasses.  At the same time, it wants to provide for an expanding and ageing 
population, which means increased hospital use.  The department has not catered for both ends of the spectrum.  

Mr J.A. McGINTY:  The point has been made by Dr De Campo that we are approximately 10 per cent above 
national benchmarks when it comes to length of stay.  He has made the point on a number of occasions that he 
intends, by working with the existing staff, to achieve national benchmarks.  That has been embraced by the 
staff, particularly in the north metropolitan hospitals where the issue has been particularly raised and where the 
problems have presented themselves in the past.  The member has otherwise correctly identified the challenges 
ahead.  There is not only the question of lengths of stay, but also the issue of reducing the average bed 
occupancy figure.  In mental health, the acute bed area’s bed occupancy rate is greater than 100 per cent for a 
significant part of the year.  During peak periods - the winter period - the bed occupancy rate over the past 
several years has been extremely high.  We are seeking to reduce that also.  The points made by the member for 
Dawesville illustrate the challenges.  If we are able to achieve them in the context of the provision of extra beds 
and in the way in which we provide a service to patients, we will have a remarkably efficient health system.  
That is something we have not yet achieved.   

Dr K.D. HAMES:  There are conflicting statements because Dr Fong said that the length of stay issue had pretty 
much bottomed out, while Mr De Campo has said that we were 10 per cent above benchmark and could make a 
10 per cent reduction.  Presumably that is in stays of patients, because there is no other way to address that.  

Mr J.A. McGINTY:  The quote from the radio interview with Dr Fong was some six months ago.  I remember 
discussing the issue with him at that time.  What was being referred to in that instance was the fact that the 
ongoing reduction in the length of stay had bottomed out.  As the member knows, during the 1990s, the then 
government reduced the number of beds in the public hospital system in Western Australia.  That was 
significantly justified by reference to declining rates of hospitalisation.  I can still remember my mother going to 
hospital for 10 days every time she had a baby.  There were nine of us, so that was significant bed occupancy.   

Dr K.D. HAMES:  I was in for a week when I had my appendix out.  It is the same thing.   

Mr J.A. McGINTY:  I remember the issue and the timing of it.  What in fact happened was that in December 
last year, the reduction in the bed occupancy rate bottomed out.  That is what Dr Fong was referring to.  What Dr 
De Campo raised was that if we refer to the national benchmarks, we should be driving further reforms in that 
area.  That is how the two issues are resolved.  

Dr G.G. JACOBS:  I refer the minister to the third dot point on page 453 of the Budget Statements, which reads 
that a range of other initiatives are also under way that will give rise to financial and capacity benefits for the 
health system - I am very conscious that the $3 billion goes as far as it can - in clinical, clinical support and 
corporate areas.  Broadly, these include better demand management initiatives, hospital cost efficiency initiatives 
and revenue generating initiatives.  Will the minister outline the revenue generating initiatives?   

Dr N. Fong:  We want to make sure that we are remunerated for any private patients who come into the public 
system.  We want to encourage private patients who use the public system to elect to use their private insurance 
so that we get some revenue, even though it will not be very much and will not cover costs.  That is the first 
issue.  We do not actively want to encourage private patients to use the public system, but we will seek to earn 
revenue from those who do.  We will be looking to take revenue from the Medicare arrangements of 
appropriately and privately referred non-inpatients, or outpatients.  There are myriad other revenue issues.  We 
will review all leases, for example, with shop owners in the hospitals and with other people who use our 
facilities.  We are looking at ways of maximising our revenue.  Our system for ensuring that compensable 
patients are covered - national variety testing - will also ensure that we receive every last dollar that we are 
owed.   
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Dr G.G. JACOBS:  I am a little concerned that unless we actively encourage people to use private insurance 
when they use public hospitals, they will not use it.  One of the reasons they will not use it is because they see no 
difference between not using their private insurance and going public.  A significant amount of funds could be 
attracted from private health insurance companies into the hospital system.  Some years ago when I was involved 
with rural doctors, something like $11 million was used to attract patients to use their private insurance in small 
hospitals throughout Western Australia.  I am a little concerned that unless we actively encourage that, we will 
miss out on one of the major measures of attracting revenue.   

Mr J.A. McGINTY:  In places where the only hospital is a government hospital with the same doctors 
providing treatment, frankly I am very pleased if the public hospital is seen to be as good as anything in the 
private system.  In the larger population centres we are trying to encourage co-location.  For instance, we are 
trying to encourage co-location of St John of God Hospital in Albany to provide a certain, albeit limited, range of 
services for that town.  There is a capacity there to do the very thing that the member is describing; that is, to 
have the private health insurance funds pick up some of the costs that are currently borne by the public health 
system.  There is a capacity to do that.  I am very pleased that the Reid report and the significant changes we are 
considering making to the hospital system are about the public hospital system, not the private hospital system.  
It is extremely important to me that the public hospital system be re-established as the vanguard of health care 
delivery in Western Australia.  

I thank the acting director general and the staff from the Department of Health who have been here for their 
expert advice and the way in which this committee has been conducted over the past five hours.  I thank also 
members opposite and their staff.  

Dr K.D. HAMES:  Thank you from our side also. 

The appropriation was recommended. 

On motion by the Chairman (Mrs D.J. Guise), resolved - 

That the clauses, schedules and titles of the bills be agreed to. 

The CHAIRMAN (Mrs D.J. Guise):  That concludes our consideration of the estimates. 

The committee adjourned at 2.00 pm 

__________ 
 


