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MEDICINES, POISONS AND THERAPEUTIC GOODS BILL 2013 
Second Reading 

Resumed from 7 August. 

MR P. ABETZ (Southern River) [12.55 pm]: I rise to speak in support of the Medicines, Poisons and 
Therapeutic Goods Bill 2013. As members know, this bill will replace the 49-year-old Poisons Act 1964, which 
has well and truly reached its use-by date. This bill has been in the pipeline for some time and could have been 
before this chamber earlier, but it was held over until the national registration of pharmacists was complete and 
will reflect that change. I indicate that my special interest in this bill stems from two things: firstly, I have a 
daughter who is a pharmacist; and, secondly, I have an interest in the fight against illicit drugs, having run a drug 
rehabilitation support group and worked with recovering drug addicts in my previous work.  

This bill will have a broad, positive impact on the control and access of medicines, as it recognises that 
medicines are administered by not only general practitioners, but also a wide range of health professionals such 
as aged-care workers. It is encouraging that this bill will also reduce red tape. In the past, a pharmacist had to be 
registered, then the pharmacy had to be registered, and then the pharmacy had to apply for a poisons licence. 
Under this bill, a pharmacy will automatically have a poisons licence, making a little less work for a pharmacist.  

I am also particularly pleased that the minister’s second reading speech acknowledged that there is also 
inadequate regulatory support to reduce the diversion and misuse of drugs of addiction under the current regime. 
As members of this place know, I have a particular interest in the fight against addictive drugs. I applaud the 
minister for including a procedure in the bill that will identify and regulate doctor shopping, meaning that people 
will be unable to present to a number of different medical practitioners seeking medication for their personal 
addiction or for resale to others. Many people think that when a person goes to a pharmacy and fills a script, it is 
somehow recorded on a central database. It sort of is, but nobody in a pharmacy has access to it. I believe that, 
particularly with medicines funded by the pharmaceutical benefits scheme—those subsidised by taxpayers—
there really ought to be a system whereby when a pharmacist fills a prescription, it is recorded on a real-time 
database, so that if the same person goes to another chemist and seeks a similar script, it immediately shows up 
that this person has had this medication supplied perhaps two or three days earlier and therefore should be denied 
having that script filled. I do not believe that taxpayers should fund the addiction of drug addicts. Indeed, the 
ease with which doctor shopping allows a person to get hold of opioids and other addictive medications is such 
that, much to the surprise of many people, it has actually overtaken the use of illicit drugs. There are more people 
addicted and supplying their habit from prescription drugs than there are from heroin, for example, in Australia. 

The provisions in this bill are certainly a step in the right direction. It is a very positive bill. Under the bill, a 
medical practitioner who believes that a person is oversupplied with drugs of addiction is required to report the 
person to the Department of Health. The department may then enter the particulars of that oversupplied person 
on a register. That will effectively bar the person from receiving any further prescriptions. If that person has a 
medical need for the prescription, they can obtain the prescription for a particular pain condition, but it will be 
very tightly regulated. It is a great initiative and, hopefully, will substantially reduce the incidence of addiction to 
prescribed drugs. Sometimes people end up becoming addicted when they are prescribed opioid painkillers after 
an operation, or through back injuries or whatever. It is much easier to help people with addiction problems if it 
is picked up early. Although the consumption of illicit drugs has a massive impact on our community, the high 
level of addiction to legal medicines or drugs is overtaking illicit opioid addictions.  

Members will know that I was a member of the Education and Health Standing Committee in the thirty-eighth 
Parliament. That committee published a report entitled “Changing Patterns in Illicit Drug Use in Western 
Australia”. In her foreword to the report, the committee’s chairman reported that the committee heard evidence 
of how many people in this state have become dependent on prescription opioid analgesics. There is obviously 
significant monetary incentive to purchase opioids on prescription because the pharmaceutical benefits scheme 
cost is about $60, whilst, as the report states, the street value of an equivalent pack might be as high as $1 600. 
The diversion of prescription opiates for non-medical use is recognised as an increasing problem not only in 
Australia but also around the world.  

At the time of the inquiry the committee heard evidence from a number of witnesses who indicated that most 
GPs in this state have as many as 10 patients with problematic opioid use. It heard that as we place increasing 
reliance on palliative care, medical practitioners are constantly asked to make judgement calls and are struggling 
to reach a balance between the need to use opioids as a legitimate painkiller at the same time as taking steps to 
minimise the risk of diversion into improper usage. Sometimes a family member is legitimately on opioid 
painkillers but someone within the family network, who is aware of that, steals from them and diverts the opioids 
either for their own use or for sale on the illegal market. In that case, the poor family member needs to ask for 
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more. The GP may or may not be aware of it. If the GP is aware of it, what does he do? He does not want the 
person suffering pain to not have access to the opioid. That is certainly an issue.  
One of the education and health committee’s recommendations was that the Minister for Health should fund an 
additional eight full-time equivalent pain-medicine specialists. To my understanding—the minister may correct 
me on this—I do not think that funding has been committed, although I am glad to note that a further 
$19.5 million has been allocated over four years in the 2013 state budget to strengthen regional and community–
based palliative care. I urge the minister to consider further palliative care funding. This is particularly important 
if we want to escape the trap of legalising the practice of euthanasia as an easy terminal cure for all pain. There is 
also the need to provide adequate funding to well-established successful operators who contribute positively to 
the reduction of addiction in this state.  

Before closing, it would be remiss of me not to mention the work carried out under the Fresh Start Recovery 
program by Dr George O’Neil. Fresh Start is a not-for-profit program operated by an independent board. It 
agrees to treat patients’ opioid addictions, whether they can pay for it or not. Over the past 12 years or so, 
Fresh Start has helped countless heroin addicts, as well as other addicts, move from their dependence on opioids, 
through the use of naltrexone implants. Fresh Start has received significant funding from not only this 
government but also the commonwealth government. I hope that that funding will continue to enable them to do 
their good work.  

Finally, I would like to make a few remarks about the effectiveness of well-run prevention programs. These 
programs are largely dedicated to illicit drug prevention, but the same principles can also be applied to combat 
the increasing trend towards addictions to prescription medicine. I draw attention to the Alcohol Action in Rural 
Communities project that was completed in November 2012. It is a New South Wales project that took the form 
of a partnership between local communities, local government, government agencies, the Foundation for Alcohol 
Research and Education, the Universities of New South Wales and Newcastle, and the National Drug and 
Alcohol Research Centre. I believe that project is particularly relevant to Western Australia because it 
demonstrated that rural and remote communities were more affected by drug and alcohol use than were our 
metropolitan counterparts on a per-head-of-population basis. Members may be interested to know that the 
executive summary of the AARC report states that these are — 

… the results of the largest and most rigorous evaluation of a community-action approach to reducing 
risky alcohol consumption and related harm that has ever been undertaken world-wide … The detailed 
methods and results will appear in the 35 papers to be peer-reviewed and published in the scientific 
literature … 

The study involved 10 experimental and 10 control rural communities in New South Wales, and the coordination 
and implementation of 13 community action–based interventions. The cost–benefit analysis indicated that for 
every dollar invested in this project, the value of benefits returned to the community was claimed to be between 
$1.37 and $1.75. One might say that that is a reasonable return on investment.  

The results of community-based intervention showed that at post-intervention, the experimental communities 
had statistically significant lower proportions of high-risk drinkers and lower proportions of long-term risky 
drinkers, and a 17 per cent reduction in alcohol-related crime. Although the focus here is very much on alcohol, 
it also has relevance to the area of drugs. It is clear therefore that far from being complacent about drug 
addiction, we should be focussing on the need to implement appropriate interventions, particularly early 
interventions. My experience in working with drug addicts is that if we get to people early in their addiction, it is 
much easier for them to turn back and move towards a drug-free lifestyle. When people have been steeped in that 
culture for a decade or more, it is incredibly difficult for them to break out of it because of the loss of friends and 
the fact that their only friend network is actually within the drug-taking culture.  

I believe this bill is certainly a step in the right direction. One thing that I will perhaps raise in consideration in 
detail is that section 100 of the bill, “Supply or prescription of drugs of addiction to or for drug-dependent 
persons”, allows for the prescription of addictive drugs. I presume that relates to drugs such as methadone for 
people who are on the methadone program, but it seems to be fairly wide open and could allow for the 
prescription of other drugs. I will ask for some clarity on that during consideration in detail. I certainly do not 
want to see this proposed section move towards de facto legalising of illicit drugs to people who are addicted so 
that they can get them at government expense.  

One thing that has emerged from research in recent times is that the so-called methadone program has a very 
poor result in getting people off drug addiction. One of the big problems that I encountered many, many times, 
and one of the things that anyone who works in the methadone program here in Australia and overseas would 
know, is that many addicts who come onto the methadone program take the methadone that is provided by the 
government each day, and that gives them their base level of addiction satisfaction, and they then purchase 
heroin, or whatever else is available on the illicit market, and that gives them their high. So the government 
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provides the base load, if we like, and when they then get the peak load from the illicit market, that makes it 
much more affordable for them. I therefore have some hesitancy about this bill on that point. However, I believe 
this is a very positive bill, and I commend it to the house. 

MR B.S. WYATT (Victoria Park) [1.10 pm]: I rise to make a short contribution to the debate on the 
Medicines, Poisons and Therapeutic Goods Bill 2013. I will be very specific in my contribution. I read with great 
interest the second reading debate and the exchange across the chamber between the shadow Minister for Health, 
the member for Kwinana, and the Minister for Health, as well as the contribution of the member for Eyre, 
because I take a keen interest in the contributions of both the Minister for Health and the member for Eyre as 
practising doctors. I also listened very carefully to the comments of the member for Southern River.  

For the record, Mr Acting Speaker (Mr P. Abetz), that is not my phone that is ringing. I do not know how to turn 
it off, because I do not have an iPhone; I have a Samsung. 
This bill has been a long time in gestation. I am certainly not an expert in this field, unlike the member for Eyre 
and the Minister for Health as practising doctors. However, the impression that I am getting from the debate 
today, and certainly the impression that I got from the debate last week, is that much of this legislation is long 
overdue.  
I have some questions about this legislation, and I will pursue those questions further in consideration in detail. 
One of the things that the Minister for Health said in his exchange with the member for Kwinana was, “Are you 
advocating the AMA’s position?” I say for the record that I have not heard from anyone on this particular bill 
and I have not had any correspondence on this bill. 

Dr K.D. Hames: I got a letter on the day the legislation was introduced, and after the briefing that was provided 
to the shadow minister. 

Mr B.S. WYATT: Okay. I did not go to the briefing, and I have received no correspondence from the Australian 
Medical Association or any stakeholder in the health sector. After flicking through the legislation and speaking 
to the shadow Minister for Health, my concerns revolve around the register and the capacity for people to get on 
the register and get off the register, and in particular how the register is maintained and handled. There was some 
exchange between the minister and the member for Kwinana on this point, and the member for Kwinana made 
the point that this may be a “clumsy”—I think that was the word he used—way to manage the drug dependency 
of a person. I note that doctors will be required to notify the CEO within 48 hours if they form the belief that a 
person is drug dependent and should be placed on the register. It strikes me that we may end up with a situation 
in which there are many notifications for people to be placed on the register, simply because doctors are, to be 
frank, trying to protect their position. I can fully understand that, because the consequences are not insignificant. 
I refer in particular to clause 97, “Practitioner to inform CEO of drug-dependent status of patient”, which states 
in part — 

(1) An authorised health professional who reasonably believes that a patient of the practitioner is a 
drug dependent person commits an offence if the practitioner does not make a report in accordance 
with subsection (2). 

I refer also to the definition of “authorised health professional” that is provided in the bill — 

authorised health professional means a health professional who has a professional authority;  

That seems to capture a broad range of people. It also captures people who “possess” drugs. That brings me to 
the definition of “professional authority”, which states in part —  

Professional authority means — 

(a) an authorisation under section 25 to administer, possess, prescribe, supply or use a medicine; or  

I think of a friend who studied medicine and practised medicine briefly and now no longer practises medicine 
but works for a pharmaceutical company in a role that I, not being a medically-trained person, can only describe 
as a marketing role, where he travels around metropolitan Perth with drug samples and presents them to doctors. 
Would those sorts of drugs be captured by this bill?  

Dr K.D. Hames: Those drugs would not be schedule 8 drugs. 

Mr B.S. WYATT: So those sorts of drugs would not be captured by this bill? 

Dr K.D. Hames: The drugs that would be captured by this bill—I have it on my iPad, because I was going to 
read it out—are things like amphetamines, barbiturates, cocaine, fentanyl, which is a heavy-duty anaesthetic, 
methadone, morphine, oxycodone and pethidine. It is the heavy-duty drugs to which people can become 
addicted. 
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Mr B.S. WYATT: That is why I have referred to the word “possess”. Are people entitled to possess those sorts 
of drugs when they do not also have the authority to prescribe and make medical decisions around those drugs? 
Can the minister see what I am saying? I find it curious. 

Dr K.D. Hames: Only doctors can do that. 

Mr B.S. WYATT: Only doctors can legally have those drugs? 

Dr K.D. Hames: Yes, unless they have been prescribed to a person; a person can legally have those drugs if they 
have been prescribed by a doctor. MS Contin, for example, is a very common heavy-duty painkiller that people 
with chronic back conditions may have. People can have that drug if they have been prescribed that drug by a 
doctor. The whole point of this legislation is to prevent people from going to 10 different doctors and getting 10 
different prescriptions for a drug. There are some other schedule 4 drugs that come into this over-prescription as 
well. 

Mr B.S. WYATT: Yes, and I will come to that, because that is another concern. I appreciate that we will have a 
register of people who are drug dependent, and that doctors will be required to notify the CEO within 48 hours, 
and the CEO will put those people on the register. But it does seem that in respect of “oversupplied persons”, we 
are broadening quite significantly the definition of people who can be placed on the register. I stand to be 
corrected on that, minister. 

Dr K.D. Hames: That is for things like valium and Stilnox, when people are doctor shopping to get large 
quantities of those particular medications. These are not drugs of addiction but they are certainly drugs of 
overuse.  
Mr B.S. WYATT: Who defines that oversupply? Is it the reasonable position of the health professional? 

Dr K.D. Hames: You have to look at what is written on the prescription. With Stilnox, for example, you are 
likely to prescribe two a night maximum. If someone comes in and they are getting supplies that give them 10 a 
night from different practitioners, then you know you have a person who is significantly overusing but more 
likely to be selling. 

Mr B.S. WYATT: Okay, I can understand that. I might be moving into an area more suited to the consideration 
in detail stage, but does the definition of “oversupplied person” capture a broader range of people than the 
current register does? 

Dr K.D. Hames: Yes, because you’ve got no way to know about those who do that. As a doctor, you might have 
a patient you’ve known really well for a long time and you’ve had them on a sleeping tablet for a long time, and 
as far as you know you’re the only person they come to for their supply. But as it may turn out, they’ve been to 
see 10 different doctors and gone to 10 different pharmacists, and when they are all collated you see that this 
person has a significant problem. Really its value is to identify that. I am going to tell a story about a patient 
addicted to pethidine where I thought I was the only doctor. I just happened one day to walk into the chemist and 
see a prescription on the table from another doctor. I rang around and found he had been using the same story 
with all of my neighbouring doctors, and I had no idea. 

Ms J.M. Freeman: Was he using the pethidine? 

Dr K.D. Hames: I can do it in my speech rather than now. 

Mr B.S. WYATT: Yes. Suddenly I am speaking a lot longer than I intended to simply because of this exchange. 

I want to come to the way a person ultimately gets off this register. The questions I have, following on our 
discussion, are more suited to the consideration in detail stage. The member for Kwinana made the point that 
14 070 people have managed to get themselves off the current register, perhaps through dying as opposed to any 
other way. 

Mr R.H. Cook: One of the four ways you can get off it is from dying. Since September 1997, 70 people have 
got off it; although it seems that a good portion of those are no longer alive. 

Mr B.S. WYATT: That does cause me some apprehension, particularly when I read clause 107 of the bill 
headed “Amending information in drugs of addiction record” There may be another clause that I am not aware 
of, but clause 107 does not specifically state what a person whose name is included on the drugs of addiction 
register may do to have themselves removed from that register. That person can have information amended and 
have information that may identify them removed but not have their actual name on the register removed. Clause 
107(2) states — 

The CEO may, on an application made under subsection (1) or at any time, amend information included 
on the drugs of addiction record, including the removal of identifying information about a person — 
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(a) to correct an error or omission; or 

(b) if the CEO considers that it is not accurate or up-to-date or is misleading. 

Certainly there are some issues about whether one can get oneself off the register at all. I am very aware of 
clause 106. There are good public policy reasons for being able to capture the sort of information referred to in 
that clause. I do not know whether any statistics on mandatory reporting requirements have resulted in 
significant consequences for failing to report. That is what this bill will do to authorised health professionals. It 
will in effect take a reasonable suspicion and turn it into a mandatory requirement to report to the CEO within 
48 hours. My concern is that health professionals will find themselves dealing with a register containing tens of 
thousands of names and details of people, including people who may not necessarily have a drug dependency or 
be oversubscribed for reasons of either abuse or sale, or for the reasons indicated across the chamber by the 
minister. 

Mr R.H. Cook: The only way you can get your name off it, from my reading of it, is under division 6, which is 
to take the decision of the CEO to SAT. 

Mr B.S. WYATT: Yes, to the State Administrative Tribunal. 

Dr K.D. Hames: I just checked earlier. You can request the health department to take it off. You can go to the 
health department and say, “Look, here’s information that proves that what you’ve got me there for is not 
correct”; or you can prove that you’ve been off the drug for a considerable period of time, and I don’t know how 
you do that but we can tease that out with my advisers during consideration in detail; or you can challenge it 
through SAT. 

Mr B.S. WYATT: That is how I read clause 107. If the information is not correct, the register can be amended, 
but that is not for removal from the register unless the person goes through the SAT process. I dare say that it is 
more than likely that the SAT process is beyond people who want to have their names removed. 

Dr K.D. Hames: I’m not that keen on people being able to get off the register, because the problem with being 
addicted to drugs is that you almost have an addictive personality, if you like. People tend to get on them and, 
like an alcoholic or someone who smokes, you have that first smoke and off you go again. It is the same with 
drugs: you can be off for 10 years and then, under a lot of stress, go and see a GP who doesn’t know you’ve been 
an addict, get that prescription and off you go again. So it’s worth knowing. 

Mr B.S. WYATT: I appreciate that, particularly from a doctor’s position—absolutely I appreciate that. But what 
we are doing now is creating a much broader catchment of people and imposing a significant penalty on doctors 
who do not report within 48 hours to the CEO. I suspect that may naturally result in—I will not say over-
reporting as I do not know whether that is the case and I am not qualified to make that statement—a significant 
flurry of reporting, as doctors will quite rightly think: Could this be argued somewhere by a clever lawyer that I 
should have had a reasonable suspicion in this situation or by the health department official or whoever is 
maintaining the register? 
Dr K.D. Hames: Sure, but the only people who have that register are in the health department and they are not 
allowed to give it out to anybody except to the doctor treating the patient. 

Mr B.S. WYATT: Or for the purposes of clause 106, which is information around mistakes, I guess. 

Dr K.D. Hames: Sure, but those things are de-identified. 

Mr B.S. WYATT: I appreciate that. 

Dr K.D. Hames: The only person who knows is the doctor looking after them, and the doctor only rings and 
finds out if that person asks for drugs. If that person doesn’t go to the doctor and ask for drugs, why would the 
doctor bother to ring and say, “Is this a drug-dependent person?” He wouldn’t. 

Mr B.S. WYATT: But I dare say now, every time somebody goes to a doctor and asks for drugs, the doctor will 
call their mate to ask whether that person is on the register. I will wait to hear from the minister. I am getting a 
bit specific now. With those few words — 
Dr K.D. Hames: Few words! You have four minutes left. 

Mr B.S. WYATT: I think the minister said more words than I did. With the greatest of respect, Mr Acting 
Speaker, I think the minister said more words than I did. 

The ACTING SPEAKER (Mr P. Abetz): I thought it was all very amicable, member for Victoria Park. 

Mr B.S. WYATT: I simply raise these points, being neither an expert nor a doctor. 

Ms J.M. Freeman: Nor an addict! 
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Mr B.S. WYATT: Nor an addict, although some may say I have an addictive personality, Mr Acting Speaker! 
With those few words, I look forward to the consideration in detail stage. 
MS J.M. FREEMAN (Mirrabooka) [1.28 pm]: I also rise to speak on the Medicines, Poisons and Therapeutic 
Goods Bill 2013. I was not inclined to speak before I heard the member for Collie–Preston’s speech. I thought 
his speech from the perspective of a patient was an excellent patient-focused speech. 

Dr K.D. Hames: But not as a patient himself. 

Ms J.M. FREEMAN: Absolutely not! I accept for the record that it was not from the perspective of a patient 
himself, but that it was a patient-focused speech. 
So far in the debate in this house we have had two perspectives from the government side. We have had a 
number of speakers, but both the Minister for Health and the member for Eyre gave a very strong doctor’s 
perspective of the feeling that they had a liability or a responsibility—or a mixture of the two—that was quite ill-
defined. The perspective was very much that the doctor knows best, “We know how it works, so trust us. We 
will administer this properly. We are doctors, trust us.” If either the minister or the member for Eyre was my 
medical practitioner, I may or may not trust them. The point is that members of the medical fraternity have wide-
ranging views and different reasons for doing things in their practices. This bill will make fear a reason for 
making a decision: fear of penalty, fear of retribution and fear of being placed at greater liability. I do not think 
that fear is any way to administer treatment to a patient, but that is what will occur if we put in place a fine for 
medical practitioners who do not comply with this bill.  

The member for Southern River gave us a second perspective, which is that the misuse of drugs is illegal and we 
should not allow these things. He expressed, with the greatest of respect to the member, a punitive perspective on 
those patients who are suffering from an addiction—an illness. I am not a doctor but I did spend five years 
working in the area of workers’ compensation. Thankfully I was not exposed to anyone who was addicted to 
painkillers.  

Dr K.D. Hames: I bet you did, but you wouldn’t have known!  

Ms J.M. FREEMAN: I was going to say that I had certainly dealt with people who had chronic pain on an 
ongoing basis, and I saw the impact that had on their daily lives and on the lives of their families, and on their 
ability to function in the community. Much has been written about chronic pain, and it may have been the case 
that in addressing that chronic pain they became addicted. That may have occurred in the management of their 
pain. One of the problems we had in the area of workers’ compensation was that blame was involved in the 
injury. It is difficult to deal with that injury when someone with chronic pain combines the psychological impact 
of believing they might not be in pain had their employer put in place proper safety processes in their workplace 
with wanting to return to their previous paying position and lifestyle, which sometimes is not available to them.  

I am speaking because I want to put on record my concern that the drugs of addiction record and penalty are not 
patient focused. I understand that some health stakeholders have also expressed concern that the register and the 
requirement to report or to risk a fine is counterintuitive to good treatment and would result in doctors being 
forced to report someone, even though that would be contrary to either good management of the health issue 
experienced by the patient, or how they wanted to manage that particular patient. There are also concerns that the 
increased fine would frighten medical practitioners into compliance, which may be at the cost of the best 
interests of the patient. The provisions we are looking at today are directly contrary to harm minimisation 
strategies. As I said, I felt the necessity to support the position put by the member for Collie–Preston, who was 
very emotional in expressing his concerns about this bill. I thought the member put very succinctly that instead 
of being concerned about someone accessing prescribed medication to treat their addiction and being identified 
by their practitioner as someone who needs treatment for addiction or their practitioner at least being able to deal 
with their addiction, we should be more concerned that because their medical practitioner will report them—it is 
now much more punitive for the doctor or because of the restrictions placed on practitioners around reporting—
these people will go underground and, as the member identified, will access “junk”. We all know from a health 
point of view that it is important for people to be in contact with health professionals. Also, from my 
background, having done an occupational health and safety postgraduate degree, I know that public health 
proponents will always say that the most important thing is to ensure that people have access to treatment and are 
safe, even if it is treatment not to bring about a cure but for harm minimisation. That is one thing that is held to 
be a foundation of a good public health system.  

I also understand from stakeholders that there is a concern that patients may be placed on the drugs of addiction 
record without proper assessment, merely so that the practitioner avoids a penalty. They are concerned that the 
definition of a “drug dependent person” as a person with an “overpowering desire” for a drug would result in 
someone being put on the drugs of addiction record, and that the definition is too broad and ill-defined to assist a 
practitioner in applying the act and would result in a wide interpretation that would have major consequences. 
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Instead of resulting in a process that is truly patient focused and capable of impacting on the treatment and 
management of the addiction or abuse of prescription drugs, the result of these provisions seems to border on, or 
is, a mandatory reportable penalty. Further, in part 7, division 1, clause 94(1) reads, in part — 

drug dependent person means a person who has acquired, as a result of repeated administration of 
drugs of addiction or Schedule 9 poisons, an overpowering desire for the continued administration of a 
drug of addiction or a Schedule 9 poison; 

I understand a schedule 9 poison—the minister can correct me if I am wrong—is an illegal drug such as an 
amphetamine.  

Dr K.D. Hames: Amphetamines are not illegal, they are schedule A; but heroin and cannabis are illegal.  

Ms J.M. FREEMAN: So, schedule 9 drugs include heroin, cannabis, cocaine and ice. The minister can respond 
to this at the consideration in detail stage, but I am concerned that a doctor who becomes aware or suspects that a 
patient is a drug-dependent person will be required to report the patient to the director or to the police. Under the 
Drugs of Addiction Notification Regulations the doctor is required to fill out the “Notification of Addiction to 
Drugs” form, which reads — 

EXECUTIVE DIRECTOR, PUBLIC HEALTH 

This is to notify you pursuant to the Drugs of Addiction Notification Regulations, 1980 that I, within 
forty-eight hours of the date of this notice, have become aware or suspect that the person whose name 
and other particulars are set out below is addicted to drugs and is under a condition of health that is a 
prescribed condition of health for the purposes of the interpretation “prescribed condition of health” in 
section 289B of the Health Act 1911 (as amended), and that the drug of addiction specified below is the 
drug of addiction to which this person is addicted.  

If they are poisons under the act, which are the illegal drugs, we can interplay that with clause 106, “Purposes for 
which drugs of addiction record is kept”, paragraph (e) of which reads — 

to carry out any of the CEO’s functions under this Act or any other written law.  

Once the CEO has this form, which says this person is taking heroin, cocaine or marijuana, do they then have to 
carry out their functions under “any other written law” and report that person to the police, because they are in 
fact taking illegal substances?  

Mr R.H. Cook: Would they be trying to pervert the course of justice by not providing classified information, 
essentially? 

Ms J.M. FREEMAN: Exactly; and then would someone go to a doctor if they risked that situation of being 
reported to the police because the doctor is really, by virtue of fear, mandatorily required to report it on the drugs 
of addiction — 

Dr K.D. Hames: It is a good question and I don’t know the answer. We’ll find out during the consideration in 
detail stage, but I can tell you that doctors do not do that. I see patients who I know are addicted to heroin, who 
come to me for other things. I do not report their heroin addiction; I deal with their request for other things. 

Ms J.M. FREEMAN: Again, that is about treatment of the patient. One of the difficulties we face when framing 
a piece of law from the perspective of doctors and the legality of drugs is that we miss out on one of the 
fundamentals of public health—that is, accessing treatment to ensure the wellbeing of the community. Harm 
minimisation is one step to getting the patient well.  

I understand what the minister is saying about doctors, but I take him to the part of the legislation that suggests 
that the CEO is compromised by law. I have another question on an issue that perplexes me. Is it illegal to use 
prescribed drugs in a manner that meets the definition of overpowering desire? Is it illegal to receive quantities 
of prescribed drugs that are greater than reasonably necessary for therapeutic use? In clause 94 there is the 
definition of a drug-dependent person, who will be classified as that, put onto a register and stigmatised, I would 
think, for the rest of their adult life, and for a young person that will be difficult. There is also the issue of the 
definition of overpowering desire. I quote the definition of an oversupplied person — 

… a person who has over a period of time obtained, or obtained prescriptions for, quantities of drugs of 
addiction that are greater than is reasonably necessary for therapeutic use; 

Is it illegal to receive those quantities? If it is not illegal, how is it that we are regulating against that? The 
minister used the example of Stilnox, which I gather is a sleeping tablet. I understand it is unhealthy to 
overuse—I get that. It is a treatment issue and therapeutic issue. Is it illegal to overuse Stilnox?  

Dr K.D. Hames: No. 
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Ms J.M. FREEMAN: Is it illegal to sell? 

Dr K.D. Hames: I don’t know.  

Mr J.R. Quigley: Which drug is that, member? 

Ms J.M. FREEMAN: Stilnox. 

Mr R.H. Cook: Is that schedule 4? 

Dr K.D. Hames: Yes, schedule 4. They are in that proposed section about reporting added here. 

Ms J.M. FREEMAN: They must be reported. We are effectively placing people in a system. I understand that 
doctors have this idea that they want to know these things, because they do not want the ad hoc situation of a 
chemist filling a pethidine prescription for a period of time. As I said, in the five years I dealt with workers’ 
compensation cases I dealt with many people who abused drugs and who were probably addicted to painkillers. 
There should certainly be information on how we treat people who are on painkillers, even if they do not use 
them repeatedly. Anyone who walks into a doctor’s office should be told about other ways of pain management 
at the very beginning of a pain treatment process. The minister knows this more than I do, but I have dealt with 
this issue with people who have had quite serious injuries. 
Dr K.D. Hames: As have I. I had a workers’ compensation case at least every day for 15 years. 

Ms J.M. FREEMAN: I am not trying to teach the minister to suck eggs; I am trying to say that this is a lazy 
way to give doctors the capacity to treat patients. I know that gives the minister a wry smile, but it is true. 

Dr K.D. Hames: You are saying that doctors think, “Don’t worry, we know what’s good for you”, and that it 
should be about the patients. This is all about patients. 

Ms J.M. FREEMAN: I think the minister is wrong; I do not think this is about patients. Those people will only 
be stigmatised in the future. They will be placed on a register and the only way they can get off it is to go to the 
State Administrative Tribunal. This will be done to protect doctors’ own liabilities. I am sorry, this is not about 
patients. 

In conclusion, I want to know how this legislation will interplay with the capacity to get subscriptions online, 
which can now be done. How will online prescriptions he monitored?  
Mr R.H. Cook: I didn’t know you could do that. 

Ms J.M. FREEMAN: Yes; prescriptions can be done online now. A patient can consult with the doctor online 
and get prescriptions online. That may be illegal and I would be interested to know whether that is the case. 

DR K.D. HAMES (Dawesville — Minister for Health) [1.46 pm] — in reply: There a couple of issues 
regarding the Medicines, Poisons and Therapeutic Goods Bill 2013 that I think people are forgetting. One is: 
what is the case now? I am not specifically addressing the member for Mirrabooka. Other members have spoken 
about this register as though it is something new, as if we have never had a register before. There is a register 
now. If a patient goes to a doctor seeking a drug of addiction and the doctor thinks he is addicted, under the 
current legislation the doctor is required to ring up and put the person on the register. There is a fine of $1 000 
for not doing so, which in today’s terms probably equates to $2 000 or $3 000. I think this regulation came in in 
1980, but I do not know whether it was there before or what it was before—it was probably updated at that time. 
In any case, the fine is there; there is a penalty now. Doctors can be fined for not reporting. I could ring up and 
leave the name of the patient—I often did—and say I am not sure about the patient. I could find out that the 
patient is not on the list and say that the person should be put on the register because I think there is a strong 
chance that that person is addicted. Why would we do this? We would do it for the patient. For example, the 
current fine of $1 000 is no skin off anyone’s nose, particularly when all doctors know that no-one has ever been 
prosecuted. The doctor would not put anyone on the register—here I am answering the member for Mirrabooka’s 
question — 

The ACTING SPEAKER (Mr P. Abetz): The member is going to the chair; I need a comfort break! 

Dr K.D. HAMES: Good, she will not be able to answer me back; that is even better! 

When a doctor sees a patient they think is addicted, what is in the patient’s best interest? Is it for them to get that 
drug of addiction and to come back to see the doctor again the next week and get that drug again and again or to 
go to the doctor down the road and get another lot of drugs? Is that in the best interest of the patient? Clearly it is 
not. It is in the best interests of the patient for the doctor to know that they have a patient who is addicted, to 
discuss the addiction with that patient and to send them to a clinic that will help them deal with their addiction, 
not to just let the patient run on and on forever. What happens to that list? Nobody has that list. There is no 
stigma, because the only person who knows someone is on the list is the doctor. The doctor only knows that if 
they ring up the register—and they only ring up if a patient tries to get a drug of addiction. Any person in this 
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chamber may in fact be on the register, but as a general practitioner I would never know unless that person came 
to me and asked me to give them some morphine or one of the other schedule 8 drugs. Therefore, there is no 
stigma involved other than in the patient’s own head by knowing that they are on a register for addiction. How 
does someone get on the register for addiction? It is by being addicted; a person cannot get on it in any other 
way. We may talk about accidents or things going wrong, and that is possible. What would happen if I rang up 
about a patient and asked to have their names put down and that a watch be kept on them? That person’s name 
will never come up again if they are not an addicted person, because they will never ask anyone for a drug of 
addition because they are not addicted. It is critical for an addicted person to be on the list because that is the 
only way in which they are likely to get any help. 

I will tell members a story about a patient who ran a used-car yard in Kalgoorlie. Every now and then, probably 
once a month, he would bring cars from his yard to Perth for sale. He would come to the clinic and have the most 
painful grimace on his face because every time he drove to Perth it would give him a migraine. He did not get it 
back in Kalgoorlie. He did not seek drugs in Kalgoorlie. I checked the register and he was not on it because 
whatever he did in Kalgoorlie did not involve getting regular drugs, unless he had a similar story up there. 
Perhaps when he did the trip back he said to a doctor up there that every time he drove back from Perth he got a 
migraine. Perhaps he drove between Kalgoorlie and Perth every week, not every month as he told me. One day, I 
walked into the chemist across the road and there, lying on the desk in front of the chemist—I was talking to him 
about something else—was a prescription for this patient. I asked the chemist what it was doing there. The 
chemist said that this patient was the nicest, loveliest guy a person could ever meet. He was a fantastic bloke and 
he was very convincing. I rang the surgery of the doctor who wrote the prescription and spoke with him. This 
doctor said the patient was a lovely guy who drives to Perth every month from Kalgoorlie and gets these 
migraine headaches, and he gave this guy an injection of pethidine when he had them. I did a ring around of all 
the surgeries in the area and came up with three or four practices that were seeing him. I do not know if all those 
scripts went to that particular chemist or what this patient did—the chemist only had two prescriptions in this 
case. However, the prescription with the chemist was not for the drug of addiction because this guy would have 
an injection of pethidine. He also used blood pressure medications, and the script I saw at the chemist was for 
another medication. What triggered me off was why he saw another doctor, who was one of my neighbours. I 
waited until this patient came to Perth the next time and I then confronted him and asked him what the story was. 
His response was, “Thank God you have caught me. Thank God someone has finally caught me doing this. I 
have been hiding it from everyone. For the last five or six years I have been addicted to pethidine and I did not 
know what to do.” After that we got him into rehabilitation and counselling and a program to hopefully get him 
off those drugs of addiction. 
Mr R.H. Cook: That is the difference around this.  

Dr K.D. HAMES: What is? 

Mr R.H. Cook: Under this legislation he must go on the register of drug-dependent persons, so you cannot 
prescribe him anything to get him off that addiction afterwards. 

Dr K.D. HAMES: No, and I did not give this patient any more pethidine. Alternative medications are used for 
going through the rehabilitation process. The management of the patient is not the issue. If he had been on the 
register to start with, I would have found this out much sooner, and it is in the best interests of patients to know 
that. It is the same with drugs like Valium and Stilnox et cetera. The problem is that they are not illegal. We are 
almost saying, “So what, if they are on lots of Stilnox or if they are selling it? That is their problem. It is not 
illegal.” However, it is in the best interests of the patient or their doctor to know that they are abusing a particular 
drug. Although those drugs are not strictly addictive in the sense that morphine, heroin and the like are, they still 
promote dependency rather than addiction. A person can become totally dependent on the need for those drugs, 
particularly drugs like Valium, and it is in the best interests of the patient to know that. The same goes for 
medications like Stilnox that patients can potentially abuse, overuse and overdose on. 

We talked about the fine during debate, and I accept that $15 000 is probably in excess. I have good reasons for 
that and I will go through those in a minute. The whole issue is about updating the amount. If we wanted it to be 
a major deterrent, the provisions and the penalties would be much stronger because, as members know, the 
amount that is the equivalent of $2 000 or $3 000 now, is what it was in 1980. It did not change anyone’s 
behaviour back in 1980, and it will not be likely to change anyone’s behaviour now. We have held informal 
discussions and I will put forward that the penalty be changed from $15 000 to $5 000, which is a more 
appropriate figure. I have not spoken to the Australian Medical Association about it, but it is the case put forward 
by the shadow minister, which is not unreasonable.  
I will go through some of the issues raised by the opposition on this matter, but perhaps a better use of my time 
might be to talk about the issue of definitions and the definition of an addictive person, and the shadow minister 
will be moving an amendment along those lines. In my notes from staff about this new definition, the difference 
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between the new and the old definitions is not big, and neither is the outcome and what that represents. The notes 
state that the new definition encompasses people who still use illicit drugs and those on treatment. The original 
version—the version the member has—does not cover those who are on treatment. It is a simpler outcome-based 
definition and allows medical professionals to use their standard diagnostic criteria. It is also similar to the 
definitions used by other states in their legislation. When we compared our legislation with that in other states, 
particularly the amounts of money, I picked $5 000 because that is about the balance of what other states have, 
which is $4 000 or $6 000. The definitions of an addictive person in other states are all pretty much the same. 
There is no great reason to change the definition. This definition has been used because the Department of 
Health and the drafters feel that it is more practically based on things such as outcomes and what an addictive 
person is. However, the new definition is not sufficiently different to warrant changing what is in the bill; that is 
not to say that there is a great deal wrong with the old definition to warrant changing it. If the new definition was 
the old one and the old one was the new one, I do not think anyone would complain about whichever of the two 
were used.  

That pretty well brings my remarks to a conclusion. A number of issues were raised by the opposition during the 
second reading debate. After question time, I will go through each of those and provide responses for members 
opposite on the issues that they have raised. 

Debate interrupted, pursuant to standing orders. 

[Continued on page 4644.]  
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