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MENTAL HEALTH BILL 2013 
Committee 

Resumed from an earlier stage of the sitting. The Chair of Committees (Hon Adele Farina) in the chair; 
Hon Helen Morton (Minister for Mental Health) in charge of the bill. 

Clause 28: Detention to enable person to be taken to authorised hospital or other place — 
Committee was interrupted after the amendment moved by Hon Helen Morton (Minister for Mental Health) had 
been partly considered. 

Hon STEPHEN DAWSON: Why did the minister simply not delete the words “or physical”? Why does she 
want to delete the entire phrase “because of the person’s mental or physical condition”? 

Hon HELEN MORTON: Before I answer that question, I would like to table a document that we were asked 
for last week. It is the jurisdictional comparison around electroconvulsive therapy and psychosurgery. 

[See paper 1888.] 

Hon HELEN MORTON: Without those words in clause 28(4)(b), it states — 

as a consequence, the practitioner is satisfied that the person still needs to be detained to enable the 
person to be taken to the authorised hospital or other place. 

This is about a person who has been referred and detained. The requirements for referring and detaining a person 
have already been covered and they include the requirement to have a mental illness. I will point the member to 
the subclauses that require a person to have a mental illness. When the question was asked—it is quite an 
appropriate question—people were concerned about the word “physical”. Once again, I had the same problem 
with some other clauses. People thought that a person could somehow or other be detained just for having a 
physical illness. However, a person must have had a mental illness even to get into this position. As a result, in 
looking at how people could better understand that a person cannot be detained just because of a physical illness, 
we relied on the requirements for referral and detention, which already include that a person must have a mental 
illness. 

Hon SALLY TALBOT: I have a suggestion for the minister, which I make in good faith, recognising that 
I think we agree that the reference to physical illness needs to be deleted. I wonder whether clause 28(1) needs a 
cross-reference to clause 25(1), so instead of stating “if satisfied that, because of the person’s mental or physical 
condition” et cetera, it would state “if satisfied that the person fits the criteria for involuntary detention defined in 
clause 25(1)”. 
Hon HELEN MORTON: It is not necessary because the detention powers under clause 28 apply only to 
referred persons and the requirements set out for referral for examination already cover the criteria requirements. 
Hon SALLY TALBOT: Now I am very confused. It could not possibly be, could it, that the amendment we just 
agreed to to replace the word “referral” with the word “order” actually refers to a transport order, not to an 
involuntary treatment order? 
Hon HELEN MORTON: Again, I would make the point that the criteria for an involuntary treatment order are 
set out in clause 25. We are talking about people who meet the criteria set out in clause 25. The authorised 
mental health practitioner or medical officer believes that a person meets those criteria and refers them to an 
authorised hospital or another place where this can happen. 
Hon Sally Talbot: Where what can happen? 
Hon HELEN MORTON: Where they are going to be assessed. 
Hon Sally Talbot: For an order to be made? 

Hon HELEN MORTON: Just a minute. A person has been referred for examination and that examination will 
be undertaken by a psychiatrist. We are at the stage at which the criteria have been met by the medical 
practitioner or an authorised mental health practitioner and the person has been referred, and in that referral time 
frame their condition has perhaps deteriorated sufficiently and people are feeling concerned about them taking 
off from the hospital, or whatever, and so a detention order has been made. The person has already met all the 
criteria to be in that situation in the first place, as set out in clause 25. It is unnecessary to again state in the 
legislation “because of the person’s mental or physical condition” and that is why it has been removed. Looking 
at how we could simplify the issues around physical condition related to mental illness—that is what was being 
referred to—it seemed better to take out the reference at that stage to physical and mental condition because the 
criterion that this person has a mental illness has already been satisfied for them to even be there in the first 
place. 
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Hon SALLY TALBOT: Could the minister tell the house exactly to whom clause 28 is supposed to apply? The 
way that I read it, this is under division 2, “Referrals for examination”, and it is not referring to somebody who is 
already subject to an involuntary treatment order. 

Hon Helen Morton: That is correct. 

Hon SALLY TALBOT: This is a person who is not already subject to an involuntary treatment order but is 
suspected of needing an involuntary treatment order. Clause 28(1) states — 

A medical practitioner or authorised mental health practitioner may make an order authorising the 
person’s detention … 

Presumably that is not an involuntary treatment order. What sort of order is it? 

Hon HELEN MORTON: It is a detention order. For members’ information, this provision does not apply under 
the existing act. While a patient is waiting to be examined by a psychiatrist in an emergency department, for 
example, the staff rely on duty-of-care provisions to keep the patient there. Often patients are very volatile and 
very agitated and do not want to be there; they want to run away, but they have a referral order to be examined. 
The mechanism by which they are detained—in inverted commas—in an emergency department is under 
a policy of duty of care to the patient to ensure that that patient does not run outside and under a vehicle and get 
killed or hurt somebody else in that process. This bill is clarifying that once that person has already met the 
criteria for the authorised mental health practitioner or the medical practitioner indicating that they have met the 
criteria for involuntary care — 
Hon Sally Talbot: Excuse me, the phrase used is “reasonably suspects”. 

Hon HELEN MORTON: Yes, that is correct, because right up until this point the person has not been 
examined by a clinical psychiatrist. That is the process by which we get people to an examination. However, 
there is a requirement in that process to detain people for up to 24 hours if they could be at risk if they were to 
leave the place, given that they have already met the criteria for an involuntary treatment order under clause 25 
and there is a suspicion by the authorised mental health practitioner or the medical practitioner that they meet 
that criteria and the patient has been referred for examination. This order will enable us to detain a patient until 
an examination takes place if the patient is agitated and volatile and wants to leave. 

Hon SALLY TALBOT: I now understand why my first suggestion does not work, but would the minister 
consider using the words “reasonably suspects” to include a reference to clause 25(1)? I have just realised that in 
the debate before question time about the government’s amendment to clause 28 to replace the word “referral” 
with the word “order”, we were talking about a detention order. A detention order is not defined in the bill, is it? 

Hon HELEN MORTON: I am just looking to see whether it is specifically defined, but it is an order used to 
detain people for this purpose and that type of order is reasonably well understood by people. I do not know 
whether there is a specific definition for everything. 

Hon SALLY TALBOT: What the minister said makes sense in the context of this debate because we are all 
quite familiar with the legislation. I put it to the minister—I am not trying to score a point here—that throughout 
the bill there are references to orders, and this is a prime example. My question was prompted by clause 27, 
which states — 

… before the referral expires, whether or not a transport order is made under section 29(1) in respect of 
the person. 

Then all of a sudden clause 28 states — 

… from the time when the referral is made if satisfied that, … 

Sometimes the term is qualified. In division 2 there are references to involuntary treatment orders, community 
treatment orders, transport orders and orders that the minister now says are detention orders. I think we could do 
this in either one of two ways, or both ways if the minister wants to do it belt and braces. I think we need to have 
a definition of “detention order” because that is something that is qualitatively different from any other sort of 
order referred to in the legislation. However, we also ought to qualify the term “order” when it is used in a clause 
such as this one. 

Hon HELEN MORTON: Once again, there is no need for a definition of “detention order” in the definitions 
section of the legislation if that is what the member is suggesting, because it is spelled out in clause 28(1), which 
states — 

… may make an order authorising the person’s detention for up to 24 hours … 

It is actually defined in clause 28(1). 
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Hon SALLY TALBOT: Is the second reference to “order” in that sentence to the same sort of order? 

Hon HELEN MORTON: Yes, it is. 

Hon SALLY TALBOT: Minister, I can just about accept that, although later in clause 28(9)—this has only just 
come to my attention; I am flying blind—all of a sudden there are other references to orders. In fact, looking at 
pages 26 and 27 of the bill, is the minister telling me that this legislation is as clear as we could possibly make it? 
Is it perfectly clear that subclauses (3), (4) and (6) refer to detention orders and not involuntary treatment or 
transport orders? 

Hon HELEN MORTON: The answer is yes because, remember, at this stage the person has not been examined 
by a psychiatrist and it therefore cannot refer to anything other than the order for detaining a person for the 
purpose of that examination. In all cases “order” in this clause refers to the detention order. 

Hon SALLY TALBOT: I give the minister notice that during the dinner break I will check with the clerks about 
whether the Interpretation Act covers this sort of circumstance. 

Hon HELEN MORTON: I will make one further comment to help clarify it. Drafting by the parliamentary 
counsel experts clarified this for us as well; they made it absolutely clear that it refers to “an order made under 
this section”. Subclause (9) makes it clear in the words — 

A practitioner who makes an order under this section in respect of the person must ensure that the 
person … 

It refers to “under this section”. 

Hon SALLY TALBOT: I take the minister back to her prior comment when she said that it must be 
remembered that this person has not had an involuntary treatment order made, and that they are subject to the 
detention order only because a practitioner reasonably suspects that they are in need of an involuntary treatment 
order. I think the minister will understand that the reason we have not drafted this amendment formally is that we 
are unpacking this issue as we go along. Speaking personally and not for anybody else on this side of the 
chamber, I understand more about what is involved in this amendment now than when I first noted it in my copy 
of the Mental Health Bill. I put it to the minister that the clause needs a reference back to clause 25(1). Instead of 
saying “because of the person’s mental or physical condition”, we ought to be saying that this detention order, 
which after all is effectively an involuntary detention order or a mandatory detention order — 

Hon Helen Morton: The person is detained. 

Hon SALLY TALBOT: The person is involuntarily detained. We should not be saying that the only reason a 
person can be involuntarily detained is when a practitioner thinks they need to be taken to the authorised 
hospital, which is what the bill will state if those words are simply removed. It states — 

… if satisfied that … the person needs to be detained to enable the person to be taken to the authorised 
hospital … 

It ought to state that the person needs to be detained to enable the person to be taken to an authorised hospital in 
order to assess whether they meet the requirements of clause 25(1) and are therefore going to be subject to an 
involuntary detention order. There is no reason for detaining a person and sending them to an authorised hospital 
other than to have that diagnosis confirmed. 

Hon Helen Morton: Or to have that examination. 

Hon SALLY TALBOT: It is to have the examination take place that will either confirm or not confirm that the 
person meets the five provisions in clause 25(1). It therefore needs a cross-reference to the reasons why 
a detention order can be made. It cannot just be because they need to be taken to an authorised hospital. 

Hon HELEN MORTON: I think that the member has answered her own question; in fact everything she said is 
correct. Clause 26(2) states — 

The practitioner may refer the person for an examination to be conducted by a psychiatrist at an 
authorised hospital. 

Hon Sally Talbot: Yes, but that does not involve the detention order; does it? 

Hon HELEN MORTON: It is giving the reason for why they are being sent to an authorised hospital. If in the 
process of the detention to enable that person to be taken to the authorised hospital, which is the heading for 
clause 28, the person needs to be detained, that is what the clause is there for. It is already covered. Everything 
that the member has requested is already covered in clauses 25, 26, 27 and 28. It is a matter of reading them 
consecutively and understanding that it is already covered. 
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Hon SALLY TALBOT: I think we have a better understanding now of the whole of this division because of 
what we have talked about. However, if I were looking at a draft of the bill, I would want to be a little more 
precise. My personal feeling is that we should include a cross-reference to earlier clauses to make it perfectly 
clear that this person is not the subject of an involuntary treatment order, but is in fact the subject of a detention 
order, which may well expire or may well not lead to the person being made the subject of an involuntary 
treatment order. 

Hon HELEN MORTON: In addition, I would say that not all referred persons need to be detained unless their 
condition applies. 

Hon Sally Talbot: Yes. 

Hon HELEN MORTON: So, this is wholly and solely just about those people whose condition is such that they 
need to be detained to enable them to move to the authorised hospital and to get that examination. 

Hon SALLY TALBOT: I think we will leave it there. The minister makes me more concerned with every 
explanation she gives. The problem is the phrase “needs to be detained”. We are right to ask the practitioner why 
this person needs to be detained. The only answer the minister is giving is: it is because they need to be detained. 
The minister cannot self-refer like that; she has to refer to something else. The something else has to be in order 
for the person to have the examination that will either confirm or not confirm that the practitioner’s reasonable 
suspicion that the person ought to be subject to an involuntary detention order is in fact correct. 

Hon HELEN MORTON: We are still on clause 28, and subclause (6) reads — 
An order made under this section must be in the approved form and must include the following — 

(a) the date and time when it is made; 
(b) the date and time when it expires; 
(c) the reasons for making it; 
(d) the … qualifications … of the practitioner making it. 

Hon Sally Talbot: Is the minister drawing attention to paragraph (c)? 

Hon HELEN MORTON: Yes, to clause 28(6)(c). 

Hon SALLY TALBOT: I put it to the minister that the person could satisfy the provisions of clause 28(6)(c) by 
saying that the person needed to be detained. 

Hon HELEN MORTON: I think that we are kind of rounding off this conversation. If anybody were of the 
mind—the people I refer to as authorised practitioners are mental health practitioners—they could say anything. 
The point is that they are required to give reasons for making the order in the first place. However, clause 28(1) 
makes it absolutely clear that the person can be detained only to enable the person to be taken to the authorised 
hospital or other place. The other point I make is that this matter has been fully discussed with parliamentary 
counsel, and their advice is that the way the clause has now landed is the most clear, concise and direct way of 
providing this requirement in the bill. 

Hon Sally Talbot: Let’s hope that all the practitioners read the committee stage of the Legislative Council 
debate! I am sure they will. 

Hon HELEN MORTON: The member is asking whether the practitioners will read it; part of the training, 
education and guidelines work will cover all of that too. 

Hon LJILJANNA RAVLICH: Is there any additional reporting requirement for making an order? Does 
additional paperwork need to be done under this provision; and, if so, what are the changes? 

Hon HELEN MORTON: The order needs to be in writing and it needs to be filed on the patient’s record. The 
member’s question was about any additional requirement. 

Hon Ljiljanna Ravlich: Yes. 

Hon HELEN MORTON: If something of that nature was occurring right now, even though we do not have 
a thing called a “detention order”—for example, a person attempting to abscond or the staff under a duty of care 
attempting to keep the patient there—that information would be recorded in the medical notes. That is already 
happening, whether it is additional work or a different form of doing the same work. Also, subclause (9) refers to 
a notifiable offence, and states— 

A practitioner who makes an order under this section in respect of the person must ensure that the 
person has the opportunity and the means to contact any carer, close family member or other … 
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If Hon Ljiljanna Ravlich is talking about extra work, it is a requirement that good practice would determine that 
take place now. Subclause (8) states — 

The making of an order under this section is an event to which Part 9 applies and the practitioner who 
makes the order is the person responsible under that Part for notification of that event. 

The notification is to carers and support persons. I would say again that on most occasions that would happen 
now; however, this makes it crystal clear that it is required to happen. On some occasions in the past that might 
not have happened, but it is now a legislated requirement. 

Hon LJILJANNA RAVLICH: If I understand the minister correctly, that will mean that when an order is 
made, a staff member—the person who is dealing with this issue—will tell the person that they have a right to 
make contact with either a family member, a close friend or whoever the person might be. There will now be 
a legal obligation for them to be told that they have this right to do so, whereas my understanding is that 
previously that would have been a matter of judgement. 

Hon HELEN MORTON: That is correct. 
Amendment put and passed. 
Hon STEPHEN DAWSON: I move— 

Page 26, line 10 — To insert after “than” — 

72 hours 

Some members who have commented previously on this bill—particularly Hon Jacqui Boydell, who is away on 
urgent parliamentary business this evening—have said that they thought that it was appropriate and right to 
detain regional residents for longer periods of time than those in the metropolitan area. As it stands, this bill says 
that a person in the metropolitan area can be detained for up to 72 hours, which is three days, and a person 
outside the metropolitan area can be detained for up to 144 hours, which is six days. I am not convinced that 
there is a need to detain people in regional areas for an extra three days, granted it is not always as easy to access 
services or to get to people in regional areas. I am not convinced that an extra three days is needed. In fact, 
I think up to three days maximum for everybody is the right thing. 

My other concern is that in the minister’s reply to the second reading debate, she indicated that there is no 
definition of, or agreed definition of, “metropolitan area” under this bill. In effect, a person could live in Gingin 
and possibly be detained for up to 144 hours. If a person lives in Bidyadanga, obviously they are outside the 
metropolitan area. I am not convinced that there should be such a gap between the legislated time for the 
detention of people in the metropolitan area and for people in regional areas. Perhaps the minister will explain 
how and why she decided 72 hours was the right period for the metro area and why 144 hours was deemed to be 
the right period for the non-metropolitan area. Also, could the minister give us some sense of when there will be 
an agreement on what constitutes metropolitan versus non-metropolitan? That may help me. 

Hon HELEN MORTON: I am sorry that my advice took longer than expected, but I wanted to find out whether 
there was anything additional to what I already knew about this matter. Currently, the length of time is seven 
days. Working on the experience, practice and examples of cases that clinicians brought to the attention of 
groups involved, it was considered that in the metropolitan area that should not apply, but that three days was 
a reasonable time; hence, the 72 hours. Hon Stephen Dawson is right—the non-metropolitan area has not yet 
been defined and that 72 hours can expand in stages to another 72 hours. I am convinced of the comments made 
around issues to do with remoteness and climate conditions such as flooding, and other areas such as availability 
of staff. At one stage when I was in Kununurra, I was made very aware of this after meeting a mother of an adult 
son with an illness who was waiting to be transported out. The difficulties of getting services available for that 
person in that time frame were difficult. Although this bill introduces the use of audiovisual technology as 
a means of getting examinations, not all places, such as some of the more remote Aboriginal communities, have 
those things in place. Consequently, the expert groups who put the bill together determined that bringing it down 
from seven days to three days in the metropolitan area and the extension of three days to six days in the country 
area was the time needed, based on their knowledge, experience and understanding of how those processes work. 

Hon STEPHEN DAWSON: The other part of my question was about metro versus non-metro areas mentioned 
in the bill. Can the minister give a sense when that decision will be made? Will it be in the guidelines? I would 
also like to know whether the guidelines will mention every effort being made to provide treatment as quickly as 
possible, because obviously these are maximums. Will that be spelt out in the guidelines too? If there is a limit, 
people often work to the limit. They will say that they have to do it, and do it within the 144 hours. If it is in the 
guidelines and spelt out that every effort should be made to provide service or treatments as quickly as possible, 
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I think we can have a bit more comfort around that. There is that element, plus, when will we know definitively 
what is in and what is out of the metropolitan area, as defined in this bill? 
Hon HELEN MORTON: It has already been indicated that the regulations will commence as soon as the bill 
passes through both houses, so we could expect that will happen, hopefully, in a couple of weeks! 
Hon Kate Doust: That’s optimistic! 
Hon HELEN MORTON: It is optimistic! 
I would add that these regulations will be developed with input from stakeholders et cetera, and they are 
disallowable. 
Hon LJILJANNA RAVLICH: In relation to those time frames of 72 hours and 144 hours, will there be any 
provision in the bill for exceptional circumstances, assuming that time has lapsed, for example, but there is 
serious concern about the patient’s health, safety or welfare? 

Hon HELEN MORTON: I indicate that there has to be a reassessment every 24 hours in that 72-hour period, so 
there is not any room for extension at the end of 72 hours, or 144 hours in the non-metropolitan area. It is 
expected that that process will have been completed in that time. If a person’s condition is quickly deteriorating 
in that time, there would be a heightened urgency of the requirement and input from additional people around 
making sure that that time frame is met. I also want to add that I think Hon Stephen Dawson quite correctly 
makes the point that these are the upper limits of times. By far, the majority of people are managed within much, 
much smaller time frames. This extension of time that the member is referring to really is in exceptional 
circumstances. 

Hon SALLY TALBOT: The minister said in relation to discussion on an earlier part of this clause that the 
detention order is a new type of order. She is telling me that is not right, so I will give her the opportunity to get 
to her feet and tell us that they already exist. My first question is: What is the basis for saying that under most 
circumstances people are not detained for nearly as long? Does the minister know for how long people are 
detained under the existing arrangements? 

Hon HELEN MORTON: I indicate that at the moment referrals last for seven days. Although the member says 
detention orders do not apply, under the duty-of-care policy an equivalent level of detention takes place. 
Hon Sally Talbot: Detention orders take place. 

Hon HELEN MORTON: Yes, I know, but I am just saying that people are detained. They are not called 
detention orders, but they are being detained already in a policy of duty of care to the patient. This clarifies that 
situation. The Chief Psychiatrist undertook a review of the process of referral and how long that referral process 
was taking, and the average was 18 hours across the metropolitan and country areas. That is a recent review done 
in the last 12 months, starting in 2013. 

Hon Sally Talbot: Is that 18 hours for metro and non-metro? 

Hon HELEN MORTON: It is across the board, so metro and country were not separated, unfortunately. It 
would have been interesting to have that information just for the metropolitan area and just for the country, but 
then we get into the difficulties that Hon Stephen Dawson is talking about with how far we go when we start 
talking about the country. Obviously, in some of those really remote areas, longer time frames would apply. I am 
advised that on a couple of occasions some of those times spread out to over 100 hours, but not up to 144 hours. 
The longest time frame in 2013 was about 140 hours. For all those reasons we think we have got this right in 
determining 72 hours in the metropolitan area and 144 hours in the non-metropolitan area. The regulations 
describing what is metro—what is deemed within 72 hours—and what is deemed within the 144 hours will be in 
this place. The work will be done on that as soon as the bill gets through. 

Hon SALLY TALBOT: What concerns me is what happens to people during that time. I wonder whether the 
minister has any data with her or whether her advisers can tell her, perhaps either now or in an hour and 
35 minutes when we come back after dinner, how many people are subject to—let us call them detention orders, 
because the minister says they exist in practice, even though they are not called that now — 

Hon Helen Morton: Do you mean in referrals or in duty of care? 

Hon SALLY TALBOT: Under the duty-of-care policy that has somebody involuntarily detained. Is there an 
involuntary component to a referral? No. That is my question, Madam Chair. I cannot accept the message from 
the adviser as the answer! 

Hon HELEN MORTON: Therein lies the problem, because under the current act referral does not have 
a detention order or an ability to legally detain people; however, under a duty of care we have a responsibility to 



Extract from Hansard 
[COUNCIL — Tuesday, 16 September 2014] 

 p6205e-6227a 
Hon Stephen Dawson; Hon Helen Morton; Hon Dr Sally Talbot; Hon Ljiljanna Ravlich; Hon Adele Farina; Hon 

Lynn MacLaren 

 [7] 

those people and consequently that is the mechanism by which the current situation is managed. It is often 
confusing for the people concerned and their families who want their family member detained, and under certain 
circumstances we say that we cannot do that. What has been built into this bill addresses that issue. In terms of 
how many people have been under a duty of care and managed in a safe way, that information is not collected 
electronically. It would have to be extracted manually by looking at different people’s records et cetera through 
emergency departments or other places. I could not provide the member with data on that in that way. 

Hon SALLY TALBOT: That means that the minister does not have a way of finding out, other than by some 
protracted investigated process, how many people have been subject to those involuntary provisions invoked 
under a duty-of-care obligation who have not been found to be appropriate subjects of an involuntary detention 
order. We do not know how many people have been involuntarily detained and then gone on to find that—
I cannot say “falsely invoked” because presumably the practitioner genuinely believed that person should be 
detained—there was some other factor other than mental illness that made them appropriate subjects for the 
involuntary detention order. We do not know what number of people go through that process and then come out 
not being involuntary patients. 

Hon HELEN MORTON: About 5 000 people a year are referred, and out of those people, about 50 per cent of 
them go on to have involuntary care. The other 50 per cent, having been examined, either agree to be there and 
are able to manage on a voluntary basis or are discharged. Although that information is not available in the 
precise form that the member is looking for, I think she should get a sense of the number of people we are 
talking about from that figure. 

Sitting suspended from 6.00 to 7.30 pm 

Hon SALLY TALBOT: I would like to ask the minister some additional questions about clause 28. What 
happens to people during the time they are detained? I guess I am asking two questions. What happens to people 
who are detained under the duty-of-care provisions? In other words, they are detained involuntarily under what 
will become known as a detention order. What happens to them? Where are they kept? I think that, technically, 
they are detained because they are waiting for transport to an authorised place, but what happens to them while 
they are in detention? 

Hon HELEN MORTON: As I indicated, either these people are waiting to be examined by a psychiatrist—that 
is, they could be in an emergency department or they could be in a general hospital such as Kununurra 
Hospital—or they could be waiting for the Royal Flying Doctor Service to fly them because at this stage we 
cannot use audiovisual examination. The member asked how that happens when there is no detention order. It 
occurs under a policy referred to as duty of care for the patient. If the patient needs to be sedated, it will be done 
on the basis of emergency psychiatric medicine. Obviously, it is very unsatisfactory if patients are waiting for 
long periods, especially in country areas, to be transferred to the metropolitan area by the RFDS to be examined 
by a psychiatrist. It is less likely to occur in the metropolitan area, but those people are still restrained in a variety 
of manners in an emergency department. For example, if they are a risk to themselves or to other patients in the 
emergency department, they will be restrained under a duty-of-care policy for the patient and other people, 
including the staff around them. As I said before, we do not want these people running out onto the street and 
possibly getting run over or something like that. Under the duty-of-care policy, a range of options are available 
to assist people in the emergency department with that duty-of-care responsibility for patients waiting for 
a psychiatrist to provide an examination.  

Hon SALLY TALBOT: The key phrase is that these people are waiting for a psychiatrist. They are waiting for 
an assessment by a psychiatrist or some sort of mental health practitioner. 

Hon HELEN MORTON: When the member says people are “waiting”, it sounds like they are waiting for 
a long time. If a person is admitted to an emergency department, especially in the metropolitan area, that has 
a psychiatric unit on site, they can see a psychiatrist quite quickly and be examined. But when we are talking 
about a hospital such as the one in Kununurra, it is much more difficult, although the opening of the new 
Broome mental health unit has meant that the time frame is much different now for people in the Kimberley 
from what it was. Under the existing Mental Health Act, people are allowed to be provided with emergency 
psychiatric treatment. That includes, as I said, a form of sedation or other forms of restraint for people who are in 
a difficult situation and who may cause difficulties for those people around them. 

Hon SALLY TALBOT: I now skip to what is envisaged once the bill is enacted. I will talk about detention 
orders, understanding that the minister’s answers will be framed as much about what currently happens under 
duty-of-care provisions as about what is forecast or expected to happen under the detention orders. The person 
being held is not undergoing treatment other than what the minister is calling emergency psychiatric treatment. 
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Hon HELEN MORTON: They cannot be treated involuntarily, other than the treatment that is provided as 
emergency psychiatric treatment, but that is not to suggest that these people will not receive any treatment at all. 
Most of the major hospitals around the state have mental health liaison nurses working in emergency 
departments. Most of them work around the clock; some only work for certain hours of the day. It is not correct 
to say that these people are not receiving any treatment at all.  

Hon SALLY TALBOT: Would someone undergoing psychosis be treated for that psychosis while they are 
being held under a detention order, bearing in mind that this would be prior to assessment by a psychiatrist? 

Hon HELEN MORTON: If they agree to treatment, yes. Just because someone has a psychotic illness does not 
mean that they cannot consent. Obviously, it depends on the degree of the psychosis and the extent to which it 
affects their capacity to consent. A person with psychosis can voluntarily accept treatment and understand the 
need for it. The member’s question was about how they can get treatment under those circumstances. 

Hon Sally Talbot: It is about what treatment they would receive while they are waiting. 

Hon HELEN MORTON: They can be provided treatment under the psychiatric emergency treatment regime. 

Hon SALLY TALBOT: I understand transporting somebody to a place where they can receive better treatment, 
but why would somebody need to be referred for an involuntary treatment order if they are already voluntarily 
receiving treatment for whatever they are suffering from? 

Hon HELEN MORTON: People can have the capacity to understand certain levels or forms of treatment. I am 
being a bit glib here and I am deliberately making it a bit simplistic, but someone can easily understand when 
they have a headache and need Panadol and they will consent to have that, for example, but they may not have 
an understanding about the requirement for the full range of treatment necessary for their condition. We also 
have to understand that not all people who come into an emergency department with psychosis will end up 
requiring involuntary treatment. 

Hon SALLY TALBOT: To me, as a regional member of Parliament, it is frankly offensive to have double the 
time allotted to people outside the metropolitan area. As I already suggested before the dinner break, those 
six days could turn out to be the longest six days of someone’s life if they are, as the minister has suggested, 
sedated and later found to have been misdiagnosed and are not in need of psychiatric treatment. I understand that 
those examples are likely to be few and far between. Nevertheless, it is not inconceivable that that happens. Here 
we seem to be being asked to agree to the detention period being only three days in the metropolitan area but 
six days outside the metropolitan area. That is entirely unacceptable. I looked to other representatives of regional 
electorates to support my colleagues in the Labor Party in opposing this clause and I was very surprised to find 
that when Hon Jacqui Boydell made her contribution to the second reading debate, she went out of her way to 
defend the six-day detention period. I read her comments very carefully and I discovered that she supports the 
six days on the basis that it is six days of people being provided treatment for their mental illness. That is clearly 
not the way that the minister has described it. The minister has said that people might be willing to receive 
certain treatment. To me, that puts them in a completely different category, and we can perhaps talk about that 
later. I read the comments made by Hon Jacqui Boydell and she specifically said — 

The intent of the clause is not to lock up people for six days; it is to allow people to be treated for up to 
six days to give them the time and space required to make sure that they receive the right treatment for 
their mental health condition … 

I put it to the minister that that is wrong. 

Hon HELEN MORTON: Again, I reiterate that people can get treatment under the emergency psychiatric 
treatment regime of the act, and that would be the case here. People get treatment if it is necessary in the 
circumstance. 

Hon Sally Talbot: But they cannot be treated involuntarily. 

Hon HELEN MORTON: They are being detained under the duty-of-care provision and are receiving treatment. 
If we call that receiving care or treatment involuntarily or if we talk about it in the context of a service having the 
duty of care to the patient and providing some treatment under the psychiatric emergency treatment regime, they 
are getting treatment while they are detained. Under the existing act and this bill, emergency treatment can be 
provided without consent. 

I refer to the issues about the longevity of the detention period. The member talked about feeling offended by the 
fact that people outside the metropolitan area, or wherever that boundary is to be set, will have extra time in 
detention. The circumstances under which that will have to play out mean that in almost all cases it will never 
reach that time, but things will divert the Royal Flying Doctor Service. For example, if there is a heart attack in 
a nearby hospital, the RFDS doctor would be diverted and that happens frequently. 
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Hon Sally Talbot: Not for six days, minister. 

Hon HELEN MORTON: I have been aware of a person waiting for 11 days. That will not be allowed to happen 
under this legislation, but I am aware that that has happened before and it is very, very dangerous for a person to 
be sedated for that time, but that is the case. In a variety of circumstances vehicle transport would be difficult, 
and we have talked about storms, floods and cyclones, and whatever else we want to come up with. Six days is 
considered to be reasonable to put all those things into play and enable a referred person to have the necessary 
examination. Under very rare circumstances it will extend to the full six days, but under most circumstances it 
will be much less than that. 

Hon SALLY TALBOT: I understand that the minister is saying that the purpose of this form of detention is to 
keep people safe before they can be transported. Someone in the metropolitan area might just need to be 
transported upstairs to a specialist psychiatric unit, but someone in Bidyadanga might need to be taken to 
Broome Health Campus or someone from Broome Health Campus might need to be taken to Graylands Hospital 
to be assessed by a psychiatrist. But that was not my question to the minister. My question was in relation to this 
detention provision. A member in this place said that people would need to be detained for up to six days so that 
they could be treated. Hon Jacqui Boydell went on to say — 

… it will allow health professionals to make sure that they have the right time frame in which to give 
people the treatment they need. If a person is suffering a psychosis, they might need time and space to 
recover from that psychosis before an assessment is made. 

If they live in Bidyadanga and are released within 72 hours, they will not receive any mental health treatment 
because that is not enough time. I know the minister is receiving advice as I am talking. 

Hon Helen Morton: It is okay; I can do two things at once. 

Hon SALLY TALBOT: Good. I think this is highly misleading. It seems misleading to me on the basis of the 
minister’s explanation that the purpose of this kind of detention—potentially for up to 144 hours—is to keep the 
person safe before they are assessed, and that in by far the majority of cases that is for the treatment to be 
administered on an involuntary basis because the person has met all the criteria in clause 25(1). I do not think the 
minister refuted Hon Jacqui Boydell’s statements in her reply to the second reading debate. I am trying to 
confirm that the purpose of this 144-hour involuntary detention is to keep the person safe before the treatment 
starts, not to provide the treatment that may very well turn out to be lifesaving. 

Hon HELEN MORTON: I do not want the conversation to be around whether Hon Jacqui Boydell was right or 
wrong because that is not the issue. The issue is that the primary purpose for this provision is the time in which a 
person waits for a psychiatrist for examination and/or enabling somebody to access an authorised facility for 
examination. That does not mean that they will not receive care and treatment of different forms in that 
time frame. For example, a person with a drug-induced psychosis who is being closely monitored will be assisted 
and supported in that process. Emergency treatment can be provided, if necessary, in whatever form is 
appropriate, in the emergency department or small country hospital, for example. It is not a matter of whether the 
member’s statement was right or wrong because it has elements in it that are appropriate and could have been 
expanded upon to include the more urgent need for examination and transfer, but that does not mean the 
treatment will not happen. 
Hon SALLY TALBOT: Did the National Party receive a briefing that led its members to believe that this 
provision to detain a person for 144 hours was to allow people to be treated for up to six days? 

Hon HELEN MORTON: The National Party was briefed. I cannot be explicit about it, given that I was not at 
the briefing, so I am not aware of all the elements that were included in the briefing, but the level of briefing they 
got was obviously sufficient for them to understand this issue. 

Hon SALLY TALBOT: The minister said that the primary purpose of this measure is to access a psychiatrist or 
a facility that can provide specialist psychiatric help. It seems to me that we could actually be delaying the onset 
of treatment by providing that a person can be detained for 144 hours. We all know how bureaucracy works even 
with the very best of intentions. Highly skilled people will be operating under an act that will make 144 hours the 
maximum time a person can be detained. We know that there will be occasions when things will not move as fast 
as they would if that number was 72 hours. In fact, by agreeing that people can be detained for up to 144 hours, 
inevitably one, two or three will wait for that long, although it does not matter how many, does it, minister, 
because the longer people have to wait to access specialist help, the worse it is for them. Why would we not 
make the maximum time 72 hours to make sure that the treatment starts as soon as possible? Nothing in this 
provision states that a minimum time should be adhered to. Surely it would be better if people have to reapply to 
extend time over 72 hours if they are outside the metropolitan area. I put to the minister and members of the 
National Party in this place, who ought to be standing up for their non-metropolitan constituents, that far from 
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allowing people to be treated for up to six days, we are running the risk that lifesaving treatment might be 
delayed for up to three days. 

Hon HELEN MORTON: We are back to where we started from. The underlying issue is whether or not the 
opposition wants to support the need for the extra time frame. We have been through all the reasons why it is 
impracticable to put in place the same time frames in a non-metropolitan area, wherever we deem that boundary 
to be, and the metropolitan area. The bill makes it absolutely clear that the person must be transported as soon as 
possible; clause 27 covers that. We are also returning to the argument I have heard before that, assuming that 
because the 144 hours maximum time is there, the focus will not always be on trying to get people into the 
examination or to an authorised hospital in the minimum time frame possible. I can assure members that is not 
how the system works. People are constantly trying to get those services for people in the shortest time possible 
and have every concern for the patient’s welfare in that process. The fact that a patient has to be reviewed every 
24 hours during that 144 hours means that the patients are constantly being reviewed. That includes reviewing 
the implications that being in that situation has on the patient. It also allows a medical practitioner or authorised 
mental health practitioner to seek transport from the Royal Flying Doctor Service, or whatever form of transport, 
or to access an authorised hospital, psychiatrist or audiovisual equipment in the shortest time frame possible. 

Hon SALLY TALBOT: Can the minister tell me why the phrase “a metropolitan area” is used in this clause? 
I do not know whether I have ever seen that used in this context before. In Western Australia, we clearly have 
“the metropolitan area” and “the non-metropolitan area”. Is it possible that Bunbury or Albany could be 
designated “a metropolitan area”? 

Hon HELEN MORTON: As I said before, that matter has not been determined yet. It is possible that Bunbury, 
for example, could be deemed a metropolitan area for these purposes. It means that people who are close to a 
hospital should not be impacted by the same 144-hour provision that might impact a person in a remote area of 
the state. Those are things that will be deemed through regulations and obviously will be coming through this 
place in the form of regulations in the normal way; the member will get to see those. Work has not yet started, 
and I do not want to close that off as a possibility, but that has not yet been determined. 

Hon ADELE FARINA: I have a few questions to ask. I am a bit concerned about the period of 144 hours for 
which non-metropolitan people can be detained. I just want to clarify: Is the detention period until the 
psychiatrist can assess them? We are saying that in some cases it could be up to 144 hours before they are able to 
see a psychiatrist; is that correct? 

Hon HELEN MORTON: The detention is until they can be taken to the place where the referral is asking them 
to go to—the authorised place. There is a further period—I think it is up to 24 hours—that a person can be at that 
place whilst the psychiatrist is undertaking the examination. A person has a period of up to 72 hours in 
a metropolitan area and 144 hours outside the metropolitan area until they get to the place where the examination 
is going to take place. 

Hon ADELE FARINA: In one of the earlier clauses we considered, the issue of damage to reputation came up. 
It concerns me that we are looking at a scenario in which a country person could be detained for 144 hours to get 
them to the place that they have been referred to, plus another 24 hours on top of that for the assessment to be 
undertaken. The minister also mentioned earlier that about 5 000 people a year are detained in this way, and that 
only about half of them end up being involuntarily detained beyond this period. That whole process can cause 
great damage to reputation for people whose assessment shows that they do not need to be involuntarily 
detained. It concerns me that we are allowing such huge lengths of time for that assessment to be made and the 
sort of damage that can occur to reputation during that time. I would like some comment from the minister on 
that, and then I have another issue. 

Hon HELEN MORTON: In respect of the timing issue that the member raised, the vast majority of people are 
transferred within 24 hours, but there are outliers that we have to be able to accommodate if, for whatever 
reason, this does not occur within that time frame. Most assessments and examinations are undertaken by the 
psychiatrist within eight to 10 hours, so although we have a 24-hour time frame, the majority are conducted 
within eight to 10 hours. People keep focusing on the maximum, and that comes from a perception that somehow 
or other people are going to take the maximum amount of time on a regular basis, whereas that is not the case. It 
does not happen like that, but there are times when that maximum will have to kick in. As I said to the member 
before, I know of circumstances in which that has been the case. 

In respect of the member’s comment about a person’s reputation, everything that goes on inside the hospital is 
confidential. I certainly would not make it public, and I am sure that the member would not either, but I can tell 
her that the issue around reputation was covered earlier in conversation about the public humiliation aspect of 
reputation, which is significantly greater than the issues around reputation that the member is talking about. In 
terms of the destigmatisation of mental illness, significant shifts are taking place in that respect at the moment; 
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people are feeling far less stigmatised about accessing a mental health service or general hospital. One of the 
issues raised by the member was that stand-alone psychiatric hospitals are fairly archaic in the way that they 
present a form of stigmatisation for the people who access them, whereas treatment in general hospitals, where 
we provide the majority of our services to people with a mental illness, is no different from going to hospital 
because of a heart attack, complications from diabetes or other forms of illness that need to be treated in 
a general hospital. I remind the member that the information around a person’s admission and treatment at 
a hospital is confidential, and it would be the patient or the patient’s family who might make that information 
public. But walking down the street naked, yelling obscenities and not realising that one is doing anything 
different or unusual is a kind of humiliation that is very, very public. 

Hon ADELE FARINA: Is the minister able to provide us with figures for the past year on how many people 
had a detention order or the equivalent? She gave a general figure of 5 000 people and she said that the average 
period was, I think, 18 hours across both metropolitan and non-metropolitan areas. I would like a little more 
detail than what the minister has provided us. I would like to know the exact numbers and I would like to know 
the minimum and maximum periods for both metro and country areas. If the minister does not have that 
information, why does she not have it? We are discussing a bill that seeks to enshrine in law a whole lot of 
requirements. I would have thought that the minister at the very least would arm herself with the basic 
information and justifications for going down the path that she is choosing to go down. It concerns me that she is 
telling me that she does not have this information. Why does she not have that information available? 

Hon HELEN MORTON: It is not that difficult to understand; I made it clear, and I do not know whether the 
member was in the chamber before when this was discussed. We talked about 5 000 referrals. I am not going to 
be any more explicit than that because we do not have that information. Of those 5 000, around 50 per cent are 
admitted as involuntary patients, some of them are admitted as voluntary patients and some are discharged. If the 
member is looking for a general understanding of how many people we are talking about, there it is; that is 
provided to her. If she wants more exact numbers, it is going to take years to compile and I am not prepared to 
do it because we will have to pull the admission notes on every person who has ever gone through a referral 
process to find out on what basis they were referred. Around 11 500 people are discharged from hospital each 
year. The hospital morbidity data system, which I have frequently talked about, refers to the time that people are 
discharged from hospital, not the time they are referred. A referral process does not mean that they will be 
admitted to hospital; it means that they are referred for an examination. They may or may not be admitted. The 
hospital morbidity data system clarifies who has been discharged from a hospital, which hospital, what the 
length of stay was and all the good information that we make use of when we are planning. People are referred 
for all sorts of things. I know that we are talking specifically about mental health, but whether they are admitted 
is another matter.  

Hon LYNN MacLAREN: I may well have been out of the chamber when the Minister for Mental Health 
addressed this, but it seems that it might be worthwhile reiterating, if she has not done so already: 144 hours 
seems extreme. A lot of people are talking about it. Six days is a long time for a person to be under consideration 
about whether they should or should not be detained. Six days would certainly raise alarm bells with an 
employer and people at the family home. If a person lived alone, six days would certainly raise concerns for the 
neighbours with the mail and newspapers piling up on the front porch. Six days is a very long time to be in 
limbo. It is incumbent upon us to understand why six days is necessary. I understand the minister said it is 
a maximum, fair enough, but how was that justified? What data was used to justify 144 hours? I understand the 
minister’s second reading speech referred to it taking a while for a doctor to assess people in remote areas; that 
is, it takes a while to transport them between places. I can see why it might take a while, but six days, or 
144 hours, is an awfully long time. We would be more confident in pursuing the track the minister is taking us 
down if we had a bit more data about the basis of the 144 hours. Why could it not be done in 72 hours, even if 
a person is in a remote area? I may not have been in the chamber earlier when the minister addressed this, but it 
is clear from the current questions that are being asked that it still has not really sunk in why we are talking about 
detaining someone for 144 hours before we decide whether they are worthy of being detained.  

Hon HELEN MORTON: I have actually been over this quite a lot. We need to understand that people moving 
in and out of the chamber miss aspects of the discussion taking place.  

Hon Adele Farina: I have been here the whole time and I — 

Hon HELEN MORTON: I am not actually referring to Hon Adele Farina. When people come in and ask 
a question that has already had a reasonable amount of time in terms of discussion — 
Hon Lynn MacLaren: Anyone here could answer it then.  
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Hon HELEN MORTON: Hon Lynn MacLaren, the point that is being made here is that this has been discussed 
and discussed. There are people who do not agree with it. That does not mean they do not understand it; they just 
do not agree with it. We are getting to a point at which we will have to take a vote on it. I will repeat it once 
more and once more only; I probably will not go over it again: first of all, it was indicated that the first 144 hours 
is a maximum. It is not a default position. An extension beyond 72 hours requires an additional order. The 
reasons for that extension must be recorded, filed and provided to the patient, and the patient has to be reviewed 
every 24 hours to make that. There are times in non-metropolitan areas, particularly in remote areas—in times of 
flood and other extreme climatic conditions—when a three-day time frame cannot be met because the 
Royal Flying Doctor Service may be diverted and cannot pick up the patient. It will be diverted for things like 
heart attacks. It will take somebody straightaway who requires life-saving treatment. By the time the RFDS gets 
back to Perth and discharges that patient, or gets that patient out and gets back to where it needs to be, another 
day or two is already lost in that process. There are extreme reasons why six days is required. The average time 
taken across metropolitan and country areas is 18 hours. We are not talking about people who use this whole 
144 hours willy-nilly. The current act allows somebody to take seven days. This is a reduction in time. It was not 
a point that people raised throughout the consultation process. I think I heard there were one or two submissions, 
but it was not a big issue. I know it is a big issue for the opposition, but it was not a big issue in and amongst the 
consultation process that we took to people out in the regions and the non-metropolitan and metropolitan areas. 
We know from examples and from experience undertaken by practising practitioners that it does give the leeway 
that is sometimes necessary. It is only sometimes; it is not always. That is it.  

Hon ADELE FARINA: It is still unclear why 144 hours has been chosen. Earlier in the day the minister 
indicated there were two instances that she was aware of that got to 140 hours. It seems to me that that is still 
a very large number of hours just for two instances that happened in the past. 
Hon Helen Morton: You know that is not correct.  

Hon ADELE FARINA: I am sorry, I do not know that is not correct. I will check Hansard when it comes out 
later tonight, but I thought the minister said earlier today that there were two instances that took about 140 hours. 
If the minister did not say that, I will stand to be corrected, but that is my recollection of what she said. Although 
the minister has repeatedly told us the decision was made, it is still unclear to us why the decision was made and 
why 144 hours—why not 150 hours or 130 hours? That is what we are trying to get an explanation of, which the 
minister has not yet provided. I am interested to know why 144 hours instead of 130 or 150.  

Hon HELEN MORTON: I have actually covered this. I have explained that on the basis of the experience and 
practice of existing clinicians and other people involved, this was the time frame that was deemed a reduction on 
existing hours but a necessary level of hours. On that basis, I do not intend to go over it again.  

Hon ADELE FARINA: All I can say is I think it is very frustrating that the minister is not able to provide an 
explanation or justification for why 144 hours has been chosen. It is fine to say that is what clinicians advise but 
there had to be some reasoning behind that advice. We have not heard what that reasoning is. I find that very 
frustrating. This place, and the members in it, have a right to understand the reasoning that went behind the 
selection of 144 hours. I would like to put to the minister the proposition that in my view 72 hours is excessive 
for the metropolitan area and 144 hours is excessive for the non-metropolitan area, and that a large part of the 
reason these excessive periods have been selected is the lack of beds. It often requires moving one person out of 
a bed in order to make room for another into that bed. Part of this problem and part of these excessive proposed 
time frames is to do with the lack of beds and trying to manage insufficient available beds.  

Hon Helen Morton: Mr Deputy Chair, that does not deserve a response.  

Hon ADELE FARINA: I would like to clarify my question. I do not care whether the minister thinks my 
question deserves an answer or not, I would like an answer to the question. Are these time periods in part the 
result of a lack of beds and needing to move patients out of beds in order to make room to move new patients 
into those beds? To me, 72 hours is excessive for the metropolitan area, and 144 hours is excessive for  
non-metropolitan areas. The only basis on which I can give any sort of rational context of this is that it comes 
down to the lack of available beds at any given time, and that we are using these time periods to try to manage 
that. It is a legitimate question to ask, and I think it needs a response from the minister, otherwise all we can 
assume is that I have it right, and that the minister is not prepared to deny it. 

Hon HELEN MORTON: The average time of 18 hours does not support the argument of low bed numbers. We 
have already talked about average time—18 hours. There are outliers in this, however, and I do not believe that 
a conclusion can be drawn from that information that somehow or other a lack of beds is the reason that we are 
making it 144 hours and 72 hours. It is a judgement call based on clinical experience and geographical distance. 
There is no magical formula for this, but it is a reduction on what we currently do, and it is based on the 
knowledge, experience and clinical judgement that is undertaken by the people involved in the system. 
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Hon ADELE FARINA: I would just like to put on record my personal view; that is, if 18 hours is the average—
I do not like talking about averages because they do not mean anything to me—“median” would be a much 
better figure, and knowing the period over which that average has been calculated would help as well. If we are 
talking about an average of 18 hours, that begs the question about why we need 72 hours in the metropolitan 
area, even as a maximum, and 144 hours in the non-metropolitan area. It just gives weight to my concerns about 
those excessive time periods. 

I want to move on to another point. If I understood the discussion earlier today, once a person has been put on 
one of these detention orders and is waiting for assessment or to be transferred to the place to which they have 
been referred, they are assessed every 24 hours. This is what I understood to have been stated earlier today, but 
the minister can correct me if I am wrong. In many cases, the patients are sedated, because the reason they have 
been given this referral and detention order to be assessed is that they are at risk of harming themselves or other 
people. It is unclear to me what sort of assessment can be made of a patient who is sedated. I would like the 
minister to explain to members the level of assessment that is undertaken during the period when a patient is 
sedated. It seems to me that assessment of how the person is coping and of their mental illness cannot be 
undertaken while the patient is sedated. 

Hon HELEN MORTON: For a start, the assessment must be undertaken by a medical practitioner or an 
authorised mental health practitioner. It would usually consist of a mental health state examination as well as 
a risk assessment, and it might well be, for example, that the person needs to be examined every 15 minutes if 
they have, for example, a physical illness that is required to be considered within that examination. Again, this 
assessment is taken to monitor that person’s wellbeing while they are in that referral process. 

Hon ADELE FARINA: But their mental illness is not being assessed during that period. What I do not 
understand is, if a person is sedated, how can an assessment of that person be undertaken, other than vital signs, 
such as blood pressure? What sort of an assessment can be undertaken of a person who is sedated? 

Hon HELEN MORTON: When a person is sedated, that escalates the priority for that person to be taken to an 
authorised place and to have that examination as soon as possible. It may well be that the person is sedated, but 
the level of assessment undertaken in that time is around all the factors associated with the person who has been 
sedated, which means that they have respiratory monitoring and other forms of monitoring at the same time. 
A mental state examination is a mental health examination that would have been undertaken when a person was 
brought to the place in the first instance, if in fact that was possible. A person who has a psychotic illness, related 
to, say, a drug-induced psychosis is sometimes very aggressive and violent, and will not participate in a mental 
health state examination. Nevertheless, the clinical judgement of the people involved can make some 
determinations about that behaviour. The assessment would be undertaken to the best of the capability of the 
service, given the patient’s condition. As the member said, that condition could be both physical and mental, and 
highly erratic at the same time. 
Hon ADELE FARINA: It is my understanding that clinicians do not like to undertake mental health 
assessments on patients who are under the influence of drugs or alcohol, because that can actually impair that 
assessment, and that they usually wait until that person is sober, in the case of alcohol. 
Hon Helen Morton: That might take a few days. 
Hon ADELE FARINA: That is true, but I just want to get some clarification. Is it the case that a mental health 
assessment would be deferred until the person is sober or no longer under the influence of drugs? 
Hon HELEN MORTON: I reiterate that the bill mandates that an assessment must take place at least every 
24 hours. Once again, I am not saying that the assessment will wait until 24 hours have elapsed. If a person’s 
mental health examination is in a situation where more information can be gathered from that person, that will 
take place. As to the concerns the member is expressing about persons with drug or alcohol intoxication, the 
level of intoxication determines whether the assessment can be undertaken fully. Nevertheless, as I said before, 
observation of a person under those circumstances is part of the assessment taking place at the time, but that 
examination would continue until the clinician is in a position where they feel that they are able to actually make 
a clinical judgement about the condition this person is in at that time. 
Hon ADELE FARINA: Is part of the justification for the 72 hours and the 144 hours taking into consideration 
that, if that person is intoxicated or under the influence of drugs, a full assessment of their mental health cannot 
be undertaken while they remain intoxicated?  
Hon HELEN MORTON: The answer to what the member has just said is pretty much no. It is not determined 
according to whether the person has alcohol or drug intoxication. It is about keeping the person safe while 
awaiting transfer or while awaiting an examination. If a person is suicidal, for example, the level of 
consideration around the mental state examination will be undertaken regardless of whether the person has drug 
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or alcohol intoxication at the time. It is the degree to which that intoxication is enabling the person to participate 
in the examination, rather than whether the person is intoxicated or not. 
Hon ADELE FARINA: I want to clarify that in the case of a person in a non-metropolitan area who is detained 
in a country hospital until such time as the person can be referred to the location at which the psychiatric 
assessment will be undertaken, and if the purpose of that detention is to keep the person safe, or to keep other 
people safe, the method by way the person can be kept safe and other people can be kept safe is to sedate the 
person. 

Hon Helen Morton: One of the methods. 

Hon ADELE FARINA: That would be the most likely scenario that is used, because most country hospitals do 
not have secure rooms. So what we are really talking about is that during the period that it takes to have the 
person taken to the place to which they have been referred for assessment, they will be sedated. Is that correct? 

Hon HELEN MORTON: Although it is possible to use other forms of restraint, sedation is obviously the one 
most commonly used when restraint is required. But I reiterate that restraint is not necessarily used. People come 
into these facilities not requiring restraint and not requiring sedation; they have just been referred for assessment. 
I do not want anybody to go away from here thinking that everybody who hits an ED department gets sedated 
automatically, or something of that nature, because that is not the case. 
Amendment put and negatived. 
The DEPUTY CHAIR (Hon Simon O’Brien): I believe that the next amendment proposed to be moved by 
Hon Stephen Dawson now falls away, so I will not invite Hon Stephen Dawson to move it. 
Hon Stephen Dawson: That is correct. 
Hon HELEN MORTON: I move — 

Page 26, lines 19 and 20 — To delete — 
, because of the person’s mental or physical condition, 

We have already had this discussion about why it is not necessary to include the words “because of the person’s 
mental or physical condition”. Once that amendment has been accepted in one area, it will continue to come up 
on a number of occasions where we have used that same phrase, and this is the second of those occasions. 
Amendment put and passed. 
Hon HELEN MORTON: I move — 

Page 27, lines 10 and 11 — To delete “the person’s psychiatrist” and insert — 

a health professional who is currently providing the person with treatment 

In the other place, the opposition moved an amendment in relation to clause 28 of the bill and corresponding 
provisions throughout the bill to allow for detention. The government accepted the essence of the amendment but 
believed the drafting required some slight amending. The change agreed to in that place requires that a referred 
person who is detained be afforded the means and opportunity to contact their treating psychiatrist. The 
amendment I move today builds on that earlier change by referring to a health professional who is currently 
providing the person with treatment, because it could be other than a psychiatrist. This would expand the 
provisions beyond reference to psychiatrists to include general practitioners and psychologists. This amendment 
is proposed on the basis of feedback received subsequent to the passage of the bill through the other place. 
Amendment put and passed. 
Clause, as amended, put and passed. 
Clause 29: Making transport order — 
Hon HELEN MORTON: I move — 

Page 28, line 6 —To delete — 
, because of the person’s mental or physical condition, 

This is another occasion where reference to the person’s mental or physical condition is not necessary. 
Amendment put and passed. 
Clause, as amended, put and passed. 
Clauses 30 and 31 put and passed. 
Clause 32: Application of this Subdivision — 
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Hon SALLY TALBOT: This clause refers to a voluntary inpatient who is admitted by an authorised hospital. 
I have a question about the use of the word “voluntary”. I understand what the clause means, but I am wondering 
what provisions exist in relation to a patient who becomes voluntary having been admitted as an involuntary 
patient. 

Hon Helen Morton: Is the member asking what the relevance of this clause is? 

Hon SALLY TALBOT: I am interested in the status of a person who is an involuntary patient when they are 
admitted by the authorised hospital but who becomes a voluntary patient while they are in that hospital. 

Hon HELEN MORTON: If a person is an involuntary patient in a hospital, and their involuntary status changes 
to voluntary while they are in the hospital, they would become a voluntary patient at that hospital. 

Clause put and passed. 
Clause 33 put and passed. 

Clause 34: Person in charge of ward may order assessment — 
Hon HELEN MORTON: I move — 

Page 32, line 7 — To delete “the inpatient’s psychiatrist” and insert — 

a health professional who is currently providing the inpatient with treatment 

Amendment put and passed. 
Clause, as amended, put and passed. 

Clauses 35 to 40 put and passed. 
Clause 41: Form of referral — 
Hon SALLY TALBOT: I am wondering whether the omission of any reference to the current practitioner is 
intentional. We supported the minister’s earlier amendment to clause 28(9), which was amended to refer to any 
health professional. In itself, that is an amendment as we have now included the definition of “health 
professional” in clause 4. Clause 41, “Form of referral”, provides that the details of a referral must comprise 
certain information. Why do we not ask for comments by the current treating practitioner? The minister may 
already be aware of the argument that there is a significant difference between what we expect to be the 
treatment of somebody with a mental illness compared with somebody with a physical illness. We would be 
asking the treating practitioner to comment on the condition of the patient. 

Hon HELEN MORTON: Clause 41(d)(ii) states — 

the information obtained from another person or from the person’s medical record; 

The words “from another person” includes all other persons, including a general practitioner, treating 
practitioner or whatever reference Hon Sally Talbot made. 

Hon SALLY TALBOT: The minister is saying that the health professionals are included in “another person” or 
from the person’s medical record. Why is there no specific reference to the health professional? We have come 
a long way in reflecting contemporary guidelines, particularly those national guidelines, on mental health in 
which the current treating practitioner is always supposed to be involved in the care and treatment of a patient. 
We are trying to move away from a reliance on acute care. Is that sufficient to capture the fact that the health 
professional is supposed to be involved in this process? 

Hon HELEN MORTON: Yes, the member is quite correct; the information being obtained from “another 
person” means every other person from whom the information is being obtained. Quite often the person making 
the referral is the treating practitioner, who would probably have the greatest knowledge of the patient anyway, 
but nothing requires a practitioner to contact another practitioner. It may be inappropriate to do so—for example, 
when there is urgency and a blanket requirement would not be workable. However, we have to remember that at 
times these things happen very quickly, with people’s illnesses escalating. However, that does not mean that they 
do not get that information; it just means that it is not an absolute obligation in every circumstance. The 
reference to the information obtained from another person covers all other people from whom they get 
information in that process. 

Hon SALLY TALBOT: The clause to which the minister has just drawn our attention is about designating the 
type of information in the referral. I know that the term “may” is used in other places in the bill when many of us 
might prefer to at least contemplate something a bit more binding or obligatory. It just seems to me that this is 
twice removed from the requirements of the referral form. 
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Hon HELEN MORTON: I draw the member’s attention to clause 41(d). It specifically states that the referral 
has to be clear about what information has been obtained during the assessment by the practitioner and what 
information was sought from another person, meaning any other person. The person making the referral is the 
general practitioner or the authorised mental health practitioner. They have drawn the conclusion that this person 
needs referring and they have to document on that proof form what needs to be included in that referral process. 
Clause 41(d) clarifies that when that person does that, they must identify what information they have obtained in 
that process and what information they have obtained from other people. It is not enough to just lump it all 
together and therefore come to a conclusion; they must stipulate what they have obtained through the assessment 
process and what they have obtained from other people. 

Hon SALLY TALBOT: I think that we are talking about two different things. I agree with the minister that that 
clause has to be there. A referral could be made with no consideration or not even an awareness that it might be 
appropriate to talk to the current practitioner. For example, somebody assessed in Broome for referral for 
a compulsory treatment order could have been undergoing psychiatric treatment of a very specific nature in Perth 
for 12 months, yet the person doing the assessment in Broome does not even have a reminder on the referral 
form that should a current practitioner be identifiable and contactable—I do not mind how many qualifications 
we put around it—it will not compromise the wellbeing of the patient to take the time to consult the current 
practitioner and that should, indeed, be done. 

Hon HELEN MORTON: Hon Sally Talbot gives an example of someone who has been treated for 12 months 
or what have you. However, the flip side of that coin is an emergency in which it is not appropriate because the 
emergency does not permit contact with the third parties; the treating practitioner has not had recent contact with 
the patient; and the decision-maker is satisfied that the need is there to refer persons on immediately and without 
referral or consultation with a third party. Again, we are talking about people with experience, knowledge and 
skill in this area. The other point about that referral—they are not making a determination; they are not the 
psychiatrist, but they are able to refer—is that that standard is part of the Chief Psychiatrist’s work on the 
assessment standards being developed at the moment. 

Hon SALLY TALBOT: I put on record that it worries me slightly that at times in the debate on this bill the 
government has been perfectly willing to contemplate an extreme scenario, as the minister has just outlined, 
whereas at other times we have been asked to take on trust that most of the time, or almost inevitably, another 
scenario will arise. It concerns me that there is a bit of discontinuity or lack of consistency. It seems to me that if 
we on this side of the chamber are able to point to situations in which a person’s wellbeing might be 
compromised because a certain procedure has not been followed, a requirement to contact a person who has been 
providing ongoing treatment to the patient would be a sensible provision and should at least be acknowledged in 
the details of what form a referral has to take, even if, as I said, it is heavily qualified by other measures. I want 
that noted. 

Hon HELEN MORTON: Once again, it is no different from any other referral process in any form of medicine 
or health care. A person is referred to a specialist by the people who are able to do that referring on the basis of 
their knowledge and skill and judgement et cetera and the specialist then makes a judgement around the proper 
assessment. I do not want us to put in place additional things for people with a mental illness who are referred. It 
is covered that other people will be involved. Once again, I do not want people to imagine that somehow or other 
the health practitioners who are doing the referring do not have the best interests of the patients and are not 
diligent in their work in getting information appropriately. That is good practice. It will be covered in the 
guidelines around the assessment process and I do not think we need to go any further with it. 

Clause put and passed. 

Clause 42: Providing information contained in referral to person referred — 
Hon STEPHEN DAWSON: Clause 42(2) reads — 

The practitioner cannot provide the person who is referred any information referred to in section 41(c) 
that was provided to the practitioner by someone other than the person on condition that the information 
not be provided to the person. 

The opposition’s view is that this clause should trigger a requirement to notify the Chief Mental Health 
Advocate, who could then investigate the issue and, finding fault with it, could take the issue further and perhaps 
bring it to the attention of the Mental Health Tribunal. 

I listened to the minister’s response to the second reading debate in which she informed us that there is about 
$15 million extra for this bill in the budget and that there will be sufficient funding to ensure that the 
Chief Mental Health Advocate and the advocacy service will be properly funded. In light of that, I move — 
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Page 36, after line 21 — To insert — 

(2A) Any information provided to the practitioner under subsection (2) must be notified to 
the Chief Mental Health Advocate. 

That would give certainly give confidence and comfort to not only me, but also the sector. It would ensure that 
there is proper oversight should 41(c) be used in the future. 

Hon HELEN MORTON: The proposed amendment is not supported. A referred person does not have access to 
information contained in the referral that was provided in confidence by a third party. This is necessary because 
carers and family members may be reluctant to provide critically important information if there is no guarantee 
of confidentiality, and we hear that frequently. Mental health advocates will already have access to this 
information via the patient’s medical record pursuant to clause 359. An advocate will become involved at the 
request of the referred person or the person acting on their behalf of on an automatic basis if an involuntary 
treatment order is made. I note that detained persons must be afforded the means and opportunity to contact the 
advocacy service. We must be mindful of the administrative burden associated with proposed amendments such 
as this. Referrals are often made in crisis situations by practitioners working in the community, such as general 
practitioners, who may not have the administrative support needed to comply with extra reporting obligations. 

I do not think that Hon Stephen Dawson is suggesting that we automatically provide the information that family 
members do not want to have provided to a patient. That is not what Hon Stephen Dawson’s question is about. It 
is about whether a mental health advocate, who will already have access to this information via the patient’s 
medical record pursuant to clause 359 , will become involved at the request of the referred person. The referred 
person is given the details on how to get in touch with an advocate if they wish to, but in my mind there is not 
a justification for informing the Chief Mental Health Advocate of every single occasion of a person being 
referred. 

We believe the requirements are met through the areas of work that we already have. The detained person must 
be afforded the means and the opportunity to contact the advocacy service if they wish to and clause 244 requires 
that a referred person be provided with an explanation of their rights as prescribed in regulations. I can assure 
members that the right to access advocacy services will be a key element of the regulations. Clause 245 requires 
that the explanation also be provided to at least one support person, such as the nominated person, and the 
support person may then contact the advocacy service directly or assist the referred person to do so. These 
measures are a significant advance on the current legislation, which does not give referred persons an entitlement 
to support by the Council of Official Visitors.  

Hon STEPHEN DAWSON: The minister said that clause 359 allows the Chief Mental Health Advocate to 
access this information, but they would have to go looking first. I think it is a bit of a cop-out to suggest that we 
should try not to overburden the Chief Mental Health Advocate. This is a new you-beaut bill that will make 
a difference to people in this sector. It will make a difference to this state. If we are going to implement it, we 
should do it properly. If we are going to create this new Mental Health Advocacy Service, we should give the 
Chief Mental Health Advocate the power to do their job—the power to have oversight. They should be told 
things. When certain things happen under this bill, it should be brought to their attention. We should not simply 
say that they can find out the information if they go looking for it. We should be saying that, if this provision is 
used, they will be told. That will make their work easier in the long run, not overburden them. 

Hon SALLY TALBOT: The minister has provided a cross-reference in clause 359, which we had already 
noted. I want to draw the minister’s attention to the fact that my reading of clause 359(1)(f) on page 262 of the 
bill is that a mental health advocate cannot look at the document if the identified person objects to the mental 
health advocate doing so. 

Hon Helen Morton: That is correct. 

Hon SALLY TALBOT: Now I am confused. Does that mean that not all the information is available to the 
mental health advocate? I may be wrong but I thought the minister said in response to Hon Stephen Dawson’s 
amendment that a mental health advocate would have access to that other information. Clearly, there are 
circumstances in which that is not true. 

Hon HELEN MORTON: I do not apologise for that. If a person does not want a mental health advocate to read 
their medical records for whatever reason, they cannot do so. 
Hon Sally Talbot: I am not talking about the patient. 
Hon HELEN MORTON: It is the patient who can object. 
Hon SALLY TALBOT: That is not how I read clause 359(1)(f). It reads in part “unless the identified person 
objects to the mental health advocate doing so”. 
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Hon Helen Morton: The identified person is the patient. 

Hon SALLY TALBOT: Thank you, minister. When we were talking about clause 41 and the form of referral 
and the advisability of contacting a current practitioner, the minister said that current practitioners were included 
under the reference to “information obtained from another person”. Clearly there will be times, whether the 
majority of times or not, when the information from the other person is not from a medical practitioner but from 
a neighbour or family member who makes a report about the patient. Can the minister envisage a situation in 
which that information provides the basis for the referral? 

Hon HELEN MORTON: I am asking my advisers to find the particular clause, and that clause in the bill makes 
it absolutely clear that it has to be based on personal observation. Other information is also available but the 
actual assessment has to be undertaken by an individual, so that is why clause 41 refers to differentiating 
between information obtained through observing a person and asking the person questions separately and 
information people have provided to enable that to take place. It is in clause 49. 

Hon SALLY TALBOT: The minister is saying that it cannot be the sole consideration for referring someone for 
an involuntary order. What role will that information play in making a referral? What weight will be given to 
that? Are there any parameters the minister can share with us? 

Hon HELEN MORTON: We are jumping ahead a little but it is in clause 49. Clause 49(2) makes it clear 
that — 

The practitioner cannot conclude that there is a reasonable suspicion that the person being assessed is in 
need of an involuntary treatment order solely on the basis of information referred to in either or both of 
subsection (1)(a)(ii) and (b). 

That is about information being provided by the people. 

Hon SALLY TALBOT: The minister will understand that my concern here is about three different things. 
A situation could arise in which that information is vexatious or given in a vexatious manner. It is not infrequent 
that we see very violent disputes occur between neighbours in which things get out of control and someone lands 
a punch on someone because a word is said out of place or whatever—a situation outside the realm of normal 
human relations. How can we distinguish between information that is given obviously in the vast majority of 
cases by people who have a patient’s wellbeing at heart and are making genuine reports about behaviour they 
have observed—that sort of legitimate use of information—and information that is given in a vexatious sense? 

Hon HELEN MORTON: I remind members that we are talking about referrals being made by people who have 
experience in practice and clinical skill in this area. Information is always balanced with observation in that 
process. The relative weight of that information will depend on the circumstances around that individual, but the 
onus will be on the clinician to appropriately assess. As I have indicated, there will be guidelines around that 
assessment process. 

I want to raise some of the issues referred to by Hon Stephen Dawson because I have not responded to his 
moving that amendment. 

Hon Sally Talbot: Do you want to just finish? 

Hon HELEN MORTON: I do not know whether Hon Sally Talbot is talking about that aspect of the bill. Is she 
talking about Hon Stephen Dawson’s amendment? Is she saying that on the basis of her concerns that a person 
therefore should have that information provided to the chief advocate; that we cannot rely on the work that is 
in — 

Hon Sally Talbot: Hon Stephen Dawson’s amendment picks up on — 

Hon HELEN MORTON: There is an assumption that we cannot rely on the processes around the observation, 
the weighting, the guidelines, the assessment process, the skill, the practice and experience of the authorised 
mental health practitioners and the medical practitioners to work out what is going on. 

In reference to the suggestion that all referred patients should be referred to the Chief Mental Health Advocate, 
I make it clear that not all referred patients are referred, for example, to the Chief Psychiatrist, which a person 
might seek in the first instance if they were concerned about something. 

Hon Sally Talbot: I’m not sure of the point you’re making. 

Hon HELEN MORTON: I am making the point that if you had concerns about the practice—that is, people are 
not able to provide appropriate practice around the assessment process and the referral process—and you wanted 
to safeguard against any ill practice taking place, you would surely want to refer that information or that practice 
to the Chief Psychiatrist. 
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Hon Sally Talbot: You’re talking about community members who had concerns. When you say “you”, you are 
not talking about the opposition moving amendments to the bill. 

Hon HELEN MORTON: I am talking about the opposition. The amendment on the page that we are talking 
about is the one that states — 

Any information provided to the practitioner under subsection (2) must be notified to the Chief Mental 
Health Advocate. 

As I understand it, it is on the basis that people are concerned that that information is not being utilised 
appropriately. 

Hon Sally Talbot: So, would you accept the amendment — 

The DEPUTY CHAIR (Hon Liz Behjat): Order! Can we have one at a time? 

Hon HELEN MORTON: Let me just finish. No, I will not accept it if it includes the Chief Psychiatrist, if that 
is where the member is going, because neither of them is necessary. If a person is referred and becomes an 
involuntary patient, they are automatically referred to the Chief Mental Health Advocate. If a person is told, and 
it is a requirement that they are told, about the Mental Health Advocacy Service and that they have the 
opportunity to make contact with the chief advocate and/or their nominated person, those opportunities exist, but 
not everyone wants the chief advocate involved. The fact is that we have gone far ahead and started looking at 
when a patient can say, “I don’t want the chief advocate to read my medical notes”, for example. Some choice or 
some decision-making in this matter needs to be given to the patient and the patient’s nominated person. If they 
want to make contact with the chief advocate, they can. There is a requirement in the bill that those people be 
given that opportunity. If they do not wish to do so, they do not need to. 

Hon SALLY TALBOT: Is it a criminal offence to give false information? 

Hon HELEN MORTON: I do not see anything in the bill that states that if a person provides information that 
is—did the member call it an offence — 

Hon Sally Talbot: Is it a criminal offence? 

Hon HELEN MORTON: That is not the case. But we have safeguards throughout the bill. It is a two-stage 
process. The process we are talking about is referral, so a person who has been referred will be assessed and 
examined by a consultant psychiatrist. That is going to happen, or the time lapse would mean that they are not 
able to be retained in that situation as a referred patient. The complete information about an individual is often 
not available at the referral stage, and that is why it is only a referral. 

Hon SALLY TALBOT: It is not a criminal offence to give false information, but the minister is saying that 
safeguards are built into the bill. Apart from the fact that there is an assessment prior to making the involuntary 
order, where is the oversight for the use of this information? 
Hon Helen Morton: For the referral? 

Hon SALLY TALBOT: Yes. 

Hon HELEN MORTON: The safeguards, as the member has rightly pointed out, are that it is a two-step 
process in the first instance. Secondly, the advocacy support is there if people want it. If they feel unhappy with 
the referral, they can have advocate involvement if they wish to. 
Hon Sally Talbot: They haven’t seen the information from the third party. 

Hon HELEN MORTON: Once again, to whom is the member saying that we should provide the third party 
information? Is she saying that we should provide it to the patient and the advocate, because that is not the case? 
If the patient becomes an involuntary patient, the advocacy service will be involved automatically. The support 
person is notified and able to be there with the person; that is a requirement. We now have options around the 
person at multiple stages. There is the assess, refer and examine process. Multiple people are able to be there 
with the person, if that is their wish—namely, a nominated person and the chief advocate. Those are the 
processes that we would put in place as safeguards. 
Amendment put and negatived. 
Clause put and passed. 
Clause 43 put and passed. 
Clause 44: Period of referral made under s. 26(2) or (3)(a) — 
Hon ADELE FARINA: I just want to clarify that this is the provision that enables the 144 hours to be approved 
for non-metropolitan patients. As I understand it, the act provides for 72 hours for the referral, and this extension 
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relates only to the non-metropolitan people, so it gives a maximum of up to 144 hours if required. During that 
period, an assessment is undertaken every 24 hours. I am unclear about the relationship of this provision to 
clause 40, which states that a referral cannot be made more than 48 hours after the time when the assessment 
required by section 39(1) is completed. An assessment can be made, and up to 48 hours later the referral could 
be issued. However, I thought that patients were required to be assessed every 24 hours, so I am not clear how 
we get to 48 hours. The 48 hours plus the 144 hours is a very lengthy period of time. I am unclear whether that 
48-hour period relates to the period for which a person is detained or not, because they cannot be detained yet as 
the referral order has not been issued. How does that 48-hour period come about from an assessment to 
a referral? 
Hon HELEN MORTON: What clause is the member referring to? 
Hon Adele Farina: Clauses 44 and 40. 

Hon HELEN MORTON: I will go back to clause 40 because, although we have passed it, people need to 
understand it before they can understand the question that the member is putting to me. Clause 40 states — 

A referral cannot be made under section 26(2) or (3)(a) more than 48 hours after the time when the 
assessment required by section 39(1) is completed.  

Basically, that is the amount of time that a person has. No-one has been referred and no-one has been detained at 
that stage. That is the time frame in which a person has assessed somebody and is deciding whether or not to 
make a referral. Nobody is detained in that time frame and no-one has been referred at that stage. Somebody 
seen today cannot in a week’s time be told that they should have been referred. That referral notice has to be 
made within 48 hours of that person being assessed. The referral process starts once the referral order is made. 
That is when the 72-hour time frame or the 144-hour time frame applies.  
Clause put and passed. 
Clauses 45 to 47 put and passed.  
Clause 48: How assessment must be conducted —  
Hon HELEN MORTON: I move — 

Page 40, lines 2 to 14 —  

To delete the lines. 
Amendment put and passed. 
Hon HELEN MORTON: I move — 

Page 41, line 1 — To delete — 

prescribed 

Amendment put and passed. 

Clause, as amended, put and passed. 
Clauses 49 to 51 put and passed.  

Clause 52: Detention for examination on referral made under s. 26(2) —  
Hon HELEN MORTON: I move — 

Page 42, line 21 — To delete “the person’s psychiatrist” and insert —  
a health professional who is currently providing the person with treatment 

Hon STEPHEN DAWSON: I probably should have made this point when the minister moved her last two 
amendments: I think it is probably good practice to at least provide a brief line or two about each amendment. 
Obviously, this one has been mentioned a few times. Members have been coming in and out of the chamber. It is 
probably worthwhile the minister saying, in moving this amendment, that she has moved similar ones previously 
and this is the reason. At least it ensures we are all on the same page and we all know what is going on.  

Hon HELEN MORTON: Now I am going to jump up and down saying exactly the same thing for the next four 
or five amendments. They all relate to the fact that we have already described a health professional and that 
“the person’s psychiatrist” is one of those health professionals and consequently the shift is around deleting 
“the person’s psychiatrist” and substituting it with “a health professional who is currently providing the person 
with treatment”. That comes up in the next four or five amendments.  
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The DEPUTY CHAIR (Hon Liz Behjat): I will be guided by the committee on this one. As there are several 
amendments, if I could put this question at one time: that the words to be deleted be deleted and those to be 
inserted be inserted. Are members happy to do that or shall we do it separately? I see nodding.  

Amendment put and passed. 
Clause, as amended, put and passed. 

Clause 53: Detention for examination on referral made under s. 36(2) — 
Hon HELEN MORTON: For the same reasons, I move the amendment at 10/53 — 

Page 43, line 17 — To delete “the person’s psychiatrist” and insert —  

a health professional who is currently providing the person with treatment 
Amendment put and passed. 
Clause, as amended, put and passed. 
Clauses 54 to 57 put and passed.  
Clause 58: Detention for examination —  
Hon HELEN MORTON: For the same reasons, I move the amendment at 11/58 — 

Page 47, line 9 — To delete “the person’s psychiatrist” and insert —  

a health professional who is currently providing the person with treatment 

Amendment put and passed. 

Clause, as amended, put and passed. 
Clause 59: Detention at place outside metropolitan area —  
Hon HELEN MORTON: I move — 

Page 48, line 20 — To delete “the person’s psychiatrist” and insert —  

a health professional who is currently providing the person with treatment 

Amendment put and passed. 

Clause, as amended, put and passed. 
Clauses 60 and 61 put and passed.  

Clause 62: Detention to enable person to be taken to hospital —  
Hon HELEN MORTON: I move — 

Page 50, lines 24 and 25 — To delete — 

, because of the person’s mental or physical condition, 

Page 51, lines 6 and 7 — To delete — 

, because of the person’s mental or physical condition, 

I have already covered the issues around why I am taking out the reference to “the person’s mental or physical 
condition”. Once again, a couple of those amendments will come up throughout this as well.  

Amendments put and passed. 
Hon HELEN MORTON: I move — 

Page 51, line 25 — To delete “the person’s psychiatrist” and insert —  

a health professional who is currently providing the person with treatment 
Amendment put and passed. 
Clause, as amended, put and passed. 
Clause 63: Making transport order — 
Hon HELEN MORTON: For the reasons I have already explained, I move — 

Page 52, line 16 — To delete —  

because of the person’s mental or physical condition, 
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Amendment put and passed. 
Clause, as amended, put and passed.  
Clauses 64 to 69 put and passed. 
Clause 70: Detention at authorised hospital — 
Hon HELEN MORTON: I move — 

Page 56, line 14 — To delete “the person’s psychiatrist” and insert — 

a health professional who is currently providing the person with treatment 

Amendment put and passed. 
Clause, as amended, put and passed. 

Clauses 71 to 78 put and passed. 
Clause 79: How examination must be conducted — 
Hon HELEN MORTON: I move — 

Page 60, lines 17 to 29 — To delete the lines. 

This has already been defined in clause 4, and that was done so that we could take it out of the various sections 
of the body of the bill. That has already been dealt with in definitions. 

Amendment put and passed. 
Hon HELEN MORTON: I move — 

Page 61, line 14 — To delete — 

prescribed 

Amendment put and passed. 

Clause, as amended, put and passed. 
Clause 80: Information to which examiner may have regard — 
Hon SALLY TALBOT: Clause 80 refers to the second stage of a two-stage process of examining a patient. 
We have already had considerable discussion about what goes on with the form of the referral. I made the point 
then that we on this side of the house would have thought that it was appropriate to have reference to the treating 
health professional. This is the second step of the process whereby the psychiatrist is actually doing the 
examination. Again we find that there is no reference to a person currently providing treatment to the patient. 
I wonder why that is the case, particularly given that the minister based a lot of her argument around the 
omission of that reference in the referral process and on the fact that things might have to be done urgently or in 
an emergency situation. I would have thought that once we get to the stage at which the person is in a secure 
institution or in the care of a psychiatrist and being assessed, this would be the place to insert that reference, 
rather than—to pre-empt what the minister is probably about to tell me—to assume that the “any other person” 
in subclause (1)(c) would capture the health professional currently providing treatment to the person. 
Hon HELEN MORTON: The Chief Psychiatrist’s standards, which are set out in clause 545, apply. 
Clause 545(2) states — 

The Chief Psychiatrist must publish standards for the treatment and care to be provided by mental 
health services to the persons specified in section 513(1). 

That covers assessment. Assessment is one of those standards. 
The DEPUTY CHAIR (Hon Liz Behjat): For those following, the minister has referred us to page 361 of the 
bill. 
Hon SALLY TALBOT: I think the opposition has an amendment to clause 545, so perhaps we will get to that. 
I am trying to find amendment 113, if anybody can help me with that. 
The DEPUTY CHAIR: Hon Stephen Dawson’s amendment to clause 545 is on page 26 of supplementary 
notice paper 5—the current one—deleting lines 13 to 15. 
Hon SALLY TALBOT: Thank you for your assistance, Madam Deputy Chair. I think we can deal with that one 
when we get there. 

Is the minister saying that those standards will include a reference to seeking information from a current 
practitioner? 
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Hon HELEN MORTON: Yes. 

Hon SALLY TALBOT: Why have they not been included in the bill, if the minister is so certain that they are 
going to be there? 

Hon HELEN MORTON: They are covered, once again under subclause (1)(c)—“any other person”. Standards 
will definitely involve the information to be sought from other practitioners as part of “any other person”, but 
there are more than practitioners. Not everybody has a current practitioner, for example, so that will be included 
in the standards that are put out. 

Hon SALLY TALBOT: I am greatly relieved to hear that, because I think it is a very important thing, and I am 
glad that has been picked up. From what the minister is saying, can I conclude that the guidelines and standards 
have already been drafted, in which case, can we see a copy of them? 

Hon HELEN MORTON: I have indicated previously that the standards and guidelines have already been 
drafted. They are in an early draft form. They are to go to the various groups of people who will review them, 
such as the consumer and carer group and the non-government organisation group, and then they will go to the 
Mental Health Bill implementation reference group. The process is currently being gone through. I do not think 
it is of any value to put them out to anybody else at this stage of that process. 

Hon SALLY TALBOT: Are they disallowable, will they be made public; and, if so, when does the minister 
expect them to be made public? 

Hon HELEN MORTON: As I have indicated, there is a requirement for them to be published. But they are not 
disallowable in the normal way that I think the member is suggesting regulations are made disallowable. They 
will be published. I understand that they will be undertaken well and truly before the bill is implemented, and 
obviously prior to the education rollout that will be taking place to implement this new bill.  
Hon SALLY TALBOT: Is it the intention to publish any sort of guidelines or standards for the first step in the 
process—that is, the referral process? 
Hon HELEN MORTON: The assessment guideline covers both.  
Clause put and passed.  
Clauses 81 to 92 put and passed. 
Clause 93: Involuntary inpatient to be advised of expiry — 
The DEPUTY CHAIR (Hon Liz Behjat): I will give the call to Hon Stephen Dawson but, noting the time, I am 
required to report the bill to be house.  
Progress reported and leave granted to sit again, on motion by Hon Helen Morton (Minister for Mental 
Health.).  
 


	MENTAL HEALTH BILL 2013
	Committee
	Sitting suspended from 6.00 to 7.30 pm



