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DENTAL BILL 2005 
Second Reading 

Resumed from 23 November 2005. 

DR K.D. HAMES (Dawesville) [12.10 pm]:  We are debating the Dental Bill 2005, which, hopefully, is one of 
the last of a series of medical bills that were based on the Osteopaths Bill 2005 and were brought into this house 
following a review by the government of competition policy guidelines.  The competition policy guidelines 
required all organisations, such as the Dental Board of Western Australia, to review their structure with a view to 
forming a new structure for regulating the management of various professions that will work much better in 
today’s modern society.  We have covered six or seven out of the nine bills.   

Mr J.A. McGinty:  It ended up being 10.   

Dr K.D. HAMES:  I am pleased that we are coming to the end of debating those bills.  This bill replaces two 
acts - the Dental Act 1939 and the Dental Prosthetists Act 1985.  I will briefly refer to some of the things that 
this bill seeks to do.  In doing that I will quote from the minister’s second reading speech.  This bill will 
amalgamate two separate entities - prosthetists and dentists - to bring them together under one act and, therefore, 
under one board of management.  To provide for the two entities, the number of members on the Dental Board 
will be increased from seven to 11.  The additional members of the board will include a legal practitioner, a 
consumer representative and a representative of the dental prosthetists and dental auxiliaries.  As a result there 
will be a much broader representation of the industry on the board.  Furthermore, this bill will change some of 
the powers of that board.  It will do the normal things that a board is required to do in managing certain aspects 
of the training requirements for people registered under that board.  The bill provides for full, provisional and 
conditional registration for people who are registered under that board.  In that way, the Dental Board will keep, 
as does the Medical Board of Western Australia, a register of the people on the board as well as a register of 
those people who would or would not be suitable persons to be on the board.   

The bill changes the previous structure by enabling the board to establish a complaints assessment committee 
and an impairment review committee.  It is proposed that the complaints assessment committee will comprise 
four people who will decide what action should be taken if a complaint is made against a registered member of 
the board.  Under this legislation, if someone is not happy with a dental procedure, he will have an avenue 
through which to air his complaint.  The four-person committee will investigate and make decisions on what 
happens to people against whom a complaint is made, including initiating disciplinary procedures if required.  
The second committee will cover impairment matters.  It will have the power to deal with those registered 
members practising either dentistry or dental prosthetics who are impaired because of the consumption of 
alcohol or drugs.  As a result of the board’s power to review those things, a range of offences will also need to be 
available.  The board will have the power to ensure that people comply with the disciplinary action it takes, and 
to implement any deregistration that is required in managing those people who have committed an offence.   

The opposition has had more feedback from the industry on this bill than it had on the related health bills.  
Generally, everyone was happy with the proposed legislation.  Apart from the Optical Dispensers Repeal Bill, 
which the opposition opposed because of strong resistance to that bill, the opposition has been happy to provide 
full support for the other pieces of legislation.  The conflict arising out of this bill is evident from two sources: 
first, the Australian Dental Association and, secondly, the dental technicians.  The ADA raised a number of 
issues relating to this bill and I will go through them shortly.  Some of the ADA’s concerns were addressed by 
the government to its satisfaction and some were not.  With respect to those that were not, the opposition agrees 
with the government’s decision in some instances and with the ADA in others.  

Another issue is the failure to bring dental technicians under this bill.  The minister received considerable 
correspondence from Mr Warman on behalf of the dental technicians, who are strongly of the view that they 
should be included under this bill.  It surprises me because the bill brings technicians, a group of people who 
specialise in producing, for example, dental prostheses and other material required by dentists, under the 
supervision and control of the dentists.  By doing that they will, in a way, lose some of their autonomy.  They 
believe there are too many dodgy operators in their profession and the members of their committee are strongly 
of the view that bringing them under the Dental Board will significantly improve their standards and the 
relationship they have with the dental industry, and give them more credibility in their operations.   

The questions that were raised when we debated the Optical Dispensers Repeal Bill were: at what stage should 
people be required to be registered; and to what degree should people who do not have direct contact with the 
public, such as dental technicians, be part of a system of registration?  It is something on which we have mixed 
feelings.  At the end of the day, if that is what the dental technicians want, we do not see a downside to it.  There 
is no way in which that would not be of benefit to the public.  The dentists and the dentist prosthetists who work 
with the technicians will form a team, and that would serve to better manage the process from the production of 
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equipment through to the installation of equipment by dentist prosthetists.  There is no downside to including 
them in the legislation.  I signal to the government that we intend to look further into this matter and will 
consider introducing into the other place an amendment that brings the dental technicians under this legislation.  
It is not a simple matter.  It cannot be done through a simple one or two-line amendment, because several issues 
need to be considered; for example, representation on the board and so on.  It will require further investigation 
by the opposition, but it is something that we intend to do.   

I come back to the issues raised by the Australian Dental Association.  One of the key issues it opposes is 
allowing corporate entities the right to have ownership of dental practices.  That is allowed for in this legislation, 
and it is also permitted in other states.  The ADA was particularly concerned that nameless faces in corporations 
would take over the ownership of dental practices and exert undue influence over dentists.  These nameless faces 
would be interested only in profit rather than the proper practice of dentistry.  As a medical practitioner, I know 
that that is already happening in medical practices, although it is not as though there is no control over those 
corporate faces.  Personally, however, I am not all that happy with the way the corporate sector has entered the 
practice of medicine, creating corporatised medicine that, in the view of many people, has its eye firmly on the 
dollar produced by those practices rather than on the proper and good practice of medicine. 

Mr J.N. Hyde:  Hear, hear! 

Dr K.D. HAMES:  The member for Perth says “hear, hear”, but this legislation, which I presume he will be 
voting for today, brings in that exact same system for dentists.  The house is debating today whether to vote in 
favour of that, and I presume the member for Perth will go along with the government in supporting it.  

Mr J.N. Hyde:  Is it Liberal Party policy to nationalise dentists? 

Dr K.D. HAMES:  No, but I can inform the member that the opposition will follow the government in 
supporting this legislation.  If the member for Perth intends to vote against this legislation, he may find himself 
on his own, but we would be happy for him to call a division.  

The opposition is accepting this measure for two reasons.  Firstly, the government has made changes as 
suggested by the Australian Dental Association to make the ownership of practices much more transparent.  The 
details of who the owners are, their associations and their companies, must be provided to the board in order for 
those practices to exist.  Secondly, the ADA has given its agreement to the amendments the government is 
proposing.  Those who still oppose the principle of corporatised medicine will not be satisfied and, to some 
degree, the ADA has taken this path as the second-best option.  Its preferred option would still be for this 
provision not to be in the legislation.  However, the association is satisfied with the end result.  As a medical 
practitioner, I would say that if I must put up with this, why should not the dentists?  The key point, for the 
dentists as for the doctors, is that it is up to those professional people to maintain their integrity and professional 
standards, and not to be browbeaten or directed by people who have only profit as their motive.  I have worked 
with the equivalent of a corporate structure.  Molescan Australia Pty Ltd is a Queensland-based company run by 
a doctor who has established practices throughout Australia.  Doctors work for Molescan, but there is no 
pressure on them to change billing practices, do extra work or do anything improper.  As a doctor I would not 
have done so even had I been under pressure.  However, the company did not try to do that.  People have 
suspicions about those sorts of things happening, but the responsibility is always on the doctor or the dentist not 
to succumb to that pressure if it is applied.  That was one of the main issues raised by the ADA about corporate 
structures, and the opposition is happy to go along with the amendments to be made by the government. 

The second point raised by the ADA relates to regulations about who is suitably qualified to administer dental 
sedation.  That matter is dealt with in clause 105.  The government has proposed an amendment to that clause to 
address this issue, but the ADA is not happy with the amendment, because it refers only to anaesthesia.  Quite 
rightly, restrictions are placed on the training requirements for people able to administer anaesthesia in dentistry.  
The ADA has suggested that that is not wide enough and that the words “or sedation in dental surgery or 
registered day care facility” be added.  The opposition is not yet convinced either way, and during consideration 
in detail we will explore this in depth.  It depends a lot on which definitions of “anaesthesia” and “sedation” the 
dentists would like to have.  For example, if someone is administering Panadeine Forte, which contains 30 
milligrams of codeine, which is sedating to a degree, does that come under “sedation”, and what is an 
anaesthetic?  We will be exploring that matter further in consideration in detail.  We are not yet committed to 
either supporting that clause or seeking changes to it. 

The next item raised by the ADA relates to dental students.  Division 10 in part 5 of the bill relates to dental 
students.  The legislation deals in some detail with the requirements relating to dental students, but the ADA 
believes that that is not sufficient.  It suggests that there should at least be a register of students, and the 
provision should apply to all students, including dental students, prosthetic students, therapists and hygienists.  
The opposition is not satisfied that the proposal of the ADA is necessary.  We have been through the list of 
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requirements under the bill in relation to dental students and we believe that it is satisfactory.  We will not be 
pursuing that matter. 

The next issue raised by the ADA refers to clause 15(2)(e), about regulating the practice of dental specialties.  
The ADA is concerned that the term “specialist” is not given sufficient protection under the bill.  I will go 
through this in more detail when we discuss that clause in consideration in detail.  However, in medical practice, 
whence my experience arises, there are specialist doctors - surgeons, for example - but there are many other 
practitioners who say that they are specialists in a particular area.  For example, a specialist orthopaedic surgeon 
might say that he specialises in arms, as does Mr Peter Hale.  He specialises in arms, even though he is an 
orthopaedic surgeon, and it is quite legitimate for him to say that.  Someone else, who is a general practitioner, 
may say that he or she specialises in family medicine.  I see many signs around saying that.  Others may 
specialise in allergies, for example.  Nobody objects to people doing that, and I think there is already quite a 
distinction in people’s minds between a doctor who specialises in something and a specialist.  The dentists say 
that there is a problem, because there is a difference between a specialist prosthodontist, for example, who is 
trained in the field, and others with qualifications only in making prosthetics who say that they specialise in 
prosthetics.  The public is confused.  However, I think there is sufficient control.  When we talk later about what 
clause 105(2)(e) says, we will find that it gives power to the board to make decisions on what people can and 
cannot say in advertising their practice.  We believe that there is sufficient in the legislation to give the board the 
power to make those distinctions if it so wishes. 

One of the main areas of concern of the ADA about this legislation relates to the ability of prosthetists to fit 
partial dentures.  Previously, the prosthetist had the power to make full dentures, but not partial dentures.  If a 
person wanted a partial denture, he would need to go to a dentist.  This is not the case in other states.  Therefore, 
in order to make this legislation comply with the legislation in other states, the government has introduced a 
clause that will allow prosthetists to make partial dentures.  There is no training program for prosthetists in 
Western Australia.  Prosthetists who wish to undergo training now have to go interstate.  There is a suggestion 
by one of the universities - another member of the opposition will speak further about this matter later - that, if 
this legislation is passed, a training course will begin in Western Australia, which we think will be excellent.  
That will involve training prosthetists to make partial dentures.  The concern of the dentists though is that that 
training will not be adequate to cover the fitting of partial dentures.  It will enable the making of partial dentures, 
but will not cover the issue with which the dentists have particular concern; that is, the fitting of partial dentures 
over existing teeth that may be compromised in some way.  Again our resident dentist, the member for Darling 
Range, will speak later on the dangers of partial dentures and the difficulties that can arise if people who are not 
dentists make partial dentures.   

We intend introducing an amendment to these provisions at the consideration in detail stage.  There were two 
ways to approach this matter.  The first is to say that prosthetists should not be allowed to make partial dentures.  
However, given that that is not the case in other states, we did not consider that to be the sensible approach.  A 
more simple approach that we think would be effective would be to require a certificate from a dentist to say that 
someone’s teeth are suitable for the fitting of a partial denture.  It would not be a difficult procedure.  It would 
involve the dentist assessing the teeth, and probably X-raying the side on which a partial denture is required to 
be fitted, and then issuing a certificate to affirm that the person’s existing teeth or bone structure - the person’s 
mouth - is suitable for the fitting of a partial denture.  The person would then take that certificate to the 
prosthetist who would be able to fit the partial denture.  It will involve a marginal extra cost to the person 
seeking to have the partial denture fitted.  However, on the other side of the coin, the huge increase in safety 
would be, I think, worth it.  At the end of the day, the cost of a visit to the dentist and an assessment of the teeth 
if one is to have a partial denture fitted is not a big expense, and it is not really much different from what it 
would cost a person for a normal procedure.   

The last point I will raise relates to the supervision of therapists, school dental therapists and hygienists.  The bill 
has a responsibility to provide that auxiliary staff must be supervised.  There must also be a physical restriction 
on the number who can be safely supervised at one time.  A full-time equivalent of two such auxiliaries per 
registered dentist is reasonable and has stood the test of time since the introduction of therapists.  The view by 
the ADA did not get a lot of support from this side of the house.  A dentist that I visited had an assistant to do the 
scale and polish.  If the dentist had two or six assistants they would get expertise in doing the procedure, and a 
technician would be allowed to do only relatively simple procedures.  Dentists should not have to be looking 
over their shoulders to ensure they are doing the job properly.  Therefore, if dentists want to have six people 
doing that procedure, good on them in my view.  The dentist still has responsibility for the patient, and it is in the 
dentist’s interest to ensure that the people who go to the therapists are properly assessed in the first place.  That 
is the responsibility of the dentist, and if something goes wrong, those people are employed by the dentist, and it 
will reflect on the dentist’s practice. 

Mr J.A. McGinty:  My personal opinion supports your view.  It is an unreasonable restriction. 
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Dr K.D. HAMES:  I think so.   

That covers all the key points that were of concern to the ADA.  We will be supporting this legislation but we 
will go through in detail some areas in the bill to seek clarification, and we will be moving amendments to other 
components of the legislation.  The minister will be pleased to hear that there is no area of great contention in 
progressing this bill. 

MR T.K. WALDRON (Wagin - Deputy Leader of the National Party) [12.37 pm]:  In accordance with the 
national competition policy requirements, a review of the Dental Act 1939 and the Dental Prosthetists Act 1985 
has been undertaken as part of a review of health practitioner legislation.  As has already been mentioned, this is 
one of the nine bills that have arisen out of the review.  The bill repeals the Dental Act 1939 and the Dental 
Prosthetists Act 1985 and replaces those acts with an updated and strengthened regulatory regime for the dental 
professions and one registration board for the governance of all dental practitioners.  The National Party will also 
support this bill.  I will raise a couple of points, some of which have already been raised, and I will not speak for 
that long.   

The National Party will always support legislation that provides more services to country Western Australia, and 
obviously there are many issues of concern about dental services in country WA.  For a start, there is a shortage 
of dentists.  I know from talking to dentists in my region that they are exceedingly busy, and it is hard to make an 
appointment to see a dentist.  An important point for us is one of the opening comments in the second reading 
speech of the Minister for Health.  He said - 

The bill provides a modern framework to protect the health and safety of members of the public by 
providing for the regulation of the practice of dentistry and dental prosthetics and the registration of 
dentists, dental hygienists, dental prosthetists, dental therapists and school dental therapists.   

That is a good statement, with which I agree.  A framework to protect the health and safety of the public is very 
important and we strongly support it.  This legislation provides the mechanisms for those who are operating 
inappropriately to be jumped on.  The member for Dawesville has already referred to the complaints mechanism. 

Although some dentists may feel a bit threatened by some of this legislation, generally there is an acceptance of 
it.  It is natural for them to wonder how the legislation will affect their businesses, but overall the legislation is 
generally supported.  I will mention one matter that I will come back to later this session about government 
dental clinics that regional country WA does not have.  I will not go into this issue in detail today, as it does not 
quite pertain to the bill, but there is great inequity between the areas in which people can access government 
dental clinics.  One case highlighted to me is of a dentist who practises three days a week in a clinic in Wagin.  
From talking to him and to some of the people who attend that clinic, I can say that some aspects of it could be 
improved.  I will probably raise that issue and talk to the minister about it at a later date. 

I will now refer to a few points that have been raised with the National Party.  They probably need some 
comments or clarification from the minister, and if necessary we can pursue them a bit further in the 
consideration in detail stage.  One point was that dental hygienists should be given the right to be self-employed 
and to function independently without the control and supervision of a dentist.  I will be interested to hear the 
minister’s comments on that aspect.  Clauses 36 and 37 of the bill refer to acts that may be performed by dental 
hygienists and dental therapists.  Dental hygienists and dental therapists are employees of dentists, education 
authorities and the Department of Health, and do not have an independent right of practice.  These clauses 
provide that dental hygienists and dental therapists may, under the direction and control of a dentist, undertake 
acts of dentistry prescribed in regulations, or if they have completed appropriate training approved by the board 
for the purpose of assisting a dentist in prevention, control or treatment of dental disease.  Clause 38 refers to the 
direction and control of dental hygienists and dental therapists, and provides that a dentist under whose direction 
and control a dental hygienist or dental therapist undertakes an act of dentistry must examine the patient before 
the treatment commences and remain reasonably available for consultation, if not in full-time attendance. 
The opponents of these clauses argue that appropriately qualified dental hygienists should have the right to 
practise independently of dentists.  In support of their argument they claim that it will lead to the provision of 
more cost-effective and preventive dental care, although I would say that the requirements for dental hygienists 
proposed in this bill appear consistent with current requirements.  In the minister’s response to the second 
reading debate I would like to hear his comments on the proposals that the opponents of these clauses are putting 
forward. 

A point was also raised by the member for Dawesville that dental technicians are not included in the bill.  The 
Australian Commercial Dental Laboratories Association wants legislation for dental technicians and to provide 
for the registration and licensing of dental laboratories, as do other sectors of the dental industry.  I would like to 
hear the minister’s comments on that.  I understand that dental technicians are not covered by the existing act.  
They are claiming that registration and control of the industry are critical.  They need a controlling body to 
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identify credentials; to identify potential health risks from unclean and unsafe laboratories; to bring WA into line 
with other states of Australia; and to meet national competency standards.  At face value, those requests appear 
quite reasonable, particularly as the counterparts of dental technicians in other states are registered under their 
various dental boards.  I would like the minister’s comments on that as well. 
I will refer now to dental prosthetists.  The member for Avon introduced a private member’s bill on this issue, 
and I believe the provisions in this bill are consistent with those in that private member’s bill.  This bill provides 
that dental prosthetists will be permitted to construct and fit full or partial dentures, provided the practitioner 
meets the specific training requirements established by the board.  I certainly support and agree with that 
proposal.  I will not refer to the training issues again, but we need to know a little more about the training issues 
that the member for Dawesville mentioned.  It is a good thing that dental prosthetists will be permitted to do 
those things, but they must be able to do them in a professionally and properly trained way.  I would also like 
clarification on that from the minister. 
Those are the only comments I make about this bill.  I look forward to the minister’s comments and clarification 
on those issues, and the remaining points we can discuss in the consideration in detail stage.  The National Party 
will be supporting the bill.  However, I stress the point that the need for extra services, particularly throughout 
inland regional areas, is extremely important, as dentists in some regional areas are coming under a lot of 
pressure, which is something that we all need to be aware of. 

MR J.H.D. DAY (Darling Range) [12.44 pm]:  This is one of the more significant pieces of legislation that this 
house will deal with this year.  Certainly it is of a great deal of interest to me, as somebody who was practising 
dentistry until my election to this Parliament in 1993 as the member for Darling Range.  I practised in the private 
sector for seven years, and prior to that for three years in the government sector at Perth Dental Hospital. 
The bill has been a long time coming into Parliament.  I recall in the early 1980s, not long after my graduation 
from dental school at the University of Western Australia, calls for a new dental act to be put in place at that time 
to modernise the regime in WA, in particular for regulating dentistry, and to establish a better system for taking 
disciplinary action against dentists and others when necessary.  It is pleasing that finally the bill has reached the 
top of the pile, effectively brought about by the national competition policy which, of course, has resulted in all 
the health practitioner legislation in this state needing to be reviewed, revised and amended.  Finally, the Dental 
Act 1939 is being replaced by a whole new act of Parliament.  I will be interested to hear from the Minister for 
Health how replacement legislation for the Medical Act is going, as that has also been under a lot of 
consideration.  About the time there was a change of government in 2001, when I ceased to be Minister for 
Health, a review of the Medical Act had pretty well been completed.  It is not an easy issue to address in many 
respects, as there will be a range of complexities in establishing a whole new Medical Act, as there has been with 
the Dental Act.  I look forward to seeing that legislation introduced into this house because, as I said, it has also 
been under consideration for a great deal of time.   
This Dental Bill 2005 will replace the existing Dental Act 1939, which has been amended to some extent.  The 
act that was introduced in 1939 was a consolidation and amendment of the previous act for the registration of 
dentists, which was passed back in 1894.  The act of 1939, among other things, largely sought to deal with the 
issue of dental assistants practising acts of dentistry in this state, working apparently under the supervision of 
either a salaried dentist or as an employee of a dentist, and providing acts of dentistry and direct treatment to 
patients in some way.  Therefore, that was an issue at that time.  From my reading of the second reading speech 
in 1939, there was quite a bit of debate between the dental profession and dental assistants at that time on how 
dental assistants should be regulated.  At that time a process was put in place and essentially a grandfather clause 
was introduced to allow for the registration of dental assistants to overcome that problem.  However, the original 
registration act in 1894, which was the first time dentists or people practising dentistry in this state were 
regulated, was introduced because there had been problems.  I quote from the second reading speech of 28 
September 1894, in which Mr James who introduced the bill, said among other things - 

There have been many cases in this colony in which, on account of the incompetency of professed 
dentists, serious injury has been done to people by persons who were not qualified to carry out the 
operations they professed to be able to perform. 

There was, therefore, clearly a need to provide better protection for the public than that which existed at that 
time.  The bill that was introduced then was very much modelled on a similar act that had been put into effect in 
Victoria.  Quite clearly there has been a need for the regulation of dentistry since that time.  That need very much 
still exists given that we are talking about the use of invasive procedures; in other words, procedures that involve 
either the cutting of tooth substance, which can extend into the pulp of a tooth or the blood supply of a person, or 
direct oral surgery, when soft tissue and, in some cases, the bone is removed or modified in some way.  We are 
talking about invasive procedures of surgery in which there is a clear possibility of infection or other serious 
problems occurring if the procedures are not undertaken by people who are appropriately trained and practising 
according to appropriate standards. 
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There have been enormous changes in the provision of dental health services over the past century or so.  
Fortunately, there have been significant changes and improvements in the standard of dental health in the general 
population.  In the 1890s or even only 30 or 40 years ago, the extraction of teeth was much more the norm than 
is the case today.  That led to a more widespread need for people to have dentures made; in particular, full 
dentures when there had been a full clearance of natural teeth.  It was not uncommon 60 or more years ago, 
particularly in rural parts of Western Australia, for young women to have a full clearance of their natural teeth 
before they got married.  That was generally paid for by their fathers so that they could have full dentures 
inserted.  That would mean that they would not be a financial drain on their future husbands by requiring dental 
treatment. 
Mr J.A. McGinty:  When was that? 

Mr J.H.D. DAY:  It occurred in rural parts of Western Australia 60 or 70 years ago at the most.  It was a tragic 
situation.  Some people may have had teeth affected by decay but, in many cases, they had perfectly sound and 
healthy teeth removed in a full clearance at a young age and replaced by dentures.  That was seen as a more 
effective and safer way of preventing dental problems in the future.  Of course, when somebody has a full 
denture inserted at a relatively young age, the bone that previously held the natural teeth tends to resorb over 
time.  The longer the full dentures are in place, the greater the resorption of bone underneath that occurs and the 
greater difficulty that arises in retaining the full dentures over a longer period.  Quite apart from that, it is tragic 
to lose sound teeth.  Fortunately, that sort of thing would not be done in Western Australia these days.  It was 
certainly the practice in the past because it was what people thought was appropriate at the time. 
Mr R.C. Kucera:  The same thing was happening in the UK after the war.   

Mr J.H.D. DAY:  The practice of dentistry in Western Australia and throughout Australia has been very much 
modelled on practices in the United Kingdom.  It was certainly the case in my parents’ generation and after, 
when there was the removal of sound teeth when it was not necessary.  Fortunately, the dental profession and the 
wider community know much better than to do that now.  It is clearly the case that there is a much greater 
appreciation on the part of the dental profession and the wider community of the desirability of keeping natural 
teeth than was the case back in those times. 
It is also worth making some observations about the huge changes in the materials used in dentistry.  These days 
there is extensive use of both adhesive and aesthetic materials; in other words, materials that closely match 
natural tooth colour in the restoration of teeth.  One example is the use of composite resins and cements.  I am 
sure there are materials in addition to them used in contemporary dentistry that I am not aware of, as I have been 
out of practice for a while.  In comparison, when I was a student at the dental school of the University of 
Western Australia, we were provided with instruction on how to use silicates, which were an early form of 
aesthetic, restorative material for use in anterior teeth.  Since I graduated in 1982, silicates have not been used; 
they have been replaced by much more contemporary, longer lasting and more suitable materials such as 
composite resins.  Similarly, gold inlays, which used to be common in anterior teeth - we still see them in older 
people in this state - are either very rarely used or not used at all because of the availability of more aesthetic 
materials.  These days sophisticated porcelains with finely matched shades are used either on their own and 
cemented into teeth as a restorative material or they are fused to metal, particularly metal cores that are platinum-
based so that an aesthetic, strong and long-lasting crown, for example, can be produced.   
Over the past 20 to 25 years a relatively recent innovation has been the use of implants in dentistry.  That is a 
high-technology procedure and, as I understand it, involves the use of almost pure titanium, which has the 
benefit of fusing to bone and soft tissue so that a good natural seal in the relatively hostile environment of the 
mouth is formed.  Implants are increasingly used to replace missing teeth either when there is a full arch of teeth 
missing or when there is less than a full arch of teeth missing.  That is certainly one of the much more recent 
innovations following research that was originally done in Sweden.  I was told the other day that, with the 
technology available these days such as the Internet and e-mail, in some cases electronic scans of the dies of 
implants that are inserted in patients’ mouths are taken, recorded and e-mailed to Sweden.  The base of the 
crown that will fit over the implant in someone’s mouth is fabricated there.  That is sent to Perth and the 
porcelain that is needed to complete the crown is added.  That is an interesting use of technology.  The electronic 
scan is e-mailed to Sweden for the construction of something that will be inserted into a patient’s mouth in 
Western Australia. 

Some of the equipment used in dentistry has changed substantially.  One example is high-speed, air-driven drills, 
which were introduced during the 1960s.  They operate at speeds of around 250 000 revolutions a minute.  They 
are regarded as a marvel of engineering design.  They have certainly enabled dentistry to be practised in a much 
more comfortable way for patients.  They also enable a much more high-speed removal of tooth substance when 
that is necessary.  Anybody who is somewhat older than 40 years or so who receives dental treatment these days, 
restorations in particular, would be able to make a comparison with the old belt-driven, slow-speed drills that 
were used until the 1960s or so.  There is also the use now of reclining chairs rather than the old hydraulic pump-
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up chairs in which patients needed to sit upright.  It has made things much more comfortable for dentists and 
patients.  The introduction of lasers in dental treatment, both for cutting tooth substance and soft tissue, has also 
been a very significant innovation over the past 15 or so years.  In many respects, oral surgery has been practised 
for years and years - probably thousands of years in one way or another.  It has been used particularly in 
conjunction with orthodontics to change the position of someone’s upper or lower jaw - the maxilla or 
mandible - when there is a severe growth abnormality in one of the bone structures, such as underforming.  The 
changing of the shape of someone’s face through that sort of surgery is now much more common than 20 or so 
years ago.  The use of endodontics or the provision of root canal fillings has become much more widespread 
over the past 30 years.  The practice of periodontics allows people to retain teeth that might have been lost 
because of the loss of support around the teeth - the bone and gum tissue support.  The practice is now much 
more widespread than it was 40 or 50 years ago.  In other words, dentistry now makes much more extensive use 
of high-technology equipment and materials, and the procedures are also much more sophisticated than was 
previously the case. 

[Member’s time extended.] 

Mr J.H.D. DAY:  All this leads to the situation in which people are, fortunately, able to retain their teeth for 
much longer than was the case in the past.   

One of the important issues over the past 25 years or so has been that of infection control.  With the prevalence 
of diseases such as hepatitis B, hepatitis C and the other forms of hepatitis in the community, and also the 
appearance of the human immunodeficiency virus, which causes AIDS, in the early 1980s, the practice of high 
standards of infection control in dentistry has been very important.  I certainly hope - I am sure it is the case - 
that autoclaves are used universally in dental practices in this state now, whereas going back 25 years or more, 
liquid sterilisation would have been much more common.   

I think it is also worth making an observation about probably the most important change in dental health and the 
broader dental environment that has occurred in this state since the original act was introduced in 1894, and that 
was the introduction of fluoride in our water supplies in January 1968.  That came about as a result of the 
introduction of a bill by the then government in 1966.  The second reading speech on the Fluoridation of Public 
Water Supplies Bill was given on 4 October 1966.  I have had a very quick look at the Hansard extracts of the 
second reading debate.  It was a contentious issue at the time.  I know that it would have been strongly resisted 
by some members of the community because of the perception that fluoride may cause diseases of other forms or 
may be a problem in some way or another.  Of course, that debate goes on to some extent these days.  Therefore, 
I believe it was quite a courageous decision of the government of the day in 1966 to ensure that most of the 
water supplies in Western Australia were fluoridated as from the beginning of 1968. 

Fluoride acts by making teeth more resistant to decay.  From my recollection, it has had the effect of reducing by 
about two-thirds the prevalence of decay in the teeth of children in this state, or the loss of teeth as a result of 
decay.  That is a very substantial reduction.  The introduction of fluoride into water supplies - I know that it is 
still hotly debated in some parts of the world - has been one of the major public health advances of the twentieth 
century. 

Dr K.D. Hames:  I would be surprised if it was not better than that.  In our generation, everyone had fillings.  
However, of my six children, I think only one has had a filling. 

Mr J.H.D. DAY:  The shadow Minister for Health has just made a point and given an example of the substantial 
reduction in dental decay in his own family’s experience.  That really bears out the point that I am making.  If a 
current survey were done, the overall reduction may well be found to be more than two-thirds.  However, going 
back a few years, my recollection is that there was a relatively rapid decrease of at least two-thirds in the amount 
of decay in the teeth of children who had been exposed to fluoride from birth, or close to birth. 

Mr T.K. Waldron:  Is it true that the amount of bottled water being drunk is having an adverse effect, or is that 
just a bit of a myth?  Is it a concern? 

Mr J.H.D. DAY:  I have no doubt that when people are drinking bottled water that is not fluoridated, that would 
have the effect of increasing a person’s susceptibility to caries or decay occurring in his or her teeth.  It is also 
important to note that fluoride is more widespread in the community in other ways, particularly in toothpaste 
these days.  The introduction of fluoride into toothpaste is also having a beneficial effect.  Therefore, the 
improvement is not just from the effect of fluoride in water supplies; it is also as a result of the fluoride that I 
think is in all toothpaste these days, as well as better oral hygiene education and instruction in the community.  
The substantial reduction in the prevalence of caries is not simply due to the introduction of fluoride into water 
supplies, but that has been very much the effect, in part. 

While I am speaking on this aspect, I will place on record the situation with water supplies in the Bunbury and 
Busselton areas.  In those two towns and in the surrounding areas, the water supply is managed by autonomous 
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boards.  They are not part of the Water Corporation.  Fluoride is not added to the water supplies in those areas.  
It would be possible for that to be brought about by an order of the state government.  However, it was a 
contentious issue in the 1960s, and because they had their own autonomous boards and so on, as I understand it, 
it was very strongly resisted, and has been to a significant extent since.  When I was Minister for Health, being 
conscious of that situation, I gave serious consideration to putting in place an order requiring water to be 
fluoridated in Bunbury and Busselton, and I started some consultation in that respect.  In the end, the advice to 
me was that it was probably better to leave the situation as it was, for a number of reasons.  One was that 
naturally occurring water, which is mostly from ground water supplies in those areas, has a natural level of 
fluoride.  It is about 0.3 parts per million, whereas the ideal amount of fluoride in water to help prevent decay is 
probably about 0.8 or 0.9 parts per million in Western Australia.  Therefore, the water in those areas has about a 
third of the desirable level in any case.  I believe that a lot of people in the Bunbury and Busselton areas who 
think that they are drinking water that is not fluoridated might be surprised to learn that in fact their water is 
fluoridated through natural means, and there is nothing wrong with that.  Secondly, the concern was that if a big 
issue was made of fluoridating water in those two areas, it might reopen the whole debate, and that might - not 
on the basis of good science - produce a significant degree of opposition to the fluoridation of water in other 
parts of Western Australia. 

Mr A.D. McRae:  Are you aware of any long-term studies of the different dental health outcomes between those 
catchments in Bunbury and Busselton and those in the metropolitan area?  I do not know.  I am just asking.  

Mr J.H.D. DAY:  Yes.  I got that information when I was the minister.  There was a higher rate of caries in 
schoolchildren in those two areas who went through the school dental service, but it was not dramatically 
different.  Therefore, that was one of the reasons for not proceeding further. 

Mr A.D. McRae:  So the natural background level of fluoride might in fact be acting as a bit of a buffer. 

Mr J.H.D. DAY:  That and the amount of fluoride that is in toothpaste these days, and the topical or surface 
effect that fluoride has in that way.  There was a higher rate of caries in those areas, but it was not so 
dramatically different as to justify a requirement that fluoride be added to the water.  Until recently, Harvey 
water was not fluoridated.  However, with the connection of Harvey to the integrated water supply scheme, I am 
pleased that fluoride is now added to Harvey’s water supply.   

It is also worth observing that although there have been many changes in the practice of dentistry over the past 
century or so, some things have not changed very much.  Extractions are still practised, of course, when they are 
necessary for one reason or another - in some cases to remove teeth for orthodontic purposes and in other cases 
because they are beyond restoration, or it may be what the patient particularly prefers.  Of course, extractions are 
practised in much the same way as they were a hundred years ago. 

One of the other things that has not changed substantially over the past century has been the use of amalgam.  
Amalgam is essentially an alloy of silver, with an amount of copper and other metals added.  However, it is 
mainly silver, on the one hand, and mercury, on the other.  Of course, mercury exists in a liquid form at room 
temperature.  It is mixed together in a vigorous way with silver and the hard metal alloy filings, and then forms a 
hard substance, or a hard amalgam, once that mixing occurs and once the material is packed into a cavity in 
someone’s tooth.  I know that the use of amalgam is somewhat contentious for some people because of the 
presence of mercury.  However, based on the best information I have, amalgam is still an entirely safe and 
appropriate material to use.  It is relatively inexpensive compared to some of the alternatives, such as gold or 
porcelain.  It is also relatively reliable and long-lasting.  It is longer lasting than some, or probably all, of the 
composite resins used in posterior teeth.  I think that anybody who is having amalgams removed simply because 
he perceives a significant risk from the presence of mercury is not acting on the best advice.  However, of 
course, in the end it is up to the individual to decide what to do about these things. 

One of the interesting changes being introduced to the legislation is the fact that an extant provision in the Dental 
Act 1939, section 50(2)(a), is not being transferred across to the new act, because it is not needed, I guess.  In 
essence, the current section states that the practice of dentistry, and the restrictions upon who can practice 
dentistry, do not apply to - 

a person who, without reward or the expectation of reward, extracts a tooth or teeth, for the immediate 
relief of pain, at a place not less than 50 miles by the shortest road journey from the nearest place of 
business of a dentist . . .  

That may seem rather legalistic, but the background to that provision is that it was designed to ensure that where 
a dentist was not available within 50 miles, it would be possible for someone else, often a police officer, to 
perform that function.  Mr Acting Speaker, I observe that you were a serving police officer until your election to 
this Parliament just over a year ago. 
The ACTING SPEAKER (Mr M.J. Cowper):  We didn’t use anaesthetic. 
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Mr J.H.D. DAY:  I am sure that police officers extracting teeth would not have used anaesthetic, perhaps with 
the exception of ethanol or something similar to dull the pain.  However, in the earlier days of our state and in 
remote areas, it was the case that dentists were simply not available.  That is still the case to a large extent.  This 
sort of provision was therefore necessary to allow people such as police officers to undertake extractions in order 
to relieve pain when necessary.  This is well recorded in the history of dentistry in this state. 
Mr M. McGowan:  Did they charge the same rate? 

Mr J.H.D. DAY:  I doubt that the police would have charged a fee.  In fact, the provision makes clear that they 
needed to do it without reward or the expectation of reward.  I am sure most police officers would have preferred 
not to do it - 
Mr M. McGowan:  It would have been a cheap way of getting the work done. 

Mr J.H.D. DAY:  Indeed.  If the member would like to see the current Acting Speaker while this act is still in 
place, he may be able to put something in place for him. 
In the short time I have available, I will make some comments about access to dental services in this state.  It is 
the case that dentistry can be expensive, particularly some of the procedures available these days.  In many cases, 
such as infection control procedures, the expense is justified or necessary.  However, I make the observation that 
there is a very substantial obligation upon the dental profession to act responsibly in setting dental fees to ensure 
that people who need dental treatment can reasonably afford it.  That will vary between different sections of the 
community, but I make the observation that that really is an important obligation upon the dental profession.  I 
think that most dentists fulfil that obligation quite well. 
Access to publicly funded dental services has certainly been an issue.  When I was Minister for Health, I was 
concerned about people on low incomes who had health care cards and who were assessed as not being eligible 
for publicly funded dental services.  It was the case up until about the middle of 2000 that people with a 
pensioner health benefit card could receive a 75 per cent subsidy on their treatment, according to the published 
rates, either at dental hospitals or, in some cases, through private dentists.  When I was Minister for Health, I was 
very pleased to be able to extend a 50 per cent publicly funded dental services subsidy to people with a health 
care card.  From recollection, that involved increasing the budget for dental health services in the public health 
sector from about $32 million a year to $40 million a year. 
There are other issues that particularly relate to the bill, which the shadow Minister for Health has to a large 
extent outlined, but which I will take up further in the consideration in detail stage. 

DR G.G. JACOBS (Roe) [1.15 pm]:  Mr Acting Speaker, I thank you for the opportunity to talk to the Dental 
Bill 2005.  I would like to say to you and the house that it has, in fact, required some consultation and much 
consideration.  In my experience as a medical practitioner, there are always competing groups.  There are 
dentists’ groups that have a particular view and arguments for or against areas within and concerns about this 
bill.  Dentists, of course, can do any form of dental work.  Just ask the member for Darling Range; he can do 
anything.  Prosthetists can see patients but can only fit full dentures or mouthguards as the present act stands.  
My understanding is that technicians do not see patients, but they receive work on prescription, if you like, from 
dentists; they do the work and charge the dentist for that work.  There are, of course, other people within the 
dental profession - hygienists, therapists and students - who work with dentists. 
I do not think there is any real argument within this bill over issues of registration, or of guidelines and structures 
that are in place to deliver good dental practice within the state of Western Australia, or anywhere else for that 
matter.  I apologise if I repeat matters, but I would like to clarify some of the issues raised by certain members of 
the dental profession, particularly the dentists, the prosthetists and the technicians, and what their perspectives 
are, and see if we can arrive at a situation in which there is a common theme.  In the end, we want to deliver 
accessible, good dental health to the citizens of Western Australia. 
I have taken the bill to people in the dental profession to canvass their opinions; I think it is a very good thing to 
do this rather than simply debating the matter in Parliament.  I have taken the bill to local dentists, to prosthetists 
and to dental technicians.  I will relate some of their comments later.  Essentially, dentists have issues around 
corporatisation, and the fact that prosthetists are being allowed to work on both partial and full dentures.  
Dentists are concerned about the definition of dental specialist as distinct from those general practitioner 
dentists, to coin a medical phrase, who specialise in a certain area.  There is the issue of dental students and 
whether they should come under this bill.  There are then the issues of dental therapists and dental hygienists and 
the question of supervision.  As the member for Dawesville said, there is the issue of sedation and what 
constitutes sedation. 
To return to the corporatisation issue, concern has been expressed that corporate structures that are not owned by 
dentists will employ dentists under certain financial arrangements, and that they will vary, as they do in the 
medical profession.  The concern is that those dentists working within the corporate structure will be driven by 
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the commercial considerations of the commercial executive of that organisation.  As the member for Dawesville 
has said, members of the medical profession must realise the issue of corporatisation in medicine.  I suppose that 
if it is good enough for doctors, it is good enough for dentists.  However, having said all that, we must recognise 
the issue of the guidelines of the national competition policy.  If only a doctor is able to own and run a medical 
practice and only a dentist is able to own and run a dental practice, that would contravene the national 
competition policy.  I have had this discussion with my local dentist.  As for the dentist being driven to practices, 
because of commercial considerations, that he would not normally be driven to, that is not in fact a reality.  It is 
not a reality in the medical profession and it would not be a reality in the dental profession, for the sole reason 
that our practice is registered by the very boards that this bill is talking about, and subject to guidelines for 
professional practice.  Both dentists and doctors come under those guidelines for practice.  It is not realistic to 
suggest that I as a medical practitioner would prostitute, as it were, my professional standards for some 
commercial interest.  It is not worth it for me and it is not worth it for my professional career; it comes within the 
guidelines for registration with the medical board.  In this case and in this discussion it would come within the 
guidelines of the Dental Board of Western Australia. 
As for dentists not being happy with prosthetists widening the scope of their work, I suggest to the house, and I 
hope the member for Darling Range understands, that dentists are a little harsh on prosthetists.  It is possibly like 
the medical profession saying that only a doctor can do some work, and nurse practitioners and practice nurses 
cannot do the work because the doctor has been to university and they have not, or the doctor has done a six-year 
course and they have done only a three or four-year course.  I share some of the concerns that the Australian 
Dental Association has with prosthetists not being able to fit partial dentures.  The question is: why should they 
not be fitting partial dentures?  The first point was that the association believed that the prosthetists had a 
problem with education and that prosthetists were not adequately trained to diagnose dental decay.  I concede 
that.  I take on board the comments of the member for Darling Range.  They cannot read X-rays.  The 
association wrote that prosthetists were not capable of being adequately educated in the requisite subjects due to 
their educational background.  I would suggest that that is a little harsh.  If I said that of any member or allied 
member of the health profession, I believe I would be soundly criticised.  It is a bit like saying that nurse 
practitioners cannot practice in the nursing post at Lake King because a doctor cannot or will not go there or his 
colleagues will not go there; and, therefore, if he cannot, they should not practice. 
There are work force issues in dentistry.  Make no mistake, there are some significant and huge problems with 
supplying enough dentists and providing enough people in allied areas of dentistry to do the work. 
Mr J.H.D. Day:  Particularly in remote and rural areas. 
Dr G.G. JACOBS:  Absolutely.  Towns like mine and Esperance face significant problems with the number of 
dentists.  It happens in not only Esperance but also places with city status, such as Kalgoorlie, where there is a 
gross shortage of dentists.  That is what we must think of when we ask: who else will do this work?  I am not 
talking about lowering standards but about who can help with doing this work. 
Illegal aspects of dentistry are another concern of dentists who have said that history has shown that prosthetists 
have a blatant disregard for the Dental Act.  If someone accepted that, my response would be that it would be 
more reason to register them and bring them under this Dental Bill.  The Australian Dental Association raised 
other issues when saying why prosthetists should not be able to fit partial dentures.  There were issues with 
infection control.  The association referred to continuing education issues, public benefit and the prosthetists’ 
motives for fitting partial dentures being purely financially driven.  I do not necessarily accept all that.  We must 
keep in mind the broader consideration; that is, what is best for the delivery of dental health in the community?  
Dentists raised the issue of professional disenchantment and why prosthetists should not be able to fit partial 
dentures.  The Australian Dental Association wrote - 

Dentistry (as well as Medicine) is suffering widespread disenchantment within the profession. 

I will tell members about disenchantment.  Disenchantment is when someone is the only doctor in the town and 
does a 24/7 call because there is no-one else to help him out.  The disenchantment of the local dentist is that he 
must work 16 hours a day to keep up with the workload of people presenting at his door.  The letter continues - 

Rural and remote postings continue to be left unfilled due to an air of uncertainty within the profession 
as to their future when they return to the metropolitan region.  Erosion of professional duties by lesser 
trained paradental persons is a significant issue. 

I suggest that it is a significant issue; dentists need help to deliver services to match the ever-increasing need.  
These are work force issues.  Done sensibly - I am not saying that people should be doing stuff that they are not 
trained to do - this can work as a partnership.   

The Minister for Health will be familiar with the debate on the nurse practitioner issue.  The Australian Medical 
Association has the view, which I do not share, that if we endorse nurse practitioners, such a practitioner will set 
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up opposite me in Dempster Street, Esperance, in direct competition to me.  That is not what we are talking 
about.  Aside from all the indemnity and insurance issues that nurse practitioners probably would not have to 
consider, the issue relates to delivering services where needed.  In reality, nurses in nursing posts in remote areas 
act as nursing practitioners in a lot of ways in partnership with a doctor, who obviously does not need to be right 
on site and can deliver safe and effective medical help. 
[Member’s time extended.] 
Dr G.G. JACOBS:  They are some of the concerns from a group that we must consider when considering this 
bill.  The dental specialist issue was another concern.  I believe that the dental specialist matter is no longer a 
more major issue than is the case with specialists in the medical profession.  The medical specialist issue relates 
to the Medical Board, medical registration and medical guideline structure, which is much the same case as in 
the dental profession.  There is the issue of dentists who are not trained college specialists in the true sense of the 
word but are specialising in a particular area.  As the member for Dawesville said, that happens in the medical 
profession as well.  There is a lot of difference in someone who has a particular interest as a general practitioner 
in a specialist area compared to someone saying, “I’m a specialist.”  Those are college accreditation and Dental 
Board issues.  I do not think that is a major stumbling block in this bill.   
Questions have been raised about whether dental students should be included in this bill.  My feeling is that 
dental students do not need to be in this bill; it is very much a similar situation to that with medical students.  
Medical students are mentored by a doctor within a practice.  Dental students would be mentored in a dental 
practice by a dentist in a supervision role.  The same would occur with dental therapists and dental hygienists. 

The issue of sedation was raised by the Australian Dental Association.  There is a lot of difference between 
someone taking medication an hour before a dental procedure to help their nerves and someone who has 
intravenous sedation administered in the dental chair.  The overall consideration comes down to the inherent 
risk.  What is the inherent risk of giving benzodiazepine to someone who is very agitated half an hour or an hour 
before the procedure?  There are people who have a fear of dentists.  I do not enjoy going to the dentist because I 
know he will jab me and drill and make vibration noises and I will not be able to talk to him.  I feel quite 
threatened.  However, there is a lot of difference between me taking sedation medication half an hour or an hour 
before the procedure and the dentist administering some IV Hypnovel while I am in the chair.  The underlying 
consideration is the inherent risk in those procedures and what is safe.  There is a risk of oversedation, which 
will produce respiratory depression and the patient will stop breathing.  There will obviously be some significant 
risk to that person’s health.   
In the few minutes I have left, I will recount a conversation I had with a dental technician, who is from another 
group of people whose views I was interested to hear from the horse’s mouth - no pun intended.  Dental 
technicians cannot deal with people off the street, as we said previously.  They do referral work on prescription.  
They construct appliances for the mouth.  They gain their training from an apprenticeship TAFE course.  The 
technician charges the dentist for the work.  There is currently no formal registration system in Western 
Australia.  There is no definition of what actually constitutes a dental technician.  There are really no controls.  
There is no management.  There is no real requirement of qualifications.  They do not even have any 
occupational health and safety guidelines.  One could say that that does not matter because they do not treat 
patients.  There is not even any uniformity.  I would suggest that there would be no harm in including this group 
of people within the Dental Bill.   

Dental technicians work for dentists.  A lot of them go on to be prosthetists because that requires a further 
qualification.  It requires a couple of years, for instance, at Mt Lawley TAFE.  Only two courses have been run 
in Western Australia since 1985.  It was put to me by this technician I spoke to that if this bill is passed and they 
get left out of the process, hopefully - there has been half a promise in this regard - the Mt Lawley TAFE will 
run a course on prosthetics.  That topic was part of my conversation.  The technician made the very telling 
remark that temporarily the technicians would be disadvantaged because all the partial dentures will go to the 
prosthetists if this gets up.  Dentists can do prosthetics, as can dental prosthetists under this bill.  For a short 
while, all the partial denture work would go to either the dentist, who can do it now, or the prosthetist.  A hope of 
the technicians was that very soon they will be able to upgrade their qualifications to become prosthetists.   

I conclude my remarks by saying that we must ask: what actually fulfils the national competition policy in these 
considerations and what delivers good, accessible and safe dental health for all Western Australians?  Dentists 
will do what they do now.  We will add corporatisation to this area, which will fulfil the requirements of the 
national competition policy.  The sky has not fallen in for the medical profession, and I suggest to members that 
the sky will not fall in for the dental profession.   

The ability for prosthetists to widen their area of work and encompass partial dentures is fair and will not 
endanger the health of Western Australians.  I have already mentioned that there are some important dental work 
force issues in the state and that widening the work force may improve those issues.   
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Omitting dental technicians from the bill is not necessarily fair.  All the work with partial dentures will go to the 
prosthetists; much less work from the dentists will go to the technicians.  That will cut their workload, at least in 
the short term.  However, on a positive note, we should promote upgrades for technicians into the area of 
prosthetics.   

I will go through some of the issues in more detail during the consideration in detail stage.  I will foreshadow the 
four main areas that have been raised with me that need consideration.  The first is clause 4, which deals with 
who can remove a tooth.  The member for Darling Range talked about that.  In this bill we are talking about a 
100-kilometre threshold.  All that has to be viewed in the context that these days we have significant medication 
in the form of pain relief and antibiotics; therefore, the need to extract a tooth in the back of beyond is not a 
necessity in this day and age.  We will talk about that during the consideration in detail stage.  The second area is 
clause 10, which refers to functions and powers.  A good point was raised by a dentist friend of mine, Dr Hugh 
Sharpe, that we should maintain a defined prevention policy.  The member for Darling Range talked about water 
fluoridation.  Somewhere in the bill there should be a defined policy for prevention.  The third area is clause 38, 
which deals with the direction and control of dental hygienists.  As I have said, there are huge work force issues 
because of the paucity of dentists and the amount of work that has to be done, accepting fluoridation and the 
reduction in dental carers.  The fourth area is clause 95, which refers to undue influence.  I briefly touched on 
that and the view, as stated in this bill, that some dentists will be driven to do something untoward for 
commercial interest.  I do not believe that will happen.  I do not believe that we have to be too concerned about 
dentists being unduly influenced if they professionals and if they have college accreditation and registration and 
work to the guidelines.  The opposition supports the bill, but we hope that further discussions during the 
consideration in detail stage will result in an even better bill. 

MR J.A. McGINTY (Fremantle - Minister for Health) [1.44 pm]:  I thank members opposite for their 
indications of support.  I will touch on some of the issues raised, particularly by the shadow Minister for Health 
and by the member for Darling Range.  Firstly, I will deal with the question of dental technicians and their 
inclusion in the bill.  I wrote to Ms Susan Warman, the secretary of the Australian Commercial Dental 
Laboratories Association, on 29 September last year.  In part, I said in that letter -  

I can confirm that the current arrangements for the registration of dental technicians have been in place 
for many years without harm to dental patients.  While the dental clinician is responsible for the clinical 
outcome of dental care in which laboratory procedures are required, the registration of dental 
technicians appears an unnecessary process.   

That letter was based on advice that was subsequently received in writing from the Dental Board of Western 
Australia in a letter dated 28 April 2006.  In the advice from the Dental Board, under the signature of the 
registrar, Wayne Clark, the following paragraph appears -  

I advise the Board is of the view that there is no demonstrated public benefit to the registration of 
Dental Technicians.  The Board notes that Dental Technicians do not have direct access to the public 
and that their services are provided to Dentists and Dental Prosthetists.  Currently, Dental Technicians 
do not require any form of professional indemnity insurance.  The Board is unaware of any case where 
a member of the public has attempted to lodge a complaint against a Dental Technician (unless he or 
she is practicing dentistry illegally).  Such claims are usually against the clinicians detailed above, who 
contract work to dental technicians and accept or reject the standard of work that they have received.   

In essence, that is the argument of the Dental Board of Western Australia against the inclusion of dental 
technicians in the bill.  The government has accepted that view.   

There has been considerable debate on the second issue raised about corporate entities conducting dental 
practice.  All the relevant arguments have been relayed in this place today using an analogy with the medical 
profession and others.  It might well be desirable that dental practices continue to be run by individual dentists.  
However, the world has moved on from that regardless of how desirable that might be.  That is the reality of that 
argument.  I appreciate that that is not an issue that will be pressed by members opposite. 

Mr J.H.D. Day:  The important thing is to have adequate controls in place to protect the public. 
Mr J.A. McGINTY:  That is right.  It is vitally necessary that we do so.   
The third issue was dental sedation.  This was a proposition which was put to us and with which we agreed.  The 
argument is whether the amendment on the notice paper is adequate for the purpose.  The suggestion was that the 
bill be amended to include a specific rule-making power to enable the board to require that dentists undertaking 
sedation be properly trained and qualified.  I certainly endorse the intention that it cover not only anaesthetics, 
but all forms of sedation.  That proposition is to be found on page 13 of the notice paper in the form of an 
amendment to clause 105, which provides express regulation for prohibiting or regulating the use by a registered 
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person of an anaesthetic or an anaesthetic of a specified kind or description.  I am happy to accept advice on 
whether that is sufficiently generic to cover sedation. 
Dr K.D. Hames:  The Australian Dental Association suggested that the amendment did not achieve what the 
ADA suggested, nor what the minister agreed to do following a meeting by a register of practitioners suitably 
qualified to administer dental sedation.  The bill provides for an anaesthetist, which is a totally different thing.  
That is its concern - the meaning of the word “anaesthesia” and what that involves. 
Mr J.A. McGINTY:  I will get advice on that.  I think we are substantially at one with respect to making sure 
that what needs to be regulated is appropriately regulated, and that is why the government has suggested that 
amendment.  If the amendment is not adequate for the purpose, I will take advice on that in light of the 
comments that have been made in the chamber today.   
The Australian Dental Association wanted to register dental students.  I appreciate the view put by members 
opposite that that does not appear to be necessary.  With respect to specialists, in my view the board has 
sufficient power to accommodate that recognition.  If there is a view to the contrary that that is not being 
achieved, that is something we are happy to look at.   
Mr J.H.D. Day:  The issue is the use of the word “specialist”, and we can discuss it in the consideration in detail 
stage.  However, there are prosthetists who describe themselves as specialists in dentures.  Some members of the 
public may be confused and misled by people describing themselves as specialists when they are not.  It will be 
protection for the public.   
Mr J.A. McGINTY:  I am happy to deal with that in consideration in detail.  The partial dentures issue has been 
argued with great passion and ferocity for some considerable time.  I take the very simple view that we should 
bring ourselves into line with the rest of the country.  It is important that the training is based upon the training 
that is available elsewhere in the country to ensure that it is adequate for that purpose.   
The other issue was the supervision of therapists and hygienists.  I agree with the sentiments expressed by the 
member for Dawesville.  I have seen a dentist in a room with a hygienist and the dentist just standing there and 
watching.  There was no question of competency by the therapist, but simply the dentist thought his legal 
obligation was to physically supervise the hygienist.  It is a complete waste of time.  The provisions in this bill 
that refer to the dentist being available to offer advice, but not necessarily standing there supervising the 
therapist, are a relaxation of that requirement and a very sensible one.  
Mr J.H.D. Day:  Did you say that you have seen a dentist standing there watching?  
Mr J.A. McGINTY:  Yes, on me.  I asked what he was doing there and he said -  
Ms J.A. Radisich:  Maybe it was because it was you.   

Mr T.K. Waldron:  He was making sure you paid the bill.   
Several members interjected.  

Mr J.A. McGINTY:  I thank members on my side as well as the opposition side.   
I asked the dentist why he was there and he said, “We have just received legal advice that we don’t discharge our 
duty of care unless we are actually physically supervising our hygienist.”  That is crazy.  I think it is now placed 
beyond doubt that supervision and control mean being available and not physically supervising and controlling 
in the way I have described.   
The National Party raised the issue of country dental clinics.  I should get more up-to-date information on this, 
but as at a few months ago we had been quite successful in recruiting overseas trained dentists.  I met the people 
involved and I know they have come, particularly from South Africa, to work in Bunbury, Albany and one of the 
north west clinics.  These people, young professional couples, wanted to migrate to Australia and were prepared 
to work in a country dental service.  They made a tremendous impact on reducing the waiting list of people in 
regional centres waiting for dental care.  I have not been updated in the past few months on that issue.  It was a 
question first raised with me by the member for Albany and resulted some years ago in the injection of public 
funds and recruitment into those country dental clinics where waiting times had become excessive.  That does 
not address the issue that the Deputy Leader of the National Party raised about some of the smaller wheatbelt 
towns that cannot sustain a government dental clinic.   

Mr T.K. Waldron:  Technical issues are involved, and I will raise the issue of the cost of going to a local dentist 
in consideration in detail.   

Mr J.A. McGINTY:  There is the private dentist scheme, under which the government will pay for people to go 
to a private dentist, and the country dental scheme.  The situation as it was a few months ago, and I am sorry I do 
not have more up-to-date information on this, was one of the success stories of recent times.  We started out 
three years ago with a dental waiting list of 26 000 people and progressively, by the injection of more money - 
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dentistry compared with medicine is not an expensive undertaking - we were, about a month ago, able to reduce 
that figure to 12 000 people throughout the length and breadth of the state.  The turnaround has been sensational 
and I am very pleased that that is the case. 

Dr K.D. Hames:  As you know from the letters we sent you about the Rockingham clinic, some things you said 
would happen did not happen, and people from Mandurah, particularly seniors, who were trying to access a 
private dentist were not able to do so.   

Mr J.A. McGINTY:  From time to time in particular clinics the numbers have increased because of recruitment 
issues.  The overall statewide approach has been quite good.  I am aware of the issues that the member raised 
about the Rockingham clinic.  I will need to get more up-to-date information on where that issue is at statewide, 
on a clinic-by-clinic basis, to properly understand the dynamics and to make sure the appropriate recruitment 
policy is put in place.  It substantially comes down to that fairly straightforward issue.  Having dealt with the 
major issues that were raised in the debate, many other issues that have been touched on will be appropriately 
dealt with in consideration in detail.   

I understood the member for Darling Range was suggesting, and this point appeared to be covered by the 
member for Roe -  

Dr K.D. Hames:  Will you talk for another five minutes?   

Mr J.A. McGINTY:  I was not intending to, but if it will stop the member from going out and talking adversely 
about me to the media, I will continue talking.   

The question of a person who has a tooth extracted at a clinic more than 100 kilometres from his place of 
residence is now in clause 4, rather than in clause 50, as was previously the case, and that adequately covers that 
issue.   

Mr J.H.D. Day:  I had not realised that was there.  I apologise for misleading anyone.   

Mr J.A. McGINTY:  The member did not mislead anyone.  It was a strange change to bring forward in that 
way, so it was understandable.   

Having made those points, I thank members opposite for their indication of support for this bill.   

Question put and passed. 

Bill read a second time. 

Consideration in Detail 

Clauses 1 to 28 put and passed.  

Clause 29:  Conditional registration at the discretion of the Board - 
Mr J.A. McGINTY:  On page 11 of today’s notice paper is a proposed amendment to clause 29 that reads - 

Page 22, line 31 - To delete “or dental therapist” and substitute -  

, dental therapist or school dental therapist 

When the bill was being prepared, it was not considered necessary to extend conditional registration for the 
purpose of teaching to school dental therapists.  

Debate interrupted, pursuant to standing orders.  

[Continued on page 2094.] 
 


