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CHIROPRACTORS BILL 2005 
OCCUPATIONAL THERAPISTS BILL 2005 

PHYSIOTHERAPISTS BILL 2005 
PSYCHOLOGISTS BILL 2005 
OPTOMETRISTS BILL 2005 

PODIATRISTS BILL 2005 
OSTEOPATHS BILL 2005 

Cognate Debate 

On motion by Mr J.C. Kobelke (Leader of the House) resolved - 

That in accordance with standing order 169, leave be granted for the Chiropractors Bill 2005, the 
Osteopaths Bill 2005, the Physiotherapists Bill 2005, the Occupational Therapists Bill 2005, the 
Podiatrists Bill 2005, the Psychologists Bill 2005 and the Optometrists Bill 2005 to be considered 
cognately, and for the Chiropractors Bill 2005 to be considered the principal bill. 

Second Reading - Cognate Debate 

Resumed from 29 June. 

DR K.D. HAMES (Dawesville) [10.16 am]:  I will lead the opposition debate on the seven bills.  This side of 
the house will support all the bills.  However, there is one bill on which we require further detail during 
consideration in detail.  Overall, the opposition is satisfied to support the bills. 

A further two bills are coming that are part of the study undertaken as part of national competition policy 
requirements.  The opposition has some difficulty with those two bills.  They will be debated at a later stage.  
The bills before the house are of a model that the opposition supports. 

These bills have come forward as part of the competition policy, which, incidentally, I am not very satisfied 
with.  I do not think that we should blindly follow competition policy.  However, we are required to undertake a 
review of all legislation as part of national competition policy, which was introduced to the states and territories 
in 1995.  A review is certainly required in this instance.  All these bills replace acts controlling the registration of 
various professional bodies.  However, the acts are very outdated and in a format that requires significant 
change.  I will refer to the previous years in which bills for registration were enacted.  I will do so in ascending 
order.  The Optometrists Act was proclaimed in 1940, the Physiotherapists Act in 1950, the Podiatrists Act and 
the Chiropractors Act in 1964, the Psychologists Registration Act in 1976, the Occupational Therapists 
Registration Act in 1980 and the Osteopaths Act, the most recent, in 1997.  I have to say that, in perusing the 
second reading speech, I cannot find anything that explains what is wrong with the current Osteopaths Act.  
Nevertheless, the opposition is satisfied with the end result.  I understand there was widespread consultation 
about the 1997 act.  Some changes were made that resulted in the current legislation.  All of the other bills before 
the house are modelled on the Osteopaths Act.  The bills are, therefore, almost identical.  Obviously, there are 
variations that account for the different professions, but otherwise they are very much the same.  The reason for 
the regulation of industries is well known to most people in the community.  However, for those who do not 
know, I advise that it is a matter of assessing professions that may pose a risk to the public.  I will quote from the 
Australian Health Ministers Advisory Council criteria that are used for assessing the need for statutory regulation 
of unregulated health occupations.  As I said, all those professions are regulated, but the purpose of regulation is 
the following -   

The following should be considered when assessing whether there is significant risk of harm to the 
health and safety of the public: 

•  the nature and severity of the risk to the client group 

•  the nature and severity of the risk to the wider public 

•  the nature and severity of the risk to the practitioner 

Obviously in all those professions there is some risk involved when people who are not properly qualified, 
properly trained or properly regulated undertake those professions.  There must be an overseeing body for those 
professions and someone who will consider complaints.  There must be a process for removing someone who 
does not meet the requirements of those professions.  There must be a body that can ensure study, training and 
practice requirements are met, and that people without those qualifications do not set up a shingle and start 
practising as a physiotherapist, chiropractor or whatever.  All those professions in the wrong hands of people 
who are not properly trained could pose a significant risk to the public.  
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Although it was not in your time, Mr Acting Speaker (Mr P.B. Watson), when I was the Minister for Water 
Resources, I regulated the plumbing industry, which had previously not been registered.  Anybody could put up 
a shingle as a plumber.  There were widespread instances of people who had not been properly trained installing 
backyard plumbing and doing dodgy jobs on people’s plumbing, which posed a serious health risk to the 
community.  We therefore brought in the Water Services Coordination Amendment Act 1999, which established 
the Plumbers Licensing Board that provides the framework for the proper management of the industry.  Hence, 
although most of those registration boards have been in place for a considerable time, the longest being the board 
under the Physiotherapists Act 1950 for 55 years, it is obvious that in this modern framework, variations need to 
be made to those original provisions.  There must also be an opportunity to examine the boards’ structures and 
the ways in which they operate. 

I will read briefly from the minister’s second reading speech, again to put on the record certain issues in these 
bills that I believe are particularly important.  As I said, the Osteopaths Act 1997 was used as the framework for 
these bills.  I will repeat the objective from the minister’s second reading speech that I briefly outlined earlier -  

The key objective of health practitioner legislation, such as this bill, is to protect the public from harm 
by ensuring that only suitably qualified and trained persons are permitted to provide specified services.  
The primary objectives of the bill are - 

to ensure that only properly qualified and competent persons are registered to practise 
osteopathy; 

to regulate the practice by those persons; and 

to establish, maintain and promote suitable standards of knowledge and skills among health 
professionals for the purpose of protecting consumers of health services in Western Australia. 

The ACTING SPEAKER:  Members, please, I am having trouble hearing the speaker.   

Dr K.D. HAMES:  For Hansard I said, “Tut, tut, tut.” 

A few of the bodies that represent those professions, particularly chiropractors, raised the issue of ongoing 
training.  They believe that there should be provisions within the acts to oversee the training requirements for 
those groups.  I pointed out to them that that is not the case in the medical profession.  There is a very strong 
requirement for doctors to undergo ongoing training, but the act does not require them to do so.  It is encouraged 
by the Medicare rebate, which gives a higher rebate - the vocational rebate - to patients of doctors who undertake 
ongoing training.  Doctors who undertake a certain amount of training a year provide a higher Medicare rebate to 
their patients.  That, of course, encourages us all to keep our noses to the grindstone and undergo continuing 
training.  In fact, it is a very good scheme and most doctors participate in it.  It does not earn the doctor any more 
money, but it means that their patients get a higher rebate.  Therefore, patients, in general, pay less for a visit to a 
doctor who is registered for the vocational rebate.  That has made a big difference.  Previously doctors would 
graduate, spend a year in a hospital and never in their lives undergo another day’s training.  Now a very large 
percentage of doctors undertake that training.  However, it is not a provision that should be contained in 
legislation.  It is a provision that is quite within the ability of boards to implement as part of the consultation 
process with their own members.  Each board can, if it wishes, consult individually with its members and 
introduce training programs.  I am quite happy to support legislation that does not contain that provision. 

Another issue that was raised by chiropractors relates to the appointment of new boards.  They said, in effect, 
that the minister should take into account the significant expertise of people on the current boards.  I am pleased 
to note that in response to that issue, the minister acknowledged that point.  In relation to the new board, the 
minister’s response states -  

Schedule 2 does provide for the appointment of a new Board.  This is the position in all of the health 
practitioner Bills and is the position that is consistently applied for replacement registration legislation 
in Western Australia.  The Minister will now appoint all Board members.  The Board’s comments 
regarding the advantage of existing Board members being appointed to the new Board have merit and 
will be taken into account when the Minister appoints the new Board.  

Obviously it is quite sensible to try to retain people who have had experience on those boards.   

I return to the second reading speech by the minister.  I want to make a few comments and go through some 
issues on the contents of the bills.  As I said earlier, the bills are all set out in virtually identical fashion.  It is not 
always easy to put forward a definition for particular professions.  For example, in the Chiropractors Bill it is 
very difficult.  Some chiropractors I spoke to wanted a definition included in the bill and some did not.  
Sometimes having a definition of a profession can be detrimental.  I think ultimately there was general support 
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for the definitions in the bills.  I make the point that the opposition contacted all the representative bodies on the 
bills that we are debating today, and there was unanimous support for the bills from all of them.  We received no 
objection to the content of any of the seven bills.  Some issues required clarification, and I will go through those 
issues in one bill.  However, none of the groups opposed any of the legislation and, in fact, most were quite 
supportive of it.   

Mr J.A. McGinty:  There has been a very exhaustive consultation process, I must say.  Hopefully, these bills are 
not about politics but are about simple good management.   

Dr K.D. HAMES:  I understand that.  That was reflected in the fact that there was quite widespread support.  
There are no great changes within these bills.  Most of them do fairly simple things.  They establish a rather 
simple and cohesive structure that is similar to most laws.  It is good having them all together.  I understand that 
this process started during our time in government and has continued since then, putting the bills into place.  As I 
said, there was widespread support for these bills. 

I wish to talk about the different components of the bills.  Part 2 deals with the power to establish a complaints 
assessment committee, an impairment review committee and any other committee that is required.  The 
membership of the boards was changed and has been extended so that they can promote the continued 
competence of registered persons.  They can support, promote and monitor public education and provide advice 
to the minister.  The boards also have the power to delegate some of their functions. 

Part 3 relates to the funds of the boards, how the funds are to be used and the boards’ annual report.  Part 4 
governs how the registration process will be undertaken and the issue of professional indemnity insurance.  Part 
5 covers disciplinary matters.  When complaints are made to the boards and people are found to have done the 
wrong thing, there is an opportunity for the boards to require action by the professional concerned or even 
enforce deregistration if that is required.  Part 6 deals with the range of offences, part 7 covers codes of practice 
and part 8 relates to miscellaneous provisions. 

The bills are quite simple and clear in their requirements and functions.  They establish a framework that can be 
mirrored with other established boards.  The opposition believes that those involved in developing this 
legislation got it absolutely right. 

MR T.K. WALDRON (Wagin - Deputy Leader of the National Party) [10.32 am]:  The National Party also 
supports this legislation.  Nine pieces of health practitioner legislation have been reviewed under the national 
competition policy requirements, including the seven bills that we are debating cognately.  I will not go through 
the bills, because the member for Dawesville has done that.  The bills seem to have been reviewed using the 
template of the Osteopaths Bill.  They have been under discussion since 1998 in a review of Western Australian 
health practitioner legislation.  Two reports have been generated from that - the national competition policy 
review of the Western Australian health practitioner legislation in June 2000 and the report of the Review of 
Western Australian Health Practitioner Legislation in March 2001.  There was widespread support for a review 
of the acts in accordance with the template. 

I intended to set out the key objectives of the bills, but the member for Dawesville has done so.  They will 
protect the public from harm by ensuring that only suitably qualified and trained persons are permitted to provide 
specified services.  The objectives will ensure that only properly qualified and competent persons are registered 
to practise, will regulate the practice by those persons and will establish, maintain and promote suitable 
standards of knowledge and skills among health professionals for the purpose of protecting consumers of health 
services in Western Australia.  There is widespread support for this legislation and we certainly support it. 

The dispensing opticians have raised four points which require clarification.  Perhaps the minister may be able to 
throw some light on them.  I am not an expert in this area. 

Dr K.D. Hames interjected.   

Mr T.K. WALDRON:  That is right; it is mainly to do with the optical dispensers. 
Mr J.A. McGinty:  It is on the notice paper but it is not part of this package.  The member for Dawesville has 
also foreshadowed some concerns.  

Mr T.K. WALDRON:  I will leave that until we debate that bill separately.  Four points have been raised with 
me.  I will raise them with the minister during that debate and I think he will be able to clarify them for us.  The 
Nationals support this legislation. 
DR G.G. JACOBS (Roe) [10.35 am]:  I rise to support these cognate bills.  I have been able to discuss these 
bills with various practitioners in my community.  The feeling from the practitioners, whether they be 
chiropractors, physiotherapists, podiatrists or others, is that they essentially have no issues.  They believe the 
legislation is a good thing.  They feel that there is a need for some regulation, not overregulation but some 
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regulation, to give practitioners, if nothing else, some credibility and for them to be seen to have some guidelines 
for regulation, particularly in practice. 
The Osteopaths Bill is the template and the other bills follow with some variation only where it pertains to the 
detail of that practice, whether it be chiropractic, podiatry or physiotherapy.  The bill is in four parts, as the 
minister said in his second reading speech.  Part 2 relates to setting up the boards, which are important 
regulators, similar to the medical board that the medical fraternity has had for many years.  Part 2 deals with the 
way in which that board will be set up and the number of members it will have, with a combination of 
practitioners in the majority, but also a consumer representative and a legal practitioner.  It gives the board 
balance and is a good composition.  I may take up the issue of how those members are appointed to the board 
during consideration in detail. 

Part 3 deals with the board’s functions.  Part 4 relates to the governing issues of the board and the categories of 
registration, which are very similar to those in the medical profession, and include conditional registration and 
provisional registration. 
I gave a copy of this legislation to my local chiropractor.  He rang me back within about a week and indicated 
that he had taken it to his association.  The conversation we had was very short.  Essentially he said that the 
members of the association were happy with it, they had no issue with it and they thought it was good for them, 
the community and their patients because it gave some regulation and guidelines for practice.  We all should be 
part of that, whether it be a medical practice, physiotherapy practice or any allied health practice in the 
community.  I want to share with members an experience I had in the bad old days, as it were.  I first went to 
Esperance as a medical practitioner about 25 years ago.  A couple of years after I began practising, an alternative 
practitioner arrived in the town.  He created a bit of a travelling circus and visited different areas.  His treatment 
involved setting up in a local residence and administering massage, osteopathy and a bit of faith healing, which 
were thrown in together.  According to the rumour going around the town after about a week, he was getting 
outstanding results.  People who had been in wheelchairs for years could now walk.  People who had 
experienced severe headaches and migraine for years were now cured. 
The ACTING SPEAKER (Mr P.B. Watson):  They should send the Dockers down there! 
Dr G.G. JACOBS:  Probably.  The issue was that, although those results were being touted around town, they 
were not happening.  The results were not being delivered and the rumours were not substantiated.  Some 
members of the community wished to make some sort of complaint.  In fact, a patient of mine who had seen that 
healer paid large sums of money for which no results had been delivered.  Although it may have been seen as 
sour grapes on my part, as I was one of three or four general practitioners in the town at the time, I thought I 
should, and had a responsibility to, make some sort of complaint.  I found it enormously difficult to do so 
because, in the absence of the legislation that we are debating today dealing with regulations and boards, a 
structure with which to overview practice was not available.  At a loss for where to go, I went to my own 
Medical Board of WA.  I was asked if the practitioner was posing as a doctor.  I said that he was not posing as a 
doctor but he was maintaining that he was curing people in wheelchairs, removing gallstones and curing people 
of chronic disease.  I said that I and members of the community believed it was not the case and that the results 
were invalid and not being delivered.  I said that people were paying exorbitant amounts of money for it.  
However, I did not get anywhere because, as the practitioner was not posing as a doctor and was not physically 
picking up a scalpel and operating on somebody, as far as the Medical Board was concerned he did not come 
under its auspices - he fell outside its responsibility.  When I saw these bills I harked back to that, because it was 
very difficult for me to complain to an osteopaths board, a physiotherapists board or any other board.  Had the 
person said that he was practising osteopathy, under this legislation there would have been some regulating, 
overview body with responsibility for those sorts of practices.  The legislation will give some credibility and 
reassurance to those people in allied health areas.   
Another, perhaps not so gracious, opinion is that if it is okay for me to be regulated as a medical practitioner 
when practising medicine and delivering health services, it is the responsibility of other people who are 
practising in the area of health in the community, albeit in what may be considered a different practice and 
perhaps an alternative to medicine, to have some regulation and guidelines for their practice.  Therefore, this 
legislation is a move in the right direction.  I do not believe it is too much of an impost and it is not onerous for 
their practice.  However, there are some issues.  The legislation provides that a chiropractors board or osteopaths 
board may require professional indemnity insurance as a condition of registration.  My registration with the 
Medical Board is not linked to professional indemnity, but that insurance is something I should have and could 
not do without.  When I spoke to chiropractors in my town, their response, which I might raise in a later debate, 
was that the board should require that professional indemnity insurance be a condition of registration.  That was 
their view, and it was quite a responsible view.  Every member of the medical profession knows that he or she 
cannot practise without professional indemnity.  The chiropractors took the responsible view and said that the 
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wording of the requirement for professional indemnity insurance ought to include the word “should” instead of 
“may”, which probably reflects a recognition by them of the realities of practice in the twenty-first century.   

Mr J.A. McGinty:  Because it is a common provision and it will be in the new Medical Act when it comes in, I 
expect that, as with lawyers, boards will require it.  If there is a case in which it is not done, that might be a 
condition of someone continuing to practise.  The legislation gives the boards the power to exercise a greater 
supervisory or requirement capacity than they currently have.  It is modest, because I think, from a consumer 
protection point of view, all these health professionals should have the appropriate indemnity insurance.   

Dr G.G. JACOBS:  I thank the minister for that.  There seemed to be the feeling that instead of the wording 
being that the board “may”, it should be that the board “will” make professional indemnity insurance a 
requirement for registration.  That was the chiropractors’ view, which, as I have said, showed a realisation of the 
realities of practice today in our significantly litigious society.  It also indicated the acceptance of their 
responsibility to get things right in their practice, the board’s administration and the guidelines for practice.   

Essentially, we support these bills.  We have circulated them to the people on the ground, who are the people in 
practice.  As the minister has said, the support for the bills probably indicates the wide-ranging consultation 
process that has been going on for some time.  That shows, because when these bills were presented to the 
practitioners on the ground, they essentially had no issue.  I would like to clarify some clauses and perhaps 
modify them during further debate, but I commend the bills to the house.   
MR M.P. WHITELY (Bassendean) [10.50 am]:  I thought I had more time to prepare for this speech, so I ask 
members to forgive me if it is somewhat disjointed.  I welcome these bills and the chance to increase the 
regulation of the allied medical professions as outlined in these bills.  If these professions are to be given the 
appropriate status that the responsible practitioners of these professions deserve, they need to be regulated in a 
way that is comparable with the medical profession.  Since I have been a member of Parliament, I have had an 
active interest in a number of health, and particularly mental health, issues.  Most noticeably, I have taken an 
active interest in attention deficit hyperactivity disorder, as I have concerns about its misdiagnosis and 
overprescription.  I have also been a strong advocate for involving a range of allied health professionals to 
examine the behaviour of children to understand the underlying causes of their behaviour.  One of the criticisms 
I have encountered because of the types of statements I have made is that people such as me often promote 
unproven and unscientific treatment for ADHD.  I put on record that I do not promote those types of treatments.  
My message is simple: there is no simple answer for treating those types of conditions. 
While I am on the subject, I will raise a couple of matters.  I refer to recent media coverage of the issue of 
ADHD following a report that was released about a fortnight ago on the analysis of prescription data that was 
gathered over 17 months between August 2003 and December 2004.  The report examined the first 17 months of 
a new stimulants monitoring regime.  This matter received some publicity in the Sunday Times a fortnight ago.  
From memory, the report highlighted that approximately 19 000 patients receive stimulants for a variety of 
conditions, but principally for ADHD.  It appears that there has been a slight downturn in the number of people 
in Western Australia who are prescribed stimulants.  I would have expected that to be the case after the 
accountability procedures were tightened.  It appears that the downturn amounts to approximately 2 000 patients.  
A report revealed that there has been an increase in the age of people who have been diagnosed with ADHD.  I 
do not have the statistics in front of me.  There has been a significant decrease in the prescription of ADHD 
medication for children aged between zero and 9 years and for young people aged below 19 years.  People in 
those age groups still represent the majority of patients receiving such treatment, but in absolute terms the 
number of children who are being prescribed medication has declined.  More adults are being prescribed 
medication, particularly in the 20 to 29-year-old age bracket.  I suggest that is a result of the ageing of the cohort 
of patients who were diagnosed with ADHD in the 1990s.  The age of people being prescribed medication for 
the treatment of ADHD has increased and fewer young children and teenagers are being prescribed that type of 
medication, which is great. 
Probably the most sensational aspect of the report was that it highlighted that very few prescribers were 
responsible for the high number of prescriptions being issued in Western Australia.  The report somewhat 
alarmingly highlighted - I was pleased to read the comments of the Minister for Health, who also shares my 
concern - that one individual prescriber, who is a paediatrician, was responsible for prescribing medication for 
2 077 patients over a period of 17 months.  I can tell that the prescriber referred to in the article is a paediatrician, 
even though he was not named, because the information about prescribers was depersonalised.  I could tell by 
analysing the figures that it was a paediatrician even though the report did not state that it was a paediatrician.  
Close analysis of the figures indicates that it was a paediatrician.  Based on the reported figures, if the 
paediatrician worked 46 weeks a year for 40 hours a week, every 75 minutes he would prescribe drugs to a new 
patient to treat ADHD.  That calculation, of course, ignores the fact that paediatricians service a range of 
individuals, and it does not take into account repeat consultations etc.  The paediatrician had authorised co-
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prescribers, who are usually general practitioners who are authorised to issue repeat scripts, primarily for 
dexamphetamine and to a lesser extent Ritalin, or methylphenidate.  Ultimately the paediatrician was responsible 
for prescribing drugs to 2 077 patients to treat ADHD.  In the article in the Sunday Times I called for the 
paediatrician to identify himself and to explain those practices.  I have not heard from him.  I have my suspicions 
about who it is, although I cannot be 100 per cent certain and I will not air those suspicions without conclusive 
proof.  I will not name the paediatrician whom I suspect.  If the paediatrician is confident about his prescribing 
practices and that he is conducting a thorough analysis of his patients, it is up to him to come forward.  I will not 
labour the point too much because I have said much about it already. 
I will highlight another concern that relates to these bills.  All medical practices, whether they are registered 
doctors or other allied health professionals, should be science based.  Like every other profession, medicine is 
influenced by fashion.  In some respects, throughout the 1990s and the 2000s ADHD was a popular diagnosis 
that tended to miss the underlying cause of the patients’ problems.  I have watched the trends in prescribing 
practices over that time.  One of the recent trends has been the use of long-acting medications for the treatment 
of ADHD.  It is argued that a benefit of long-acting medications is that the patient need only take a dose of 
medication once a day rather than two times a day.  Therefore, patients do not have to take the drugs to their 
workplace or the schoolyard, which reduces the potential for the drugs to be diverted, as fewer amphetamines are 
then in the school environment.  The single dose is one of the perceived advantages of long-acting medications.  
As far as I can understand from the reading I have done - I do not have any expertise in the area - the long-acting 
medications work on a slow-release formula that is regulated by the controlled flow rate of membranes and the 
like.  If they work, the slow and steady release of a single dose throughout the day is an advantage that can be 
exploited.  That has been a marketing advantage for those types of medications. 
However, I am concerned about recent findings regarding long-acting medications.  It does not matter whether it 
is methylphenidate - Ritalin is the brand name for the short-acting form of the medication - the long-acting form 
known as Concerta, or dexamphetamine.  The particular brand about which I will talk is called Adderall XR, 
which is a long-acting form of dexamphetamine.  A new product on the market is a non-stimulant drug called 
Strattera, which is a product manufactured by Eli Lilly and Co.  Concerns were raised this year about each of 
these drugs.  On 30 June 2005 the Food and Drug Administration in America issued a strong warning on the 
possible safety concerns about methylphenidate products.  It expressed concerns about psychiatric and 
cardiovascular adverse events.  I will not take the house’s time to list those, but I have the information here.  
Those concerns came about because of a variety of adverse incidents associated with the use of Concerta.  The 
incidence of adverse psychiatric and cardiovascular events with the use of Concerta seemed to be higher or they 
occurred more often than they did with Ritalin, the fast-acting form of the product.  There is concern about 
Concerta over and above the concerns that already exist about Ritalin. 

Point of Order 
Dr K.D. HAMES:  I have been very patient, because we know the member has a particular interest in this 
subject.  I know you have only just taken the chair, Madam Deputy Speaker, but I have sat quietly for a good 10 
minutes listening to a speech that has absolutely nothing to do with the bill.  I think the member has had a good 
forum to express his point of view on different issues.  
Mr M.P. WHITELY:  In relation to the point of order, I will be brief, and I am about to conclude my remarks.  
I am really talking about the need for all forms of medical practice to be science based.  I think that relates to the 
intent of these bills.  
The DEPUTY SPEAKER:  I have only just taken the chair.  On that basis I will allow the member to continue, 
but only on the condition that he draw his comments to a close, or that they be very closely related to the bills 
under discussion, given the valid point the member for Dawesville has made.  

Debate Resumed 
Mr M.P. WHITELY:  Thank you for your guidance, Madam Deputy Speaker.  It is often difficult to get an 
opportunity to discuss appropriate and important issues in this house, and I will be very brief and come to the 
point.  
The second drug that has been the subject of concerns is Adderall XR.  In fact, in Canada Adderall XR has been 
removed from the market following 20 reports of -  

Point of Order 
Dr G.G. JACOBS:  I understand the member’s concerns about this, and I am actually with him on that.  
However, I believe his speech is not to the point of the subject of this discussion.  I understand the issues 
entirely, and I am quite happy to talk to the member at any time about them, but I do not believe that it is 
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relevant to this discussion.  I ask that he make his remarks relevant.  We are not talking about regulation of the 
medical profession; that has already been done.  We are talking about other associated health professions.  
The DEPUTY SPEAKER:  The member for Bassendean had only uttered a few words.  Either he was going to 
mention the subject of the Psychologists Bill, perhaps, in the next few seconds, or he was going to finish his 
remarks.  I take the point of the member for Roe, and ask the member for Bassendean to bring his remarks to a 
close.  

Debate Resumed 
Mr M.P. WHITELY:  It is important that we regulate the medical activities of all allied health professionals.  
Psychologists certainly do not have the option to prescribe drugs, which is relevant.  With the indulgence of the 
house, I will finish within the next 90 seconds.  I simply wanted to take this opportunity to get these matters on 
the record.  Adderall XR was withdrawn from sale after international reports of adverse events, including 20 
deaths, mainly from cardiovascular problems.  The third product was Strattera.  Recently the manufacturer of 
that drug, Eli Lilly and Co, advised that it would make labelling changes drawing attention to suicide risk.  The 
consistent theme in all of this is that these three products, particularly Adderall XR and Concerta, are long-acting 
forms of the medication.  They have come onto the market in a rush, and we have seen a pattern beginning to 
emerge.  The question needs to be asked about whether the science now available supports the continued use of 
these long-acting drugs.   
With those few comments, I echo the thoughts of other members of the chamber and wholeheartedly support the 
bills.  
MR J.A. McGINTY (Fremantle - Minister for Health) [11.04 am]:  I thank members opposite for their 
support for this legislation.  It is sensible, well-consulted provision for the future regulation of various health 
professional groups.  Getting the bills to this stage has been a long process.  There are still a few more to come 
in, but these will deal with the bulk of these professions.  I am delighted to receive the bipartisan support of the 
Parliament for this legislation.  
Question put and passed. 
Bill (Chiropractors Bill 2005) read a second time.  
 


