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LEGISLATION COMMITTEE ON THE PUBLIC HEALTH BILL 2014 
The Acting Speaker (Mr I.C. Blayney) in the Chair; Dr K.D. Hames (Minister for Health) in charge of the bill. 

Advisers: Professor Tarun Weeramanthri, Acting Director General, Department of Health; Ms Kelly Crossley, 
principal adviser; Ms Bronwyn Peters, senior solicitor; and Mr Geoff Lawn, parliamentary counsel. 

The meeting commenced at 3.00 pm. 

Resumed from 11 November. 

Debate was adjourned after clause 42 had been agreed to. 

Clause 43: State public health plans — 

The ACTING SPEAKER: We are considering the Public Health Bill 2014. The question is that clause 43 stand 
as printed 

Mr R.H. COOK: I am keen to get an understanding of the way in which the state public health plan will be 
informed. We can go two ways. We can go with the state public health plan informing the local health plans, or 
with local health plans as an aggregated version of the state health plan. How does the minister see the state 
health planning coming together? 

Dr K.D. HAMES: My understanding is that the Chief Health Officer will prepare, on behalf of government, 
a state health plan in the first instance, remembering that some other local governments already have local health 
plans and it is up to them how they do those. They are more than welcome to do it with our assistance, but we 
are not guided by local health plans, unless they happen to come up with something that has not been anticipated 
or put in our state public health plan. I am sure there will be opportunities for us to modify the state health plan 
down the road, if that is the case. Professor Weeramanthri will be doing it. 

Professor T. Weeramanthri: We have already started planning around what would go into the state public 
health plan. It would be our intention to work on a draft state public health plan and put that to the minister. Prior 
to the formal need for the plan, we would put out a draft or interim state public health plan in order to stimulate 
further conversation with local government about the relationship between our plan and local government plans. 
They would have, if you like, a look at the formal state public health plan, probably a couple of years before it 
was officially needed. That is in the spirit of this partnership between the state and local governments. It would 
obviously have to be approved by the minister before that went out. 

Mr R.H. COOK: Does the legislation, in terms of the framework for the public health plan, make mandatory 
what has to be in it in specific areas? I notice that this clause sets out in rather broad detail what should be in it. 
Is it the intent that it would have mandated subject matter or conclusions in its outcomes? I was reading the 
Victorian state public health plan, which has a very specific framework and specific outcomes that come from it. 

Dr K.D. HAMES: Is it set by its legislation? 

Mr R.H. COOK: I am not entirely sure. I wonder from that point of view how the minister saw our plan coming 
together and what it would look like. 

Professor T. Weeramanthri: As the member can read in subclause (2), a number of things will have to be covered 
by the plan, including the last paragraph, which is I suppose the new element on how we would work with local 
governments. It would give some indication of that. As the member would also see, local public health plans are 
framed in a similar fashion, so they are created to be complementary. Having said that, we would populate it with 
the usual kind of indices—the epidemiological analysis with which people in the state are familiar. We would look 
at other state plans and be informed by them, and we would also look at the other ways in which the state 
government is currently accountable for public health and we would make sure to align with those.  

In the annual reports and performance measures there are high-level outcomes and outputs on reporting 
procedures that are agreed upon with Treasury et cetera. We are currently developing some new performance 
measures and we are constantly refining our performance measures. We make sure that the state public health 
plan is not only consistent with the Public Health Bill 2014 legislation, but also aligned with other things that the 
member would already have seen in various other documents produced by the state as part of its accountability. 
That was part of the recent meeting we had. Again, it gives us a great opportunity to pool together in one place 
through the state public health plan some of what is available but is not easily captured in one document. In the 
past, we have not had such a thing as explicit as this, so this really is a step forward. It is a challenge for us to get 
it right and make it sensible and consistent with the direction of government, and also helpful to local 
government for its planning. 
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Ms J.M. FREEMAN: In response to the member for Kwinana, Professor Weeramanthri said that the state health 
plan would be the first to come, but indeed it is not the first because there have been at least three others; I know 
of the Wanneroo plan. What impact will the state health plan have on those existing plans? 

Professor T. Weeramanthri: Those plans that the member referred to are the local public health plans; they are 
terrific. They have been developed through a couple of different mechanisms, so there is no single way people 
can approach this task. The most important thing is that they meet the objectives of matching the needs and the 
data with their actions to respond to that. That is the effect. A couple of planning tools have been put out by 
various organisations. One has been put out through the Public Health Advocacy Institute of Western Australia, 
and another has been the South Metropolitan Public Health Unit. They are just different approaches. Currently 
my position is that, frankly, I am agnostic about the particular tools a council will think is useful to it, as long as 
the objectives of the planning process are met. We do not tend to be prescriptive about how councils go about 
this process, but we would like to have a discussion with them about what are reasonable tools and approaches 
and then let them have some flexibility. There is a commonality in the kind of elements that would fall into these 
types of plans. One discusses the population, one the common diseases and one discusses vulnerable population 
groups. For public health in particular, one discusses the risk factors that underlie that. 

Ms J.M. FREEMAN: That is pretty much how the Wanneroo one reads. The Public Health Advocacy Institute 
of Western Australia is a not-for-profit organisation. Is the South Metropolitan Public Health Unit part of the 
public health system? For the purposes of Hansard, I am getting a nod. I am interested to know how the 
South Metropolitan Public Health Unit has been such an advocate for or at the forefront of this, or leading the 
charge, so that everyone is ready for this. That will obviously feed into the process of compiling the state plans. 
Although it will not, as the member for Kwinana put it, bring them altogether, I am sure it will inform how the 
state plan is compiled. Why have other health units, such as the north metropolitan or east metropolitan health 
units, not done that? Is that something Professor Weeramanthri can comment on? 

Dr K.D. HAMES: Professor Weeramanthri. 

Professor T. Weeramanthri: I am happy to comment. There is variability in public health units. North metro 
and south metro each have different capacities and seek to meet the needs of the local population, sometimes in 
different ways. The South Metropolitan Public Health Unit has been very well established for some years. When 
I started eight years ago, it was considerably larger than the North Metropolitan Public Health Unit. We have 
obviously tried to build that capacity in the north for some time. The south has had good historical links with its 
local councils. Planning processes would be important anyway, particularly for public health, with or without 
this new legislation, so it is not as though the planning imperative was entirely driven by this legislation at all. 
There is a need to plan for public health, just as there is a need to plan for health services. The south metro unit 
has taken a particular interest in, for example, Aboriginal health and its relationship with local councils. It has 
had a very active process of engagement with those southern councils over many years and built up lot of 
experience. As a result, it has used that experience to inform and try to be useful to council by creating planning 
tools. That will also help, should those councils wish to use them for the purposes of this plan, but even if the bill 
was not to proceed in the form it is currently in, I think it would still be useful to improve public health. 

Ms J.M. FREEMAN: The Victorian health plan is a companion document to the “Victorian Health Priorities 
Framework 2012–2022: Metropolitan Health Plan” for a period of time. Do we have a similar document that will 
be a companion document to our health plans? 
Professor T. Weeramanthri: The answer to that is no; I cannot identify a comparable document. We have other 
documents within the health department, such as, for example, the “WA Health Clinical Services Framework 
2014–2024” and various other frameworks that will be important to align to, but I do not know of any document 
such as the health priorities framework. I will just say that Ms Crossley has been working on the planning 
process; she may have something to add to this. 
Ms J.K. Crossley: As Professor Weeramanthri said, a number of documents are generally developed by each of 
the divisions within the health department, and the state health plan will be informed by them and it will bring 
them all together. But we do not have a document comparable with the one in Victoria at the moment. 

Mr R.H. COOK: The Victorian public health plan refers to demographics, the issues that are impacting on 
public health, and the aspirational and strategic goals. The document compels the state government to hold 
a forum of public health stakeholders to agree upon a process for meeting the outcomes. Is it anticipated that 
there will be a similarly direct process between the state public health plan and what occurs on the ground? 

Professor T. Weeramanthri: We absolutely envisage a consultative process to develop the state public health 
plan. We have already started conversations about that. We have put together a consultation plan to inform the 
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planning process for the state plan; we have already had that first meeting. Obviously, such a plan should go to 
the minister for his approval. Subject to that, we would seek to show the same degree of consultation going 
forward, including the desire to put out a draft plan some years before it is absolutely necessary, if you like. That 
would continue the spirit of partnership on which this whole bill has been developed. Local government has been 
a very strong supporter of these plans and a very strong supporter of the bill in total, and I think we really look 
forward to the impetus this will give should the bill be passed. 

Clause put and passed. 
Clause 44: Publication of current State public health plan — 
Mr R.H. COOK: I wonder why a document as important as the state public health plan would not be tabled in 
Parliament. 

Dr K.D. HAMES: Good question. Who knows the answer? 

Ms J.M. FREEMAN: This is the minister’s matter. 

Dr K.D. HAMES: I thought all documents put out via those annual releases by government were tabled in 
Parliament as a matter of course. 

Ms B. Peters: It is actually picked up by the annual report submitted by the department under clause 22. 
Yesterday, we talked about the report under the Financial Management Act. It is clause 22(3). 

Ms L.L. BAKER: Would the state health plan in total be published as part of the annual report? 

Ms B. Peters: Clause 22(3) states — 

The accountable authority of the Department must include in the annual report submitted under the 
Financial Management Act … 

(b) the current State public health plan prepared under section 43. 

Mr R.H. COOK: The annual report is going to be a mighty document! 

Ms J.M. FREEMAN: The minister can technically say that it is too late for me to ask this question, because we 
have passed this bit, but the public health plan is a document that goes over five years because it has to be in 
place at the end of a period of five years after it was prepared. Usually the state health plan covers a five-year 
period. Is it expected that every year the five-year plan will be an addendum to the annual report? 

Dr K.D. HAMES: Maybe, probably. Is that correct? 

Ms B. Peters: Yes, that is correct. Clause 22(3) requires the current state public health plan. It can be amended 
as well. 
Mr R.H. COOK: That is right; it can be amended during the year, can it not? 
Ms B. Peters: Yes. 
Dr K.D. HAMES: It will have to be looked through to see whether any words are different! 
Clause put and passed. 
Clause 45: Local public health plans — 
Ms J.M. FREEMAN: Clause 45(1) states that a local government must prepare a public health plan. What is the 
penalty if it does not? 
Ms B. Peters: There is no penalty. 
Ms J.M. FREEMAN: Clause 45(7) states — 

A local government must prepare its first local public health plan not later than 2 years after this section 
comes into operation. 

What is the penalty if it does not? 
Dr K.D. HAMES: Nothing. 

Ms J.M. FREEMAN: There is no penalty? 

Dr K.D. HAMES: No. 

Ms J.M. FREEMAN: This question is about the drafting, not the department, because I think there is an issue 
with the drafting. If the local government is not penalised and there is this relationship, why is strong language 
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such as “must prepare” used in subclauses (1) and (7) when there is no penalty if the direction is not followed? 
Why is “should”, which is a pretty strong word itself, not used? Why has it been drafted that way? 

Mr G. Lawn: The word “should” does not impose a legal obligation, whereas “must” does. Just because there is 
no penalty does not mean that it is not a legal obligation, and there are ways of enforcing legal obligations, such 
as mandamus, as we discussed yesterday. I guess also that the Chief Health Officer would report to the minister 
in Parliament if local governments were not complying with their obligations. 

Dr K.D. HAMES: I guess the other side to the question is: what would be done to a local government if it did 
not comply? 

Ms J.M. FREEMAN: That is what I really want to know about the penalties. I did not just mean a financial 
penalty. 

Dr K.D. HAMES: What power does the state government have to enforce people to do things? Under the 
Local Government Act, there is a range of disciplinary measures if councils do not perform, including the 
sacking of the council. 

Professor T. Weeramanthri: In the event that a local government fails to undertake public health planning, the 
Chief Health Officer will consult with the local government and give consideration to exercising the power in 
clause 47 of the bill, which directs a local government to provide a current local public health plan. 

Dr K.D. HAMES: What if it does not take the direction? 

Professor T. Weeramanthri: There are two points. One is that the imposition of a criminal sanction is not 
considered appropriate in this context, which is what we have already said. Secondly, should a material or 
serious public health risk occur that is not adequately dealt with in that local government area, there is an onus 
on the Chief Health Officer under clause 7 of the bill for giving directions to local government to remedy such 
a measure. Clearly, there will be greater confidence in a local government that has produced a public health plan 
in accordance with the legislation. Should there not be such a plan or no inclination or plan to produce one and 
there is a material public health risk, the likelihood of the Chief Health Officer exerting her or his powers under 
clause 7 is thereby increased. 

Dr K.D. HAMES: Clause 7 provides that the Chief Health Officer can give local government a direction, but 
what if it does not accept the direction? 

Professor T. Weeramanthri: Clause 8 then provides for the Chief Health Officer to act without seeking local 
government agreement in certain circumstances. 

Dr K.D. HAMES: If the issue is that a local government has not produced a local public health plan as it must, 
the department could presumably then do it for the local government. But then, who will pay, because the 
department is not going to get money out of the local government. 

Ms J.M. FREEMAN: Clause 7(5) provides that the department can get it back. 

Mr R.H. COOK: The government can charge it. 

Dr K.D. HAMES: We can charge it, but what if the local government does not pay? 

Ms J.M. FREEMAN: What if it does not pay, minister? 

Dr K.D. HAMES: I just said that. I have already asked the question myself! 

Professor T. Weeramanthri: As far as I understand the legislation, there is no provision for the 
Chief Health Officer to write the plan for local government, but there is a provision for the Chief Health Officer 
to act in a case of emergency or give specific directions to local government to remedy a risk. However, I do not 
think there is a provision to write the plan for the local government, because that would be contrary to all the 
principles underlying the legislation. 

Ms B. Peters: Clause 22(3), which we referred to a short time ago, also states — 

The accountable authority of the Department must include in the annual report submitted under the 
Financial Management Act … 

(a) a report on the performance by enforcement agencies … 

So, that is a matter that could be addressed as part of that report. I believe that there are also separate powers 
under the Local Government Act that may be relevant. 
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Dr K.D. HAMES: I think there are powers in the Local Government Act—the powers of the minister. 

Ms J.M. FREEMAN: What are the powers under the Local Government Act? 

Mr G. Lawn: There are quite extreme powers to sack the local government and put in a commissioner, but it 
would depend on how extensive the dereliction of duty on the part of local government was. This might be just 
one aspect of its non-performance, but it might not be the only one. The extent of the noncompliance with its 
obligations would have to be looked at. 

Ms J.M. FREEMAN: I want to go back to what Professor Weeramanthri said: under clause 7(4), the 
Chief Health Officer could not write the public health plan for local government. However, clause 7(4) states — 

If a local government that is given a direction under subsection (2) fails to comply with it, the 
Chief Health Officer may do anything that the Chief Health Officer considers necessary to achieve the 
purpose for which the direction was given. 

The way I read that is that although the Chief Health Officer may not think that he may have do that in his 
current role, it does not mean that he does not have the power to do so. Subclause (4) provides the 
Chief Health Officer the power to do a local public health plan. I am not suggesting for one moment that the 
Chief Health Officer will not do many other things in such a manner so as not to do it because there is 
consultation—the local government knows its area and all those things—but could the legal people tell me that if 
the local government fails to do the local public health plan, will the Chief Health Officer then have the power to 
come in and write the plan? 

Mr G. Lawn: The circumstances provided in clause 8 under which the Chief Health Officer can take action on his 
or her behalf require the existence of a material public health risk, which is referred to in clause 7. The 
Chief Health Officer will have to consider that the circumstances of that material public health risk are sufficiently 
urgent to enable them to go in. Whether or not doing a local public health plan would give rise to a material public 
health risk that was urgent enough for the Chief Health Officer to write the plan, I do not think so. 

Ms L.L. BAKER: Before we finish with clause 45, I would like to clear up a couple of things. This may have 
been touched on before but it is not clear to me. Clause 45(2) provides — 

(2) A local public health plan must be consistent with the State public health plan. 

What does “consistent” mean? That has been referred to, but what does that actually mean? Does it have the 
same frameworks? As Professor Weeramanthri has said, there are different frameworks, so what would tell us 
that it is “consistent”? 

Professor T. Weeramanthri: That is a good question. I think there is a degree of reasonableness in the 
assessment of what is consistent. For example, if at a state level we were to point out large discrepancies 
between the health of Aboriginal and non-Aboriginal people in this state, that would be a statement in the state 
public health plan. If a local plan for an area with a high Aboriginal population were published with 
demographics to show that 15 per cent of the population was Aboriginal and we knew from other sources that 
their health status is as poor as we have said it is in the state health plan and that issue was not addressed in the 
local plan, that would be a measure of inconsistency that could not be reasonably defended; whereas, if a local 
government without a high Aboriginal population chose not to prioritise Aboriginal health, that would still be 
consistent with the state public health plan. 

Ms L.L. BAKER: How does the department envisage the process to achieve that consistency will work? 

Professor T. Weeramanthri: Through dialogue and assessment. It is not only the words on the plan but also the 
relationships and the actions people take. Therefore, in our desire to produce an early draft of the state public 
health plan to inform local plans, it was about not only the words but also the processes that lead up to the words 
and the actions that flow from the words. If there is a really good plan but nothing is happening in reality, we 
kind of get to know that and assess it and have those discussions about what has been done as a result of the 
plan. There is a constant process of creating the words, having good enough words and then seeing what happens 
in the world and measuring that and bringing that back into data. 

Ms L.L. BAKER: That makes complete sense. Local governments are meant to develop community safety 
plans, but I know one local government that has not had one for ages; it is up on the website in disparate forms 
and not followed through. That local government got a bit of money from the state to do some work, so suddenly 
it created a committee to do a new one. Making them accountable is a big job, so how will that accountability 
work in the department? Given that there will be hundreds of these plans, how will that process be finessed and 
how many people will it take to do that? 
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Professor T. Weeramanthri: I will ask the minister to ask Ms Crossley in a second, but I will say that the 
success of this plan will be determined by the degree to which local government actually wants to take this up 
and sees it as an advantage to serving its citizens as opposed to just an accountability measure imposed by the 
state and a compliance measure. We have every incentive to make those conversations real. We have a lot of 
experience dealing with local government environmental health officers and chief executive officers, and we 
may have to broaden that relationship as the plans evolve. However, I ask Ms Crossley to add to that. 

Ms J.K. Crossley: We started working on the guidance information for local governments. We anticipate that 
we are going to ask each local government to either submit their plan to us or advise us that their plan is being 
developed so that we can access it online. We will not be providing guidance on what should or should not be in 
their plans, but we will be reviewing them to check that they are consistent with the state plan and that 
consultation has taken place. Local governments will also be required to advise us when the plan has been 
updated and provide a report on the plan. At the moment I am not sure how many staff that will take, but we 
have reallocated staff to look at that. 

Ms L.L. BAKER: Could you be clearer about how many staff it will involve—a guesstimate? 
Professor T. Weeramanthri: The main area from which resources have been committed in the development 
and implementation of the Public Health Bill is the environmental health directorate of the public health division. 
It is important that the resources are put on in a timely way, and so in this process of creating the bill and putting 
it forward through the process, we have put on just enough staff to make that happen without overcommitting 
staff, because we have had no control over the timing of the introduction of the bill. It would not have been good 
timing had we put on staff a number of years ago, so we will continue to ensure that we put in the resources, and 
allocate them within the public health division, from other areas, into environmental health. I cannot give the 
member an exact number because we are going to have to develop work plans and timings; there is going to be 
a complex, at least two-year transition period before the legislation even once passed comes into being. We will 
deal with that within the resources of the health department. I can say that we have already put on two people in 
the legal department to specifically support the Public Health Bill because that is our priority. We have 
reallocated tasks to staff, such as Ms Crossley to my right, to work on this more because it has some momentum 
now, and we will continue to look at the resources we need and to find them. 
Mr R.H. COOK: The local public health plans are really the nub of this and the relationship that has with the 
state public health plan, because that is what is going to give the department some teeth to make changes. There 
could be a situation in which a local government authority is recalcitrant or refuses to cooperate, although that is 
highly unlikely. What you are more likely to have is a scenario in which there is not inconsistency but 
inadequacies. 
Dr K.D. HAMES: Lack of capacity. 
Mr R.H. COOK: Absolutely, a lack of capacity as well. For instance, for years the Shire of East Pilbara’s 
attitude towards the Martu people was considered to be almost neglectful, because they were over there and it 
was in its part of the shire, and although it had responsibility for those people, it did not really take a great deal 
of notice of them. The Shire of Meekatharra had a similar reputation. It is not so much that the councils refused 
to cooperate; it was just that it was not on their radar. Of all the things that would be detailed in the state plan, of 
which there will be many, those councils would say that they are on board here, here and here but they would 
have a completely deaf ear to what might be some crucial health issues. Under the legislation, how can they be 
compelled to be awake to what the Chief Health Officer considers to be a public health issue? They might say, 
“Yes, you might think that is important, Professor Weeramanthri, but we are more concerned about our boat 
ramp and how we are going to make sure that that is not dangerous.” Professor Weeramanthri might say, 
“I am sure that the public safety and health issues around your boat ramp are important; however, you have this 
public health crisis going on over here — 
Ms J.M. FREEMAN: There is asbestos in the boat ramp. 

Mr R.H. COOK: From that point of view, what levers will the Chief Health Officer have to make sure that we 
get the balance right in these local health plans? 

Dr K.D. HAMES: I think part of that will be the pressure on local government. Remember, councils are elected 
as well. I can see problems, as the member has said. Halls Creek is a good example. The Mayor of the 
Shire of Halls Creek was the local publican and totally opposed the liquor restrictions we introduced in 
Halls Creek. Now the shire has recently refused to participate in the commonwealth’s trial of the card in the 
Kimberley. In fact, it has made applications to change liquor licensing laws. 
Mr R.H. COOK: And the government could quite legitimately say that that is a public health issue. 
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Dr K.D. HAMES: Absolutely, we could, and I would expect that the department would apply pressure to bear, 
but, at the end of the day, we do not elect councils; they are elected by the local community. The local 
community has to stand up. We can make it clear publicly that certain councils are not addressing things. We as 
politicians can make it clear that we are not happy with some of the actions being taken by councils, but, at the 
end of the day, whether or not they include those things is largely going to be up to those councils. I think there 
will be a lot of peer pressure. I think there will be a lot of collaboration amongst local councils about the things 
that they look at and, in fact, competition amongst local councils that will be pushed by the opinions of the 
people who elect them in saying, “Look at what that council is doing; why are you not addressing it?” If there is 
a recalcitrant council, as I expect that one may be, we may well not get those things put in place that we would 
like. Does Professor Weeramanthri want to make a further comment? 

Professor T. Weeramanthri: Briefly, I think a greater degree of transparency is always a good tool. This bill 
develops a degree of transparency around the planning process. Secondly, if there were to be material or serious 
risks as a result of that failure of action, grounds to intervene are explicitly laid out in the bill. Lastly, there is 
also—it would be used infrequently—power for an inquiry to be held at either the minister’s instigation or the 
Chief Health Officer’s instigation. 

Dr K.D. HAMES: Or at the instigation of Parliament through the Education and Health Standing Committee, 
for example. 

Mr R.H. COOK: Yes. I just wondered whether there was a statutory button that would be pushed or a lever that 
would be pulled. 

Dr K.D. HAMES: I do not think we have got that far. 

Clause put and passed. 

Clause 46: Publication of current local public health plans — 

Ms J.M. FREEMAN: This clause provides that a local government must make its current local public health 
plan publicly available without charge. After looking at the City of Perth’s “Public Health and Wellbeing Plan 
2014–2016”, I note, for example, that on an issue such as noise management, it refers to the noise action strategy 
2013–2016, which means that people have to find that noise action strategy. Noise is one of those things for 
which Australian standards kick in. Australian standards, Australia–New Zealand standards and international 
standards are run by a private company and a fee must be paid to access them. The only place in Perth that 
people can get free access to the current standards on noise is on the computer at the WorkSafe library. People 
are not allowed to print the standards; they are not allowed to do anything because they are protected by licences. 
I understand the concept of making a public health plan publicly available. It is something that I have talked 
about in Parliament, because we make legislation and regulations public. How will we make sure that the public 
health plan is publicly available without charge if it refers to other documents that may contain details that are 
not publicly available? 

Dr K.D. HAMES: Professor Weeramanthri. 

Professor T. Weeramanthri: As I read it, the legislation states that the plan must be available without charge, 
which would include any appendices. Because there would be the consequences that the member has described, 
an appendix would not include, for example, a full copy of the standards because there is a separate arrangement 
for that and one would be essentially making a document free of charge via this mechanism. That is not 
envisaged in this legislation. But the plan and all appendices would be available, and any charges that relate to 
Australian standards would be unchanged by this legislation. 

Ms J.M. FREEMAN: In effect, if someone wanted to look at, in this case, the City of Perth’s noise action 
strategy but it referred to a standard, they would not know how many decibels there are in certain noises. Would 
this bill not make it such that that would not be publicly available because that standard is not publicly available? 
In the guidelines, is it envisaged that if a standard is referred to in an addendum document, that will be made 
publicly available at the library at the City of Perth? I am not suggesting that it cannot be attached; I know it 
cannot be attached. However, if something is going to be made publicly available, I am not suggesting that 
people can take it away, but making it publicly available does not mean it is a printed version; it is publicly 
available material. How will the guidelines guide local governments so that if they want to refer to Australian 
standards, Australia–New Zealand standards or international standards, they will know that they will need to 
make a copy available at some public facility, such as a library or the council or wherever? 
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Dr K.D. HAMES: I do not think we are going to be doing that. It sounds as though it is a bugbear of the 
member and it has come across in the past. I understand why that would be annoying. 

Ms J.M. FREEMAN: Annoying, minister! It is not annoying; it is unfair. 

Dr K.D. HAMES: Maybe it is unfair as well, but that is not what we are doing here through the process of this 
bill. 

Ms J.M. FREEMAN: I would like to know whether the guidelines will address that. We are not in the chamber, 
so if I cannot get a satisfactory answer, I want to raise this issue in the house with my other colleagues. 

Dr K.D. HAMES: I ask that this clause be deferred for later consideration. 

Further consideration of the clause postponed, on motion by Dr K.D. Hames (Minister for Health). 

Clause put and passed. 

Clause 47: Provision of local public health plans to Chief Health Officer — 

Mr R.H. COOK: Will a local public health plan be provided to the Chief Health Officer as a matter of course? 
Are local governments required to send it to the CHO? 

Professor T. Weeramanthri: Yes. 

Ms J.M. FREEMAN: The Chief Health Officer will get local public health plans if the CHO writes to the local 
government; it is not as a matter of course. The CHO has to write to the local government to get a copy. The 
CHO will not get it as a matter of course, will he? The clause states, in part, “may, by notice in writing, direct 
a local government to provide” it. 
Professor T. Weeramanthri: As I understand it, local governments are required to provide it annually, but if the 
Chief Health Officer has not received it, a direction can be made to provide it. 
Ms J.M. FREEMAN: Where does it state that? 
Ms B. Peters: Under clause 47(2) the Chief Health Officer can give a standing direction for the local 
government to provide it, say, annually, or every five years or every time the local government amends it. 
Ms J.M. FREEMAN: The bill reads, “The Chief Health Officer may, by notice in writing, direct a local 
government to provide” it. Is there nothing in the legislation that will ensure that process unless there is 
a standing letter? 

Ms B. Peters: That is correct. 

Professor T. Weeramanthri: What about clause 22? 

Ms B. Peters: It is clause 47(2). 

Professor T. Weeramanthri: What about clause 22? 
Ms B. Peters: I do not think that is applicable. 
Dr K.D. HAMES: To get a plan, the CHO needs to write to a local government. 
Professor T. Weeramanthri: Yes. 
Dr K.D. HAMES: The answer was that the member is correct that it is not there, but the Chief Health Officer 
can clearly write a standard letter or a letter each year to the local government stating that he wants a copy of its 
plan, and the local government has to provide it. 
Clause put and passed. 
Mr R.H. COOK: At different times in the last few days, Mr Acting Speaker, we have talked about public health 
policies. We tried to get that debate up, initially, under “definitions” but also under a state public health plan. 
I think the minister is very good to have allowed us to have that debate because, technically, those clauses are 
not about those issues as such. If we want to have public health policies debated, and we do, I think, if my advice 
is correct, new part 5A would be the appropriate place to have it. I do not want to detain the committee any 
longer on the issue because we would like to have a debate in the other place. 

Dr K.D. HAMES: Did we not put off something relating to that to give the member the opportunity to do that, 
under related clauses? 

Mr R.H. COOK: I am not sure because there are no clauses relating to it. That is the point. I think to date we 
have put off — 
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The ACTING SPEAKER (Mr I.C. Blayney): Clauses 34 and 35. 

Mr R.H. COOK: — the Crown being bound and — 

Ms J.M. FREEMAN: The duty of a person. 

Mr R.H. COOK: Yes. 

The ACTING SPEAKER: General health, public duty and consequences of failure to comply with general 
public health duty. 

Mr R.H. COOK: Yes; they are not public health policy as such. To facilitate that, I want to move that the 
legislation committee recommend to the house that the Public Health Bill 2014 be committed to consideration in 
detail for consideration of the proposed insertion of new part 5A, which would be essentially the text in the 
2008 draft bill. 

Dr K.D. HAMES: Why not just move that the text on public policy in the 2008 draft be reinserted as part 5A? 
I will accept the amendment but then we will debate it in the house. 

Mr R.H. COOK: That is right, yes. That is essentially what I am doing. I would like to think that these are my 
clever words but, really, I am doing this with instructions on how to do it properly from someone who knows 
more about these things than I do. That was essentially the proposal. 

Dr K.D. HAMES: I think we need to sign this amendment, circulate it and agree to the amendment and put it off 
for debate in the house. 

Mr R.H. COOK: Yes; cheers. 

Dr K.D. HAMES: Just the front page. My advisers will all have to convince me why I should not agree. 
The ACTING SPEAKER: We can provide Hansard with a copy of it, so we will not have to read it out, but 
have it incorporated into Hansard. We have to circulate a copy of it. 
Dr K.D. HAMES: Do we have to? I have seen it; I am happy to accept the amendment. Have members seen it? 
Ms L.L. BAKER: I have seen it. 
Dr K.D. HAMES: Can we read it out? Can the Deputy Leader of the Opposition formally move that it be 
inserted because the issue will be the insertion, not the content of it? 
Mr R.H. COOK: That is right. 
Dr K.D. HAMES: If the member reads it out, all our members will know what it says. I am happy to have the 
debate in the chamber. 
Mr R.H. COOK: I suggest, Mr Acting Speaker, as proposed 5A is lengthy, that I do not take up the committee’s 
time in reading it but rather seek leave for my proposed part 5A, a copy of which I now circulate to members, be 
incorporated into Hansard as though I have read it out verbatim. I move — 

That the Standing Committee on Legislation recommends to the house that the Public Health Bill 2014 
be committed to consideration in detail stage for consideration of the proposed insertion of new 
part 5A as follows — 

Part 5A — Public health policies 
47A. Meaning of “draft policy” in this Part 

In this Part — 
“draft policy” means a draft of a public health policy prepared by the 
Chief Health Officer under section 47F(1). 

47B. Governor may make public health policies on recommendation of Minister 
(1) The Governor may make public health policies under this section for any purposes 

relating to the objects of this Act. 

(2) Subject to section 47J, a public health policy may be made only if — 

(a) sections 47F and 47H have been complied with in relation to a draft of the 
public health policy; and 

(b) the Minister has recommended under section 47I that the public health 
policy be made. 
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(3) If there is any conflict or inconsistency between a provision made by regulations 

under this Act and a provision made by a public health policy, the latter prevails. 

47C. Application of Interpretation Act 1984 to public health policies 
(1) In this section — 

“public health policy” includes an interim public health policy made under section 
47J. 

(2) A public health policy is subsidiary legislation for the purposes of the Interpretation 
Act 1984. 

(3) The Interpretation Act 1984 section 42 applies to a public health policy as if the 
public health policy were regulations made under this Act. 

47D.  Content of public health policies 
(1) Without limiting section 47B(1), a public health policy may — 

(a) specify the public health objectives to be achieved by the policy; 

(b) without limiting section 34(1), declare that doing, or omitting to do, a specified 
thing, or a thing within a specified class of things — 
(i) constitutes a breach of the general public health duty; or 
(ii) does not constitute a breach of the general public health duty; 

(c) provide for guidelines for complying with the general public health duty; 

(d) declare a specified activity, or an activity within a specified class of activities, to 
be a public health risk activity; 

(e) declare a specified public health risk, or a public health risk within a specified 
class of public health risks, to be a material public health risk or a serious public 
health risk; 

(f) require things to be done in relation to the prevention, assessment or management 
of public health risks; 

(g) without limiting paragraph (f), require the preparation, implementation and 
monitoring of, and reporting on, risk management plans in relation to public 
health risks; 

(h) regulate or prohibit the manufacture, transport, storage, supply, use or disposal of 
anything that is a public health risk; 

(i) without limiting paragraph (h), provide that any activity or thing, or the supply of 
any goods or service, is required to meet a specified standard, or comply with 
specified conditions, to prevent a public health risk; 

(j) regulate or prohibit the advertising of — 

(i) any public health risk activity; or 

(ii) the supply or use of anything that is a public health risk; 

(k) require specified information to be provided to an appropriate enforcement 
agency by a specified person in relation to — 

(i) any public health risk activity carried on or proposed to be carried on; or 

(ii) the supply or use of anything that is a public health risk; 

(l) specify the criteria and parameters that are to be applied in monitoring 
compliance with this Act; 

(m) provide that a failure to comply with the public health policy constitutes grounds 
for the issue of an improvement notice or enforcement order. 

(2) A public health policy may provide for offences and prescribe penalties — 

(a) for an individual — not exceeding a fine of $20 000; 
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(b) for a body corporate — not exceeding a fine of $100 000. 

(3) A public health policy may also prescribe daily penalties for offences — 

(a) for an individual — not exceeding a fine of $10 000; 

(b) for a body corporate — not exceeding a fine of $50 000. 

47E. Public health policies may adopt codes or legislation 
(1) In this section — 

“code” means a code, standard, rule, specification or other document, published in or 
outside Australia, that does not by itself have legislative effect in this State; 

“subsidiary legislation” includes rules, regulations, instructions, local laws and  
by-laws. 

(2) A public health policy may adopt, either wholly or in part or with modifications and 
either specifically or by reference — 

(a) any code; or 

(b) any subsidiary legislation made, determined or issued under any other Act or 
under any Act of the Commonwealth, another State or a Territory. 

(3) If a public health policy adopts a code or subsidiary legislation, it is adopted as 
existing or in force from time to time unless the public health policy specifies that 
a particular text is adopted. 

(4) If a public health policy adopts a code or subsidiary legislation, the Chief Health 
Officer is to — 

(a) ensure that a copy of the code or subsidiary legislation, including any 
amendments made to it from time to time that have been adopted, is available, 
without charge, for public inspection; and 

(b) publish a notice in the Gazette giving details of where those documents may be 
inspected or obtained. 

(5) Without limiting subsection (4), if a public health policy adopts a code or subsidiary 
legislation as in force from time to time and the code or subsidiary legislation is 
subsequently amended, the Chief Health Officer is to publish in the Gazette a notice 
of the amendment. 

47F. Chief Health Officer may prepare and publish draft public health policies 
(1) If the Chief Health Officer considers that it is in the interests of public health for 

a public health policy to be made under section 47B, the Chief Health Officer may, 
with the consent of the Minister, prepare a draft of the public health policy. 

(2) The Chief Health Officer is to cause to be published once in the Gazette and once 
during each week of a period of 3 consecutive weeks — 

(a) in a daily newspaper circulating throughout the State; and 

(b) if the draft policy is concerned with the prevention, control or abatement of 
a public health risk in a particular local government district or in particular local 
government districts — in a local newspaper circulating within that district or 
those districts, 

a notice containing information approved by the Chief Health Officer about the draft 
policy and the places at which, and the period during which, the draft policy is to be 
available for public inspection. 

(3) The Chief Health Officer — 

(a) is to make reasonable efforts to consult any public authority or other person or 
body that the Chief Health Officer considers likely to be affected if the draft 
policy becomes a public health policy under this Part; and 
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(b) if subsection (2)(b) applies to the draft policy and without limiting paragraph 

(a) — is to consult the local government or local governments of the relevant 
district or districts. 

(4) Consultation under subsection (3) — 

(a) may be undertaken in any way that the Chief Health Officer thinks appropriate in 
the circumstances, having regard to the number of persons or bodies considered 
likely to be affected as described in subsection (3)(a); and 

(b) is to be completed not later than 6 months after the end of the period of 3 weeks 
referred to in subsection (2). 

(5) If the draft policy does not identify an area of the State to which it applies, 
consultation is to be carried out under subsection (3) as if the draft policy applied to 
the whole of the State. 

47G. Submissions may be made to the Chief Health Officer 
A person may make submissions to the Chief Health Officer, in the manner and 
within the period specified in the relevant notice published under section 47F(2), in 
relation to the draft policy to which that notice relates. 

47H. Chief Health Officer to consider and may revise draft policies 
(1) After the end of the period for making submissions under section 47G in relation to 

a draft policy, the Chief Health Officer — 

(a) is to consider any submissions made during that period and any views expressed 
by a public authority, person, body or local government consulted under section 
47F(3); and 

(b) may revise the draft policy to any extent the Chief Health Officer considers 
appropriate. 

(2) The Chief Health Officer is to submit to the Minister not later than 3 months after the 
end of the period of 6 months in which consultation is to be completed under section 
47F(4)(b) — 

(a) a copy of — 

(i) the draft policy; or 

(ii) the draft policy as revised under subsection (1); and 

(b) a report on the draft policy. 

(3) The Chief Health Officer is to include in a report under subsection (2) on a revised 
draft policy the reasons for the revision. 

47I. Minister may recommend making of public health policy 
The Minister may recommend to the Governor that a public health policy be made 
under section 47B in the form of a draft policy submitted to the Minister under 
section 47H(2). 

47J. Interim public health policies 
(1) The Governor may make a public health policy under section 47B in the form of an 

interim public health policy if — 

(a) the Minister recommends to the Governor that the interim public health policy be 
made; and 

(b) the Governor is satisfied that it is in the interests of public health for the interim 
public health policy to come into operation without delay. 

(2) Sections 47F, 47G, 47H and 47I do not apply to an interim public health policy. 

(3) An interim public health policy has effect unless it is repealed or subsection (4) 
applies to it. 

 



Extract from Hansard 
[LEGISLATIVE ASSEMBLY LEGISLATION COMMITTEE — Thursday, 12 November 2015] 

 p8212b-8232a 
Mr Roger Cook; Dr Kim Hames; Ms Janine Freeman; Ms Lisa Baker 

 
(4) An interim public health policy ceases to have effect at the end of the period of 

12 months after the policy came into operation if the Chief Health Officer does not 
before the end of that period — 

(a) prepare a draft policy under section 47F for the same purposes for which the 
interim public health policy was prepared; and 

(b) publish the notices required to be published under that section in respect of that 
draft policy. 

(5) An interim public health policy in respect of which a draft policy is prepared ceases to 
have effect — 
(a) on the draft policy coming into operation as a public health policy; or 
(b) if the preparation of the draft policy does not result in a public health policy 

coming into operation — at the end of the period of 2 years after the interim 
public health policy came into operation, unless sooner repealed. 

The minister will see that it is not part of a dastardly plot! 
Question put and passed. 
Clause 48: Terms used — 
Mr R.H. COOK: In broad terms, how do public health assessments work? I guess, specifically talking about 
terms used, how will part 6 work, in effect?  
Dr K.D. HAMES: I will ask Professor Weeramanthri to explain the reason for that. It relates partly to what I did 
in the review about the Esperance incident. 
Professor T. Weeramanthri: We would see that this path would be used infrequently but, as the minister said, it 
arises from previous state commitments to have a mechanism to do this should it be needed. That mechanism 
was identified as needed after the hazardous waste fire at Bellevue and also after the Esperance incident and 
formal inquiry. 
Dr K.D. HAMES: We recommended it. It was part of our report. 

Professor T. Weeramanthri: The process will be that first there will have to be a regulation path that specifies 
a category of assessment proposals. If no such regulation is passed, there is no impact on this part as written 
without any regulations, so a specific regulation must be passed. The kind of thing that could be deemed to be 
assessable would be any subset of approvals or processes under the Environmental Protection Act, for example. 
The government might say that it will pass a regulation for these particular proposals that will be assessable 
under this act. Let us say there is a particular category of proposals. There may be any number of those 
proposals, and any of them are assessable but that does not mean that all of them will be assessed. Then the 
Chief Health Officer can look at those categories of assessable proposals and require an assessment for a certain 
number of them. 

Mr R.H. COOK: I guess the government would produce a regulation that details a class of activities that it 
would require a formal assessment for. Is that how it would work? 

Professor T. Weeramanthri: Not quite. The regulations would be that these categories of proposals are 
assessable, without specifying which will be assessed. Then it is up to the Chief Health Officer to decide, 
presumably based on risk framework, which of those proposals require a formal assessment. 

Dr K.D. HAMES: We are debating what is in clauses 48 and 50 under clause 48, which is just definitions. Is 
there anything in definitions that members wish to raise? 

Mr R.H. COOK: I do not have any particular concerns about any of the clauses. We just do not know how it 
works, unless my colleagues have issues they would like to raise. 

The DEPUTY SPEAKER: Would you like to put clause 48? 

Mr R.H. COOK: If that is what the minister would like to do. 

Clause put and passed. 

Clause 49: Regulations may provide for assessable proposals — 

Mr R.H. COOK: Would a proposal be the transport by rail of lead powder, for instance, or would it be the 
freighting of lead powder through Fremantle by a particular company? Would regulations be made to capture 
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a class of activities that the Chief Health Officer would then inquire into or would require to be assessed or 
would the Chief Health Officer become aware of a proposal and pass regulations to have that proposal assessed? 

Professor T. Weeramanthri: The regulation would state that this is a class of assessable proposals; that is, the 
transport of lead by rail in the state of Western Australia. Any proponent of such a proposal would be required to 
give notice of that proposal to the Chief Health Officer under this act. Then there would be an assessment of 
each of those proposals by the Chief Health Officer, who could require a public health assessment of any of them 
she or he thought fit, based presumably on a risk assessment. This is the broad category of health risk 
assessments that we do. It then allows us to say, “This is of such a level of risk that we reasonably require 
a health risk assessment.”  

As the minister mentioned yesterday, we have recently completed a health risk assessment of the general 
category of fracking in Western Australia that is not a specific health risk assessment of a proposal but is another 
kind of health risk assessment in a category of activities. Let us say there was a proposal for a particular fracking 
operation at a particular site. That could then be assessed through a specific health risk assessment. The Chief 
Health Officer would then say to the proponent, “You need to do a health risk assessment.” It would then be up 
to the proponent to conduct that health risk assessment. They could do it either by conducting it themselves, and 
that is under clause 55, or they could ask an environmental consulting company to do it for them, as is common 
practice, and then adopt that as theirs. 

Dr K.D. HAMES: This has pluses and minuses. The minus is that it puts another layer of bureaucracy — 

Mr R.H. COOK: I was going to say that the red tape committee will not be happy with the minister. 

Dr K.D. HAMES: It does that. We recommended that coming out of Esperance. The problem with Esperance 
was that all along the line, it was the loading of the lead carbonate in the first place and the way it was put into 
the containers. It was not in bags, so there was a lot of spillage around the bags. Then there were transport issues. 
Lead carbonate was coming off along the route. There were unloading problems and inadequate watering in the 
storage facilities. There was inadequate covering of the conveyer belts along to the port, inadequate loading of 
the port and inadequate monitoring of dust by the then Department of Environment and Conservation. There 
were just failures every step of the way. If we had something like this that was required to be adhered to  
up-front, there would have been an opportunity to pick up all those failures in advance and there would have 
been a requirement for those things to happen with something as risky as lead carbonate. 

Ms J.M. FREEMAN: What triggers it though? Mosquitos are a public health risk because they transfer 
diseases, yet the proposal at Elizabeth Quay is probably not something that would trigger the government doing 
a public health assessment for mosquitoes. What triggers it? 

Dr K.D. HAMES: No, it is not, because the thing that produces mosquitoes is not bodies of water; it is fish — 

Ms J.M. FREEMAN: Anyway, my question is: what triggers it? 

Professor T. Weeramanthri: It is a policy decision by government to produce a regulation, the same as any 
other development of a regulation as a policy decision by government. 

Ms J.M. FREEMAN: Is it triggered by government into Parliament? 

Professor T. Weeramanthri: That is correct. 

Clause put and passed. 

Clauses 50 to 52 put and passed. 
Clause 53: Minister may request Chief Health Officer to conduct inquiry into other proposals — 
Ms J.M. FREEMAN: We have just ascertained that a public health assessment is triggered by a policy proposal 
that is put by regulation and that is put before the house. The clause states — 

If the Minister considers that a proposal that is not an assessable proposal would be likely, if 
implemented, to have a significant effect on public health, the Minister may request the 
Chief Health Officer to conduct an inquiry under Part 14 into the proposal. 

Dr K.D. HAMES: I can suggest what the answer to that might be. Just suppose the Labor Party was in 
government rather than us. It would almost certainly use that clause to direct an inquiry. We did that with 
fracking as well. 
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Ms J.M. FREEMAN: The fracking inquiry did not go through as a regulation; it was just a request that the 
government took up. Other proposals would be laid as a regulation in the first instance before the government 
takes it up. Clause 53 relates to a request by the minister that does not have to lay before the Parliament as 
a regulation. That is my question. 

Professor T. Weeramanthri: As I read it, I think the effect is to say that if something is not covered already 
under a regulation as an assessable proposal but there is an immediate need to look at the risk, which the minister 
identifies, he or she can do that by means of an inquiry. It is basically saying that these two things work together. 
It clearly takes some time to develop regulations but a class of assessable proposals may or may not have been 
done but there may still be something that needs attention in terms of risk and the minister can then use the 
inquiry part of the act to instigate an appropriate assessment. 
Clause put and passed. 
Clause 54 put and passed. 
Clause 55: Terms used — 
Mr R.H. COOK: This is unlikely to be controversial, but I am keen to understand, in the context of licensing, 
whether this is solely the domain of a state-based licence or does it encapsulate the sorts of licences that a local 
government authority would require? 

Ms J.K. Crossley: They will be for state-based licences, although there will be some local government ones. 
The regulations will declare what activities are licensable and/or registrable and they will be enforced by the 
local government, so we anticipate that they will be state regulations, but the licensing will be undertaken by 
local government. 

Mr R.H. COOK: Would we start off again declaring ground zero in all the regulations that are in place and start 
new regulations for pool fencing and things like that? Will this set up a whole new regime or fit, essentially, into 
existing regimes? 

Professor T. Weeramanthri: This part of the bill, as are many other parts of the bill, is based on the 
Food Act 2008, which was the first modern piece of public health legislation introduced into this state. This 
Public Health Bill is, if you like, the Food Act writ very large. The Food Act has given us a lot of experience 
with these kinds of procedures.  

Dr K.D. HAMES: Are you saying this was not in the 2008 version of the bill? 

Professor T. Weeramanthri: It was. The ways we now do registration and licensing have been well worked 
through with the Food Act and have been very successful. We have produced reports on the operation of the 
Food Act that provide a lot of information about that, and a really great partnership has developed between the 
state government and local governments in terms of actions under the Food Act. I might stop the generalities 
there and hand over. 

Ms J.K. Crossley: In regard to the member’s question, “Do we start again?”, all the regulations that currently sit 
under the Health Act will need to be repealed and replaced. We anticipate that registration and licensing will 
largely be a continuation of what is currently in place, but will require a modern review of what is required to be 
licensed. Some of the registration and licensing requirements will cease, such as those for hairdressers, but other 
activities that have emerged, such as some of the skin and body modification practices, may require licences in 
the future. 

Ms L.L. BAKER: I would like some advice about the correct place to put my question. 

Dr K.D. HAMES: The shadow minister suggested that most of this division is not something that is a concern, 
so we decided to have a general discussion under this clause. 

Ms L.L. BAKER: I have a contribution to the general discussion. We were talking about the Food Act and the 
like. Where are the public health conditions around the slaughter and butchering of animals for food and 
whatever else? Where is that played out in the public health legislation? 

Ms J.K. Crossley: The slaughter of animals for consumption would not fall under the Public Health Bill, but 
under the Food Act and the Food Regulations. 

Clause put and passed. 
Clause 56 put and passed. 

Clause 57: Application of Part to Crown — 
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Ms J.M. FREEMAN: The clause states that to avoid doubt, registrable activities carried on by the Crown and 
licensable activities carried on by any individual in their capacity as an employee, agent or officer of the Crown 
are covered in this part of the bill. Is this only for licences that are issued by the Crown to individuals or for the 
Crown to operate? I am trying to avoid doubt here. 

Professor T. Weeramanthri: This is just making clear that this part applies to the Crown, in terms of registrable 
activities and individual Crown employees having to carry licences, as well as to everyone else. Obviously, this 
clause applies to all businesses that are subject to carry a licence, and if the Crown were conducting those 
businesses, it would also apply to the Crown. 

Ms J.M. FREEMAN: If a tattoo artist is required to have a licence and the Crown also were to apply tattoos, so 
that it does not operate on the wrong arm, or something—it is hypothetical—the Crown would also need to be 
licensed. 

Dr K.D. HAMES: Yes. 

Clause put and passed. 
Clauses 58 and 59 put and passed. 
Clause 60: Registration remains in force until cancelled — 

Ms J.M. FREEMAN: Clause 60(1) states — 

The registration of a registrable activity in respect of any premises under this Division remains in force 
until cancelled. 

Is getting a registration the same as getting a licence, and does it stay in operation for the whole period without 
being cancelled? 

Ms J.K. Crossley: When someone takes out a registration, it is generally for premises in which the activity 
occurs and that registration will remain in force until the day it expires, unless it is revoked. 

Ms J.M. FREEMAN: If someone is registered to operate as a hairdresser, it is a registration to operate in 
particular premises, and that licence does not have to be renewed. Does the registration continue on in perpetuity 
for the period of the registration or until the business is finished? 

Ms J.K. Crossley: No; generally not. At the current time, registrations are either annual or three yearly and then 
at expiry they have to be renewed. 

Ms J.M. FREEMAN: Subclause (1) is subject to clause 63(2), which is about suspension. I had a quick look at 
that. 

Dr K.D. HAMES: That is for premises. 

Ms J.M. FREEMAN: Subclause (1) states that the registration of any premises under this division remains in 
force until cancelled, and I understood it is for premises. However, Ms Crossley has told me that to keep the 
registration in force, it needs to be renewed by paying a regular fee. 

Ms B. Peters: I am sorry; I think Ms Crossley might have been referring to the current position rather than what 
is in the bill, so, yes, the registration will remain in force until it is revoked. 

Dr K.D. HAMES: Are we talking about the premises or the activity? I need this clarified. 

Ms B. Peters: This is the registration of the premises. 

Dr K.D. HAMES: That is where we are getting confused. Ms Crossley was talking about premises and the 
member is talking about activities. 

Ms J.M. FREEMAN: No, I am not talking about activities; I am talking about the premises. 

Dr K.D. HAMES: Ms Crossley was talking about the activity.  

Ms J.M. FREEMAN: Okay. 

Ms J.K. Crossley: No, not registration. 

Dr K.D. HAMES: Is it registration of premises or activities? 

Ms J.K. Crossley: That is correct; it is premises. 

Dr K.D. HAMES: All right. 
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Ms J.M. FREEMAN: I know what is going on, and the advisers know what is going on! 

Dr K.D. HAMES: They are different versions, clearly. 

Ms J.M. FREEMAN: Yes; that is why I am asking questions. 

The DEPUTY SPEAKER: Member for Mirrabooka, do you have a further question? 

Ms J.M. FREEMAN: I do have a further question; I just want to be clear. As to the premises, once a registration 
has been made, it acts in perpetuity until it is cancelled. Are there are no fees other than the initial fee for 
registration? 

Dr K.D. HAMES: Are the advisers going to confer? 

Ms J.K. Crossley: That is in clause 64. 

Ms J.M. FREEMAN: Here we go! Clause 64; the minister wins! 

Dr K.D. HAMES: I am getting my advisers to sort out between themselves what the answer is. 

Ms B. Peters: My understanding is that registration remains in effect until it is cancelled but the issue of a fee is 
separate from that, so there is a capacity to impose an annual fee. 

Ms J.M. FREEMAN: Is that in clause 61? 

Ms B. Peters: Yes. 

Ms J.M. FREEMAN: Sorry; I should have just turned the page and I would have answered my own question. 

Clause put and passed. 

Clause 61: Annual or other fee in relation to registration — 

Mr R.H. COOK: Clause 61(2) states — 

If the appropriate enforcement agency is a local government, the agency may, in accordance with 
section 283, impose an annual or other fee in relation to the registration of a registrable activity in 
respect of any premises, … 

Are there are any restrictions on the extent of that fee? Is there a requirement on the enforcement agency to 
recoup only costs or can it inflate that fee? What is to stop it from going full bore? 

Mr G. Lawn: Clause 61(2) refers to the local government imposing a fee in accordance with section 283, which 
is clause 283, and clause 283 refers to the powers of local governments under part 6, division 5, subdivision 2 of 
the Local Government Act to impose a fee or charge. A fee or a charge means cost recovery, essentially. They 
cannot over-recover. 

Dr K.D. HAMES: Do members see the value of this committee? There is no way I would have been able to 
answer that. 

Ms J.M. FREEMAN: Clause 61(1) states that the regulations may prescribe an annual fee, and clause 61(2) 
covers local government. Is that the same fee? That is not two separate fees, is it? Subclause (1) is for the annual 
fee; that is not a fee from the Department of Health on behalf of the state government, is it? It is the same fee. 
Subclause (1) states — 

The regulations may prescribe an annual or other fee in relation to the registration of a registrable 
activity in respect of any premises, … 

Is subclause (2) the local government enforcing the fee prescribed in subclause (1), or are they two separate fees? 

Ms B. Peters: It would not be both. It would depend on the agency the regulations prescribe to be the 
appropriate enforcement agency. If the Department of Health is effectively the appropriate enforcement agency, 
the fee would be done by way of the regulations. If it is a local government, the flexibility is there to allow it to 
be done under clause 283. 

Ms J.M. FREEMAN: Using the hairdresser example, the adviser said that they will no longer be registered. 
I assume they will no longer have to pay a fee for registration? I got a nod; thanks. 

Clause put and passed. 
Clauses 62 to 77 put and passed. 

 



Extract from Hansard 
[LEGISLATIVE ASSEMBLY LEGISLATION COMMITTEE — Thursday, 12 November 2015] 

 p8212b-8232a 
Mr Roger Cook; Dr Kim Hames; Ms Janine Freeman; Ms Lisa Baker 

 
Clause 78: Principles applying in relation to this Part — 
Mr R.H. COOK: Although I have said this once before, I cannot see anything greatly offensive or alarming 
about part 8. Although it deals with some very sensitive issues, it does not look like particularly alarming 
drafting. Could the minister give us a brief outline of how part 8 will work? 

Dr K.D. HAMES: Professor Weeramanthri. 

Professor T. Weeramanthri: I am very pleased to speak to part 8. I think it is a significant proposal to put 
forward for the current legislative safeguards around notifiable diseases. It reflects best practice as we operate 
today, and I have great comfort in knowing that there are some checks and balances for the operations of the 
powers and the accountability of the decision-makers as laid out in the Public Health Bill 2014. I think clause 79, 
which lists the principles, is really important and gives a good understanding of what is underlying this part of 
the bill. It puts right up-front the issue of personal liberty and having a very good reason to impinge on people’s 
personal liberty, and it puts forward proportionality. It also goes to the issue of personal responsibility around 
managing risks, and the reasonable precautions one has to take. It also identifies the very sensitive nature of the 
information contained in even the most routine of surveillance charter, and the responsibility of the state to 
provide, free of charge, examinations and treatments that are there for public health interests as opposed to 
individual interests.  

There is a general principle that an individual will incur some costs if one has an illness, but if someone is asked 
to undergo something because it will prevent the spread of communicable disease, there is a reasonable 
expectation that the state will meet some of those costs if that is the only reason someone is being asked to do it. 
Part 8 outlines what are notifiable diseases. We have a list of notifiable diseases that is updated, so that will not 
change very much. The process by which we might consider a disease to be notifiable also introduces the 
concept of an urgently notifiable disease and gives provision to create such an entity; that is particularly for the 
spread of very infectious diseases. The bill not only lays down the obligations on a range of health practitioners 
to notify the state of these diseases, but also provides a defence for not notifying if there was a reasonable 
expectation that someone else had notified. The example of that is if a doctor would expect that pathology 
laboratories would routinely notify us of the results of tests, which they do, the doctor would not have an 
obligation to individually notify of those. Obviously, if something very unusual came in, the doctor may well 
think it is outside the norm and need to specifically make a call to the health department. 

There is also a duty to inform the patient of a range of issues, including their rights and obligations and the fact 
that it is a notifiable disease that needs to be reported to the state. That gives some protection to the medical 
practitioner so that they do not feel that they are breaking patient confidentiality. There is a duty to explain to the 
patient the circumstances and explain why the state requires them to do so. If you like, sometimes the displeasure 
of the person—it does happen in medical practice—will not be so directed at the individual practitioner, because 
it is taken out of their hands. There is no choice for that practitioner; they have to. There are then two major 
forms of orders. One is a test order; that is, a person is to be tested. The second is a treatment order or I think 
what is called a public health order; that is, people need to undergo certain treatments. This is what we do now, 
but it is much better codified in this legislation. I have a couple more points, if the minister does not mind. 

Ms J.M. FREEMAN: I am very interested in hearing more about this; that would be great. 

Professor T. Weeramanthri: There are a couple of other things to this part that are really important. One is the 
right, again through statute, to contact trace. Contact tracing is an absolutely core public health activity that 
requires us to find the potential contacts of people with infectious disease. It has never been written into 
regulation, so we have used our experience to inform the development of this regulation. Another important 
thing is the recognition of interstate public health orders. Again, this is something that has come in fairly 
recently. There is a legislative amendment that allows us to do that now, but this basically states that if someone 
is the subject of a public health order in another state, they cannot just come across the boundary so that we have 
to do the whole order thing again here. We can recognise and respond. It prevents people who, for example, are 
putting others at risk of HIV from simply crossing a state boundary and avoiding consequences. This is 
important and it does happen. The contact tracing clause is in division 7. 

Of all of the components of this part of the legislation, the most important for me is the right to appeal. I am not 
sure whether it is captured in this part of the legislation or somewhere else. It is clear that there are rights of 
appeal to the State Administrative Tribunal and there are requirements to provide reasons for what can be fairly 
restrictive orders. 

Ms L.L. BAKER: Will this clause change the practices around reporting infectious diseases transferred between 
animals and humans, such as the Hendra virus, equine influenza and the like? I know that these practices have 
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been spoken of and it is a matter that is hugely important to the industry, and dear to my heart. How will the 
practices change, around Hendra in particular, between agriculture and public health? Will this clause change the 
practices of notifying of infectious diseases? Will it occur when people come in to say there is the disease or 
when the vet diagnoses a horse with Hendra? 

Professor T. Weeramanthri: As I understand it, this requires only notification of human infectious diseases. It 
does not cover the notification of animal diseases; however, there are certain animal diseases that are zoonoses 
that can cross from animals to humans. 

Ms L.L. BAKER: Hendra does, does it not? It kills people. They are the ones I am interested in; the ones that 
cross. 

Professor T. Weeramanthri: We need to distinguish who is the target of this part of the legislation. 

Ms L.L. BAKER: I understand it is people. 

Professor T. Weeramanthri: It is people, but it is also the practitioners who deal with people—health 
practitioners. This bill is not aimed at animal practitioners, vets et cetera. They are not subject to this bill. The 
people who are subject to the bill can report only what they see, so that is why it is limited to human diseases. 

Ms L.L. BAKER: Just to finish, that was really what I was looking for: whether this would hold any 
improvements in the reporting of infectious diseases that cross species at the beginning when a vet first finds 
them, but it will not.  

Clause put and passed. 

Clause 79: Principles listed — 
Ms J.M. FREEMAN: Clause 79(3) states — 

A person who suspects that he or she may have a notifiable infectious disease must ascertain — 

(a) whether or not he or she has the disease; and 

(b) what precautions should be taken to prevent others from contracting the disease. 

My question is about the aspect of “must”. Is this similar to the orders being discussed earlier under division 7? 
How is this mandated? How is it ensured that it happens? 

Professor T. Weeramanthri: It is a principle, so it lays the ground for what is reasonable. 

Ms J.M. FREEMAN: It is a heavy principle. 

Professor T. Weeramanthri: It is a heavy principle, yes, I agree with that. It lays the ground for what people 
are reasonably expected to do. It is important in reading later provisions of this part of the bill, which state why 
we would step in and impose a test order or a public health order. Let us take the issue of HIV transmission, 
because it is quite easy to understand. If a person suspected or had reasonable grounds to suspect they had HIV 
and they knew it was a notifiable disease and an important disease, but they did not get themselves tested, it 
might be grounds for needing to put in a test order. If a person had done all these things and shown that they 
were cooperating, if you like, and taken reasonable precautions, we would be much more likely to work with the 
person to achieve the mutual outcomes required. The person would be told that things would still need to done.  

There is a specific part of the health department called the case management group, which is a group of 
three people who work only with people with complex lives who have serious medical conditions, most often 
HIV, which are potentially transmissible to others, in order to minimise the risk to themselves and particularly to 
others. There is a very real application to this part of the bill and we try to make sure that we understand those 
people’s lives, have discussions with them about reasonable precautions and understand the social context in 
which they live. However, ultimately, we have to have a stick behind us in case we cannot get agreement or the 
outcomes we need; then we will be forced to go to an order from the Chief Health Officer. We hold that back in 
reserve, but it is an important part of the toolkit. Similarly, this gives a set of grounds to work through in trying 
to work out whether people have taken reasonable precautions and what more needs to be done. 

Ms J.M. FREEMAN: As a principle, this is not something for which people can be penalised or have anything 
enforced upon them. The reason I raise this is that, as would be understood, the Metropolitan Migrant Resource 
Centre has been running active programs around HIV, particularly in the African community, whose members 
are reluctant to come forward because of the shame that goes with HIV in that community. Although HIV in 
other communities is seen as something that does not really exist any longer, it is clearly an issue for certain 
parts of the community because in their country of origin in some cases it is endemic. Maybe “endemic” is not 
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the right word, but it is a real issue. If this is a principle that means that those people in those communities are 
told, “Look it is a requirement of Australian law so you’re going to have to get over the stigma of it,” 
I understand; but there is no penalty if they cannot get over the stigma, or it is just a principle? 
Ms B. Peters: I refer the member to clause 80, which states — 

(1) A failure to comply with the principles set out in section 79(2) to (4) does not of itself — 
 (a) give rise to any right or remedy; or 
 (b) constitute an offence. 

Subclause (2) goes on to state that it may however constitute grounds for action being taken under another 
provision. 
Ms J.M. FREEMAN: That is excellent. Thank you for clarifying that. 
Clause put and passed. 
Clauses 80 to 84 put and passed. 
Clause 85: Notification of notifiable infectious diseases and notifiable infectious disease-related 
conditions — 
Ms J.M. FREEMAN: I need guidance on this clause. A few days ago I asked a question about childcare 
services and whether this covers creches, and I was told that it does not. It covers family day care and not 
creches. I asked where it comes into play in the bill and I was told it comes into play in this clause. 
Ms B. Peters: That is covered in division 8. 
Ms J.M. FREEMAN: We are only at division 2. I am good with whatever we want to do now. 

Clause put and passed. 
Clause 86 to 89 put and passed. 

Clause 90: Terms used — 
Dr K.D. HAMES: I have an amendment that addresses a technical issue. Under the definition of “responsible 
person”, clause 90(b)(v) of the Public Health Bill refers to a person who is an advocate under section 32(2) of the 
Disability Services Act 1993. Section 32(2) of that act was recently amended by section 75(2) of the 
Declared Places (Mentally Impaired Accused) Act to remove the reference to an “advocate” and replace it with 
a reference to “representative”. This amendment ensures that the Public Health Bill will align with the new 
terminology that is provided by the Disability Services Act 1993. I move — 

Page 74, line 25 — to delete “advocate” and substitute — 
representative 

Amendment put and passed. 
Ms L.L. BAKER: The term “child” used in this division means a person under 16 years of age. In other 
divisions “child” means a person under 18 years of age. Why are they different? 
Ms B. Peters: The definition of child in this clause is because test orders are about the capacity to consent to 
treatment, so it is more appropriate to adopt a definition of child that has a cut-off at 16 years rather than 
18 years. 
Clause, as amended, put and passed. 
Clause 91: Chief Health Officer may make test orders — 
Dr K.D. HAMES: I move — 

Page 76, line 24 — to delete “relevant” and substitute — 
deceased 

Clause 91(2)(a)(ii) incorrectly refers to “relevant” person instead of “deceased” person. This is a typographical 
error. 
Ms J.M. FREEMAN: There is a reference to relevant counselling in clause 91(1)(b). The relevant person has 
been given “relevant” counselling and offered “relevant” counselling. Why can people not just be given 
counselling and offered counselling? Why do people have to be offered “relevant counselling”? A lot of 
relevance is going on in this clause. 
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Ms B. Peters: The definition of “relevant counselling” is provided for in clause 90. 
Amendment put and passed. 
Clause, as amended, put and passed. 
Clauses 92 to 105 put and passed. 

Clause 106: Terms used — 
Dr K.D. HAMES: I move — 

Page 89, line 18 — to delete “advocate” and substitute — 
representative 

Amendment put and passed. 
Clause, as amended, put and passed. 
Clauses 107 to 132 put and passed. 
Clause 133: Regulations relating to immunisation status of children — 
Mr R.H. COOK: Can the minister clarify that this clause will allow the Chief Health Officer to bar a child from 
school or an institution if they are not immunised? 
Dr K.D. HAMES: Ms Peters. 
Ms B. Peters: This clause authorises regulations to be made about a range of things. Under subclause (2)(f), 
a regulation can be made requiring the person in charge of a school, when directed to do so by the 
Chief Health Officer, to ensure that a child who has not been immunised against a vaccine-preventable infectious 
disease — 

Mr R.H. COOK: Yes, excellent. Thank you. 

Ms J.M. FREEMAN: I am sorry; I did not get the outcome of that question. 

Mr R.H. COOK: Yes, it does provide for that. 

Ms J.M. FREEMAN: Clause 133(2)(f) provides that the Chief Health Officer may say that a child cannot go to 
a childcare centre unless they are vaccinated. 

Mr R.H. COOK: Yes. 

Ms J.M. FREEMAN: So that then becomes a policy decision of the Chief Health Officer. 

Ms B. Peters: It is just for the period specified by the Chief Health Officer. It is not a general power to exclude. 

Ms J.M. FREEMAN: What is the period specified? Is it just for the period that they are infectious with mumps 
or something? 

Ms B. Peters: Professor Weeramanthri may be able to clarify further, but my understanding is that this is 
intended to operate in the context of an outbreak of a particular disease, and if a child has not been vaccinated 
against that vaccine-preventable disease, that child will be excluded for the period of the outbreak. 

Ms J.M. FREEMAN: Excellent. Thank you for the clarification of that. To be clear, this is not about saying to 
children — 
Mr R.H. COOK: No jab, no play. 
Clause put and passed. 
Clauses 134 to 138 put and passed. 
Clause 139: Terms used — 
Mr R.H. COOK: Can the minister provide us with a quick overview of part 9? 
Dr K.D. HAMES: Professor Weeramanthri. 

Professor T. Weeramanthri: As we discussed yesterday, not all diseases are infectious and there may be 
a particular requirement to keep data on non-infectious diseases. For example, we have a Western Australian 
Register of Developmental Anomalies. The old cerebral palsy and birth notifications registers were combined 
into the Western Australian Register of Development Anomalies, and specific regulations govern that. There 
may also from time to time be a requirement, for example, to keep a register of children who are potentially 
exposed to lead in their environment. Should there have been some sort of incident, we might want to create 
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a register. This part of the bill gives scope for the development of regulations under those kinds of non-infectious 
disease provisions. 

Clause put and passed. 
Clauses 140 to 142 put and passed. 

Clause 143: Authorisation to exercise serious public health incident powers — 
Dr K.D. HAMES: I think we would like Professor Weeramanthri to do the same for parts 10 and 11, as they are 
related. 

Professor T. Weeramanthri: Part 10, “Serious public health incident powers”, and part 11, “Public health 
emergencies”, are related. Part 10 would be for, if you like, lesser incidents than part 11, and the powers are 
appropriately tiered in response to that. It is to manage a risk or prevent, control or abate a serious public health 
risk. We have definitions in previous parts of the legislation and there is a distinction between a material and 
a serious public health risk. This part is linked to a serious public health risk; it has to have achieved that level of 
risk for this part to apply. A whole series of incident powers are available to the Chief Health Officer. There is 
another level under the public health emergency part that is aimed at complementing the emergency management 
provision. It is made clear in that part of the bill that should there be any inconsistency, the Emergency 
Management Act would prevail, but if there was no requirement to mount a whole-of-government emergency 
response but it was still a health emergency, this could be used instead of the Emergency Management Act. 

Mr R.H. COOK: That would be like the fire at Bellevue or something such as that, which was a health risk but 
probably not. 

Professor T. Weeramanthri: Yes, that is correct. I would say that the public health incident powers would have 
been used for the fire at Bellevue. A public health emergency would be something rather more widespread in 
geographical scope normally. If there was a post-disaster situation—for example, if the impact of the Carnarvon 
floods had been even more severe, and they were pretty severe and we did a lot of work to mitigate the risk after 
the Carnarvon floods—and there was an outbreak of disease, there was widespread contamination of food or 
whatever and it really was an emergency and we could not restore essential services and there was a particular 
health aspect to it, we could use this. However, having said that, wider emergency management issues probably 
would come into play. Maybe a better example would be if we had cases of Ebola come into this country and 
there was a cluster of four or five cases and we did not know how or where they might spread, we could use the 
public health emergency powers. I think that would probably be a better example. 

Clause put and passed. 
Clauses 144 and 145 put and passed. 

Clause 146: Terms used — 
Dr K.D. HAMES: The amendment to clause 146 is the same as the previous amendment. I move — 

Page 120, line 6 — To delete “advocate” and substitute — 
representative 

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

Clauses 147 and 148 put and passed. 
Clause 149: Enforcement of requirement to undergo medical observation, medical examination — 
Ms L.L. BAKER: This clause refers to the removal of anything, including underwear, that the relevant person is 
wearing. I assume that that includes all cultural clothing, such as hijabs. If that is the case, I understand this 
applies to emergency procedures when people are in dire straits and are bleeding and dying, so it is probably 
okay to say that they should take everything off, but there is no impost to have somebody who is gender relevant 
present at the same time in case anything is a problem. I can see some nodding. Can the minister talk to me a bit 
about that? 

Ms B. Peters: In clause 149(3)(a) there is a requirement that — 

it must be done with decency and sensitivity and in a manner that gives to the relevant person the 
degree of privacy and dignity that is consistent with ensuring compliance with the direction; 

Ms L.L. BAKER: Fabulous. 
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Mr R.H. COOK: Who put that clause in—go on! 

Ms L.L. BAKER: There is more? 

Ms B. Peters: Yes, there is provision in paragraph (b) also. 

Ms L.L. BAKER: Got it. That is really great, thank you. 

Ms J.M. FREEMAN: Not being the same gender as the minister, can we congratulate him on that? 

Clause put and passed. 
Clauses 150 to 154 put and passed. 

Committee adjourned at 5.00 pm 
__________
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