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MEDICAL PRACTITIONERS BILL 2006 
Consideration in Detail 

Clause 1:  Short title - 
Dr K.D. HAMES:  I will talk about the total complexity of the bill.  As members are aware, the bill gives the 
Medical Board of Western Australia a much greater area of responsibility.  It will be required to do many more 
things and to undertake more action.  How will the cost of doing that impact on the board and its management?  
Does the Minister for Health believe there will be increased costs?  If there are to be increased costs, will that 
result in the annual registration fees of practitioners being increased? 

Mr J.A. McGINTY:  I am advised that as a result of the passage of this legislation and its new provisions there 
are not expected to be any changes to the costs of running the Medical Board.  Therefore, there will not be an 
increase in the registration fee of medical practitioners.  The most significant change in recent years has been the 
establishment of the State Administrative Tribunal, which has taken the responsibility for serious disciplinary 
functions from the Medical Board, which has allowed those matters to be dealt with as part of the vocational 
jurisdiction of SAT.  The Medical Board approached me several times in the lead-up to the establishment of SAT 
because it was very concerned about the number of major disciplinary inquiries flowing out of not only the King 
Edward Memorial Hospital matter, but also others that were taking an inordinate amount of the board’s time and 
were running down the reserves of the board.  It was expected that transferring the disciplinary jurisdiction of 
serious matters to SAT would be the financial saviour of the Medical Board.  The advice I have received - not in 
the past few weeks, but generally, particularly from the chairman of the Medical Board, Professor Con Michael - 
is that the finances of the board have recovered somewhat since the disciplinary jurisdiction was transferred to 
SAT.  We are not expecting a financial impact on the board as a result of the passage of this legislation. 
Clause put and passed. 
Clauses 2 and 3 put and passed.  
Clause 4:  Terms used in this Act - 
Dr K.D. HAMES:  I want to talk about definitions.  Concern has been expressed about definitions of “medical 
practice”.  In this listing of the terms used under this legislation and their definitions, there is no definition of 
“medical practitioner”.  Providing such a definition creates a requirement to prescribe under that definition 
things that a doctor can and cannot do, which obviously creates difficulties.  We had that difficulty with the 
Nurses and Midwives Bill 2006, in the definition of “midwife”.  The same problem applies here, to a degree, 
although what a doctor should do is reasonably well recognised.  Those who want such a definition obviously 
have some concerns that there may be some encroachment on the field of medical practice.  I suspect that those 
who are concerned about that encroachment may be those who are not keen on having nurse practitioners.  I 
have said in this house before that that is not my view; nurse practitioners should have the ability to undertake 
some procedures that are currently restricted to the province of doctors.  Nevertheless, the question has been put 
to me that there should be a definition of “medical practitioner”, and I would like the minister’s response on that. 

Mr J.A. McGINTY:  The review of the Medical Act 1894 conducted by Professor Bryant Stokes reported in 
June 2001.  On page 23 of the “Review of the Medical Act 1894 - final recommendations”, under the heading 
“Defining the practice of medicine”, recommendation 3 reads -  

The Working Party supports the adoption of core practice regulation for medicine and other regulated 
health professions in Western Australia, and recommends that:  

• The Medical Practitioners Registration Act should be drafted containing no statutory definition 
of the practice of medicine;  

• The current prohibition on non-registrants practising medicine (undefined) contained in section 
19(1) of the Medical Act 1894 should be retained in the new Act, but replaced within a period 
of 3 years following commencement of the new Act by regulation based on identified core 
practices. This period of time should, in the Working Party’s view, be sufficient to allow 
completion of a review of core practices relevant to each regulated health profession in 
Western Australia, and the making of appropriate legislative amendment to all health 
practitioner registration Acts;  

• The new Act should incorporate a requirement that the retention of the prohibition on non-
registrants practising medicine (undefined) beyond the initial period of 3 years should be the 
subject of a further statutory review and report to Parliament if, in that period, the prohibition 
has not been replaced by a system of regulation based on defined core practices. This further 
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statutory review should be completed and a report submitted to Parliament within 9 months of 
the end of the period of 3 years after commencement.  

I have read the second two points in the interests of completeness, giving the full text of the recommendation to 
not define medical practice in this bill, very much for the reasons the member has indicated.  With the difficulties 
that can arise with the development of technology and things of that nature, it is best left to standard practice. 

Dr K.D. Hames:  Particularly in the area of what nurses can and cannot do.  

Mr J.A. McGINTY:  Yes; each of the health practitioner acts is silent on a comprehensive description of the 
nature of the work done, rather leaving it to established usage, which I think is arguably the best way to do it.  
That was the specific recommendation of Professor Stokes for reasons that are well understood. 

Clause put and passed. 

Clauses 5 and 6 put and passed.  

Clause 7:  Membership of Board -  

Dr K.D. HAMES:  I would like the minister to talk about how the appointment of members to the board will be 
organised.  How will he go through the process of obtaining names of members to be appointed to the board, 
particularly those who are not medical practitioners?   

Mr J.A. McGINTY:  Prior to the current round of amendments, each piece of legislation on the various health 
professionals defined the organisations that could nominate representatives for the various health practitioner 
boards.  The view that has been taken, with one exception, is that the appointments should be by the minister, 
and that the protocols should be drawn up within the Department of Health about who should be approached to 
seek input.  Obviously, the board would be asked, as well as the Australian Medical Association, the Health 
Consumers’ Council WA, the council of the Law Society and others.  The one exception in all this legislation so 
far has related to the difficulty that is presented by the overlapping coverage of enrolled nurses between the 
Australian Nursing Federation and the Liquor, Hospitality and Miscellaneous Workers’ Union.  That issue is 
disputed, and therefore the legislation defined who would be consulted - not who would have a right to 
nominate - about appointments to the Nurses and Midwives Board of Western Australia in respect of enrolled 
nurses and registered general nurses.  Everywhere else the approach adopted has been to say that there should be 
consultation with interested stakeholders, leading to the minister making an appointment.   

Dr K.D. Hames:  The current practice has resulted in some fairly distinguished people, such as Professor Con 
Michael, being members of the Medical Board, as would be expected.  I want to ensure that that will still 
happen, not that, whichever party is in power, some party favourite is appointed to the position. 

Mr J.A. McGINTY:  I assure the member that that will always be the case. There will always be a desire to 
have eminent practitioners sitting on that board.  However, there needs to be a balance between, for example, 
psychiatrists, general practitioners and people of the eminence of Con Michael, to make sure we have the right 
balance of skills and abilities.  If there were to be partisan appointments to boards of this nature, the profession 
would very quickly let the government know that it was very unhappy about it, and there would be a political 
price to be paid.  It is intended to consult with every significant stakeholder with a view to obtaining the eminent 
representation that the member has referred to. 

Dr K.D. HAMES:  My impression is that there is never a price to be paid.  When I left the portfolio of housing 
in the previous government, most of the board members of the then State Housing Commission were the same as 
when I arrived, but immediately after my departure the whole board was turfed out and a new one put in.  It was 
the same with the Water Corporation, in which most of the board members I found on arrival were still there 
when I left, yet a brand new board was appointed when the present government was elected. 

Mr J.A. McGinty:  It is most probably a matter of different practices and different personalities playing a role.  
My approach, for what it is worth - other ministers may well have adopted different approaches - is that if 
someone is good I do not care who appointed that person.  If he or she is good, the job will get done.   

Dr K.D. HAMES:  The other issue I want to raise concerns periods of appointment.  I do not see included in this 
clause the period of appointment.  It may appear in other clauses that I have missed.  For what length of time is 
each member appointed and are the terms staggered to ensure continuity? 

Mr J.A. McGINTY:  Under schedule 2, on page 134 of the bill, it is provided that - 

(1) A member of the former Board ceases to be a member on the commencement day. 

(2) Six of the members of the new Board as first constituted under this Act are to hold office for 
such term, not exceeding 18 months, as is specified in the member’s instrument of 
appointment. 
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That deals with the transitional issues.  Clause 1 of schedule 1 on page 128 spells out the term of office, which is 
for a term not exceeding three years. 

Dr K.D. Hames:  So that is standard? 

Mr J.A. McGINTY:  Yes, and nobody can hold office for longer than nine years. 

Mr A.J. Simpson:  Nine plus three. 

Mr J.A. McGINTY:  Nine plus three?  Subject to this qualification - I am sure that the member for Serpentine-
Jarrahdale is a step ahead of me -  

A person who has been a member of the Board for 9 years consecutively may be appointed for a further 
term not exceeding 3 years if 3 years have elapsed since the person ceased to be a member of the Board. 

If a board member has served for the maximum nine years, he can - provided he has a spell of one term - come 
back for a further term if need be.  Generally speaking, however, people will serve a maximum of three terms, 
which is nine years. 

Mr G.M. CASTRILLI:  Maybe this area was covered; it is sometimes quite hard to hear what is being said.  
However, the member for Dawesville asked a question about the processes of appointment.  The minister 
appoints the members of the Medical Board of Western Australia.  On whose recommendation are the names of 
prospective board members thrown up?  I do not know whether this question was covered.  I presume that the 
reference made in clause 7(2)(c) - a person nominated by the chief executive officer who is a medical 
practitioner and a public service officer - is to someone within the administration of the health department.  Does 
the clause refer to the chief executive officer of the Department of Health? 

Mr J.A. McGinty:  That is in fact the Director General of the Department of Health. 

Mr G.M. CASTRILLI:  The director general?  Who makes the recommendations for names to be considered 
for membership of the board? 

Mr J.A. McGINTY:  Clause 7 spells out that the board will consist of 12 members appointed by the minister.  
That in itself is a change, because until now the appointments have been made by the Governor.  It is probably of 
no practical significance that the appointments will now be made by the minister, simply by a note signed under 
the hand of the minister making the appointment.  The additional step is to take recommendations to the 
Executive Council to get the Governor to sign off on them.  The question of whether a particular person is 
appropriate is not the sort of thing that the Governor would or should interest himself with, provided the person 
fits the broad description contained in the act.  That is the first change.  In order to answer the member’s 
question, six board members are to be medical practitioners.  The Medical Board has in the past provided me 
with nominations of people who it thinks would balance out the skills base on the board.  Con Michael has been 
chairman of the board for the nearly four years that I have been Minister for Health, and without exception the 
nominations made in this time have been of people for whom I have the utmost regard.  He has obviously acted 
in the best interests of the board.  The Australian Medical Association has nominated people, some of whom I 
have accepted and some of whom I have not. 

Mr G.M. Castrilli:  Why is that, minister?  I ask only for my personal clarification.  Why have you accepted 
some and not others?  I assume they’re all suitably qualified? 

Mr J.A. McGINTY:  Totally.  There are none of whom I would say, “This person is not an appropriate 
appointment.”  Generally speaking, I have not accepted nominations in situations in which I have received 
conflicting advice.  For instance, the Director General of the Department of Health might provide me with a 
recommendation as to who would be an appropriate medical practitioner to appoint to the board, the board itself 
might provide me with different advice, and the AMA might come up with a different list again.  In such cases, it 
is necessary to choose from amongst medical practitioners who have been nominated.  I have never once been 
presented with the name of somebody whom I would consider to be an inappropriate appointment.  However, I 
am limited in the number of nominations.  That deals with medical practitioners. 

Mr G.M. Castrilli:  Will that process continue?  Will you accept nominations from the bodies you have 
outlined? 

Mr J.A. McGINTY:  Totally.  In fact, the government will develop a protocol, in consultation with the AMA 
and the Medical Board, on how to go about eliciting nominations and making appointments, in order to make 
sure that the correct balances are in place. 

Mr G.M. Castrilli:  I suggest that the concern is whether it will be a political or an apolitical process.  I am keen 
to ensure that it is an apolitical process.  That is the point I want to make to you; that is the importance of the 
board. 
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Mr J.A. McGINTY:  Yes, I agree with that.  The other half of the membership of the board will not be medical 
practitioners.  One is to be an academic.  That is appropriate, given the very important training function that the 
board is party to.  One is a senior public servant.  This is a provision under the current legislation.  The 
government changed the legislation last year.  It used to provide that if the Director General of the Department of 
Health is a medical practitioner - as Dr Neale Fong is - he is to sit on the board.  In consideration of all his other 
duties and with the health reform program under way, it was my view that it was not the best use of Dr Fong’s 
time for him to sit on the board.  That is not to diminish the importance of the board.  The government brought 
forward legislation, supported on both sides of the chamber, to enable a senior doctor within the Department of 
Health to be appointed in place of the director general.  Dr Simon Towler is well known to most people in this 
place and has been appointed to the Medical Board to fulfil that function.  That provision is made under clause 
7(2)(c)(ii). 

Mr G.M. Castrilli:  The clause does not actually specify a medical practitioner with qualifications. 

Mr J.A. McGINTY:  It does, under clause 7(2)(c)(i), on page 7. 

Mr G.M. Castrilli:  Oh, sorry; yes. 

Mr J.A. McGINTY:  The board will also include the chief executive officer of the Department of Consumer 
and Employment Protection, two members with experience in the interests of consumers, and a legal 
practitioner.  Given the disciplinary function of the board - 

[Member’s time extended.] 

Mr G.M. Castrilli:  Would the legal practitioner be recommended by the board? 

Mr J.A. McGINTY:  Generally speaking, the Medical Board will know of a legal practitioner who works in the 
area and who it thinks would be good for the position.  The two legal practitioners currently on the board are 
both barristers - Penelope Giles and Gail Archer.  Gail Archer was appointed only a few months ago.  She is 
quite an eminent barrister.  Penelope Giles has been on the board for quite a number of years.  Professor Nick 
Mullany, who is also a barrister, finished his term on the board at the end of last year.  Generally speaking, the 
Law Society of Western Australia nominates those people.  The procedure will be that when an appointment is 
due, I will write to the Law Society and perhaps to the Medical Board to make sure that we have nominations 
from every relevant interest group of people who have the best possible qualifications to do the job. 

Clause put and passed. 

Clauses 8 to 13 put and passed.  

Clause 14:  Directions by Minister -  
Dr K.D. HAMES:  Will the minister explain what directions he believes he will need to give to the board?  
Under what circumstances would the Minister for Health need to give directions, remembering that he or she 
would have to give the board a direction in writing and that that direction would have to be laid on the table of 
the house?   

Mr J.A. McGINTY:  This is an accountability provision that has been inserted into each of the health 
practitioners acts.  It has its origins in the review that was carried out by former Chief Justice Sir Francis Burt.  I 
am trying to remember its exact origins.  It predated the WA Inc royal commission.  It was a review of 
accountability mechanisms in legislation that quite clearly sought to define the role of a minister and the ability 
of a minister to issue directions to government agencies.  This provision previously appeared in the Nurses Act, 
but not the Medical Act.  This is part of a standard provision that we are seeking to insert into each piece of 
health practitioner legislation.   

I will provide two examples of the way in which it could conceivably arise.  A few years ago I had a minor 
disagreement with the Nurses Board of Western Australia about the way in which it responded to a particular 
nurse who had a mental health impairment.  The Nurses Board conducted an inquiry into her situation.  I think it 
either suspended or put qualifications on her registration.  I had no argument with that decision.  It then hit her 
with a costs bill of, if my memory serves me correctly, $14 000.  I thought that that was inappropriate, because 
we were dealing with a nurse who had a mental illness and who was no longer capable of earning an income in 
the traditional way.  To impose that type of cost on her, essentially because she had a mental illness, was wrong.  
I had a difference of opinion with the Nurses Board about the way in which it handled that matter.  It ended up 
being satisfactorily resolved.  I believe there is room for some intervention in a case such as that.  The difficulty 
that would have arisen in that case can be found in clause 14(2), because the minister cannot direct with respect 
to a particular person.  The way in which that could have been addressed would have been to issue a general 
instruction.  If we were dealing with a nurse with a mental health impairment rather than a particular person, 
there is a way of addressing that issue.   
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Another issue that arises from time to time is the failure to provide information.  This has arisen when a 
particular body has told the minister that it is independent of the minister and that it is not going to tell the 
minister what it has done.  I do not refer necessarily to a particular case that involves privacy issues, but to a 
matter of policy or something of that nature, in which case there ought to be a power for the minister to direct the 
board.   

Generally speaking, this provision relates to administrative functions.  We do not want to intrude on the abilities 
of the board.  For example, when it comes to criminal matters, I cannot direct the Director of Public Prosecutions 
to prosecute this person and to not prosecute that person.  However, I can direct the DPP when it comes to the 
allocation of resources in the office, because they relate generally to the performance of the office, and not to a 
particular case or a particular individual.  Generally speaking, it will used in matters of an administrative nature, 
not matters involving a particular individual doctor.   

Dr K.D. HAMES:  I do not support this provision.  I understand that it may have been included in the Nurses 
Act.  However, the examples the minister provided are ones that are expressly forbidden.   

Mr J.A. McGinty:  It depends on how you tackle them.  

Dr K.D. HAMES:  Yes, I know.  I understand that the minister would have wanted meaningful input in the case 
that he described to convince the Nurses Board to change its view.  As Minister for Health, he can do that 
without having the power to direct.  Obviously, the minister had no power to direct in that instance.  I presume 
that if the provision in the Nurses Act is the same as the one in this bill, he would not have been allowed to 
direct.  Even so, he was able to exert influence.  The Medical Board of Western Australia should be independent.  
It is not a government department.  The minister has the power to direct the Water Corporation and the 
Department of Housing and Works.  Normally, he does not need that power, but it is there; and the fact that it is 
there has an influence and makes a difference.  That power should be used with government departments.  
However, we are talking about an independent body for which the minister has carefully selected people who 
have, one would hope, more ability than the minister to assess what should or should not happen with a 
particular complaint or a particular issue.  The board has a broad membership and comprises people whom the 
minister specifically put in place because he believes in their expertise.  Even though he is the Minister for 
Health, it is inevitable that the member for Fremantle has a political bent.  When people complain to the 
minister, quite obviously the minister would want to do the right thing by them in the same way that I want to do 
the right thing by those who come to see me in my electorate office.  I will lobby a state or federal government 
department on behalf of my constituents.  One of my constituents has a prolapsed disc.  He has just got his name 
on the waiting list; he will be on it for a while.  There is nothing I can do to hurry up the process, even though his 
doctors have started pumping him with morphine.  He will have to wait his turn, because there are others ahead 
of him on the waiting list.  I would like to be able to tell someone that he should be operated on urgently and that 
he is not a category 2 patient.  However, I cannot, and it is probably right that I cannot.  In the same way, the 
minister should not be able to direct the board on certain issues.  The minister said that this provision will mainly 
be used for administrative matters.  It is true that the minister cannot direct the board when it comes to a 
particular person, qualification, application, complaint or proceeding.  Therefore, why does the minister need 
that power?  The minister did not provide any good examples.  I ask the minister to describe a circumstance in 
which he would use this provision.    

Mr J.A. McGINTY:  The member will recall the doctor in Harvey who arguably should not have been 
registered to practise medicine in WA.  He was registered on the basis of misleading information that was 
provided by the Medical Practitioners Board of Victoria.  To be brutally frank, that is the way it came about.  
There was urgent communication between my office and the chair of the Medical Board of Western Australia.  I 
made a request that it consider the matter because I was concerned.  The Medical Board of Western Australia 
responded totally appropriately.  It considered the doctor’s registration and revoked it within days.  That is how 
it should work. 

Dr K.D. Hames:  Yes, without having legislation in place.  

Mr J.A. McGINTY:  Yes, without any power to direct. 

Dr K.D. Hames:  That is how it should be. 

Mr J.A. McGINTY:  That is as it should be, and I was very pleased that the board was as responsive as it was.  
It was not under any pressure to reach a particular conclusion.  Obviously, the Medical Practitioners Board of 
Victoria did not provide correct information.  A review of the correct information would have inevitably led to a 
particular consequence.  I refer the member to page 17 of the bill and to the heading “Finance and reports”.  The 
board has certain funds.  The funds of the board can be applied in certain ways.  This is just a theoretical 
example.  If I as minister, or perhaps the member for Dawesville in a different government, were of the opinion 
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that that was an inappropriate expenditure or allocation of funds by the board or too much money was being 
spent in one area and not in another, there would be a capacity to issue the direction in respect of those funds. 

Dr K.D. Hames:  Do you really think you should be doing that when you’ve got a perfectly adequate, capable 
and reputable board that you put in place to manage that?  Why should you be any smarter than any one of the 
members on the board? 

Mr J.A. McGINTY:  I do not suspect for a minute that this will need to be invoked in respect of the Medical 
Board as it has operated in all the time that the member for Dawesville and I have known it.  From time to time 
boards do lose their way.  Did the board of the Esperance Port Authority do the right thing in respect of what we 
have been debating in recent times?  Did the Finance Brokers Supervisory Board do the right thing back in the 
late 1990s?  I am not suggesting that it is ever likely to happen to the Medical Board in our time given the quality 
of the people who are on it; nonetheless, if that did happen - I have just given two examples that we are both 
very aware of - this clause gives the capacity to issue a direction, which is standard in each of the other health 
practitioner bills and also standard in legislation, spelling out the relationship between the board and the 
minister.  That is what underpins this clause.  Again, this is an unusual provision in that the standard clause talks 
about the ability to issue a direction.  Generally speaking, it is unqualified.  The health practitioner legislation 
takes its essential terms from the sort of provision that appears in the Director of Public Prosecutions legislation, 
which qualifies the power of a minister to issue a directive, which power, in respect of general government 
departments, is unlimited.  I can issue a direction to the Department of the Attorney General to do anything.  
That is as it should be.  When we are dealing with people, it is a recognition of the point the member for 
Dawesville was making that there should not be a power of ministerial intervention in the statutory functions of 
the office of the DPP in respect of particular prosecutions or individuals, in the same way that I should have no 
power to direct the Medical Board in respect of individual complaints, individual registrations and things of that 
nature.  It is an attempt to achieve that balance and it is circumscribed to a far greater degree than the normal 
ministerial directive power.   

Dr K.D. HAMES:  I would like to have it recorded that I will be voting against this clause on behalf of the 
opposition.  I do not intend to call a division.  I have no other method of recording my intention to vote against 
the clause, so I am doing that verbally now.   

Clause put and passed. 

Clause 15:  Minister to have access to information - 

Dr K.D. HAMES:  Clause 15 relates to the minister having access to information from the board.  It provides 
that the minister is able to go to the board to obtain information that the board has.  Subclause (2) states - 

The Minister is entitled - 

(a) to have information in the possession of the Board; and 

(b) if the information is in or on a document, to have, and make and retain copies of, that 
document. 

The minister may ask the board to furnish information, request the board to give him access to information or 
make use of the staff of the board to obtain information.  In other words, the minister can use their time and 
money, in effect.  We should remember that the minister does not fund the board; the board is funded through its 
members’ contributions, yet the minister can use the board’s funds to seek information.  Subclause (4) states - 

The Board is to comply with a request under subsection (3) and make its staff and facilities available to 
the Minister . . .  

It does say, however, that the minister is not entitled to have information that discloses the identity of a person 
involved in a particular application, complaint, investigation or other proceeding, or anything that might enable 
the minister to identify any such person.  I am comforted by those last two provisions because I have a concern 
about the minister getting information.  In particular, I relate this to the actions of a former Minister for Police, 
who was given confidential information about the member for Kalgoorlie which in my view should have 
remained confidential but which she released publicly.  What sorts of things does the minister think he might 
seek information about?  Are there any restrictions on the minister’s ability to publicly disclose the contents of 
information that is given to him? 

Mr J.A. McGINTY:  I will answer that question in two ways.  Firstly, I refer to Professor Stokes’s review of the 
Medical Act dated June 2001.  The final recommendation on page 122 of that report, under the heading 
“7.3 Minister to have access to information”, states - 
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The Working Party recommends that the Medical Practitioners Registration Act should provide the 
Minister with a general entitlement to information that is in the possession of the Medical Board except 
for information that is in a form that: 

•  Discloses the identity of a person who was involved in a complaint; or 

•  Might enable the identity of such a person to be ascertained, 

unless the person concerned has consented to the disclosure.   

That is exactly the qualification placed at the end of this clause.  The recommendation goes on - 

The Minister should be able to: 

•  Request the Medical Board to furnish or otherwise give access to information to which the Minister 
is entitled; 

•  Make use of the staff of the Board to obtain information to which the Minister is entitled, 

and the Medical Board should be obliged to comply with any such request. 
That was the recommendation from the review, which has been very much incorporated in the legislation before 
us.   
I will give another example from a different area.  The Acting Information Commissioner has made some public 
comments on the privacy and freedom of information bills that are currently before this house.  In particular, she 
expressed a view that the legislation would not enhance public access to information.  I think she is wrong.  I 
made the point during the media debate that took place that there were currently horrendous delays in the 
processing of access applications before the Information Commissioner and that those delays would be 
minimised by having the State Administrative Tribunal make a determination about access to documents.  The 
State Administrative Tribunal has a general rule that all matters are to be determined within three months.  There 
are cases, including medical matters, that have been before the FOI commissioner for two and a half years.  I 
made a request of the Information Commissioner that she provide me with information about the date on which 
applications were lodged with her and the date on which she determined them.  The information has shown a 
significant number of cases that have gone on for longer than 12 months.  That is the sort of information that 
might become important if there is an allegation publicly, for instance, that doctors from England are being 
refused registration by the Medical Board.  I might well say, “Can you provide me with not necessarily 
individual details, but the global figures on the number of doctors from England who have applied for 
registration and the number who have been approved in order to test the veracity of allegations that are in the 
public arena?”  I can think of 101 different sorts of information of that nature that I think should be in the public 
arena in the same way that information from the Information Commissioner should be in the public arena. 

Dr G.G. JACOBS:  Does this give too much power to the minister and not allow the board to really act 
independently?  What is the situation presently?  Does this bill empower the minister in a way that will 
undermine the clinical independence of the board?  I do not have an issue with the board.  It has the investigative 
powers it needs to maintain clinical and professional competence and deal with issues such as negligence, or 
whatever, to protect the public.  I have some concern about undermining the clinical policy of the board.  Is the 
minister able to allay my concerns?  I might refer later to what the minister can inquire into and express my 
concerns about the non-disclosure of identity.   

Mr J.A. McGINTY:  The comment from the working party that reviewed the Medical Act 1894 touches on this 
issue and I will quote from page 123 of its report.  The recommendation, which is the content of the bill that is 
now before us in respect of access by the minister, reads as follows - 

The recommendation is drawn from an equivalent provision in the Osteopaths Act 1997.  Its purpose is 
to support the Minister for Health in discharging the responsibility vested in the office of Minister for 
ensuring the accountability of the Medical Board for its administration of the State’s scheme of medical 
registration.  It recognises that, on occasion, this may require the Minister to request access to 
information that is in the possession of the Board.   

That is the rationale that underpins this clause.  I take the view that whoever is the minister should be in a 
position to be able to properly debate and put all the facts on the public record in respect of matters about which 
there is some public controversy or any suspicion that things are not being administered in the way in which they 
should be.  Currently, it is not a live issue for the very simple reason that the Medical Board, in my four years as 
minister, and I am sure also in the experience of both the members for Roe and Dawesville, has operated fairly 
and appropriately and in an open way.  That is my experience of dealing with the board.  I cannot see that there 
would be a requirement for a directive to be issued.  This clause does not talk about directives, but a requirement 
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to comply with the minister’s request for information.  If a minister is to be held accountable, we need to provide 
that information.   

I will give another example by way of analogy.  It was always very difficult to deal with matters that I know the 
member for Hillarys has an interest in; that is, prisoners being granted parole.  Under the previous parole 
legislation, the Parole Board had a statutory provision on speaking publicly about what it did.  I, as Attorney 
General, would be held accountable for a decision I did not make and had no knowledge about.   

Mr R.F. Johnson:  It still does to some extent.  It speaks only if it thinks it’s in the public interest.   

Mr J.A. McGINTY:  At least it is now able to do that.  Previously, there was a prohibition on the board doing 
that.  If we are talking about proper accountability, I need to be able to stand up and engage in a proper public 
debate with the correct information being provided to me.  It may well be a debate about whether the board is 
doing its job properly.  I cannot see that arising in the foreseeable future because of the personnel on the Medical 
Board and their very clear commitment to maintaining their standards in Western Australia, and there is no 
divergence on that issue.  It is not currently an issue, but we are legislating to give effect to the recommendations 
of the review conducted by the former president of the Australian Medical Association and eminent professor of 
medicine, Professor Brian Stokes, who said that is an appropriate thing to do for the reasons I read from the 
report to the house.   

Clause put and passed.   

Clauses 16 to 26 put and passed.   

Clause 27:  Audit - 
Mr J.A. McGINTY:  I move - 

Page 18, lines 8 and 9 - To delete “appointed under the Financial Administration and Audit Act 1985”.   
Since this bill was introduced on 30 November last year, the legislation repealing the Financial Administration 
and Audit Act has been passed by the Parliament and, consequently, a reference in this legislation to that act is 
no longer appropriate.  It is simply a drafting amendment to keep up to date with the current state of financial 
accountability legislation.   

Amendment put and passed.   

Clause, as amended, put and passed.   

Clause 28 put and passed.   

Clause 29:  Natural persons may be registered - 
Dr J.M. WOOLLARD:  My question relates to part 4 of this bill.  I would be happy for the minister to answer 
my question under either this clause or clause 30.  I have been looking at three of the bills that have been before 
this place; namely, the Nurses and Midwives Bill -   

The ACTING SPEAKER (Dr S.C. Thomas):  Part 4 includes clause 29, and the member is seeking an 
indication of whether it is appropriate for her to ask her question in the debate on clause 29 or clause 30.  I 
presume that the minister will be happy to give that advice if necessary.   

Mr J.A. McGinty:  Sure.   

Dr J.M. WOOLLARD:  I have read the Nurses and Midwives Bill and the Pharmacists Bill as they apply to 
registration.  This week the minister was unable to meet with a representative of the College of Nursing 
Australia.  I was fortunate to attend a meeting with Rosemary Bryant.  I understand that one of the minister’s 
policy officers attended that meeting and passed on the minister’s apology.  At that meeting I became aware of, 
for the first time, the anomaly in these pieces of health-related legislation.  The nurses and midwives legislation 
and the pharmacists legislation provide for a certain amount of time for the relevant professional groups to re-
register.  Under the nurses and midwives legislation, a nurse must have practised within five years and the 
pharmacists legislation provides for its professionals to have practised within three years.   

This week I became aware of an anomaly that exists between the states; for example, in New South Wales, the 
registration of nurses is valid for 20 years.  The Pharmacists Bill provides a registration period of three years for 
pharmacists, which is limited, and I will discuss that with the minister later.  I cannot find anything in either the 
Medical Practitioners Bill or the Medical Rules 1987 that refers to the period of registration.  I am not insisting 
on that - far from it.  I am raising this issue because the minister says that the health-related legislation will 
provide consistency between all health professionals.  There is a severe shortage of nurses in Western Australia.  
If the same rules that apply in New South Wales were provided in the Nurses and Midwives Bill 2005, nurses 
would not be lost to the system simply because they had not practised within five years.  Is there something 
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within this bill that I have missed?  I have read the bill and looked at the rules.  I have not been able to find 
where that period is stipulated.  Will the minister clarify that position for me?   

Mr J.A. McGINTY:  The relevant provision is clause 45.  It adopts a provision somewhat different from what 
the member has just described about nurses for the reason described in the bill under the heading “Duration of 
registration”.  It allows for regulations to be made to prescribe the period for which registration will apply, for 
which I think there is a fixed period of registration in the bills that the member for Alfred Cove spoke about.   

Dr J.M. Woollard:  In the Pharmacists Bill 2006 it is a fixed period of three years.  Under the Nurses and 
Midwives Bill 2005 it is five years.  Different periods seem to apply to the various professional groups.  When 
the minister referred to the regulations, was he referring to new regulations?   

Mr J.A. McGINTY:  Yes; they will be new regulations.   

Dr J.M. Woollard:  What time frame do you anticipate for the new regulations that will accompany this bill to 
be completed?   

Mr J.A. McGINTY:  Between one and three years.  

Dr J.M. Woollard:  Will it be the same as the Pharmacists Bill?   

Mr J.A. McGINTY:  I say that because it will depend on the class of registration.  Clause 30 provides for 
general registration, clause 31 for conditional registration, and clause 32 for provisional registration.  The 
regulations will provide a period, and it might well fall within those different classes of registration.  It was 
therefore thought better to deal with it by regulation, rather than in an all-encompassing provision. 

Dr J.M. Woollard:  Mr Acting Speaker -  

The ACTING SPEAKER (Dr S.C. Thomas):  I will give the member a little leeway to continue briefly, but we 
will deal with clause 45 later.   

Dr J.M. WOOLLARD:  It is only a quick comment.  When we debate the later clauses, I will argue that the 
period in the regulations of one to three years is an insufficient amount of time within which people should be 
required to reregister.  I do not think medical practitioners will lose their knowledge and skills within three years.  
I had not looked at that matter closely in relation to the Pharmacists Bill.  It is also a limited time for the 
pharmacists.  Given the differences in New South Wales, I am looking into whether nurses here can register in 
New South Wales -  

Mr J.A. McGinty:  How long is the period in New South Wales in which they can remain registered?   

Dr J.M. WOOLLARD:  They have up to 20 years before they lose registration.  I am checking this at the 
moment, but it is my belief that a nurse can register in New South Wales and, through mutual recognition, then 
register with the Nurses Board of Western Australia.  

Mr J.A. McGinty:  Do you think 20 years allows for proper monitoring?   

Dr J.M. WOOLLARD:  I could not believe it when I heard it.  

Mr J.A. McGinty:  Neither could I, frankly.   

Dr J.M. WOOLLARD:  I think that is the other extreme.  

Mr J.A. McGinty:  I thought you were advocating 20 years.  

Dr J.M. WOOLLARD:  Clause 45(1)(b) says “may” be renewed.  Many nurses may have been nursing within 
the past 10 years.  I am thinking that, with the present severe shortage, we should be encouraging as many 
dedicated nurses as possible who want to come back into the profession to do so.  If we can attract more nurses 
back into the system, that would help our health system.  The minister should seriously consider this issue 
because there is an anomaly between what is provided for in this state and in other states.   

Although I have objected to some of the recruitment campaigns this government has undertaken in other 
countries, I have heard that in Ireland, as was also pointed out at that meeting, many nurses are graduating with 
no positions to go to, and they are being attracted by the eastern states health systems.  Given the shortage of 
nurses in Western Australia, we should be doing some advertising in local Irish papers.  We should be trying to 
attract some of them.  That is what I wanted to discuss earlier.  I have now had that opportunity.  Perhaps we can 
discuss this later when the minister has finished with this bill. 

Mr R.C. Kucera interjected.   

Dr J.M. WOOLLARD:  They are graduating, but, given that the number of positions in the Irish health system 
has been restricted, they cannot find places.   

Mr R.C. Kucera interjected. 
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Dr J.M. WOOLLARD:  I heard from the College of Nursing that those nurses are going mainly to the eastern 
states, and we need them here.  I encourage the minister to look into that issue and to try to get more nurses for 
our health system.   

Mr R.F. Johnson interjected. 

Mr J.A. McGINTY:  I agree completely with the views just expressed by the member for Alfred Cove and 
disagree with the views expressed by the member for Hillarys!   

The provision in the legislation that we are debating at the moment was again based on a recommendation of the 
“Review of the Medical Act 1894” by Professor Bryant Stokes, dated June 2001.  On this issue, under the 
heading “Final recommendation 29:  Duration of general, specific purpose conditional, and specialist 
registration” the report states - 

The Working Party recommends that the Medical Practitioners Registration Act should provide that the 
grant of general, specific purpose conditional, or specialist registration should be for a period of up to 
3 years, and subject to renewal thereafter, except where:   

•  The Medical Board grants specific purpose conditional registration subject to a condition that 
has the effect of limiting the life of the registration (final recommendation 24 refers); or  

•  The Medical Board decides in any individual case, having regard to the public protection 
purpose of the new Act, that it is appropriate to make the grant of initial registration, or to 
renew registration, for a lesser period than the prescribed period.   

The grant of registration for a period of time that is longer than one year should be subject to the 
payment of a prescribed annual practice fee by the registrant in each of the years in that period.   

We think that we have incorporated in the legislation the recommendations of that review.   
Dr K.D. HAMES:  I would like to discuss this issue at much greater length but obviously we will do it at the 
appropriate spot.  I want to be reminded at that time, and, obviously, I will need to declare a personal interest!   
Clause put and passed.  
Clause 30 put and passed.   
Clause 31:  Conditional registration for internship or supervised clinical practice -   
Mr G.M. CASTRILLI:  At the moment, as I understand it, an individually contracted doctor must be the 
employer of a registrar for training.   
Mr J.A. McGinty:  I am not sure about that; I do not think that is right.  Others here might well be able to advise 
us.  
Mr G.M. CASTRILLI:  Is it true that, for legal and insurance reasons, a corporation cannot employ a registrar, 
or does this bill change that policy?  
Mr J.A. McGinty:  I don’t know the answer to that.  Perhaps the member for Roe or the member for Dawesville 
knows. 
Dr K.D. Hames:  I didn’t understand the question when it was put to me earlier.  It didn’t make sense then, and I 
still don’t understand it. 
Ms S.E. Walker:  John, repeat the question, and I will try to answer it. 
Mr G.M. CASTRILLI:  Currently, a registrar in a practice cannot be employed by a corporation for training 
purposes because of legal reasons.  The registrar must be employed for training purposes by an individually 
contracted doctor in the practice.  That doctor then has responsibility for the registrar for training purposes. 

Dr K.D. Hames:  Which doctors employ a registrar for training?  Where does that occur?  They are employed in 
hospitals. 

Mr G.M. CASTRILLI:  That is the clarification that is required. 

Dr G.G. Jacobs:  There is the concept of a rural registrar. 

Mr J.A. McGinty:  In general practice? 

Dr G.G. Jacobs:  Yes.  As a general practitioner, I could employ a rural registrar at Banksia Medical Centre, for 
instance, who was in her last year of postgraduate study.  I would have to be her mentor.  The argument that has 
been put to the member for Bunbury from a clinic is that in order for a medical corporate practice to employ that 
registrar, the registrar could not be employed by the corporation; the registrar must be employed by a doctor in 
the practice. 
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Mr J.A. McGinty:  Yes. 

Dr G.G. Jacobs:  That is due to issues regarding training, professional responsibility, medical litigation and 
medical indemnity. 

Mr J.A. McGinty:  I thank the member for Roe.  While the member for Bunbury is on his feet, I indicate that 
nothing in this legislation changes the existing arrangements in respect of that situation. 

Mr G.M. CASTRILLI:  Generally speaking, if a corporation employed a doctor and one doctor was responsible 
for the registrar and something went horribly wrong, would the individual doctor rather than the corporation get 
sued? 

Mr J.A. McGINTY:  I think that is possibly right.  I do not know. 

Mr G.M. CASTRILLI:  Can I get some clarification on that? 

Ms S.E. Walker:  It is a bit like doing articles, but the Minister for Health wouldn’t know that. 

Mr J.A. McGinty:  The member for Nedlands thinks she knows the answer to the member for Bunbury’s 
question. 

Ms S.E. Walker:  If you do your articles with the DPP, you are articled to the firm, aren’t you?  Maybe the 
managing partner takes on the responsibility. 

Mr G.M. CASTRILLI:  If things went horribly wrong, the firm would not be responsible; the individual doctor 
would be responsible.  I want some clarification about that from the minister. 

Mr J.A. McGINTY:  I do not know whether I can help the member, but I can certainly seek some information 
on that.  There is nothing in this bill that relates to what the member is talking about. 

Mr G.M. Castrilli:  I would like the minister to seek some clarification. 

Mr J.A. McGINTY:  We will seek some clarification on that matter and get back to the member. 

Dr G.G. JACOBS:  I have previously been involved in conditional registration for internship.  Am I correct that 
the conditional registration for this registrar, who essentially comes under supervised clinical practice in a 
medical practice, meets all the general registration requirements except the supervision component?  I am 
referring to clauses 30(2)(f) and 38(3)(f).  Conditional registration for the supervised clinical practice of a rural 
registrar in a practice fulfils the requirements of general registration except under clauses 30(2)(f) and 38(3)(f).  
Is my understanding correct? 

Mr J.A. McGINTY:  It appears that the difference between clauses 30 and 38 is, as the member properly 
identified, paragraph (f).  Clause 30 provides for general registration; therefore, conditional registration would 
appear to be for that purpose. 

Clause put and passed. 

Clause 32:  Provisional registration - 
Dr G.G. JACOBS:  Will the minister give us some information on provisional registration?  I would like to talk 
about registration for general practice in remote and rural Western Australia later.  Will the minister provide the 
guts of the requirements for provisional registration for a medical practitioner in Western Australia? 

Mr J.A. McGINTY:  Provisional registration is when someone has completed a relevant course of training and 
is waiting for documentation to arrive.  In the meantime, he would be given provisional registration to enable 
him to work, pending the arrival of the documentation.  That is what is envisaged, which is quite different from 
conditional registration. 

Dr G.G. JACOBS:  This matter is relevant for doctors and medical practitioners, particularly in regional areas, 
to get locums, assistants and other people to join their practices.  For instance, if, through the Australian Medical 
Association, I employed a doctor from India who was trained at the University of Mumbai, that person would 
arrive in Australia and we would go through the process of waiting for the provisional registration.  Hopefully, 
the doctor would later get conditional registration.  If the doctor stayed longer and fulfilled all the criteria in 
clause 30, the doctor would get general registration, which is what we want in Western Australia to overcome 
the shortage of medical workers.  There are some concerns regarding the issue of provisional registration.  There 
are shades of grey regarding fulfilling those provisional steps before a practitioner who arrives from India and 
who was trained at the University of Mumbai can begin practising.  Provisional registration is necessary for that 
doctor to get a provider number.  Unless that doctor gets a provider number, the doctor can begin work but no 
money would come to the practice that employed the doctor.  The item numbers for consultation cannot be 
accessed from the Health Insurance Commission unless the doctor has a provider number.  The issue of 
provisional registration has been the bane of some doctors and practices when trying to get provisional 
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registration that will lead to a doctor being provided with a provider number that will enable him to start work.  
That is why I wanted the minister to walk me through the provisional registration issues.  Some major issues are 
involved in gaining provisional registration and in trying to streamline the process so that doctors who are 
clinically competent and safe can start work. 

Mr J.A. McGINTY:  All that I can really say in answer to that question is that no change is envisaged by this 
legislation to the existing legal arrangements.  

Clause put and passed. 

Clause 33:  Conditional registration for general practice in remote and rural WA -  
Dr K.D. HAMES:  This clause relates to the comments made by the member for Roe about the difficulty of 
getting doctors in the regions.  This clause defines the practice of a general practitioner and what constitutes 
remote and rural registration, and then goes on to provide for registration fees and the requirement that the 
practitioner be medically competent and have qualifications and experience in general practice obtained outside 
Australia.  One of the difficulties expressed to me is that people seeking registration for rural and remote areas 
sometimes have issues in the area of language and communication skills, affecting their ability to talk to patients, 
take a proper history, conduct a thorough examination and practise good medicine.  Although it is very important 
for rural and remote Western Australia to have access to doctors in this way, nothing in this clause covers the 
doctor’s ability to communicate and properly look after his patients.  It refers only to the doctor’s technical 
ability in general practice.  What is required by the board when it is assessing the fitness of that person to carry 
out proper medicine in remote and rural Western Australia? 

Mr J.A. McGINTY:  As I read the bill’s provisions for conditional registration for rural general practitioners, 
clause 33(2) states -  

The Board is to register an applicant as a medical practitioner if satisfied that the applicant has - 

(a) complied with the requirements of subsection (3); and 

I will come to subclause (3) in a moment.  The clause continues -  

(b) paid the registration fee, . . .  

Clause 33(3) reads -  

The requirements for registration are that the applicant - 

(a) meets the requirements of section 30(2)(a), (b) and (d); and 

(b) is competent, having regard to the person’s qualifications and experience, to practise as a 
general practitioner in this State; and 

(c) has qualifications and experience in general practice obtained outside Australia. 

Clause 30(2)(d) provides for a language qualification.  I think that is the correct answer to the question posed by 
the member.  

Mr G.M. CASTRILLI:  Given that I am not a medical practitioner, the minister may have to help me out here.  
Sometimes I find it hard to say exactly what I mean.  I refer to the answer that the minister just gave.  I am 
considering this from the point of view of a person practising in rural and remote areas, perhaps in an area of 
unmet need.  The requirements for registration in clause 33(3) do not include the necessity for the qualifications 
to have been gained in this state.  However, the subclause references the requirements in 30(2)(a), (b) and (d).  I 
ask the minister to clarify whether medical practitioners working in rural and remote areas might not have the 
same level of competence as medical practitioners in Perth need.  Can the minister confirm or disprove that 
statement?  Technically, it appears that a person operating in rural or remote areas does not necessarily have to 
have the same competencies and experience as a normal doctor practising in metropolitan Perth or in major 
regional centres. 

Mr J.A. McGINTY:  The requirement is that the applicant be competent to practise as a general practitioner in 
Western Australia.  There is an overriding requirement of competence to work as a general practitioner.  That is 
something that the Medical Board would be very careful to ensure.  It is certainly highlighted by concerns that 
have been broadly expressed as a result of some recent examples in which that has not been the case.  I am 
unaware of any circumstance in Western Australia in which any person who is not deemed competent has been 
registered under this sort of provision.  I refer to clause 33(3)(b).  
Mr G.M. Castrilli:  That paragraph includes the words “having regard to the person’s qualifications and 
experience”.  Is the minister saying that the board will determine whether that person is competent to practise 
medicine anywhere in Western Australia? 
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Mr J.A. McGINTY:  Yes; as a general practitioner.  The member asked about the words “having regard to the 
person’s qualifications and experience”.  
Mr G.M. Castrilli:  That is, as if they were obtained in Western Australia.  
Mr J.A. McGINTY:  They are not obtained in Western Australia.  
Mr G.M. Castrilli:  I know, but it leaves me wondering about the possibility of a less qualified person practising 
in the country and not being able to do so in Perth. 
Mr J.A. McGINTY:  It is not intended that a lesser standard would apply.  This clause refers to someone who is 
competent to practise in Western Australia as a general practitioner.  That is the threshold that must be met.  I am 
told that the words “having regard to the person’s qualifications and experience” apply in instances in which, for 
instance, in many country areas doctors are GP obstetricians.  If someone does not have a qualification in 
obstetrics, that should not disqualify that person from working as a general practitioner.  I am told that that is the 
purpose of those words; it is not to otherwise lower the standard of competence that would be expected of any 
general practitioner working in Western Australia. 
Dr G.G. JACOBS:  The member for Bunbury has made a very good point.  There is a view within country areas 
that cannot get doctors that any doctor is better than none.  That can seem reasonable, except when a child is 
treated by an incompetent practitioner and there is a bad outcome.  Mindful of my comments earlier about trying 
to streamline the provisional registration process to get doctors into country areas, it is still our responsibility to 
make sure that doctors in regional Western Australia are competent.  I share with the member for Bunbury the 
view that there may be two standards here.  The requirements for registration for remote and rural Western 
Australia involve clauses 30(2)(a), (b) and (d), which mean that the applicant is a fit and proper person, has not 
been convicted of an offence and has a sound knowledge of the English language.  The other provisions of 
clause 30(2), such as competence to practise medicine, holding a recognised medical qualification and 
completing a period of internship, are substituted by clause 33(3)(b), which reads -  

is competent, having regard to the person’s qualifications and experience . . .  
I was not reassured by the minister when he said that that provision will cover a person who is sent to practise 
medicine in the bush even though he or she has not studied obstetrics or anaesthetics.  In having regard for the 
qualifications, training and experience of a doctor who trained at the University of Bombay in India, it may be 
that that doctor is not up to clinical competence or up to scratch.  That doctor may not have attended the 
University of Western Australia to receive the great training that I received as a medical practitioner; rather, he 
may have attended a medical school in Bombay that did not give him the clinical competencies and tools to deal 
with emergencies in Lake Grace, Dumbleyung, Newdegate or wherever else.  However, that could be passed off 
by having regard and consideration for the fact that that doctor attended a second-rate medical school.  That is 
not reassuring for the population in my region.  If we do not have clinical competency rules and we give regard 
to a person’s qualifications and experience when it comes to competency issues, we may create a second tier of 
doctors.  It is reasonable for a doctor who does not have anaesthetics or obstetric skills to practise in Lake Grace.  
However, will the provision “having regard to the person’s qualifications and experience” mean that it is okay to 
employ a person who has been trained at a university or medical school in Bombay that does not teach the same 
standards of an Australian university or medical school, because those qualifications and experience are not the 
same as they are in Australia?  I seek a reassurance from the Minister for Health.  I will talk about the 
qualifications as set out by the Royal Australian College of General Practitioners when I ask a further question.   
Dr K.D. HAMES:  I do not think that the member for Roe should be reassured by any reassurance that the 
minister gives, because the member’s interpretation of the clause is exactly right.  Frankly, that is what already 
happens.  At the end of the day, the board will interpret this legislation.  However, I think it will interpret this 
clause in the exact way the member described.  In rural and remote areas where there is great demand and where 
the board cannot get doctors, it is prepared to employ doctors who are less qualified.  We have to decide whether 
or not that is reasonable.  I do not think it is for the reasons outlined by the member for Roe.  People might say 
that it is okay to have that type of doctor, but something could go wrong and then there would be trouble.  In 
describing why I believe the member for Roe is correct, I refer to clause 33(3)(a), which reads -  

meets the requirements of section 30(2)(a), (b) and (d); . . .  

It does not mention anything about clause 30(2)(c).  What is contained in paragraph (c)?  It reads -  

is competent to practise medicine (that is, the person has sufficient physical capacity, mental capacity 
and skill to practise medicine);  

Why has that provision been excluded from clause 33(3)(a)?  It does not make a lot of sense unless the member 
for Roe’s interpretation is correct; that is, a person is competent, but the board has to have regard to his 
qualifications and experience.  If a person has not had a lot of experience and his qualifications are not quite as 
good, this provision will give the board the power to register that person and send him to Newman or Lake Grace 
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if those places do not have a doctor.  That is a worry.  I am not sure whether the people of Lake Grace would 
think that it is a worry.  I am sure that 95 per cent of people would think it was great if they previously had to 
drive to Dumbleyung to see a doctor.  

Dr G.G. Jacobs:  I used Lake Grace as an example.  Lake Grace has a very competent general practitioner and 
the community is very happy with him.  

Dr K.D. HAMES:  I will use another example.  The point the member made is their degree of political leverage.  
I think there have been occasions on which that has happened, because I have heard from people who have 
received medical treatment in certain areas.  There is some doubt in my mind about the qualifications of doctors, 
and not only doctors in remote and rural areas.    

Mr J.A. McGINTY:  I will try to allay some of the concerns that have been expressed.  I refer to the existing 
provision in the Medical Act 1894 as contained in section 11AG under the heading “Conditional registration for 
general practice in remote and rural WA”, which reads -  

Subject to section 11AA, the Board may register a person as a medical practitioner if - 

(a) the Board is satisfied that the person - 

(i) has qualifications and experience in general practice obtained outside 
Australia; 

The next subparagraph is the most relevant.  It continues -  

(ii) is competent, having regard to the person’s qualifications and experience, to 
practise as a general practitioner in this State; and  

(iii) has undertaken to comply with the conditions imposed by subsection (2); 

There are some differences in the way in which it is expressed, but the central point that we are debating - that is, 
the level of competence for a rural GP - will remain unchanged with the passing of this legislation.  The 
suggestion that the words “having regard to the person’s qualifications and experience” somehow or other 
detracts from the level of confidence is not the case.  My understanding is that the current scheme, which is 
highly regarded, is run by the Western Australian Centre for Remote and Rural Medicine.  Being country 
doctors, or doctors who represent country electorates, the members for Roe and Dawesville might well dispute 
that, but that is my briefing on this matter.  The legislation has not changed.    

Ms S.E. Walker:  He is not a country doctor.   

Dr K.D. Hames:  I shook my head when he said that.  

Mr J.A. McGINTY:  I said that he is a doctor representing a country seat.  The member for Dawesville is a city 
doctor.  I thought the member for Dawesville had practised medicine in the bush. 

Dr K.D. Hames:  I have been a doctor in the bush.  

Mr J.A. McGINTY:  I simply make the point that the wording has not changed.  The issue is whether the 
existing scheme has any weaknesses that can be traced back to the relevant statutory provision.  

Dr K.D. HAMES:  The minister has not reassured me by saying that the provision is in the current legislation.  I 
am not suggesting that he has changed the provision and that the change will make things worse.  It is my 
interpretation that that has been happening under the existing legislation.   

Mr J.A. McGinty:  I understood WACRRM was highly regarded in terms of its rural GP scheme.  Perhaps other 
people have different information.   

Dr K.D. HAMES:  I understand that its training is very good.  However, there are questions over the registration 
of some doctors who come from places where training is not as good and who are being sent to rural practices.  
This clause will allow that to continue.  The member for Roe’s concern is genuine.  

Dr G.G. JACOBS:  The minister is correct in that WACRRM overviews the competency of practitioners who 
come to Western Australia.  For instance, if I were to employ an Indian who had never been to Western Australia 
or Australia generally, he or she would undergo an orientation and clinical competence period for least a couple 
of weeks.  The member for Avon referred to WACRRM and which body should be the major player overseeing 
these issues of qualifications and competency.  Previously in Western Australia two organisations tended to do 
this - WACRRM and the AMA.  Employing and engaging overseas-trained doctors through the AMA might not 
necessarily be similar to what happens when they come through WACRRM.  That was central to his argument 
that there should be one organisation that ties all this together in order to get some consistency and streamlining 
of those sorts of issues.   
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I refer to clause 33(4)(c).  Is it true that the period of five years under the previous scheme has now been reduced 
to two?  We always used to talk about the five-year scheme.  Practitioners can get a conditional registration to 
practise in remote or rural Western Australia and that is where they must practise, or in a similar area of unmet 
need.  They cannot come out to Australia and practise in inner Subiaco because we have plenty of doctors in 
inner Subiaco.  We need to get the doctors out practising where we need them.  The issue of practising in an area 
of unmet need is a good concept.  Doctors are given conditional registration to practise in an area of unmet need.  
It was always said that that scheme would be in place for at least five years.  It was called a five-year program.  
Under conditional registration, the practitioner practising in a regional or remote area of unmet need was under 
the five-year scheme.  Does this mean that under subclause (4)(c) we are dealing with a two-year scheme, so that 
after two years the doctor who was practising in an area of unmet need can pull stumps and practise in Subiaco?  

Mr J.A. McGINTY:  My understanding is that in order to offer an incentive to medical practitioners to go to 
truly remote places, the existing requirement of five years working in a rural setting can be reduced to as little as 
three on a graduated scale.  That would offer a real incentive for doctors to go to truly remote places in order to 
then access a general provider number.  It links in with the commonwealth legislation in that regard. 

The member for Roe referred to a provision in the Medical Act that says that a person who is not a fellow of the 
Royal Australian College of General Practitioners at the time of registration must become such a fellow within 
two years of being so registered, which is the same.  The existing legislation is unchanged.  I think the issue that 
the member is referring to is the interaction with the commonwealth and the provision of provider numbers.  The 
five-year rule still remains but, as I have already indicated, in order to attract people to truly isolated places, we 
offer a graduated scale down to three years to obtain the provider number for general application.   

Dr G.G. JACOBS:  I am totally confused now about the differences between commonwealth and state 
requirements.  I was of the view that under state jurisdiction, an overseas doctor had to practise in an area of 
unmet need for five years before that practitioner could go back into the city. 

Mr J.A. McGinty:  That is a commonwealth requirement, not a state requirement.  The health minister signs off 
on the area of unmet need as part of the qualification.  It is an area of overlapping jurisdiction that I think works 
cooperatively between the two jurisdictions.  The period of five years is a commonwealth requirement in respect 
of the acquisition of a provider number, which is again a commonwealth requirement.  I do not know whether 
that helps clarify it. 

Dr G.G. JACOBS:  If I was a practitioner serving in an area of unmet need and while I was practising I became 
a fellow of the Royal Australian College of General Practitioners, doing my exams within two years, would that 
allow me to pull stumps and practise in Subiaco with a provider number?  The minister is saying that if the 
period is reduced to two years, I will be able to go bush as a practitioner for two years because I can convince 
my wife we can do it for two years - we cannot do it for five years but she will come for two years - and when 
the two years is up, I can go back, therefore solving Western Australia’s medical manpower needs.  By the same 
token, overseas-trained doctors coming to Australia must practise for at least five years in areas of unmet need, 
so those areas would have the services of those doctors for five years instead of two.   

Mr J.A. McGINTY:  The answer is no.  Becoming a fellow of the royal college does not assist a practitioner in 
doing away with that five-year requirement.  If a practitioner became a fellow of the royal college, he could 
move to another area of unmet need rather than being in purely a regional area but he would still be required to 
work in an area of unmet need for five years, subject to the qualification I mentioned earlier about truly remote 
places and being required to serve that period. 

Dr G.G. JACOBS:  The requirement for doctors with a conditional registration who are practising in rural or 
remote Western Australia is to do with professional competency.  The requirement is that they do their Royal 
Australian College of General Practitioners exam within two years, and that is an issue of competency.   

Mr J.A. McGinty:  That is correct.   

Mr G.M. CASTRILLI:  I refer to people who have a special purpose conditional registration to work in areas of 
unmet need.  For instance, the emergency department in Bunbury is classified as an area of unmet need.  
Therefore, doctors are registered to work in that area of unmet need but are not allowed to work outside that area 
of unmet need.  For example, they cannot practise in a private practice in Bunbury.  Why is that?  Is it purely 
specifically for that area of unmet need or, as we have been discussing, are there different levels of competency 
for rural and remote areas?  Is there a question about the level of qualifications of a doctor who can operate in an 
emergency department but cannot operate outside a private practice in Bunbury?  What is the exact reason for 
that?  

Mr J.A. McGINTY:  It is simply a question of having a statutory provision that will enable people to come to 
Western Australia to practise medicine in areas of unmet need.  It has nothing to do with competence.  
Competence must be established.  If a doctor wants to come to Western Australia to practise medicine, in a sense 
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it is like the old arrangements that schoolteachers went through whereby they were bonded to work in the 
department or the country or something of that nature.  It had nothing to do with their competence as 
schoolteachers but in return for the payment of their education, they were bonded to work in a particular area.  
That is an analogy.  It is all about a specific statutory provision designed to get people working in rural and 
remote areas or areas of unmet need rather than anything to do with competency. 

Mr G.M. Castrilli:  Once that bonding period is finished, can they go straight out and practise in Bunbury or 
anywhere else without undertaking any further studies or gaining any qualifications?  As they go into an area of 
unmet need with the same levels of competency and the same qualifications, can they turn around and practise 
outside? 

Sitting suspended from 6.00 to 7.00 pm 
Mr G.M. CASTRILLI:  Before the break I was asking a question about areas of unmet need.  I also made 
reference to clause 34 as well as conditional registration in remote and rural areas and special purpose 
registration.   
Doctors have competencies to work in emergency departments but cannot necessarily work outside in general 
practice because they are not allowed to.  Is that because of competencies?  Clause 32 also has requirements for 
the registration of applicants.  I want to be reassured about why certain doctors cannot be registered and that it 
has nothing to do with competency.  At the end of the day, after doctors have met the conditions for working in 
an area of unmet need, can they go out and work in private practice without any further qualifications or study?  
I want to make a comparison between qualifications needed for a doctor to work in an emergency department if 
it is classified as an area of unmet need and those needed to work outside in private practice without any 
additional experience or studies or requirements to gain further qualifications. 

Mr J.A. McGINTY:  The answer to the member’s question has everything to do with the workforce and 
creating a statutory framework in which overseas-trained medical practitioners can obtain work here if they have 
Australian levels of competence.  The restriction is to provide rural and remote areas with a guaranteed 
workforce.  That is the basis upon which, if they work in a rural and remote area for five years, they can work in 
other areas.  Essentially, the first five years in Australia need to be in rural and remote areas.  Doctors who work 
in the emergency department in Bunbury are working in one of the areas of unmet need.  There are many areas 
of unmet need in the metropolitan area as well, so it is not something that is exclusively a country problem.  
Areas of unmet need exist in some of the outlying areas of Perth and in some medical specialties.  That gives us 
the capacity to bring in an overseas-trained doctor to fill that need.  Registration is, at all times, subject to 
competency.  This is a specific provision in relation to doctors who work in the emergency department in 
Bunbury, for example.  We must make sure that that need is met rather than have them going into private 
practice, such as general practice in Bunbury, or, for that matter, moving to Perth.  We must ensure that the 
workforce is provided in areas of unmet need.  It is nothing to do with competence. 

Mr G.M. Castrilli:  I require a bit of clarification from the minister.  If a person working in an emergency 
department - for example, in Bunbury - meets the conditions and could practise outside, are the competencies he 
has here and now working in an area of unmet need enough for him to work outside?  He does not have to gain 
any other qualifications; he can go straight out and work in a private practice? 

Mr J.A. McGINTY:  The simple answer to the question is that to work outside an area of unmet need requires 
Australian-recognised qualifications. 

Mr G.M. Castrilli:  I am sorry if I am being a bit pedantic.  Does a doctor have Australian qualifications when 
he is working in an emergency department in an area of unmet need?  Does he absolutely have to have them to 
work in an emergency department? 

Mr J.A. McGINTY:  No, a doctor has to have Australian levels of competence, but he will have an overseas 
qualification. 
Mr G.M. Castrilli:  Therefore, you are confirming that a person working in an emergency department in an area 
of unmet need does not have to have the same qualifications or experience as a private doctor outside the area - I 
mean in private practice? 

Mr J.A. McGINTY:  Because one is Australian and the other is not. 
Mr G.M. Castrilli:  We are working with two levels of competency. 

Mr J.A. McGINTY:  No.  Competency is a different question from qualifications. 

Mr G.M. Castrilli:  What about between an area of unmet need in an emergency department and an area in 
private practice outside?  For instance, in Bunbury, a doctor in an emergency department who is qualified is in 
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an area of unmet need compared with a private practice in Bunbury.  The doctor in the emergency department in 
Bunbury - which is an area of unmet need - cannot practise in a private practice in Bunbury. 

Mr J.A. McGINTY:  That is right. 

Mr G.M. Castrilli:  He cannot because of the difference in competencies. 

Mr J.A. McGINTY:  No. 

Mr G.M. Castrilli:  What is the difference? 

Mr J.A. McGINTY:  A difference in qualifications.  A person who has overseas qualifications who gains entry 
to work in Australia does so on the basis of working in an area of unmet need. 

Dr K.D. Hames:  The answer is that the person working in the emergency department may be suitably qualified 
to work as a general practitioner but he is not allowed to. 

Mr G.M. Castrilli:  Who is answering the questions here? 

Mr J.A. McGINTY:  I think the member for Dawesville. 

Mr G.M. Castrilli interjected. 

Mr J.A. McGINTY:  I have answered it but the member does not seem happy with my answer.  The member 
for Dawesville is trying to put it in different words. 

Mr G.M. Castrilli:  The only reason I am asking is that clause 33 refers back to clause 30.  To me, there seems 
to be a slight variation in competencies of people working in an area of unmet need in remote and rural WA 
compared with people in the metropolitan area or a major regional centre.  The minister just said that a person 
working in an emergency department in an area of unmet need cannot work outside in private practice because 
of differences in qualifications.   

Mr J.A. McGINTY:  Different statutory provision and different qualifications. 

Clause put and passed. 

Clause 34:  Special purpose conditional registration - 
Dr K.D. HAMES:  I have a concern about subclause (1), which refers to an unmet area of need being an area of 
need determined by the minister.  I do not know the protocols the minister uses in determining an unmet area of 
need, but I would have thought an unmet area of need and the qualifications of the doctor required to go to that 
area would need to be more formally laid out in legislation. 

Mr J.A. McGINTY:  This is as I broadly understand it.  I possibly need to get a further detailed explanation if 
this is not adequate, but each of the commonwealth and state governments has a role in determining that unmet 
area of need, as it then has certain ramifications that flow on from it.  It must be demonstrated, for instance, that 
an unsuccessful endeavour has been made to recruit people to the unmet area of need and therefore the need to 
bring in an overseas-trained doctor to work there will flow.  The commonwealth and the state work closely 
together according to well-established protocols in this area.  What I see as the minister is the end of that 
process.  I estimate that I sign off on two declarations a week, which I simply accept as having gone through the 
appropriate process to determine that a local doctor either cannot fill that job or area or is very difficult to find.  
The area therefore is classified in this way and that opens up the eligibility for employment of an overseas-
trained doctor in that area.  I am not in a position to give the member information on the other protocols that 
underpin that, but I am happy to arrange a briefing if he wants it. 

Dr K.D. HAMES:  The legislation should have the requirements clearly set out.  What is the point of the 
declaration going to the minister if he does not have particular aspects to go through on it and just accepts that 
whoever has done it has done it correctly and then just signs off on it?  

Mr J.A. McGinty:  That is a good argument for abolishing the office of governor, I think. 

Dr K.D. HAMES:  There are a lot of things in government that have changed.  I recall in the ministry of housing 
that the department signed off up to a certain level and then over that level we had to sign off.  Therefore, we 
would give some scrutiny at that higher level.  We raised the level because so many things were coming in as 
costs went up that it was ridiculous. 

Mr J.A. McGinty:  Yes. 

Dr K.D. HAMES:  There are some things that ministers need to do and some things that they do not need to do.  
Clearly defined protocols need to be laid out.  Whether they be in legislation or regulation, I do not have a view, 
but they should be laid out. 

Mr J.A. McGinty:  I think they are.  I just have not personally read them; that is all. 
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Dr K.D. HAMES:  It just seems to be a fairly undefined process. 

Mr J.A. McGinty:  Yes. 

Dr K.D. HAMES:  What happens, for example, in an unmet area of need and someone local has the 
qualifications to fill that position but someone from overseas has applied for it?  What if a practice has been 
declared to be in an unmet area of need, it wants to recruit someone from Timbuktu and someone in Perth is 
prepared to take on the job, but the practice does not want that person because it wants to recruit the person from 
Timbuktu? 

Mr J.A. McGINTY:  In those circumstances an unmet area of need should not be declared because it really 
ought be where there is no local person available to fill that job.  That is often referred to as being country towns, 
but it seems to me that I sign as many unmet area of need declarations for urban areas, particularly in the 
metropolitan area, as I sign for the country.  That is my impression.  Sometimes a declaration relates to a 
specialty.  I always presume that it is an area where there is no local person or there has not been a local person 
who can be recruited to fill that job.  To the best of my knowledge the theoretical argument the member is 
putting has never arisen in practice. 

Dr K.D. HAMES:  I have been given advice that the issue is not as much about a local who can do it but, for 
example, someone from Queensland - not a local but an Australian.  Assume that someone has full registration 
qualifications.  A person need not have full registration qualifications to work in an unmet area of need; the 
qualifications can be varied.  When there is someone available who has the full registration qualifications, I 
would like to see that person be given a job ahead of someone who does not have those qualifications. 

Mr J.A. McGinty:  Yes.  I do not think I can add anything to that. 

Dr G.G. JACOBS:  I support the member for Dawesville on this issue of an unmet area of need.  The process 
described by the minister is basically one of rubber stamping and signing the document before him, as he has no 
criterion for or definition of an unmet area of need.  I believe that the legislation needs to be more prescriptive 
about an unmet area of need.  It is not only about a position not being filled by a suitably qualified Australian 
practitioner.  It is not only about an area of remoteness.  It is not only about doctor-patient ratios.  The issue of an 
unmet area of need for remote regions was perhaps put in jeopardy by the definition because an unmet area of 
need could well be in the outer metropolitan area. 

Mr J.A. McGinty:  They are. 

Dr G.G. JACOBS:  There was a lot of discussion about trying to get a doctor for Ravensthorpe when in fact the 
outer metropolitan area was designated an unmet area of need.  Therefore, an overseas-trained doctor from India 
could fulfil the unmet conditional registration issues by going to Mandurah instead of going to Ravensthorpe.  
There was then the issue about who has the greatest need and that Ravensthorpe, due to its isolation, had more 
weight for fulfilling the true definition of an unmet area of need.  I therefore believe the clause warrants some 
sort of prescription for an unmet area of need.  Part of my electorate in Esperance was declared an unmet area of 
need for some time.  It now has 10 doctors practising and is not considered an unmet area of need anymore.  
Obviously, the criteria there for the definition of an unmet area of need were the number of doctors in the region 
to supply the service and the more adequate and more satisfactory doctor-patient ratios.  However, that also can 
change.  If four or five doctors left the region or some came up for retirement, the declaration of an unmet area 
of need could change.  It is therefore necessary to be a little more prescriptive.  In fact the minister himself does 
not have a handle on the definition of an unmet area of need.  I know that the shires must be part of the 
application process for a declaration of an unmet area of need.  However, what are the criteria?  The minister 
does not seem to know them.  Unless he knows them, we would not be sure about who was fulfilling the 
assessment criteria for an unmet area of need.  Are we supplying that need? Are we directing our medical 
manpower and workforce to that unmet need?  If we do not know what the definition is, how do we know that 
we are supplying the manpower to overcome the deficiencies in areas of unmet need, particularly in remote 
Western Australia?   

Dr K.D. HAMES:  The member had not quite finished.   

Dr G.G. JACOBS:  I would like the minister to give me an undertaking that we will address, even if it is at 
another time, the more prescriptive nature of the definition of unmet need.  If we do not do that, somebody will 
suggest that there is an area of unmet need and there will not be a process by which to determine that.  The 
minister does not appear to know what that process is.  Do the people who recommended this to the government 
know what it is; and, if so, what process have they gone through to ask the minister to tick off an area of unmet 
need?   

Mr J.A. McGINTY:  There are well-established protocols for determining areas of unmet need.  I am happy for 
the member to be provided with a briefing by the relevant health department officials.  Insofar as this legislation 
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is concerned, nothing has been changed by the clause before the house.  There is a provision relating to areas of 
unmet need in the existing Medical Act.  Some of the wording associated with it has been modernised, but none 
of those procedures will be changed by this bill.  If the member would like a briefing on the intricacies of the 
protocols of assessing and determining areas of unmet need, I am happy to arrange it.   

Clause put and passed.   

Clauses 35 to 39 put and passed.   

Clause 40:  Professional indemnity insurance -   
Dr G.G. JACOBS:  Clause 40, “Professional indemnity insurance”, covers a very important issue.  In fact, the 
minister may remember that I was president of the Rural Doctors Association some years ago when there was a 
crisis within the medical profession and the industry caused by the high and rising costs of indemnity insurance, 
particularly for obstetrics.  Those high and rising costs caused practitioners to drop the obstetric part of their 
practice.  The professional indemnity insurance issue is important.   

Clause 40(2) provides that - 

Without limiting the Board’s powers - 

It refers to several proposed sections - 

. . . the Board may by written notice impose both of the following conditions as a conditions of 
registration - 

Again, it refers to several proposed sections.  Therefore, a person cannot be a practitioner without having 
insurance, and that is understandable and proper.  However, paragraph (a)(iii) reads -  

the medical practitioner must be specified or referred to in professional indemnity insurance, whether 
by name or otherwise, as a person to whom the professional indemnity insurance extends even though 
the medical practitioner is not a party to the professional indemnity insurance;  

We tried to nut that out, but we could not reach an understanding of it.  Hopefully, the minister will explain that 
to members.   

Mr J.A. McGINTY:  I will deal with the last question posed first.  Subclause (2)(a)(iii) reads - 

the medical practitioner must be specified or referred to in professional indemnity insurance, whether 
by name or otherwise, as a person to whom the professional indemnity insurance extends even though 
the medical practitioner is not a party to the professional indemnity insurance;  

This subparagraph ensures that the doctor is covered by insurance, irrespective of whether he is the policyholder.  
It might be that the medical indemnity insurance is taken out by a group practice, a hospital or an organisation on 
behalf of all the doctors working in it.  That is what that is designed to cover, rather than the normal situation 
where in the course of private practice a doctor will take out his or her own medical indemnity insurance.  
Subparagraph (iii) refers to taking out insurance on behalf of others.   

This was an issue of policy that we had to debate in putting together this legislation.  In the discussions with the 
AMA - I hope I do justice to its position because it was three and a half years ago - it was opposed to having a 
compulsory professional indemnity insurance arrangement written into this act.  That policy position is most 
probably reflected in the recommendations of the Bryant Stokes review of the Medical Act of June 2001.  On 
page 72, item 4.9, “Final recommendation 36: Registration and professional indemnity”, states -   

The Working Party:  

•  Supports in principle the Medical Board having a role in ensuring the adequacy of the professional 
indemnity under cover of which medicine is practised;  

•  Notes that legislative changes have been made, or are planned to be made, in Victoria and NSW 
which have the effect of empowering the respective Medical Boards to enforce compliance with 
appropriate standards of professional indemnity through the registration system; and  

•  Notes that the Australian Health Ministers Advisory Council (AHMAC) has commissioned work 
into medical indemnity arrangements in Australia.  

The Working Party recommends:  

•  That further consideration should be given to the question of the Medical Board having a role in 
setting standards for professional indemnity insurance under cover of which medicine is practised 
and enforcing compliance with such standards through registration;  

•  That this further consideration should:  
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- Take account of relevant legislative developments in Victoria and NSW;  

- Take account of the outcome of the work commissioned by AHMAC in relation to medical 
indemnity arrangements in Australia; and -  

- Involve further consultation with interested parties in Western Australia, including the AMA, 
health consumers, Medical Defence Association (WA), and the Medical Board.  

To me, it is a strange recommendation because if it were a straightforward issue, that recommendation would say 
that professional indemnity insurance should be a prerequisite or precondition for registration.  It does not say 
that and the legislation substantially reflects the tenor of that.   

The AMA’s position is covered in the commentary that surrounds the above recommendation of the Bryant 
Stokes report, which states - 

Submissions from within the medical profession generally did not support the proposal.  

The AMA’s submission linked the Association’s consideration of this issue with its long-standing 
advocacy of legislation to cap civil liability in connection with the practice of medicine in response to 
the rising costs of insurance premiums.  

The two specialist medical colleges that made submissions on this matter similarly did not support the 
Medical Board having a role in policing insurance or indemnity arrangements.

  

Reference is then made to the Australian Competition and Consumer Commission and the Medical Defence 
Association.  This legislation faithfully reflects the recommendations of the review of the Medical Act to which I 
have referred. 

Dr K.D. HAMES:  This is an area of great concern.  I support the concept of doctors needing to have 
professional indemnity insurance. 
Mr J.A. McGinty:  It should be mandatory, in my view. 

Dr K.D. HAMES:  Yes, except that there are huge issues with the cost.  As the minister knows, the cost reached 
such inappropriate levels that obstetricians, for example, had to work three months of the year to pay their 
insurance.  At the time I was outside Parliament doing one day’s work a week but there was no point in my 
doing it because it all went to pay my indemnity insurance.  I was working in a clinic in Beaufort Street, 
injecting women’s legs for spider veins, of all things. 
Dr G.G. Jacobs:  Good job if you can get it! 

Dr K.D. HAMES:  It was a good job.  It is a very successful procedure.  However, because it came under the 
classifications required for indemnity insurance, that whole day’s work went to paying my indemnity insurance.  
I had to stop doing it and do normal general practice work, in which case I could not do some of those other 
procedures.  Indemnity insurance reached ridiculous levels and I know that a lot of obstetricians retired early 
because of the huge costs to their practice.  If they were working full-time, they would earn enough to cover the 
cost, but a part-time obstetrician still had to have full indemnity insurance, and it was ridiculous.  Those levels of 
cost have abated to a degree but there is still a huge cost and it is a great disincentive.  I do not know what the 
answer is to getting those costs down.  The problem is the open-ended liability faced by doctors.  No legislation 
was brought in limiting doctors’ liability.  We were following the American system in which people were being 
sued left, right and centre.  Under the system as it was, even when there were question marks about guilt, the 
defence in legal cases was settling for very large sums.  It was open-ended.  In some cases huge sums were 
involved.  I know there has been some limitation on that liability but it needs to be watched closely.  That is my 
concern about indemnity insurance.  It is no good having everyone insured if there are no doctors practising 
anymore because they cannot afford it or if they are practising part-time.  Can the minister explain what 
subclauses (3) and (4) mean? 

Mr J.A. McGINTY:  In respect of the obstetricians’ problem, apart from the need to review limitation laws 
anyway, which was a major undertaking during the last term of government, Western Australia previously had 
the most restrictive limitation laws in the nation and it was causing injustice to people, particularly those with 
latent conditions.  That was a debate we had and we now have very sensible limitation laws.  We looked 
specifically at the question of obstetrics and I was very much informed by Dr Louise Farrell and her view on the 
impact of the insurance laws on the practice of obstetrics.  I have not received any reports in the past year or two 
about the balance between the practice of obstetrics and indemnity insurance, which leads me to believe the new 
legislation must have had a significant impact.  The legislation considered the prospect that the obstetrician could 
be sued for up to 24 years after the birth of a child and essentially brought it down to six years, other than in one 
or two exceptional cases.  We did not want to exclude anyone from suing but we wanted to corral the legal 
actions into a reasonable period of time for insurance purposes.  I suspect that legislation has achieved exactly 
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that end result of removing a lot of the ongoing liability, which was adding enormously to the cost pressures of 
medical indemnity insurance for obstetricians.  I think that has worked well, based on the fact that I am not 
hearing any complaints anymore.  I do not rate it any higher than that. 

Dr K.D. Hames:  I have not either, so I assume the legislation is working well, although it could mean that some 
who were working part-time have said there was no point in their doing it anymore.  It has not necessarily fixed 
things for everybody but it certainly must have made a difference.  We supported the legislation, as you know. 

Mr J.A. McGINTY:  That is right.  The member asked what subclauses (3) and (4) mean. 

Dr K.D. Hames:  It says conditions may apply indefinitely - conditions of what? 

Mr J.A. McGINTY:  Subclause (2) says that the Medical Board may impose a condition upon registration in 
relation to medical indemnity insurance.  It says in subclause (3) that the condition may apply for a particular 
period.  Subclause (4) says the board may, on its own motion or on the application of a person the subject of a 
condition imposed under this section, on reasonable grounds, revoke or vary the condition.  They are simply 
consequential powers. 

Dr K.D. Hames:  Do they relate to clause 40(2)?  That is the only place where conditions are mentioned. 

Mr J.A. McGINTY:  Yes.  The Medical Board may say that if a doctor wants to continue in medical practice, 
he must have a certain standard of medical indemnity insurance for a particular period.  It can vary or revoke that 
or change the period.  They are consequential powers to the substantive power to impose a condition. 

Dr G.G. JACOBS:  I refer to subclause (2)(a)(iii).  I agree that reducing the statute of limitation from 24 years 
to six quietened concern from obstetricians and GP obstetricians about the ever-escalating costs.  That legislation 
limited the statute of limitation to six years but made provision for people in particular cases; for instance, a 
mentally retarded patient whose parents could not act for him would be able to take up his own case once he 
reached 18 years.  The statute reduced the ever-increasing costs and I think that was a good piece of legislation, 
although it seemed to be a long time coming. 

Mr J.A. McGinty:  Just give us a pat on the back without the qualification! 

Dr G.G. JACOBS:  I am learning that this is politics, minister.  The subclause I referred to contains the issue 
that was of concern to practitioners, particularly in regional areas, who were practising obstetrics in hospital.  
The state government took on the responsibility of the indemnity for public obstetric patients in state hospitals.  
The state hospital indemnity for public patients is now covered by this clause.  Can the minister give a little 
detail about this?  I refer to a medical practitioner practising in Esperance hospital, for instance, delivering public 
patients.  How will the state government access this insurance or indemnity on his behalf as a practitioner in a 
hospital in the public hospital system? 

Mr J.A. McGINTY:  The Department of Health, through RiskCover, has essentially an insurance policy that 
covers any medical negligence that might form the basis of a legal action.  Therefore, RiskCover would represent 
the doctor, and that doctor would, under the legislation that is before us, be covered, and so the Medical Board of 
WA would not need to impose a condition; or, if it did impose a condition, it would be met by the existence of 
the RiskCover coverage of a medical practitioner treating patients in a public hospital, because they are the terms 
of the indemnity that has been offered. 

Dr G.G. Jacobs:  I suppose the issue is this: are all those practitioners who are practising obstetrics in all the 
outlying hospitals within the state hospital system named, or is it a blanket cover for those people practising 
within that system? 

Mr J.A. McGINTY:  It is a blanket cover. 

Dr G.G. Jacobs:  That is why the clause says “whether by name or otherwise”. 

Mr J.A. McGINTY:  That is right.  The terms of the indemnity, which has been approved by cabinet - I do not 
think it uses these terms - might well say, for example, “for any obstetrician or any doctor delivering babies in 
any government hospital in the country, whether they be public or private patients”, because the same thing does 
not apply to private practitioners using public hospitals in the metropolitan area.  My recollection of it - the 
member will remember this better than I - is that there is blanket coverage for country doctors for treatment in a 
public hospital. 

Dr G.G. Jacobs:  May I say that that was another good move. 

Mr J.A. McGINTY:  Twice in one night! 

Dr G.G. Jacobs:  Otherwise, obstetricians and GP obstetricians would be dropping out of the practice of 
obstetrics because, for instance, they delivered 25 patients a year and payments for that did not actually cover the 
GP indemnity rate of something like $25 000 a year. 
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Mr J.A. McGINTY:  And some were public and some were private. 

Dr G.G. Jacobs:  That’s right. 

Mr J.A. McGINTY:  That is the difficulty there; that is true.  That is how it would work. 

Dr G.G. JACOBS:  I think the member for Bunbury touched on this matter in his earlier remarks.  It is about a 
corporate medical practice, for instance, employing these doctors.  Can that corporation do the same thing as the 
state government does for general practitioners or obstetricians? 

Mr J.A. McGinty:  Put shortly, yes.  

Dr G.G. JACOBS:  I thank the minister. 

Mr J.A. McGINTY:  I would like to hear more from the member for Roe, believe it or not! 

Dr G.G. JACOBS:  That would be unusual!  I gave the minister a compliment about the legislation -  

Mr J.A. McGinty:  There might be a third one coming! 

Dr G.G. JACOBS:  - that helped keep GPs and obstetricians in practice in the face of very significant increases 
in their medical insurance, and now he wants to hear more from me. 
There is one issue about the appropriateness of indemnity insurance.  However, I flag this by way of a warning: 
in some cases there are practitioners, particularly locum tenens, who come in and practise for a few weeks at a 
practice, and I believe that their indemnity insurance may not be appropriate.  What I mean by that is that the 
Medical Defence Association of Western Australia, for instance, has a table and a scale.  Of course, if a person is 
practising obstetrics and surgery, that person’s indemnity insurance is in the vicinity of $8 000 to $10 000 a year.  
If a person is a non-proceduralist GP, that person’s indemnity insurance is something like $2 000, and it might 
even be less than that in some cases.  I suggest to the minister that some locum tenens are getting their indemnity 
insurance on the cheap.  I do not believe that their indemnity insurance is appropriate for the work they are 
doing.  I have noticed this in some cases.  It is not about dobbing them in; it is about the situation that could arise 
should there be a poor outcome and should the table and the registered indemnity not match the person’s modes 
of practice.  I just wonder, minister, who overviews that and whether there is any ability within the system to 
make sure that the indemnity insurance is appropriate and that doctors are not choosing the lowest insurance rate.  
I am thinking of locum tenens who are doing jobs from place to place and whose insurance does not cover some 
of the situations that they may be faced with. 

Mr J.A. McGINTY:  As a result of the passage of this legislation, the board will have a far greater role in 
setting the terms and conditions of medical indemnity insurance, or professional indemnity insurance, as it is 
referred to in the legislation.  Clause 40(2)(b) gives the board the power to impose conditions.  It states - 

that the professional indemnity insurance must meet the minimum terms and conditions approved by 
the Board. 

I think that gives the board an involvement.  The member is essentially asking whether somebody will have an 
oversight of medical indemnity insurance. 
Dr G.G. Jacobs:  Yes. 
Mr J.A. McGINTY:  It will be the board, and it will do it via a condition of granting registration.  I suspect that 
the board will, on the passage of this legislation, consult fairly widely and draw up a policy position on medical 
indemnity insurance that will be the minimum that will be required, and if the board finds that a doctor does not 
have that, it may well place a requirement on that person’s registration that he or she upgrade his or her level of 
medical indemnity insurance.  That is the mechanism that this legislation provides for. 
Dr G.G. JACOBS:  There happens to be a practical difficulty here.  I am unsure of how the process that the 
minister described will actually apply.  A lot of practitioners, particularly locum tenens, choose the minimum 
form of insurance.  Within a practice setting, a practitioner might insert, say, an Implanon, which is a type of 
contraceptive - this procedure is a minor operation - or a practitioner might insert an intrauterine device, which is 
not a minor operation.  This could be done within a practice setting, without having to do it in a hospital.  If a 
practitioner has taken out the minimum amount of insurance, what checks and balances are there to ensure that 
that practitioner is doing what he says he is doing as a minimum, and that he is not doing something else?  There 
is no way the Medical Board would know, unless, for instance, it checked the Health Insurance Commission 
item number charging list and saw that the practitioner had charged for the insertion of an Implanon 
contraceptive device.  I wonder about that engagement.  Obviously, we do not want to be a police state - that is 
not the issue - but doctors must be appropriately insured for what they do.  
Mr J.A. McGINTY:  I cannot take this any further than to say that the Medical Board will be given the power.  
No doubt as a result of significant consultation with groups such as medical defence firms, RiskCover and 
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professional bodies, it will draw up guidelines for what it seeks to lay down as standards, and it will then impose 
those standards.  It is up to the Medical Board to determine how that will occur in a particular case.  I cannot 
really advance that argument any further than that, other than to say that we are giving the Medical Board the 
power to do it.  Doctors are only covered for what they take out their indemnity insurance for.  A doctor with a 
minimalist amount of cover that does not include obstetrics or the contraceptive approaches the member has just 
referred to is not covered by his indemnity if he performs any of those functions. 

Dr G.G. Jacobs:  One would be silly to do that as a professional. 

Mr J.A. McGINTY:  Totally, and if there were a minimum requirement from the board as a condition of 
registration, then the doctor would be in breach of that as well, so it would be doubly silly. 

Clause put and passed. 

Clauses 41 to 44 put and passed.  

Clause 45:  Duration of registration -  
Dr K.D. HAMES:  I have to declare a personal interest in this matter, and I will give reasons.  I have a particular 
concern about this clause for not only the way in which it may affect other doctors, but also how it may affect me 
in the future.  When I was previously a member of Parliament, for the first four years I kept working one day a 
week in case I lost the next election, because I held a marginal seat.  I kept my hand in just in case I had to go 
back to medicine.  Subsequent to that, as a minister, I had no time to practise medicine.  I worked as a minister 
for four years.  After losing the election in 2001, I went back to practising medicine part time.  I kept my 
registration going during my first term in Parliament as someone who was not practising.  When I left office, 
there was no requirement for me to do anything other than to change my registration back to practising.  Even 
when I was not practising, I still paid the practising registration fee, because people were still coming to me for 
help, even in this house.  I was practising medicine by looking after some members and, in some cases, staff.  
This matter relates to clauses 45, 46 and 47, so I will be discussing it further as we go through.  It is an anomaly 
to a degree, because a nurse or a pharmacist who does not practise for five years is not registered anymore.  
Other health professionals were quite derogatory of there being no requirement on medical practitioners to keep 
up to date. 

When I went back to practising medicine, I had some concerns about the level of my own skills.  However, I had 
spent all that time learning and practising medicine, so I found that I did not lose those skills.  All I lost was the 
latest knowledge of the latest drugs, but if somebody came in with a bellyache I knew what to do, what questions 
to ask and how to examine the patient.  Although I had to make sure that I updated myself on the latest medicine, 
I was quite confident after the first patient that I could continue to practise medicine as well as before.  Having 
done that, I went and did some skin work.  I did extra training to get myself to the standard of being able to work 
in a Molescan clinic.  Having learnt those things, I am confident that I will retain that knowledge.  If I were to 
lose the next election and had to go back to medicine, I probably would not go back to general practice; I would 
probably go back to doing skin work. 

I remember that the person who did the review of the Medical Act was a specialist rather than a general 
practitioner.  Perhaps he took advice from general practitioners, but my experience with specialists is that they 
do not do that very often.  However, the issues are what skills the doctor needs and what happens to registration.  
How will the minister make that determination?  He said that there has been some discussion, but there needs to 
be very broad discussions because I suspect there is a very wide range of views within the medical profession 
about what is a reasonable length of time and what degree of retraining a doctor might have to do.  If a doctor 
has practised for 50 years and then takes four years out of the profession, can the Medical Board require that 
doctor to go through a total retraining program?  It would be fairly distasteful for me to have that imposed on 
me.  If I were to continue my registration as a practising doctor without actually practising, I could presumably 
just keep being registered without having to prove that I was out there practising.  Is my seeing a few patients 
who come to me for personal attention considered to be practising, or is it not?  Obviously, I do not charge, but 
could that be the case?  If I kept charging five patients a week, do I stay registered?  I would like some feedback 
on those issues. 

Mr J.A. McGINTY:  This is an enabling provision, to enable the board, when registration is being renewed, to 
form an opinion, based on reasonable grounds, on the capacity of a doctor.  It cannot just be “We think 
Dr Hames has been sitting in Parliament too long and not practising medicine”; there needs to be some belief 
that a doctor does not have sufficient practical experience or has not maintained adequate knowledge and skill.  
The opening words to clause 46 are “If the board believes on reasonable grounds”.  The board would have to 
have some reason for forming a negative view - that is, that the doctor does not have practical experience or has 
not maintained his knowledge and skill - and then refusing to renew a doctor’s registration or renewing it subject 
to conditions.  It is really up to the board how it utilises that power and how it decides what would be sufficient 
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for its purposes to make such a declaration.  I think of women who may be at home with children, or the member 
for Dawesville in Parliament - there are a variety of circumstances in which a person does not continue working 
full time in an occupation.  Increasingly, younger doctors are not working to the same extent as the baby boomer 
generation, in terms of their hours of work, their work ethic and things of that nature.  This is just an enabling 
power, and I cannot second-guess what the board would do or what limits it would draw in particular 
circumstances.  Clearly, somebody who has maintained his knowledge and practice to a degree would not fall 
foul of this provision.  However, I cannot draw a line showing where that might be and I could not second-guess 
what the board might do on it.  

Dr K.D. HAMES:  This clause states that registration will have effect for the period prescribed by the 
regulations.  The board does not have the power to set the regulations.  The regulations will be set by the 
minister.  The minister may set the regulations under advice.  I am interested in how the minister will make the 
determination about the duration of registration. 

Mr J.A. McGINTY:  This clause deals with only one issue; that is, the duration of registration.  As I indicated 
earlier, the duration of registration will be up to three years, in accordance with the recommendations of the 
review.  The period may be as low as one year, depending upon the class of registration and whether it is 
conditional, provisional or general.  The duration of registration for a general practitioner will probably be three 
years.  This clause provides that the term will be prescribed by the regulations.  The reason the term will be 
prescribed by the regulations rather than in the act is that the term may well be different for different classes of 
registration.  Therefore, rather than say now that it will be one year for conditional, two for provisional and three 
for general registration, we are simply saying it will be in the range of one to three years. 

Dr K.D. Hames:  What is it now? 

Mr J.A. McGINTY:  I am told that a medical practitioner is registered once.  

Dr K.D. Hames:  We renew our registration every year. 

Mr J.A. McGINTY:  The annual practice certificate must be renewed every year, but a medical practitioner is 
registered once. 

Dr K.D. Hames:  So once you are registered, that is it - permanent? 

Mr J.A. McGINTY:  Yes. 

Dr K.D. Hames:  It is a big step to go from permanent registration to three-year registration, particularly when 
that is not the case for other professions.  Pharmacy is a good example.  Pharmacists have five-year registration.  
Why have five-year registration for pharmacists but only three-year registration for doctors?  In fact, the 
requirement for pharmacists to update their knowledge is far greater than for doctors.   

Mr J.A. McGINTY:  The rationale is that regular renewal of registration will allow the board to monitor the 
ongoing competence of a medical practitioner.  The renewal of registration may include, for example, a 
requirement that the applicant provide details of continuing professional development activities.  If no period of 
registration is specified, the board is required to take action to revoke a person’s registration, perhaps because the 
person has not been practising for five or 10 years, or for whatever other reason, as the board may see fit.  It is a 
question of whether it is a positive act or something that requires the board’s intervention to overrule.  Again, I 
will refer to the review recommendations that form the basis of this legislation.  Page 60 of the report states -  

Final recommendation 29: Duration of general, specific purpose conditional, and specialist 
registration 
The Working Party recommends that the Medical Practitioners Registration Act should provide that the 
grant of general, specific purpose, conditional or specialist registration should be for a period of up to 
3 years, and subject to renewal thereafter, except where: 

•  The Medical Board grants specific purpose conditional registration subject to a condition that 
has the effect of limiting the life of the registration . . .; or  

•  the Medical Board decides in any individual case, having regard to the public protection 
purpose of the new Act, that it is appropriate to make the grant of initial registration, or to 
renew registration, for a lesser period than the prescribed period.   

The grant of registration for a period of time that is longer than one year should be subject to the 
payment of a prescribed annual practice fee by the registrant in each of the years in that period. 

I think what has occurred is that we have reflected in this clause, and the next couple of clauses, that particular 
recommendation from the review of the Medical Act. 
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Dr K.D. HAMES:  This clause creates some difficulty for me, because although I do not oppose the concept of 
setting a particular time period for medical practitioners, I believe the period should be longer than three years.  I 
will explain why.  Presumably, the review group consulted relatively widely.  I wonder whether the people who 
were consulted were aware that if a medical practitioner has not practised for three years, the board will have the 
power to refuse that person’s registration.  I wonder also whether the people who conducted the review were 
aware that the registration period for pharmacists is five years.  I am concerned that because this will come under 
the regulations, no mechanism is available to me to suggest that the period be five years, consistent with the 
period for pharmacists.  Does the minister know what the time period is for nurses? 

Mr J.A. McGinty:  The member for Alfred Cove did refer to it.  I will look it up while we are talking.   

Dr K.D. HAMES:  The member for Alfred Cove suggested that the time period for nurses should be longer, 
because of the difficulty with getting nurses who have not been practising for a while back into the profession if 
they have to go through the registration procedure again.  The same should apply to doctors who have not been 
practising for a period of time.  A female doctor may have stopped practising to have a child, and may have 
stayed at home with her child for three or four years.  We would expect that such a person would need to update 
herself.  However, that should not be to the extent of having to go back through a complex process to gain 
registration again.  In my view, there does need to be a system for review.  However, five years would be a more 
adequate period.  
Mr J.A. McGINTY:  If my memory serves me correctly, the member for Alfred Cove said that nurses were 
registered for a longer period than is proposed in this bill.  I have had a chance to look at the Nurses Act, which 
was passed last year.  A provision like the one in this bill, which enables the period of registration to be 
prescribed by regulation, seems to be standard for nurses, and I presume for osteopaths and other medical 
professionals as well. 
Dr K.D. Hames:  So how can I, or anyone else who disagrees with a period of one to three years, have any input 
into what is prescribed in the regulations?   
Mr J.A. McGINTY:  The specific answer to that question is by moving a disallowance motion when the 
regulations are gazetted.  Although the regulations have obviously not been drafted yet, the period will probably 
be between one and three years.  It will most probably be three years for a standard registration.  
Dr K.D. Hames:  I would like the minister to undertake to conduct a broader consultation on that time period 
before a final determination is made on the exact number of years. 
Mr J.A. McGINTY:  There was, annexed to the review of the Medical Act, a list of consultation.  It is an 
incredibly extensive list of people who have been consulted.  I do not know the extent to which they were 
consulted on this precise recommendation. 
Dr K.D. Hames:  Many of those consulted on this legislation would not have known at the time that there were 
plans for regulations. 
Mr J.A. McGINTY:  Perhaps some of them would have.  It was very widely consulted on, and three years was 
the recommendation.  I do not have a strong view one way or the other.  I can understand the merit in what the 
member is saying; that is, that it should be for a longer period with annual renewals within that.  For instance, 
five years would most probably be a reasonable time in which to become deskilled, whereas three years would 
not.  Frankly, I do not know. 
Dr K.D. Hames:  It seems silly to have five years for pharmacists.  In fact, there are a lot more changes in 
pharmacy, such as their knowledge about specific changes in medication. 
Mr J.A. McGINTY:  Pharmacy has exactly the same provision. 
Dr K.D. Hames:  Yes, I know but the regulations prescribe five years. 
Mr J.A. McGINTY:  We have not yet made the regulations, because we will debate the Pharmacists Bill later 
tonight. 
Dr K.D. Hames:  It is currently five years, isn’t it? 
Mr J.B. D’Orazio interjected. 
Dr K.D. Hames:  That’s right.  I remember now.  There is a specific clause in there that says five years. 
Mr J.A. McGINTY:  That is the old act, is it not? 
Dr K.D. Hames:  No, it’s the new legislation. 
Mr J.A. McGINTY:  Interestingly, clause 49 of the Pharmacists Bill, “Removal of name and cancellation of 
registration of pharmacist in certain circumstances”, provides that the board can cancel the registration if the 
board is satisfied that the pharmacist has not practised pharmacy in the preceding period of three years and has 
not maintained current knowledge and skills in the practice of pharmacy at an approved level.  The board has 
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been given the power to cancel the registration of a pharmacist after three years of non-practice, which is a little 
different from what we had previously been told.  In addition to that power to revoke, clause 30 of the 
Pharmacists Bill has exactly the same provision as that in the Nurses and Midwives Bill and the Medical 
Practitioners Bill; that is, the period of registration is to be governed by regulation.  Again, clause 49 of the bill 
states -  

. . . the Board is to cancel the registration of, and direct the registrar to remove from the register, the 
name of a pharmacist if the Board is satisfied that the pharmacist -  
(a) has not practised pharmacy in the preceding period of 3 years; and 
(b) has not maintained current knowledge and skills . . .  

I do not think the information that we were given earlier about pharmacy was accurate, but it is now. 

Dr G.G. JACOBS:  The duration of registration is not very clear.  I understand that the regulations have not yet 
been drawn up. 

Mr J.A. McGinty:  This is really in response to the member for Dawesville.  If there is a view that it ought be 
longer than three years, and you are interested in raising this matter with the relevant interest groups - I include 
the AMA, the Medical Board and the various colleges - and a view emerged, I am quite relaxed about how that 
ought proceed.  Sorry to interrupt what you were saying. 

Dr G.G. JACOBS:  No doubt part of this provision refers to a period of continual non-practice.  Would this 
provision relate to a situation in which the member for Dawesville or I did some work over the Christmas break?  
Would a period of non-continuous practice make us ineligible for registration?  A medical practitioner could be 
involved in ongoing professional development and professional education without physically practising 
medicine.  Professionally, medical practitioners would keep up to date with their education and therefore fulfil 
the accreditation requirements of various colleges, whether they be the Royal Australian College of General 
Practitioners or the Australian College of Remote and Rural Medicine. 

The clause provides that registration has effect for the period prescribed by the regulations or specified in the 
medical practitioner’s certificate of registration, whichever is the shorter.  I have a medical practitioner’s 
certificate of registration, but I could not say what that tenure is.  The registration period is fairly non-specific.  
Perhaps more work needs to be done on that issue, because I do not think the provision is specific enough.  There 
are some important issues about the medical workforce and we do not want to exclude them.  For instance, 
women who have had a family might want to come back into the profession, and we would invite them back into 
the profession because we need them in the profession.  Provided that they have continued their professional 
development, have done the training and still fulfil the accreditation requirements of their college for ongoing 
education, there is no reason that they should not be registered. 

Dr K.D. HAMES:  The point about what happens in other states was made a short while ago.  We have had the 
debate previously about what the Premier does at the Council of Australian Governments debates.  Ministers 
have met with the Prime Minister and have discussed the issue of a national registration body.  It would make 
sense, obviously, to have consistent time periods within the regulations.  It would be stupid if a medical 
practitioner were registered in this state for three years, but then he moved to Queensland where the registration 
period was, for example, seven years.  We need to be consistent.  Can the minister tell me how long a doctor’s 
registration period is in other states; and, if he does not know, as I suspect he does not, surely it would be worth 
finding out before he promoted the regulations, particularly if we then had to move to a national regime, in 
which case the legislation would need to be changed? 

Dr E. Constable interjected. 

Mr J.A. McGINTY:  Whether that would impact upon the length of registration is another issue that I do not 
know the answer to off the top of my head.  It would certainly recognise the registration. 

This issue became apparent at a meeting of health ministers in Melbourne last week.  The state of the national 
registration proposal is very much a moveable feast.  It became apparent to me that although everyone wanted a 
system that was recognised nationally, there seemed to be a growing sense that registration ought continue to be 
done at a state level.  It is moving.  What the Premier has signed up to is very much an in-principle position that 
if a doctor is registered in this state, he should be able to practise anywhere in Australia, and he should be able to 
do so via a national register.  That can easily be accomplished by the state registration bases feeding into a 
national database or national registration.  The federal government appears to have had a change of heart on the 
precise details of that.  Certainly, that was the view that was relayed to me by my good friend Tony Abbott.  We 
will just have to wait and see how well that pans out. 
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Certainly, to take the issue a step further, if there is a strong view that three years is not long enough, the 
government is amenable to taking further advice on the issue.  We will certainly be influenced to a degree by the 
arrangements in other states, depending upon their particular arrangements. 

Dr K.D. HAMES:  I am satisfied with that response and I will chase up further on that.  However, it would be 
silly, for example, if it were three years in Western Australia and seven years in Queensland.  In three years, if 
my registration were coming to a close because I had not practised, I would simply register in Queensland 
instead.  Because I would be registered there and given seven years, I would go to Queensland to practise instead 
of practising and retiring here.  The state would lose a practitioner.  Other doctors might do that as well. 

Mr J.A. McGinty:  Some people might say there are benefits in that! 

Dr K.D. HAMES:  Thank you, minister!  That is not to say that someone might do or that there are many people 
in those circumstances.  One example might be a doctor who has had children.  She might go to another state and 
quite easily get a job if that state is desperate for doctors.  We are desperate for doctors here.   

Mr J.B. D’Orazio interjected. 

Dr K.D. HAMES:  However, because of mutual registration, a doctor might return to the state.  He or she could 
work in another state for a short period. 

Mr J.A. McGinty:  I give the undertaking that we will take all those factors into account. 

Dr K.D. HAMES:  Once again, I need to declare a personal interest because it will affect me in time, I presume. 

Clause put and passed. 

Clause 46:  Renewal of registration - 
Dr K.D. HAMES:  The chamber has talked about moving on to the Pharmacists Bill 2006.  I suggest that we 
deal with clauses 46 and 47 because they relate to the same issue.  After we have done that, we could switch to 
the Pharmacists Bill. 

Mr J.A. McGinty:  Sure.  Do you have issues with the early parts of division 2 - after clause 47?  I am 
wondering how far we can progress this. 

Dr K.D. HAMES:  My next issue is with clause 58.  As such, we could go to clause 57 if no other member has a 
problem with that.   

I refer specifically to subclause (2).  I do not know whether the clause is elsewhere in legislation or how it 
operates.  It seems extraordinarily onerous. 

Mr J.A. McGinty:  If you don’t pay your fee, you lose your registration. 

Dr K.D. HAMES:  Yes, just like that.  We know the difficulties with addresses and the post and all those things.  
Normally, if a person is paying a bill, he gets a bit of grace.  If a person has not paid his insurance, he is normally 
contacted and given a bit of coverage. 

Mr J.A. McGinty:  I bet everyone pays this on time. 

Dr K.D. HAMES:  If it is not received on or before the day on which it falls due, a person ceases immediately to 
be registered and then his name is removed from the register.  It states later in the clause that once the fee is paid 
it is backdated to the due date.  Surely, there should be period of grace because of today’s modern technology.  I 
have paid things online.  I have seen the money come out - I do most of my payments online through B-Pay - 
and I have assumed it has gone to the payee, yet through some confusion it has not got through to the other end.  
Technology fails and the post fails.   

Mr J.A. McGinty:  I suspect that the member for Ballajura, in a different context, would agree with the member 
there. 

Dr K.D. HAMES:  Yes.   

Mr J.B. D’Orazio:  We should not talk about the incompetence of one of the minister’s departments! 

Dr K.D. HAMES:  There we go!  I will not object if that is standard in all the legislation, but it seems to me to 
be fairly onerous. 

Mr J.A. McGINTY:  I am told that it is a standard provision in each of the health practitioner bills.  If a person 
does not pay, he loses his registration.  I do not disagree with the sentiments the member has expressed.  I am 
quite sure that the effect of it will be that everyone will pay on time. 
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Dr K.D. Hames:  There is also a provision that if a person does not advise of a change of address - presumably 
the account will go astray - there is a $1 000 fine. 

Mr J.A. McGINTY:  We will deal with that when we get to it. 

Dr G.G. JACOBS:  I was not going to speak on this clause but the member for Dawesville has a very good 
point.  A medical practitioner practising in a remote area or a regional area is a busy professional.  We are 
struggling to get medical practitioners to practise in many places in Western Australia let alone remote or rural 
areas.  I think this provision is bureaucracy gone mad.  If a person does not pay the fee on the day on which it 
falls due, under the rules he will be immediately deregistered.  As the member for Dawesville said, despite all 
the technology we have today, there will be practitioners who might be a few days or a week overdue.  Why do 
we have to draw these silly lines in the sand that people must adhere to absolutely, without any flexibility?  We 
are talking about busy professional people who often work in far-flung areas.  This is an unnecessary provision 
that is quite onerous and inflexible. 

Mr J.A. McGINTY:  By way of concluding this matter, the same provision - although worded somewhat 
differently but having the same effect - is contained in section 36 of the Nurses and Midwives Act 2006.  It is a 
standard provision in all the health practitioner legislation.  The effect that each of the opposition members has 
referred to is somewhat mitigated by the provisions of clause 46(3) and (4).   

Subclause (3) states - 

A person whose name is removed from the register under subsection (2) may, at any time, pay to the 
Board - 

(a) all fees that are in arrears; . . .  
Subclause (4) states - 

On payment of the fees and amount referred to in subsection (3), the person is then entitled, subject to 
this Act, to have his or her registration renewed and name restored to the register. 

That is how it works.  Under the provisions of section 16A of the current Medical Act the same provision 
applies.  There is no change in the law in that regard. 
Clause put and passed. 

Clause 47:  Application for registration by a person whose registration has been cancelled under 
section 116(1)(k) - 
Dr K.D. HAMES:  This clause refers to a disqualified person.  I am not sure how that relates to the previous 
clause.  Clause 46 deals with a person whose name is removed from the register.  Is that the same as the 
provisions in clause 47(1), in which a disqualified person is a person whose registration has been cancelled and 
whose name has been removed from the register?  Suppose, for example, that under clause 46 a person does not 
pay his registration and then pays his arrears. 
Mr J.A. McGinty:  This relates to a person whose name has been removed from the register for disciplinary 
reasons only. 

Dr K.D. HAMES:  So cancelling is not the same as removal from the register? 
Mr J.A. McGinty:  No.  In fact, clause 116 has the heading “Powers of the State Administrative Tribunal in 
relation to a disciplinary matter”. 

Dr K.D. HAMES:  I am happy with that. 

Clause put and passed. 

Clauses 48 to 57 put and passed.   

Clause 58:  Change of address - 
Dr K.D. HAMES:  I suggest that we cease at this stage and move to the other legislation. 

Debate adjourned, on motion by Mr J.A. McGinty (Minister for Health). 
 


