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MEDICAL PRACTITIONERS BILL 2006 
Second Reading 

Resumed from 30 November 2006. 

DR K.D. HAMES (Dawesville) [4.50 pm]:  We are here again dealing with yet another health board bill; in this 
case, the Medical Practitioners Bill 2006, which deals with the Medical Board of WA - its operations and 
powers - and reform of the Medical Act.  As the minister said in his second reading speech, this legislation has 
been a long time coming.  That does not reflect on the current government because the situation goes back 
through numerous governments.  This bill will repeal the Medical Act 1894.  I gather that the act is one of the 
oldest on the statute book. 

A series of reviews have been held into the Medical Act and its operations.  Between 1991 and 1993 there was a 
review of the act and a series of recommendations dealing with the Medical Board and the regulation of bodies 
involved in the provision of medical services.  Reform of disciplinary procedures was undertaken that did not 
require any legislative changes.  Major changes were made in 1994 to the registration provisions to bring those 
in Western Australia in line with nationally agreed registration standards.  A second major review of the act was 
undertaken in 1997 by a working party headed by Professor Bryant Stokes.  The final report provided a 
comprehensive set of recommendations for the reform of the regulation of medical practice in Western Australia.  
The report has been used as the basis for the Medical Practitioners Bill 2006.  This has been a long time coming 
given that the last review was in 1997.  Nevertheless, as a result of the competition policy requirements, changes 
have been made on a number of previous occasions to a large number of bills.  I think this is about the tenth bill.  
It started with the Osteopaths Bill 2005 and we have worked through a series of bills.  Members will be aware 
that the Dental Bill 2005 is still in the other place and the Pharmacists Bill 2006 is still before this house.   

I hope that this is the last bill to deal with various boards and their construction.  In general terms, we support the 
creation of the boards and the things that go with them.  One change is an increase in the number of people on a 
board and an increase in consumer representation - in other words, the broad scope of who gets to be on the 
boards.  We support the changes.  We also support the expansion of the provisions for procedures by which 
people can make complaints.  It was always very difficult in the past for people to access a good process to make 
a complaint about either the action of an individual practitioner - be it an osteopath, pharmacist or doctor - or any 
issue to do with the practice of the industry.  There has been no adequate mechanism to take complaints forward 
and to have them dealt with.  The bills clearly set out the system, how it should operate and the powers of the 
boards.  Some things about this legislation are different.  One is that this measure is much more specific than 
previous acts in the scope it gives to people who wish to make complaints.  I will quote part of the minister’s 
second reading speech - 

One of the key changes to the Medical Act is the processes for disciplinary, competency and 
impairment matters.   

That is, all three issues.  I will deal with what they may be.  A disciplinary action might occur when a medical 
practitioner has done something that is contrary to the directions of the Medical Board or the act.  One example 
might be improper advertising.  There are restrictions on what type of advertising a doctor is allowed to do.  A 
doctor might run television advertisements saying what a wonderful doctor he is and how he specialises in 
family practice.  Doctors are not allowed to advertise their wares in that way.  There are even limitations on the 
size of a sign a doctor may have in front of his surgery - at least, there used to be when I was a doctor.  Doctors 
are not allowed to do a range of things.  Doctors can be disciplined for breaches of regulations or the act.  Of 
much more significance and importance are issues to do with sexual molestation or sexual involvement with 
patients by doctors.  That is contrary to what a doctor is permitted to do in having a relationship with his patients.  
We have seen instances in the media in which breaches have occurred. 

The next issue concerns competency.  Obviously, it is very important to establish the competency of doctors.  I 
have at home a copy of the book about “Dr Death” from Queensland and how his competency was ignored and 
not properly investigated by the government of the day.  It did not look into his qualifications, history or form 
overseas.  He was responsible for hundreds of deaths in Queensland because of his incompetence as a doctor.  
There has been a recent case of a doctor who was under temporary registration in another state and was not 
supported for registration, yet that doctor came to Western Australia and started work as a doctor.  The situation 
was not properly investigated.  That is not to say anything against that doctor, who subsequently left, but those 
issues need to be followed very carefully.  When complaints are made by patients, in particular, or by other 
doctors or by nurses who see a doctor do something and think that the doctor is not competent, a mechanism 
must be in place for them to act and lodge a complaint and have the complaint properly and fully investigated by 
the board or another body.  I will go into that shortly. 



Extract from Hansard 
[ASSEMBLY - Tuesday, 27 March 2007] 

 p724g-741a 
Dr Kim Hames; Acting Speaker; Mr Max Trenorden; Mr Terry Waldron; Dr Graham Jacobs; Mr Rob Johnson; 

Mr Jim McGinty 

 [2] 

The third issue is impairment matters.  This is a slightly different matter; it is not so much like the aspects I have 
raised.  The third issue relates to when a doctor who may be well disciplined and competent is impaired in his 
ability to carry on his tasks as a doctor.  Normally, that would relate to issues such as drugs and alcohol that 
doctors may have the opportunity to take, in which case their behaviour may be impaired either for the long term 
or the short term following the use of whatever drug is involved.  However, impairment may result from other 
general health reasons.  For example, a doctor, as he becomes older, may develop impaired eyesight and have 
great trouble seeing what he is doing.  He may continue to practice and become a danger to patients.  
Alternatively, he may develop an illness.  Parkinson’s disease is a good example.  A doctor may develop a 
Parkinsonian tremor.  For those who do not know, a Parkinsonian tremor is a pronounced jerking of the hand.  
We can imagine the consequences of a doctor with such an impairment attempting to cut someone open.  
Sometimes doctors who want to keep working do not give full credence to the medical problems they have.  It is 
not always the fault of the doctor.  There is a shortage of doctors and a huge demand for their services.  
Sometimes, particularly in country areas, a doctor may keep working beyond the age at which a doctor in any 
other practice may have retired, but he wants to keep going so that he can service his patients.  It might reach the 
stage at which he no longer has the ability to manage his patients.  In such cases it is vitally important that 
someone have the powers to investigate and make a determination, without necessarily reflecting badly on the 
doctor, that the doctor is unable to perform a particular task any more, or even may be unable to work in the 
profession at all and must therefore retire.  Because of the potential life-threatening effects of doctors who 
continue working no matter what the circumstances, it is very important that procedures be in place to allow 
them to be reviewed.  

One of the key changes relating to this area was made in 2004 in the form of some amendments to the Medical 
Act to provide for more serious complaints about medical practitioners to be heard by the State Administrative 
Tribunal.  This bill provides for that process to continue.  The second reading speech states -  

The bill provides for a continued role for SAT in disciplinary proceedings against medical practitioners, 
rather than for the establishment of a specialist medical tribunal, as envisaged by the 2001 review. 

The 2001 review provided for a special tribunal, but the minister has decided to leave such matters under the 
jurisdiction of SAT.  I have heard no particular complaints about that concept.  What constitutes disciplinary 
matters is comprehensively covered, as is what the board needs to do when it deals with complaints on less 
serious matters.  The bill also provides for medical students to be subject to impairment procedures in respect of 
their involvement in clinical practice, at the request of the dean of the medical school.  That is particularly 
important because medical students are not registered, not yet being doctors, and therefore are not covered by the 
requirements of the Medical Board.  However, there was a request for the creation of some mechanism to deal 
with the issue of the impairment of people’s ability to carry on as medical students.  I would like the minister in 
his response to expand on what the issue was with medical students, and why such issues could not be dealt with 
by the university, the hospital and the dean of the medical school.  I would have thought that, if there were some 
incident of impairment of a student’s ability - I assume this refers to drugs, including alcohol - those people 
would be able to deal with it adequately.  Perhaps the minister can respond now and tell me what the concern 
was.  

Mr J.A. McGinty:  The same issue arose in respect of a number of the other health professions - dentistry was 
one in which it arose - and we looked at the most appropriate mechanism to resolve it.  I will give more detail in 
my second reading response. 

Dr K.D. HAMES:  I do not think we made changes to the Dental Act to bring students under the board, yet that 
is proposed in this legislation. 

Mr J.A. McGinty:  I will give a more comprehensive account in my second reading response. 

Dr K.D. HAMES:  I would like to know why one is different from the other.  This is probably a good place to 
pause and note the differences between the various acts.  The house has recently passed the Pharmacists Bill, 
which limits a pharmacist to owning no more than four pharmacies, and prohibits doctors from owning 
pharmacies, but there is nothing in this legislation to say that pharmacists are not allowed to own medical 
practices.  The member for Roe discussed such inconsistencies at some length, and may well do so again. 

Mr J.A. McGinty:  It is probably a point worth making again.  

Dr K.D. HAMES:  Yes there are obvious inconsistencies between the various acts.  As we know, corporate 
medicine is alive and well. 

The bill goes on to make provisions about the handling of complaints, and assessment committees that look after 
complaints and how they make recommendations to the board.  The second reading speech states -  
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If there is a risk of imminent harm or injury, the board can suspend a doctor’s registration for a period 
of up to 30 days and refer the matter immediately to SAT. 

I want to make a comment about that, because I had a complaint from a doctor not too long ago.  Perhaps the 
minister can talk more about this case in his response.  This doctor was working at Fremantle Hospital.  There 
was an issue of a complaint to the hospital and the doctor was suspended from work at the hospital.  The plan 
was that his suspension and his actions would be reviewed by the Medical Board.  However, 12 months later 
nothing had been done.  I wrote to the minister about this case at the time, and things were sorted out.  I also 
wrote to the board, which then took action and expedited the investigation.  However, there was no requirement 
for the board to investigate, yet this doctor was suspended from his practice.  He could not go back and work in 
the hospital because of that suspension.  He believed that the suspension was unfair and was the result of an 
internal dispute between him and someone else in the hospital.  The employer, who was the minister, could not 
employ him as a result of the actions of Fremantle Hospital.  There was no capacity for the minister to require 
the board to investigate, and the minister was not investigating the matter himself.  The doctor was suspended 
pending investigation, the Medical Board was saying there was no requirement for it to investigate, and the 
doctor just sat there waiting for something to happen.  It took my intervention to bring that matter to a head. 

Mr J.A. McGinty:  I do remember that case, and I thank you for your intervention, which was very helpful in 
resolving an impasse.  

Dr K.D. HAMES:  I did not know what he was meant to have done, nor did I want to know.  He came to me 
because, when I was a resident at Fremantle Hospital, he was the intensive care registrar.  He was very well 
regarded as a doctor, and he was in charge of the intensive care unit.  He was a smart doctor and he appeared to 
me to be very good at his job, yet here he was being suspended for alleged incompetence.  From my knowledge 
of him previously, I thought that he at least deserved to have the matter fully investigated.  

Mr J.A. McGinty:  Is it your impression of the new legislation that that will be in any way affected? 

Dr K.D. HAMES:  I do not know, and that is the problem.  That is what I want the minister to tell me, because I 
cannot find anything in this legislation that would cover that situation.  If the government suspends a doctor from 
employment, there is no requirement for the Medical Board to investigate the case.  The doctor asked the board 
to get the investigation going, but the board had not suspended him and it had not received any complaints.  It 
therefore had nothing to act on, as I understand it.  It was a while ago, so I do not remember the exact details; I 
may have them wrong.  Whatever it was, it did not work.  We need to make sure that if issues like that arise in 
future, there is some mechanism to deal with them.  I do not want the government to be able to tell the Medical 
Board what to do, but surely if the government believes someone has acted incompetently, it should have the 
ability to refer that belief to a body that will investigate it.  One would think the Medical Board was the correct 
body to do that.  

Mr J.A. McGinty:  I must say that I have found the Medical Board, although completely independent, to be 
very responsive when a problem arises, such as the one you have referred to, or more recently with a doctor in 
Harvey, from memory - 

Dr K.D. HAMES:  That was the doctor who came from the east. 

Mr J.A. McGinty:  That is right.  The Medical Board was incredibly responsive.  It had dealt with the issue 
within days to everyone’s satisfaction, except perhaps the doctor. 

Dr K.D. HAMES:  I have a little black book notation about a particular individual, who used to be the registrar 
of the Medical Board, for some of his behaviour in the old days when I was a GP and I was called before the 
board over some stupid little misunderstanding. 
Mr J.A. McGinty:  This could be the most interesting part of this debate! 

Dr K.D. HAMES:  I am happy to tell members about it.  I was working in my practice in Inglewood a long time 
ago, in the mid-1980s.  There was a block of units not too far away - a retirement village - in which probably 100 
to 150 seniors lived.  I was seeing about 80 to 90 per cent of the people in that village because it was close to my 
practice.  Flu vaccination time came around and we had received government posters about flu vaccines.  My 
secretary, I think, had a relative in the village and put a flu vaccination poster on the board there, but there was 
also a note that Dr Hames said that patients needed to get their flu vaccinations.  It meant that my patients should 
come and get their vaccinations, but some other doctor who had a patient there saw the notice on the board and 
said that I was advertising for patients to come to me for their flu vaccines.  The registrar of the Medical Board 
contacted me.  I did not know the notice was there; my secretary had put it there.  We pulled it down 
straightaway and I apologised for the mistake.  The registrar said that I had to provide a detailed written 
explanation of what happened and why it happened and give some reason that the Medical Board should not take 
action against me.  I said some words to him that I cannot repeat in here.  I was a very busy doctor at the time 
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and had more important things to do.  It was such a simple matter.  It was an error by my staff member, and she 
did not know how the note would be interpreted.  In effect, I told the registrar to get stuffed. 

Dr G.G. Jacobs:  How unprofessional of you! 

Dr K.D. HAMES:  Yes, very unprofessional.  I assumed the board would accept that I had apologised verbally 
and had taken down the notice.  The next thing, I was called before the board.  I said that I would not go to this 
stupid hearing because I had done nothing wrong and I had apologised and that should be the end of it.  He said 
words to the effect that if I did not come before the board, it would suspend my medical practice.  He was going 
to stop me from being a GP because I would not go and explain in writing or in person what had happened. 

Mr J.A. McGinty:  That was most probably necessary in light of your defiance of the law. 

Dr K.D. HAMES:  Yes, that is right.  I had to go before the board.  They treat a person like a little kid.  They 
invited me to come at 3.30 pm but they also invited someone else at the same time.  It happened to be 
Dr Yovich. 
Several members interjected. 

Dr K.D. HAMES:  I am very good.  I do not do that.  Dr Yovich was an IVF doctor and he had done something 
and had been called before the board.  The member for Roe will appreciate my disgust at this: because he was a 
specialist and I was a GP, he went first.  I sat there for two or three hours when I could have been seeing patients, 
waiting for the board to deal with Dr Yovich.  When I was called in, it was either eat humble pie or my 
registration as a doctor would be cancelled.  With steam coming out of my ears, I had to apologise, but that 
registrar’s name is forever imprinted on my brain, as is his arrogance in the way he treated me.  Maybe he would 
say that I was arrogant, but it is my black book and it is his name in there, not mine. 

Mr J.A. McGinty:  At least it was a commercial matter rather than a clinical matter. 

Dr K.D. HAMES:  It was, yes.  The minister was hoping it was something clinical to do with my practice. 

Mr J.A. McGinty:  I was hoping you would have revealed all. 

Dr K.D. HAMES:  No, there are none of those. 

Dr G.G. Jacobs:  Would you have contravened clause 131 of this new bill?  It relates to advertising medical 
services. 

Dr K.D. HAMES:  No. 

Mr J.A. McGinty:  If the answer had been yes, we were going to make it retrospective! 

Dr K.D. HAMES:  I have just read it.  The answer is no to all the paragraphs in that clause.  I feel good now that 
I have passed that little test. 

Dr G.G. Jacobs:  I just wanted you to take us through that clause, because advertising in medical practice is 
interesting. 

Dr K.D. HAMES:  There are lots of rules relating to medical advertising.  I think while the member was out of 
the chamber we talked about issues to do with advertising and what a doctor could or could not do.  This shows 
the detailed legislation that is required.  Perhaps in a sense it also shows what was in the 1894 legislation.  There 
are still fairly strong restrictions on what a doctor is allowed to do in advertising medical services, although I 
have to say it has freed up considerably since I was in practice.  Clause 131 states - 

 A person must not advertise, or cause to be advertised, services that are provided by a medical 
practitioner in a manner that - 

 (a) is false in a material particular; or 

 (b) is misleading or deceptive or is likely to mislead or deceive; or 

 (c) creates, or is likely to create, an unjustified expectation of beneficial treatment; 

It is a pity that these requirements do not apply to other sections of the health industry where people make all 
sorts of claims about different medicines and treatments, and ways in which people’s health is purported to be 
improved.  If they had the same restrictions that doctors have, many fewer medical benefits would be advertised 
without scientific proof than happens at present.  The bill goes on as follows - 

(d) promotes the unnecessary or inappropriate use of medical services; or 

(e) refers to, uses or cites actual or purported testimonials; or 
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People cannot provide the testimonials that other professions do saying how wonderful a person is.  It continues - 

(f) offers a discount, gift or inducement to attract a person to use the services unless the 
advertisement also states the terms of the offer; or 

Sometimes that can get a doctor into trouble, because doctors are asked to give donations for raffles.  One 
obviously cannot raffle a prostate check as a prize, because that suggests one might have some particular 
expertise.  The vet in the chair (Dr S.C. Thomas) knows well what I am talking about, to a greater or lesser 
extent.  To continue - 

(g) compares those services with those provided by another medical practitioner other than on the 
basis of scientific comparison.  

That is perhaps the closest to what I did.  If I had put up a sign saying that I was fantastic and the doctor down 
the road was useless, I would have contravened that clause. 

The bill deals with matters related to processes for disciplinary management, competency management and 
impairment matters.  This clause is important.  It deals with referral to an impairment review committee.  That is 
different from what has happened before and it does not occur in any other act that I am aware of.  I ask the 
minister whether there is another act that refers to an impairment committee.   

Mr J.A. McGinty:  I thought there was, but I will need to get some advice on that.  

Dr K.D. HAMES:  I ask the minister to clarify that, because I am not aware of any.   

Mr J.A. McGinty:  I think there is for nurses.  Perhaps the member for Alfred Cove can set me straight on that.   

Dr K.D. HAMES:  I do not remember that being a provision of the Nurses and Midwives Act.   

The bill provides that a practitioner may be required to undergo a medical examination to assess the effect that 
an impairment may have on his ability to safely practise medicine.  I would like the Minister for Health to 
address the issue of the impairment of a doctor who is undergoing a particular treatment.  For example, what 
happens when hospital staff are aware that a surgeon who has scrubbed up to perform a hip replacement 
operation is impaired in some manner?  What happens when a surgeon who has staggered into hospital slurring 
his words and with his hands shaking scrubs up to perform a hip replacement operation?  Does the bill provide a 
mechanism that would immediately prevent that surgeon from operating, or is that an issue that a hospital would 
deal with in a doctor’s employment contract?  This situation could happen in a private practice.  Does the bill 
provide hospitals with a mechanism to prevent a doctor from undertaking an operation if the hospital 
administration, nurses, doctors or anaesthetist are of the strong opinion that the doctor is impaired?   

Mr J.A. McGinty:  That is not so much in this bill, which is about the registration of the practise of medicine, 
but more in hospital protocols, disciplinary procedures and things of that nature.  

Dr K.D. HAMES:  The bill provides that impairment matters can be referred for review.  
Mr J.A. McGinty:  It might be a mental condition rather than a temporary thing like drunkenness.  If it is 
alcoholism, it is ongoing.  It might be a mental condition that wouldn’t necessarily prevent the doctor from being 
a doctor.  It might mean certain levels of supervision, for instance.   

Dr K.D. HAMES:  Where does that fit into the legislation?  I ask the minister’s staff sitting in the Speaker’s 
gallery, because they are listening. 
Mr J.A. McGinty:  I am listening too! 
Dr K.D. HAMES:  Yes, but they have biros; the Minister for Health does not.  I hope that they are writing down 
these points, because I want feedback on those issues.   
The bill also refers to what will happen to someone who is found in breach of a disciplinary procedure, who has 
issues of confidence or who is impaired in the performance of his or her duty.   
The next component refers to how the new Medical Board will be formed.  The membership will comprise eight 
medical practitioners, one of whom must be a member of the academic staff of a medical school and one of 
whom must be working in the public health system.  I recall that we fixed an anomaly in the Medical Act that 
meant that the Director General of Health, Neale Fong, who is both a doctor and the head administrator, had to 
sit on the board.  An amendment to the act has meant that someone in the public service can sit in his place.   

Another part of the bill refers to the regulation of medical practitioners, the rights to practise and how people are 
recognised in the Medical Act.  I recall an issue that arose when I was a government backbencher that related to 
the recognition of interstate registrations.  When Hon Peter Foss was the Minister for Health, we passed 
legislation that recognised practitioners from other states.  That legislation came about after a doctor who was 
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registered in Tasmania and who had been working as a doctor in Tasmania could not practise medicine in WA.  
The doctor’s husband, who was a radiologist, got a good job in WA - he is still working in that job - but the 
doctor, who came over with her family, could not practise as a general practitioner despite the great demand for 
GPs.  That legislation was put through Parliament in a hurry with the support of the Labor opposition and the 
doctor was able to practise medicine.  Legislation has since recognised doctors and other professionals from 
other places.  One thing that deeply concerns me about the issue of registration, especially given that bills 
dealing with the registrations of certain health professions are coming before Parliament one after the other, is 
the discussions between the Premiers about a nationwide system of registration, particularly for doctors.  I do not 
know the details of what has been discussed in those Council of Australian Governments meetings.  I do not 
know what our Premier has agreed to.  However, it is my understanding that he and other Premiers are 
supporting the concept of an Australia-wide registration system for doctors.  I would be deeply concerned if that 
is the case.  I will also be annoyed if the opposition’s support for the bills that have dealt with state registration 
boards have been a waste of time.  It would be an absolute nonsense and a waste of money if, after having 
established state boards, the government signs a commonwealth agreement for an Australia-wide registration 
system that does away with all those state boards.  I do not care that the commonwealth government has raised 
this idea in COAG discussions.  I do not support that concept and I will not support the Premier if he agrees to 
that plan.  I would like the Minister for Health to clarify this issue.  Why would the government introduce 
legislation dealing with state boards if they are to be disbanded in six months after the commonwealth introduces 
legislation for an Australia-wide system of registration?  If that is what the Premier is thinking, I hope the 
minister is fighting him tooth and nail.  We do not want an Australia-wide system of registration with an 
Australian medical board, because that will mean that an aggrieved Western Australian would have to complain 
to a national body and have that complaint heard by a national body before proper disciplinary action could be 
taken.  That would make an absolute nonsense of all the legislation this Parliament has passed.  I hope the 
minister can tell me whether I have been misinformed.  I hope the Minister for Health can tell me that he and the 
Premier do not support that plan and that they will fight such a concept every inch of the way.  Given that the 
opposition has provided support for this legislation, I would regard Western Australian government support for 
an Australia-wide system a stab in its back.  An Australia-wide system would mean that the setting up of 
Western Australian boards has been a waste of this house’s time and effort and a waste of Western Australian 
taxpayers’ money.   

The opposition will raise certain issues during consideration in detail.  The Australian Medical Association has 
indicated that it has issues with certain components of the legislation.  Although I will not necessarily support it 
in those concerns, I will seek to learn why certain AMA suggestions have not been agreed to.  I will make a 
determination on the opposition’s position after I hear the government’s position.  I note that in my copy of a 
letter from the AMA to Mr Simon Towler, who was acting on the minister’s behalf, the AMA was somewhat 
aggrieved by the process of discussion on and input to this bill.  It was allegedly informed that it would get an 
early copy of the bill and would have input.  The first copy it got was draft 5 or 6 before it had an opportunity to 
have input to the bill. 

Mr J.A. McGinty:  I will say two things on that matter.  First, we needed to have the legislation in a sufficiently 
intelligible form.  Some of the earlier drafts were exactly that - very early drafts about the particular elements of 
the bill.  I personally gave the AMA the earliest available sensible copy to look at and then said that I needed its 
feedback on that copy, rather than on the very early draft.  The second thing I can say generally about the AMA 
is that in recent times it has seemed to be more interested in being a critic, rather than playing a constructive role, 
particularly in the health reform process.  I would certainly welcome it coming on board to play a more helpful 
role, particularly as the opportunities that present themselves at the moment are profound, and the AMA seems 
to be passing that up.  Frankly, it is just being left in our wake as a result. 

Dr K.D. HAMES:  I am sure that it will be very interested to read those comments in Hansard. 

The ACTING SPEAKER (Dr S.C. Thomas):  There are some unusual voices in the chamber.  I would hate to 
think that the member for Mindarie was on the telephone while in the chamber.  If I see a member on the phone 
while in the chamber, I will call that member to order very quickly. 

Mr J.A. McGinty:  You’re not hearing voices! 
A member:  He was hands-free! 

Dr K.D. HAMES:  The member is pleading innocence.  It was a hands-free phone. 
I think the AMA would be fairly concerned and upset by the minister’s comments. 
Mr J.A. McGinty:  They were not meant to be upsetting, but they were meant to be factual. 
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Dr K.D. HAMES:  The content of its letter made it clear to Simon Towler that the AMA did not feel that it had 
been given an adequate opportunity to have input to the bill and to suggest changes.  When I consult bodies to 
discuss details of policy that I wish to pursue or issues in which I am interested, they provide me with very fair 
and reasonable input.  However, I do not always agree with it.  The minister will know that the AMA has 
promoted some things that I do not agree with, but in my experience it has worked hard to provide me with 
information.  I have retained my membership of the AMA.  It is the body that oversees my profession.  Although 
I am not beholden to it, I give it adequate opportunity to provide me with input, and it does that very well.  It will 
make its own judgement of the minister’s comments. 

Mr J.A. McGinty:  I will give you one example of what I meant.  About a month or two ago, David Mountain, 
who is an AMA spokesperson, was caught out not telling the truth very publicly on every television station that 
particular night.  It was, I think, a source of enormous embarrassment to the AMA to have its spokesman on 
emergency medicine caught out lying.  It was because he was playing a political role, rather than attempting in 
any way at all to be objective and factual and to put all the information into the public arena.  That is the sort of 
thing that I think gives the AMA a bad name. 

Dr K.D. HAMES:  The minister played that game with that patient for all he was worth.  The minister would 
have to admit that in the photograph of the patient, she did not look like a young woman. 
Mr J.A. McGinty:  Don’t you think that David Mountain looked absolutely stupid when he was caught out 
lying? 

Dr K.D. HAMES:  I do not know that he was lying. 
Mr J.A. McGinty:  He was. 
Dr K.D. HAMES:  That is for the minister to say, not me.  An error was made with her age and, to some degree, 
the reasons that she was lying there.  However, the fact is that she was lying on some chairs because there were 
insufficient beds.  She had been lying on a bed, but had been sent to a chair to create space for another patient.  
The real issue was deflected by the minister and the issue became how old she was.  The minister very quickly 
and carefully dodged the real issue of why she was sitting on the chair in the first instance.  I could quite easily 
get into an argument about bed numbers.  I was very pleased to read the minister’s press release on Sunday.  
About two-thirds down the page, which is where he does the usual spin about waiting lists and waiting times, he 
inserted that little piece about moving subacute patients out of those public hospitals.  I am sure that he did not 
read the press release that I put out three days before that, or the comments that I have made on television and 
radio over the past three months, telling him to do exactly that.  I did not think it up; I got the information from 
one of the minister’s hospitals and checked another hospital to see whether that was the case.  Obviously, that 
was a solution that made a difference. 

Mr J.A. McGinty:  I was aware of your press release, and I am very happy to see two minds come together on 
it. 

Dr K.D. HAMES:  I thought the minister was quite crafty in the way he did that, because he did not say that he 
had listened to the opposition - I am not saying that I would have done that if I were in his shoes - and it was 
right and that the government would provide money to move subacute patients out of the hospital and free up 
beds.  Instead, he did his usual spin on the waiting lists that he does when they come out every month. 

Mr J.A. McGinty:  To be fair, these figures are sensational, aren’t they? 

Dr K.D. HAMES:  What concerns me is that the minister does not understand what the waiting list figures 
mean.  I am sure that he does not; otherwise, he would not have made a comment such as that.  They are 
sensational at such a superficial level that it is beyond all reason.  I will quickly tell the minister how it works.  I 
have the information from delving deeply within his department and into his reports.  The number of patients on 
the waiting list has decreased enormously.  That is good, but it has not decreased as a result of more surgery 
being performed.  Less surgery has been performed in every month of this year than that performed at the same 
time in the previous month.  Extra surgery has not been performed, and I can prove it; I have the figures in my 
office. 

Mr J.A. McGinty:  I am aware of the argument, yes. 

Dr K.D. HAMES:  The total amount of surgery has decreased each month, yet the number of patients on the 
waiting list has decreased.  When I ask the hospitals how that can happen, I find that it is because they are told to 
work the list.  They are told to get on the phone to the people on the list and get them off it if they can. 

Mr J.A. McGinty:  No, that is not true.  They are certainly told to target those people who have been waiting the 
longest, and they have been doing that and have been offering them their surgery.  If someone says that he does 
not want the surgery anymore, that is good. 
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Dr K.D. HAMES:  I will get to that in a moment.  The hospitals target the whole list.  They have told me that 
that is what they are told to do.  The minister should not tell them off for telling me that, because he will not 
know who told me.  They are told to target the whole list and get the numbers down.  The hospitals are not doing 
more surgery.  The number of patients on the waiting list has decreased for other reasons.  People might come 
off the list because they have turned to a private insurance provider, they have had a heart attack and died, they 
have found that they have heart disease while waiting for their knee operation and can no longer have the 
surgery, or they just do not want the surgery and would rather put up with the pain.  There is a range of reasons 
that people come off the waiting list. 

The minister is also targeting patients who have been waiting more than 500 days and, to some extent, more than 
365 days, and that has worked.  He has also targeted those who have been waiting fewer than 90 days, although 
he has said that he will stop doing that and leave it at 100 days.  Those numbers have decreased, and that is great.  
How has the number of patients on the waiting list decreased when the hospitals have done the same amount of 
surgery?  The figures look better because those patients are targeted.  Where does the pinch come?  It comes in 
the middle.  The minister promised that the category 2 patients, who are supposed to wait no more than 90 days, 
would be dealt with by June this year.  There is no way that he can deliver on that promise.  The numbers are 
going up.  There are 3 500 of those patients. 

Mr J.A. McGinty:  No, they are not going up.  That is the flaw in your argument.  I agree with most of the other 
points that you have made. 

Dr K.D. HAMES:  I will prove it to the minister. 
Mr J.A. McGinty:  Okay.  I will bring in the most recent figures. 

Dr K.D. HAMES:  They might not have gone up this month, but I am pretty sure that they did.  There are 3 600. 
Mr J.A. McGinty:  The trajectory is flatlining. 

Dr K.D. HAMES:  The number has gone up by about 100 - not by a lot.  However, because those patients have 
waited more than 90 days, they do not appear in any other figure until they have waited for more than a year.  If 
they had waited six months instead of the three months that they are supposed to wait - now they will have to 
wait eight, nine or 10 months - it would not show in a single statistic.  The overall average wait time still comes 
down because the government has got rid of the 500s and is getting rid of the 365s.  Category 2 is filling up and 
the hospitals are saying, “We don’t know what to do.  We don’t have the beds or the capacity to do more 
surgery, but we’ve been told that the minister wants to reduce those two ends because it looks bad.  What can we 
do?  We are stuffed.”  All they can do is put off by another one or two months the people in the middle who the 
minister promised would be operated on by the end of June.  The hospitals have said that there is no way they 
can do that.   
Mr J.A. McGinty:  I will give three specific initiatives.  First, and without any doubt, the surgicentres at 
Osborne Park and Kaleeya will see the amount of surgery done significantly increased above its historical level 
and what it was last year.  Secondly, of the extra 150 beds, approximately 30 per cent will be retained for 
surgical patients to enable that increased throughput.  The third and critical issue is operating theatre efficiency.  
Every surgeon I speak to tells me that the public sector does not operate with anything like the efficiency of the 
private sector.  To the extent that is attributable to training, I accept it.  To the extent that it is inefficiency, I do 
not accept it.  Dr Robyn Lawrence, who is in charge of the elective surgery program, has been very much 
focused on operating theatre efficiency and making sure we get the throughput.   
Dr K.D. HAMES:  The minister has been listening to my speeches, because I have been talking about those 
three initiatives for some time.  I am not saying that the minister has not, but I am not aware that he has spoken 
about them.  However, I have been saying for at least the past year that those three issues must be targeted.   
Perhaps the minister mentioned Osborne Park Hospital, but on top of that we have been saying that hospitals 
without emergency departments, such as Osborne Park Hospital, Bentley Hospital, Kaleeya Hospital and 
probably Kalamunda District Community Hospital, need to be doing more waitlist surgery.   

Mr J.A. McGinty:  We are doing the theatres now.   

Dr K.D. HAMES:  I know that.  For the past year Kalamunda has been operating at only 60 per cent capacity.  
There were 39 beds in that hospital and currently there are 25.  Even so, the average over the past year has been 
only 60 per cent occupancy.  There is a great opportunity to do more surgery at Kalamunda.   
The minister has received a question on notice requesting the details pertaining to Kaleeya, but everything I have 
heard coming out of that hospital has been the same.  Despite the minister’s promises to that hospital, the 
government has been unable to encourage doctors to operate at Kaleeya.  A lot of work is required in that area.   
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I have been talking about the Peel Health Campus for a while and the government has allocated funds to resolve 
that issue.   

Mr J.A. McGinty:  And we need to get more done.   

Dr K.D. HAMES:  The problem now is that every time I say that something needs to be done, the minister 
arranges for it to be done.  It creates issues.  Nevertheless, I will not stop saying these things.   

Mr J.A. McGinty:  It is leaving your side without a policy.   

Mr C.J. Barnett:  It has not held us back before.   

Dr K.D. HAMES:  As the minister can see from the badge that I am wearing, the Liberal Party has the “Save the 
Royal Perth Hospital” policy and it will win us as many votes as we need to in health.   
The minister has adopted the practice of talking about infrastructure needs.  I commend him for the infrastructure 
program he has put in place.  However, at the end of the day, he will not be remembered as the minister who 
created great hospital infrastructure in this state, but as the minister who closed Royal Perth Hospital.  Issues 
pertaining to that are yet to come to pass.  In following what we have said in all those other areas, the minister 
should look seriously at what he is proposing for Royal Perth.  The minister has backed himself into a corner on 
that proposal, but he is making a serious mistake, in both future planning and tactically, about how he will 
manage that issue.  What the minister said that he would do to fix the waiting lists will have an effect, but money 
is being wasted on articles in community newspapers.   
Mr J.A. McGinty:  It was a Reid report recommendation that we do that.   
Dr K.D. HAMES:  The Reid report recommendation said that information must be made available.  That is not 
what the articles do; they put a spin on the waiting lists that is nothing but a smoke-and-mirrors trick on how 
good the figures are.  I explained to the minister that they are not going very well and that that is the reason 
people continue to complain to me about how long they have to wait for elective surgery.  The result is that I 
have to go to the minister or the media so that people who have been waiting an inordinate time for their surgery 
can finally be taken off the list.   
Mr J.A. McGinty:  When you were a minister, there were 22 000 people waiting five months, on average, for 
their surgery.  It is now down to 14 500 people who are waiting just over three months.  It is an enormous 
change.   

Dr K.D. HAMES:  I was not the minister at the time, but I have spoken to that person and have looked carefully 
at those figures and at how they have decreased.  He put in place the Central Wait List Bureau, whose job was to 
do exactly what the minister is now doing and is claiming credit for; that is, reducing the number of people on 
the waiting lists.  A large number of people did not need to be on a list.  I do not disagree with the minister that 
those numbers needed to be reduced and that there are people on the lists who should not be.  However, the 
minister is boasting about his process of reducing the numbers on the waiting lists.  The reality is that the 
minister should be boasting about how good the telephone process is in reducing the figures.   

Mr J.A. McGinty:  Give me some credit.   

Dr K.D. HAMES:  The minister can be given credit for increasing funding to the Peel Health Campus, because 
it was necessary and the government had the capacity to do it.   

Mr J.A. McGinty:  There is a big question of capacity. 

Dr K.D. HAMES:  The minister is looking at those areas suggested to him by the Liberal Party.  I guess that 
targeting the 500s and 365s is good, but it is being done to the detriment of category 2 patients, who should not 
be forgotten.  Their treatment is semi-urgent.  I will give the house an example of a category 2 patient.  A person 
who is the brother of a staff member in Parliament House and is in his early 50s - younger than the minister and 
me - had previously had a heart attack and was getting recurrent angina.  Perhaps he had had a stint inserted.  He 
attended hospital with a threatened heart attack.  He was to have a stint inserted, but his heart pain settled and his 
condition was no longer considered urgent.  He came off the urgent list and went onto the semi-urgent list and 
was sent home.  He suffered heart pain on a daily basis and could have died from a heart attack at any time.  
Because he was category 2 and on the 90-day list, he could not get on the urgent list.  I think he went into 
hospital three or four days later with acute pain and almost had surgery, but did not because the pain settled 
down.  He did not have a heart attack.  If he had had a heart attack, his condition would have been urgent and he 
would have been able to undergo surgery.  Category 2 caters for people who are in imminent danger of having a 
serious medical event.  It is not reasonable that they should wait six to 10 months for treatment.  What has the 
minister done now?  He talks about what he will do in the future.  
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Mr J.A. McGinty:  We are systematically working our way through these groups, and the last group we will 
come to will be category 2.  Once we have nobody waiting for over 500 days or a year and we have an absolute 
minimum number of people waiting longer than 30 days - category 1 - we will address category 2.  There is a 
program there over time.   

Dr K.D. HAMES:  The minister would be absolutely correct if only one extra operation had been done this year 
compared with last year.  Fewer operations have been done.  A certain amount of work has been done, but the 
minister cannot move the figures from the middle to the end and say that he has made progress.  All he is doing 
is making the figure in the middle greater.  All he needed to do was increase the number of beds in the hospitals 
so that they had the capacity but were not overcrowded.  Hospitals are at 95 to 105 per cent capacity.  Dr Neale 
Fong said on 6PR two years ago that hospitals should run at 90 per cent capacity.  Everybody knows that.  I am 
sure the minister knows that.   

Mr J.A. McGinty:  Heads of emergency departments made that point to me just last week.   

Dr K.D. HAMES:  The hospitals must have spare capacity available.  Hence, moving out acute patients was the 
way to go.  I would like to know how the minister reached the figure of 150.  I would like to see that breakdown.   

Sir Charles Gairdner Hospital had a number of senior patients who were eligible for commonwealth funding and 
could be moved to temporary accommodation.  I know that by the end of this year the commonwealth would 
have made available something like 100 or more beds in the northern corridor.  Royal Perth Hospital is different.  
It caters for people who do not fit into that category.  However, the condition of some of those patients was 
considered acute.  I refer to people who had suffered a serious injury and did not need to be in hospital but 
needed somewhere outside a hospital to convalesce.  There was capacity, but I thought the numbers were about 
25 for each of those hospitals.  If the minister has achieved 150, I would be very pleased to hear how he got 
those numbers for those hospitals.   

Mr J.A. McGinty:  Joondalup Health Campus, Osborne Park Hospital and to a lesser extent Fremantle Hospital 
also have Care Awaiting Placement patients.  There are about 100 Care Awaiting Placement patients and about 
50 subacute patients who are not actually in the aged care category. 

Dr K.D. HAMES:  I will write to the minister, asking for the exact split of patients and where they have come 
from.  The key to the issue is not hospitals such as Osborne Park Hospital, but rather the emergency departments 
in places such as Royal Perth Hospital that are trying to do all that work. 

Mr J.A. McGinty:  If you free up Osborne Park Hospital, you can then move other patients to Sir Charles 
Gairdner Hospital. 

Dr K.D. HAMES:  If that is done, yes; that is the key.  The minister has for the past year had the ability to move 
patients to Kalamunda District Community Hospital, which is running at 60 per cent capacity. 

Mr J.A. McGinty:  One of the impediments has been that patients have always had the choice of staying.  I have 
said, “No, that should stop; if they don’t need an acute hospital bed, they should be required to be moved,” and I 
think we need to get a bit tougher. 

Dr K.D. HAMES:  That is what is in the Reid report. 

Mr J.A. McGinty:  We have only just done that in the past week. 

Dr K.D. HAMES:  The minister should not have, should he?  The recommendation was made in the Reid report 
in 2004.  Here we are, three years down the track; in fact, I was reading the Reid report today and looking at that 
list of recommendations.  The minister said during the estimates committee that all those recommendations had 
been met.  However, I am unaware of some specific recommendations having been met, particularly those for 
providing information to general practitioners.  Perhaps the minister could prepare his staff for the fact that 
during estimates I will be trying to tease out exactly which of the Reid report’s recommendations have been 
fulfilled, without his staff merely saying that they have done something when in fact only minor action has been 
taken and there is no end result. 

There are various other issues, but it has been good to have the opportunity to talk about some of the issues.  The 
opposition will make more comments about the specifics of the bill during consideration in detail. 

MR M.W. TRENORDEN (Avon) [5.51 pm]:  I convey to the Minister for Health my appreciation for the fact 
that he allowed me some months ago to conduct an inquiry into the Western Australian Centre for Remote and 
Rural Medicine, which gave me the opportunity to speak to a range of doctors from one end of Western 
Australia to the other.  However, I spoke to very few doctors in the metropolitan area who were not members of 
the Australian Medical Association.  The member for Geraldton and I conducted the inquiry, and part of the 
process was to look closely at the Medical Board of Western Australia.  I was impressed by the professionalism 
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of the current Medical Board and the capacity of its members to think laterally and to avoid a situation in which 
the Medical Board became a club that controlled all medical matters.  I know the minister has already spoken on 
the subject; however, when I conducted the WACRRM inquiry, I spoke to a lot of doctors and to the Medical 
Board.  I said to them that I appreciated the opportunity given to me by the minister. 

Mr J.A. McGinty:  It was a very good report. 

Mr M.W. TRENORDEN:  I really appreciated the opportunity.  However, the point I am making is that I spoke 
to a lot of rural doctors - not many metropolitan doctors - and I spent some time with the Medical Board.  I 
thought the Medical Board was very professional in the way it approached its work.  I was also impressed by the 
fact that it was determined not to become a club.  Some issues of real importance emerged from the Minister for 
Health’s second reading speech.  The lead speaker for the Liberal Party, the member for Dawesville, alluded to 
some of them.  However, at the time in question, the issues surrounding Dr Patel were really hot.  The minister 
said that medical practitioners who have been trained overseas, who are participating in Western Australian 
medical schemes and who are engaged in either rural practice or some metropolitan capacity are precluded from 
the ability to be transferred.  However, as the minister knows, they can after a time apply for standard 
registration.  That is happening a lot.  One of the concerns raised by the federal inquiry at the time was that we in 
Western Australia should make sure that we did not wear something that happened in Queensland; or, to put it in 
the inquiry’s language, something that we did here, Queensland would not have to wear; that is, the inquiry 
expressed great concern that people were recruiting doctors from overseas but that the process was not sharp 
enough to ensure those doctors were sufficiently skilled for registration in Australia. 

There was a case in the Kimberley a few years ago in which it was claimed by some health department 
administrators that a doctor was basically killing people. 

Mr J.A. McGinty:  Where was that? 

Mr M.W. TRENORDEN:  I will not say exactly which town, because it will get back to the doctor.  The doctor 
was a state employed doctor in the Kimberley; there are not a lot of doctors in the Kimberley.  However, the 
doctor was transferred to Kalgoorlie where he was placed under the administration or given the assistance of a 
senior doctor, and, under supervision, he did well.  There were no complaints.  The complaints had occurred 
when the doctor was acting outside his abilities and was isolated in the Kimberley.  It is important that someone 
has this sort of information.   

One of the messages that the member for Geraldton and I received very strongly was that there has to be not so 
much a register.  I recognise the member for Roe’s interest in this inquiry.  He put time into it, and I appreciate 
that.  The point is that somebody needs to know and understand our doctors.  An estimation of their capacities, 
their strengths and their weaknesses has to be made as part of that process.  If a doctor, particularly one with a 
practice in a country area, has known weaknesses, it is sensible to work on that doctor’s weaknesses or to make 
sure that the weaknesses are recognised and that some other appropriate arrangement is put in place.  During the 
inquiry, the member for Geraldton and I talked to the Medical Board about the process of ensuring that Western 
Australian doctors, in both the state and private systems, were known to the Medical Board and that no matter 
how long they had been in practice, their details were held. 

When we spoke about this, both the Medical Board and the current WACRRM, which I presume will change in a 
few months, were keen to undertake the process jointly.  I think that is a good thing.  I was impressed that the 
attitude of the current Medical Board was that it did not want to be all things to all people.  It was prepared to 
share the responsibility with the operating professionals in the state.  I see no problem with what the minister is 
doing, but I think it is important to keep our fingers on the pulse.  The member for Roe may want to interject, but 
it will be something like 10 to 12 years before the current enhanced student intake in Western Australia will 
qualify as medical practitioners.  We all know that some of them will go overseas.  A flow of students will be 
coming through, but it will be a decade before we see the results. 

Mr J.A. McGinty:  It will not be that long. 

Mr M.W. TRENORDEN:  It is the old insurance argument: it is this big now, but it will be reduced over the 
course of a decade. 

It is important that, as these people enter the medical system, there is a clear understanding of who each of them 
is and their capacities.  It is important that a training process is in place, as the minister outlined in his second 
reading speech, and that the training is tailor-made to the needs of each doctor, whether that person is employed 
in the state system or in private enterprise.  I was surprised at the fact that if country doctors are trained to a high 
level, they are highly unlikely to move to the metropolitan area because they cannot use those skills.  The skills 
of a GP in a country area will be broadly used by those GPs, whereas in the metropolitan area people go for more 
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precise outcomes from the medical treatment they seek: that is, they have the option to go to a specialist or to a 
specialist GP. 

The National Party sees absolutely nothing wrong with the bill.  I understand from my reading of the bill that 
there is no intention to change the flow of matters.  The minister is quick in his response, acting promptly since 
1894 and the reviews of 1993!  I think it would have been wise for the minister to leave that reference out of the 
second reading speech. 

Mr J.A. McGinty:  It’s all part of the history. 

Mr M.W. TRENORDEN:  It is all part of the history.  It is important that the system work well to provide 
confidence.  Issues surrounding people moving interstate are of critical importance. 

Sitting suspended from 6.00 to 7.00 pm 

MR T.K. WALDRON (Wagin) [7.00 pm]:  I start my comments on the bill by saying that the Nationals will 
certainly support the bill.  Generally, it is a good bill.  I do not have the background that the members for 
Dawesville and Roe have to comment on this bill because they were both medical practitioners.   

Dr G.G. Jacobs:  Don’t devalue yourself. 

Mr T.K. WALDRON:  I am not devaluing myself but I am also a realist! 

This bill deals with the standards governing medical practitioners.  It is important that high standards are 
maintained.  People in Western Australia and Australia generally have come to expect high standards.  The 
general community must have great confidence in medical practitioners.  From my experiences of medical 
practitioners, I have that confidence.  We must never let that confidence slip.  At the same time we must make 
sure that we allow those who have the qualifications to practise.   

I will touch on a couple of things that the member for Avon said.  I also have some concerns, particularly 
concerning people practising without registration.  That should never occur.  We only need a couple of rogue 
doctors - we have seen that happen in Queensland - to undermine the confidence of the public and damage the 
medical profession.  I will also be interested to hear the minister’s comments later about the benefits of the 
newly structured Medical Board.  The member for Avon and the member for Geraldton undertook a review of 
the Western Australian Centre for Remote and Rural Medicine.  The member for Avon said he was quite 
impressed with the Medical Board as it stood.  I do not see any problems with the changes but I will be interested 
to hear the minister’s comments. 

It is important for the board to continue to be able to allow conditional registration of doctors in remote and 
regional areas or areas of unmet need, particularly overseas-trained doctors who meet the standards and criteria 
for practice.  I know that conditional registration can be cancelled at any time.  The member for Avon 
highlighted the need for such doctors to be helped and mentored.  He cited a case of a doctor in the Kimberley 
who was obviously out of his depth and who was practising by himself.  He was perhaps working outside his 
abilities.  When he was relocated to the goldfields, he received help and guidance and became a very good local 
medical practitioner.  There is a great need for overseas-trained doctors in country Western Australia.  They 
serve a great purpose.  In some cases it took a while for local communities to be confident about those doctors.  
However, as time has gone on, the vast majority of those doctors have proved themselves and that lack of 
confidence is no longer there. 

The bill also refers to doctors from other states.  Practitioners registered in other states will gain automatic 
registration in Western Australia.  That is fine but it does not apply to practitioners who have a conditional 
registration, such as overseas-trained doctors working in areas of unmet need or working as general practitioners 
under a rural and remote area scheme.  That provision needs looking at closely because if a doctor has been 
given a conditional registration in Victoria or Queensland and then moves to Western Australia, that registration 
should be checked out thoroughly before he starts his practice.  I may be wrong, but as I read the provision, a 
doctor cannot just move between states.  The member for Roe may be able to enlighten me a little.  It seems 
fairly obvious that such a doctor may have to meet other conditions in different states.  Nevertheless, such 
doctors need to be fast-tracked so that we can utilise doctors with ability.  I see the same thing happening a little 
bit with teachers who are overseas trained.  It takes far too long for their experience to be recognised.  We have a 
shortage of teachers, as we have a shortage of doctors, in rural Western Australia in particular.  One example 
may be a teacher who got his qualifications in Rhodesia.  The qualifications may be questioned to start with, 
which I think is fair enough.  However, if that person has been accepted and reregistered in, for example, Great 
Britain, and has been teaching for 26 years, it seems silly that the person is not granted the ability to teach in 
Western Australia.  The person I am talking about is an extremely good teacher.  I hope the same thing does not 
happen with doctors who have only conditional registration in other states. 
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That is more or less all I want to say at present.  I will follow the consideration in detail to see whether any 
specific issues come up that will affect people in rural Western Australia.  However, before I finish, I highlight 
the importance of doctors to any community, whether it is in the city or the country.  It does not matter where it 
is because we all rely heavily on medical practitioners for medical advice and, sometimes, for family advice.  
Referring specifically to the issue of mental health in my region, doctors - and even local politicians - end up 
being counsellors.  Many members here tonight have probably acted as a counsellor to people on many 
occasions.  The member for Peel will probably find that more and more as he goes along.  It surprised me when I 
became a member of Parliament that I ended up doing a lot more counselling than I thought I would.  I find 
doing that sort of thing a very satisfying part of the job because I am able to help somebody with his or her 
everyday life from my own office.  That gives me as much satisfaction as anything else I do.   

It is very important that we support doctors.  We need to make sure, particularly with country doctors, that we do 
not burn them out.  Doctors are often asked to perform above and beyond the call of duty, particularly when 
there is only one doctor in a town.  We are all human beings and we can get burnt out.  It is something we need 
to monitor closely.  I support the member for Avon in the monitoring and ongoing training of particular doctors.  
However, I am not quite sure how we structure that.  I have not spoken to him about it yet but I will do so at a 
later date. 
This is a good bill.  The thrust of the bill is very positive.  It will enhance the profession.  I will be interested to 
hear the comments of the member for Roe, as I was the member for Dawesville.  The Nationals will support the 
bill.   

DR G.G. JACOBS (Roe) [7.09 pm]:  I thank the house for the opportunity to talk to the Medical Practitioners 
Bill 2006.  It is great to see that we are coming into the modern age.  The minister said that the bill is largely a 
modernisation of the Medical Act 1894, and the provisions in the bill are modelled on the provisions in bills 
relating to the regulation of other health professionals, although with significant differences.  I suggest that there 
are significant differences.  We have dealt with a raft of health professional bills, from the Osteopaths Bill to the 
Podiatrists Bill, the Physiotherapists Bill and the Dental Bill.  Now we have the Medical Practitioners Bill. 

It is unfortunate that the Minister for Health is not in the chamber this evening.  However, when I spoke on the 
Pharmacists Bill, I noted that it referred to, as does the Medical Practitioners Bill, protecting the public, 
protecting consumers.  In the minister’s second reading speech on the Medical Practitioners Bill, he said - 

. . . a modern registration scheme to ensure that only properly qualified and competent persons are 
registered to practise medicine and to regulate the practice by those persons for the purpose of 
protecting consumers of health services in Western Australia. 

In the opening remarks of the second reading speech on the Pharmacists Bill, we got the same patter.  However, 
with the Pharmacists Bill, the minister went on to talk about the ownership of pharmacies by pharmacists.  He 
said that a pharmacist is allowed to own four practices.  He talked about a lot of those administrative, 
commercial issues regarding the practice of pharmacy.  What does the Medical Practitioners Bill do?  I suggest 
that in 1994 my medical practice was given away to corporatisation.  That was many years ago.  In the pharmacy 
arena, was there any talk about giving away pharmacies and anybody other than a pharmacist being able to own 
a pharmacy?  As I said at the time we discussed the Pharmacists Bill, worse than that, there was an issue of 
monopoly in the pharmacy industry.  By some anomalous thing that I cannot understand, it was extended from 
two to four pharmacies, so that a pharmacist could own four pharmacies instead of two. 

As I said, medical practices were corporatised years ago.  As the member for Dawesville said, a pharmacist can 
own my medical practice, but I cannot own his pharmacy.  I do not particularly want to own a pharmacy.  I 
suggest that there may be a conflict of interest, and I understand that.  However, it is rather hypocritical to talk 
about a pharmacy bill under the national competition policy, which is about deregulating industry, combating 
any anticompetitive behaviour.  Under the guise of that is the issue of medical practices being able to be owned 
by people other than medical practitioners.  When it came to the pharmacists, it was quite different.  The true 
winds of competitive behaviour and of making a deregulated industry were not good enough for the pharmacists, 
but they were good enough for my practice and for my profession almost 13 years ago. 
There are some issues.  I can understand the concerns with the bill, and I support some of them.  However, I 
point out that anomaly and the almost hypocritical approach.  If we were to talk about a template of the 
Osteopaths Bill and deregulation under national competition policy of all those health professionals, I say that if 
it was good enough for all those health professionals, it was good enough for the pharmacy profession. 

There are issues concerning this bill that deal with a lot of rules, regulations and codes of practice.  I understand 
all of those, and I believe they are important.  There is the issue, and has been for some years, that the 2001 
review of the whole situation found that, in disciplinary proceedings against members of my profession, rather 
than have a specialist medical tribunal, such matters should go to a state administrative tribunal.  It was thought 
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that a specialist medical tribunal was boys looking after the boys, or girls looking after the girls - basically, 
Dracula in charge of the blood bank.  Therefore, on the issue of disciplinary proceedings, it was thought that this 
was too close and that in fact a SAT proceeding would be a more independent process by which to take 
disciplinary proceedings against members of the profession.  That situation has existed for some time.  I would 
defend that necessarily.  However, I suggest that in fact an independent medical tribunal, with specialists on the 
tribunal - for instance, in a situation in which there was a disciplinary matter against me - would be at arms 
length and would be distant enough and independent enough, particularly in understanding all the nuances of 
medical practice and all the factors that would come into consideration in any ruling of any particular body 
against a doctor.  I believe it is important that there are guidelines for disciplinary and competency matters.  I 
will read from the minister’s second reading speech.  He stated - 

Disciplinary and competency matters are referred to a professional standards committee for further 
investigation.  An assessor may be appointed to assess the clinical competence of a doctor and to 
provide a report to the committee.  An investigator may be appointed with powers to allow him or her 
to fully investigate disciplinary matters and report to the committee. 

It smacks of almost too many steps, too many stages and too many people.  We know that the more people there 
are in a process, the more tortuous it can become.  That is not to devalue my thoughts about discipline and 
competency in medical practice.  I believe they are important.  Discipline and competency committees and 
impairment review committees are all very important.  I will share with the house an example of why they are so 
important.  In my practice, which I had for 25 years, I ended up being on a peer review committee.  Before that 
peer review committee came a case of a surgeon who practised within the region - not in my town but in the 
region.  I was on that peer review committee, and an issue of competency came before it.  There was an 
associated issue of a possibly impaired doctor, because he was addicted to alcohol.  The case was brought before 
the peer review committee and an incident that occurred when the surgeon was on call at the hospital was cited.  
A young woman aged about 26 was admitted to the intensive care unit with burns to 40 per cent of her body.  
She was under the management of the surgeon.  He was telephoned at two o’clock one morning about the issue 
of hydration.  The woman had not passed urine for 12 hours, and the surgeon was asked for a consultation.  He 
said in a very slurred voice that he could not come to the hospital, but if the woman had not passed urine for 12 
hours, the nursing staff should administer 120 milligrams of Lasix, which is a diuretic - it pushes the body to 
make urine, but takes fluid out of the body as a result.  Practitioners understand that the most common reason for 
a person with burns to 40 per cent of the body not passing urine is dehydration.  The amount of fluid lost from 
the area of the burn is exceptional, and that needs replacement.  The nursing staff decided that they would call 
that treatment into question, so they rang a second doctor, who was a general physician in the town.  He came 
into the hospital, saw the patient, countermanded the order of 120 milligrams of Lasix, put up more fluid and 
transferred the girl to Perth. 
As we were going through the process of peer review, dealing with the issues of competency and impairment, 
the surgeon did a moonlight flit and left the country.  He went to Saudi Arabia and spent some time working 
there as a surgeon.  I was very surprised, the week before last, to see on the front page of The Australian a story 
about the same surgeon going through an inquest in Mt Isa in Queensland.  The surgeon was charged with 
medical negligence.  Members in the chamber may have read the article.  A woman was admitted with an intra-
abdominal condition that needed surgery.  The allegation was that the surgeon waited four days before 
performing the surgery.  Quite differently from the scenario in Kalgoorlie, two drips were inserted and the 
woman was hydrated.  The only problem was that the woman gained 31 kilograms in three days.  She died, and 
the case is going through the courts.  The family is prosecuting a case of negligence. 

I told that story to indicate that I regard disciplinary, peer review, competency and impairment matters very 
seriously.  If they are not dealt with, the problem will move and pop up in Mt Isa, Bundaberg or somewhere else, 
and people will die.  It is important that the process is effective, is not made more tortuous and produces the 
result of giving help and advice and changing practices.  The most difficult aspect is that, in cases of impaired 
doctors, other doctors tend to give them the benefit of the doubt.  It is probably similar in a lot of other 
professions.  The issue of discipline, changing practice and taking punitive action is therefore very difficult, but, 
as the example I have outlined shows, very important to the community.  These cases do not happen overnight; 
they do not pop up out of nowhere, as is demonstrated by the example I gave in which a doctor moved from 
Kalgoorlie to Saudi Arabia and then to Mt Isa.  They do not pop out of nowhere; there is always a trail that needs 
to be followed.  

I will speak now about the issue of registration. The member for Wagin spoke of the example of doctors coming 
from other states.  Over the years I have employed locum doctors on numerous occasions, and I can talk about 
the difficulties of hiring doctors from other states.  It is difficult enough to obtain their services, but it is also 
difficult to obtain history and records about their previous practice. 
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[Member’s time extended.] 

Dr G.G. JACOBS:  The minister said in his second reading speech -  

Medical practitioners who have general or specialist registration under corresponding laws in another 
state or territory will be taken to be registered in Western Australia. 

This means that, if it is all right in Queensland, it is all right in Western Australia.  I suggest that we think about 
that a little, because I can say from experience that it does not absolve us from doing the registration homework 
for ourselves in Western Australia.  How often have I employed locums from Tasmania or Queensland or any 
other state, and problems have arisen during the tenure of employment?  As was the case with the roving surgeon 
who popped up in Mt Isa, it has to be asked whether there is any history here.  During consideration in detail, I 
will ask the minister for clarification, because I do not necessarily believe that registration in another state should 
automatically qualify a doctor for registration in Western Australia.  I have a bit of concern about that.  It does 
not absolve us from doing our own homework through the Medical Board.  It is an important issue of 
professional standards and competency. 

The member for Wagin talked about training.  The problem I found in employing overseas-trained medical 
practitioners was that it was often very difficult to make sure that I was comparing apples with apples.  By that, I 
mean that certain things may be listed on a person’s CV.  However, when we are dealing with competency, 
professional standards and clinical and procedural skills, it is sometimes enormously difficult to know whether 
people can actually do the things that are listed on their CV.  It often depends on which country or jurisdiction 
people have come from, which medical school they attended, or which hospital they were trained at.  Therefore, 
I draw attention to the issues that are raised in clauses 69 and 74 with regard to the communication of 
qualifications.  We need to ensure that when overseas medical practitioners are employed, we are comparing 
apples with apples, not only on training, but also on clinical and competency matters.  If Western Australia did 
not employ overseas medical practitioners, our medical and health system would grind to a halt.  There is an 
enormous number of overseas trained doctors in Western Australia.  Most of those doctors are extremely well 
trained and very clinically competent.   

I want to talk now about the medical complaints committee, the professional standards committee and the 
impaired doctors committee.  The issue of professional standards is very important.  Patients need an avenue for 
complaint when they believe professional standards have not been met.  I have been reported to the Medical 
Board of Western Australia once in my 25 years as a doctor.  Everyone is looking up now!  Everyone is 
suddenly very interested!  The member for Yokine has actually stopped talking!  He thinks I am going to spill 
the beans!  He keeps taking every opportunity to tell me that in some way I am doing something wrong by 
keeping my provider number.  Yesterday evening, I chaired a meeting of 600 people in Esperance who were 
concerned about the potential lead toxicity in birds, and the implications on the human population. 

Mr R.C. Kucera:  Why are you mentioning me?  What is your point? 

Dr G.G. JACOBS:  I will get to it.  The community of Esperance wanted to hold a public forum with all the 
stakeholders involved in this issue; that is, the Department of Health, the Department of Environment and 
Conservation, the Shire of Esperance and the Esperance Port Authority.  The community wanted the meeting to 
be chaired by an independent facilitator.  However, that did not eventuate.  Therefore, in the end, muggins was 
asked to chair that meeting.  The 600 people at that meeting wanted to talk about what had happened, how it had 
happened, and what could be done about it.  I must say that the meeting went reasonably well.  We reached some 
sort of resolution about the way forward for the export of lead carbonate through the port of Esperance.  I had 
just wound up the meeting when a colleague came to me - this was 10 o’clock at night - and said, “I want you to 
take off that hat, and come with me.”  He took me to the hospital and to a girl in the emergency department who 
was clutching her stomach.  He said, “She has appendicitis.  There is no surgeon in town.  It is 10.30 at night.  I 
wonder if you would take her appendix out?”  I had just chaired a meeting of 600 people.  I can tell members 
that I had some trepidation about chairing that meeting because, from a political point of view, if the meeting had 
gone belly-up and turned into a riot, I would not have looked good, but if I had tried to control the meeting too 
much, people would have said that I had not given them the opportunity to have their say.  Anyway, member for 
Yokine, the reason I keep my registration, the reason I keep my professional development points, and the reason 
I undertake some medical practice, is so that -  

Mr R.C. Kucera:  Why pick on me? 

Dr G.G. JACOBS:  Because the member for Yokine is always at me about double dipping!  He never stops 
asking me whether I still have my provider number, as though I am ripping off the system because I am taking a 
parliamentary stipend.  The reason I keep my provider number is so that I can take out some unfortunate girl’s 
appendix, after I have chaired a public meeting late at night -   
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Mr R.C. Kucera:  Not at all.  My point is that while you are holding a provider number, you are preventing a 
young doctor from practising in Esperance.  

Dr G.G. JACOBS:  That is absolute rubbish!  The member has a very cynical and twisted way of looking at the 
situation!  If the member can find a doctor, or doctors, to come to country centres and practise medicine, as I 
have for the past 26 years, not only delivering babies but taking out appendixes and doing everything else, fine!  
However, the member should not criticise me by saying that I am holding a provider number that is keeping 
someone else out, because it is not! 

Mr R.C. Kucera:  I am not criticising you at all.  I am criticising the system.  You do not want to listen to me.  I 
am criticising the system. 

Dr G.G. JACOBS:  It is very unfortunate -  

Mr R.C. Kucera:  Why do we not have geographic provider numbers in this country?   

The ACTING SPEAKER (Mr M.J. Cowper):  Order, member!   

Dr G.G. JACOBS:  The member for Yokine knows, as he was Minister for Health at the time I was president of 
the Rural Doctors Association of WA, that while I was in that position I supported the concept of geographic 
provider numbers. 

Mr R.C. Kucera:  Absolutely!  You were fantastic about that!   

Dr G.G. JACOBS:  Yes, I was. 

Mr R.C. Kucera:  That is why I cannot see why you have backed off from being interested in that. 

Dr G.G. JACOBS:  I am no longer president of the Rural Doctors Association! 
Mr R.C. Kucera:  When you came into the Parliament, you changed your views!   
Dr G.G. JACOBS:  I have mentioned geographic provider numbers in this place.  The fact that I am a member 
of the Australian Medical Association and the Rural Doctors Association does not necessarily mean that I agree 
chapter and verse with everything they say.   
Mr R.C. Kucera:  That is why I admired your role as head of the Rural Doctors Association! 
Dr G.G. JACOBS:  I have to tell the member for Yokine that I admired his role as Minister for Health!   
Mr R.F. Johnson:  What! 
Dr G.G. JACOBS:  That is right.   
Mr R.F. Johnson:  For goodness sake!  I would not go that far!   
Dr G.G. JACOBS:  That is right.  
Mr B.S. Wyatt:  You have had too much to drink!  Sit down! 
Ms J.A. Radisich:  Yes - sit down!  
Dr G.G. JACOBS:  The member for Victoria Park and the member for Swan Hills want me to sit down!  I heard 
a lot of criticism of the member for Yokine when he was Minister for Health.  However, I had a rapport with the 
member when he was Minister for Health.  I thought he was a good minister.  
Several members interjected.  
Dr G.G. JACOBS:  Hang on!  I give credit where credit is due!  However, the member for Yokine does not 
return it!   

Mr R.C. Kucera:  I am trying to, but you will not let me!   

Dr G.G. JACOBS:  All he does is throw barbs at me about having a provider number and keeping another 
doctor out of regional Western Australia.  That is below the belt.  That is unfair.  It is also not true.  I keep my 
provider number, my professional development points and my clinical skills because one day the member for 
Yokine might fall over the side of his chair and he might need me.  What will I say?  I will have to say, “Sorry, 
I’m not up to date.  I don’t have my provider number.  I can’t help you.” 
Mr R.F. Johnson:  We need as many doctors as we can get in this place. 
Ms J.A. Radisich:  You’ll get much better quality ones on this side. 
Mr R.F. Johnson:  You might have better looking ones. 

Dr G.G. JACOBS:  The member is probably right about that.  I have no time left. 
[Resolved, on motion by Mr R.F. Johnson, that the member’s time be extended by 10 minutes.] 
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Dr G.G. JACOBS:  I did divert from the subject matter.  I wish to talk about offences under the Medical 
Practitioners Bill 2006.  The offences of posing as a doctor when one is not a doctor or saying that one can carry 
out a particular procedure when one does not carry out a procedure come under clauses 124 and 125.  Clause 
124, “Persons who may practise medicine”, states that it is an offence to practise medicine unless registered 
under the act.  That is quite straightforward.  The penalty for an individual is a fine of $5 000 and a daily penalty 
of $200.  Clause 125, “Persons who may be employed or engaged to practise medicine”, states that it is an 
offence to employ or engage a person to practise medicine unless the person is registered under the act.  These 
clauses cover the offences of posing as a doctor, practising procedures fraudulently and a doctor not doing things 
he says he does.   
I put out a small warning to the house that we can make all sorts of rules, but there are a lot of people out there - 
I think the member for Dawesville or the member for Wagin has touched on this issue - in the area of medicine 
or alternative-type procedures who do not come under this act.  I will share a story with members.  In my town 
about 15 years ago it was well advertised that a Filipino faith-healer was coming to town.  The Filipino faith-
healer was in town for about a week.  I started hearing stories from people within the town about how this faith-
healer “practitioner” was doing all sorts of great things, including removing gallstones.  A patient of mine went 
to this Filipino faith-healer and then came back to me the next day and said, “Doctor, I’ve had my gallstones 
removed.”  I asked her to show me the scar.  There was no scar.  I asked her how she felt.  She said, “I feel 
fantastic.  I feel great.  I’ve no more dyspepsia fat intolerance.”  As an aside, it was a bit like my fat intolerance 
that I talked to the doctor on the other side of the house about.  She told me to stay off the one beer I have in the 
evening.  I thank her very much for that advice because I feel a lot better.  Anyway, in order to explore this issue 
a little further, I paid a visit to the Filipino faith-healer. 
Ms J.A. Radisich:  In a professional or personal capacity?  

Dr G.G. JACOBS:  I did not go as a patient.  I could not say that I saw him professionally because I do not 
think he was a professional.  I made myself known to him.  He was leasing residential premises, and he was 
practising in one of the bedrooms. 
Mr R.C. Kucera:  Where was it? 

Dr G.G. JACOBS:  In Esperance 15 years ago.  I said to him, “I believe you’re taking gallstones out of people.”  
He said, “Yes.”  I said, “I’ve got a bit of time off tomorrow afternoon.  Do you mind if I come and watch?”  He 
said, “That’s fine, you can come and watch.”  The next day I got through all my patients and at two o’clock I 
zoomed off to his residence.  I was ushered into a room.  It was dark and there were some candles burning.  The 
patient was on the bed.  The Filipino faith-healer washed his hands and plunged them into the right upper 
quadrant.  He started to knead as though he was kneading dough to make bread.  I am talking about an area 
further down - the member for Hillarys was pointing to his breast!  It is a bit lower.  I am talking about the upper 
quadrant of the abdomen.  Suddenly, after all this kneading, some red liquid appeared.   
Ms J.A. Radisich:  From where? 

Dr G.G. JACOBS:  From the bottom of this depression that he was creating when he delved his hands in under 
the ribs.  He would come out with this red liquid on his fingers.  He had a steel bucket by the bed.  He flicked his 
fingers and I heard this ting sound.  He would go back in and out again and then there would be another ting 
sound.  Every time we heard this ting sound, it indicated that a stone had come out and he was depositing the 
stone in the bucket. 
Ms J.A. Radisich:  Was there any incision or was it just through the skin? 

Dr G.G. JACOBS:  No.  He was just kneading with his hands.  He used no scalpel.  I was really intrigued by all 
this.  I asked this patient to come back to the surgery and I ordered an ultrasound.  After the ultrasound, we found 
that the gallstones were still present.  Surprise, surprise!  The patient paid $400 for the privilege of this 
treatment.  I thought that in light of the fact that the ultrasound showed that stones were still present, this was 
fraud.  I took the case to the Medical Board of Western Australia.  The Medical Board said, “Doctor, is this 
Filipino faith-healer posing as a doctor?  Does he call himself a doctor?”  I said, “No, he doesn’t.”  The board 
said, “Look, does he physically pick up a scalpel and make an incision?”  I said, “No, but what I am concerned 
about is that he is saying that he is doing something medically to a patient that I can prove he has not done, and 
has charged her $400 for the privilege.”  The board said, “Dr Jacobs, if this Filipino faith-healer is not posing as 
a doctor and he doesn’t pick up a scalpel, it doesn’t come under our jurisdiction.”  I provide that example to 
suggest that there are limitations in trying to restrict bad practice or offensive practices.  Yes, we can tighten up 
those practices in the medical profession, but we should be broadminded enough to understand that - 

Ms J.A. Radisich:  Mr Acting Speaker. 

Mr R.F. Johnson:  He’s not finished yet!   
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Ms J.A. Radisich:  That is the point; I am enjoying the member for Roe’s speech so much.  I know that the 
member for Roe has already been granted an extension of time, and even though I voted against the last 
extension, I think it is imperative that he be granted another extension so that we can all enjoy the contribution 
he is making to the house at this time.   

The ACTING SPEAKER (Mr M.J. Cowper):  Member for Swan Hills, notwithstanding your great enthusiasm 
for the member for Roe’s dissertation, the member is entitled to only one extension, which has already been 
granted.  I ask the member for Roe to hasten to his conclusion.   

Dr G.G. JACOBS:  On the issue of undue influence, I come back to my initial statement.  Medical practice was 
given away years ago to people who are not doctors, unlike what has happened with pharmacists.  There is the 
possibility of commercial influences being brought to bear on doctors who are employed by corporations.  For 
instance, if I were working for a corporation, I might be told, “Doctor, you need to see 50 patients a day instead 
of 30, because this operation is not making any money.”  That would be undue influence.  After having enabled 
corporate influence on medical practice with the changes in 1994, a clause on undue influence must now be 
included in this bill so that those bad commercial influences on clinical practice do not occur.  The bill contains 
quite major fines to stop that occurring.   

MR J.A. McGINTY (Fremantle - Minister for Health) [7.52 pm]:  If no other member wishes to contribute to 
this debate, I will thank members for their varying contributions to the debate, including the reference to Filipino 
faith-healers.  Given the absence of the opposition health spokesperson, I will seek leave to continue my remarks 
at a later stage.  That would enable me to address these matters when the shadow Minister for Health is here.  He 
is paired this evening.   

[Leave granted for the minister’s speech to be continued at a later stage.] 

Debate thus adjourned. 
 


