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Deputy Speaker 

LEGISLATION COMMITTEE ON THE HEALTH SERVICES BILL 2016 

The Deputy Speaker (Ms W.M. Duncan) in the Chair; Dr K.D. Hames (Minister for Health) in charge of the bill. 
Advisers: Ms Rebecca Brown, deputy director general, Department of Health; Ms Robyn Daniels, 
senior solicitor, Department of Health; Ms Kirsten Seneviratne, solicitor, Department of Health; Ms Lee Harvey, 
Deputy Parliamentary Counsel, Parliamentary Counsel’s Office; and Ms Michelle Gadellaa, legislation officer, 
Department of Health. 
The meeting commenced at 7.02 pm. 
The bill was referred to the Legislation Committee on 17 March after it had been partly considered. 

The DEPUTY SPEAKER: This Legislation Committee has been established to consider the Health Services 
Bill 2016. The procedure for considering the bill is similar to the consideration in detail stage but with some 
important differences which I note as follows. A quorum consists of the minister and two members—that is, 
three in total. Members of the Assembly who are not members of this committee may participate in proceedings, 
but they cannot vote, move any motion or be counted for the purpose of a quorum. It is open for the committee 
to agree, on motion, to recommend that the house consider a clause or clauses in consideration in detail. If 
a division is called, voting will be via show of hands. If a quorum or division is called in the Assembly while the 
legislation committee is sitting, the committee proceedings will be suspended until the quorum or division has 
concluded and members have had an opportunity to return to the committee. At the conclusion of the 
committee’s consideration of each bill, the question will be put that the committee report the bill to the 
Assembly. 

Members, a suggested schedule has been circulated of our sitting times to consider this bill. Is that schedule 
agreed to?  

Schedule put and passed.  
Consideration in Detail 

The DEPUTY SPEAKER: We will now move onto considering the Health Services Bill 2016. The question is 
that clause 1 of the bill stand as printed. 

Clause 1: Short title — 
Ms J.M. FREEMAN: In clause 1, I have a question about the cover page, or does that come at the end? This is 
an act to provide for health services in Western Australia. I notice that the old Hospitals and Health Services Act 
was to provide for the establishment, maintenance and management of public hospitals. Is providing for health 
services in Western Australia beyond establishment, maintenance and management? I am happy if this is not the 
place that I can ask that. 

Dr K.D. HAMES: I do not know where it is, because we are dealing with clause 1, which is the short title of the 
bill. 

Ms J.M. FREEMAN: Which is “Health Services Act”, and that is an act to provide for health services in 
Western Australia. My question is: is that providing for health services in Western Australia beyond 
establishment, maintenance and management, which was in the Hospitals and Health Services Act? 

Ms R. Brown: I think the intent of the legislation is to recognise, particularly around the changes across 
WA Health since 1927, that it represents much more than just services delivered across hospitals. So it is 
intentional for it to be broader by defining it as health services rather than just hospitals. 

Clause put and passed. 
Clauses 2 and 3 put and passed. 

Clause 4: Objects of this Act — 
Mr R.H. COOK: In one of our earlier discussions in examining this bill, I asked about the origins of some of 
the objects of the bill. I gather that it is, by and large, worked up—or, in part, inspired—by the New South Wales 
and Victorian legislation and, to a lesser extent, the Queensland legislation. However, the Health Services Act in 
Victoria and the Health Services Act in New South Wales are very much more mechanical pieces of legislation. 
For instance, the Victorian act’s key objective is to provide healthcare agencies that are of a high quality. It goes 
on to refer to public hospitals that are governed and managed effectively. The New South Wales act has 
a similarly mechanical approach. Its key objective is to establish a system of local health districts for the whole 
of the state, and it goes on to refer to the nature of those. I do not have a problem, as such, with our objects, 
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which are crafted in much broader terms, but I wonder why you decided to move in the direction that you have 
rather than according to the objects of similar legislation in New South Wales and Victoria. 

Dr K.D. HAMES: Thank you. I have to say, looking at these, I much prefer ours to the ones you describe. 

Mr R.H. COOK: So do I. 

Ms R. Daniels: We were trying to future-proof it. The Victorian and New South Wales legislation, particularly 
the New South Wales act, are far older, so our aim was to future-proof it and build on what they had. 

Ms J.M. FREEMAN: I do not disagree with the member for Kwinana about our great objects. In the definitions 
of terms used, there is a definition of “provide”, which includes “supply or carry out”, yet clause 4(e) states — 

to coordinate the provision of an integrated system of health services and health policies in the 
WA health system; 

I wonder why it is not to provide for those and what the intentions were in using the terminology of 
“coordinate”. That word is not defined—obviously, it has the ordinary meaning—but most of the objects refer to 
providing, other than a couple that refer to promoting, which I will go to. Specifically, would you address 
clause 4(e), “to coordinate the provision of an integrated system of health services and health policies in the WA 
health system”? 

Ms R. Brown: I think clause 4(e) is around ensuring that, from a patient perspective and an employee 
perspective, we retain a sense of integration across the system. The word “coordinate” is very much around 
enabling that integration in patient continuing care and the sharing of patient information rather than the 
definition, which is about the actual— 

Ms J.M. FREEMAN: Supply or carrying out. 

Ms R. Brown: Yes. 

Ms J.M. FREEMAN: Is it envisaged that, as well as the health services, other organisations will supply and 
carry out health policies in the WA health system? 

Ms R. Brown: The bill itself does enable, particularly as there are already arrangements in place for entering 
into contracts with other parties—community sector and private sector. I will need to refer, within the definition, 
whether the word “provide” refers to those aspects. 

Dr K.D. HAMES: As you know, lots of stuff is contracted out already—previously, under you, the same as us, 
for radiology in particular—to non-government organisations, and those will be under the control of the health 
services boards, through contracts that will provide those services to their region. Do you have a further answer 
on the definition, Ms Daniels?   

Ms R. Daniels: My understanding of it is that because we have several autonomous statutory authorities, we 
need to integrate that care, but equally we are contracting to private NGO organisations to deliver some public 
health services. So the object is to integrate both the public and the private partnership to deliver public health. 

Ms J.M. FREEMAN: But this is also health policy. 

Dr K.D. HAMES: Sure, but that would refer to government policy—for example, for our rules. The difference 
in roles and what we have had before is that the government creates policies on areas and directions that we want 
to go in health service provision. So we might say, for example, that we want every newborn baby to have 
a hearing screening test, which, as you know, has been implemented. 

Ms J.M. FREEMAN: Under Jim. 

Dr K.D. HAMES: No, he did not put it in; he promised it and we did it—but we agreed with him. But it is 
something critical to do, and I do not want any health service deciding that they cannot afford to do it, so they 
have to put in place government health policies that say, “You will do a newborn hearing screening test on 
babies”, and that has to be coordinated with their normal services and they would contract to the private sector to 
do that test. We do that now. 

Ms L.L. BAKER: To me, the description that you gave is an example of protecting health status. Could you 
give me an example of what you think might be done under this act as promoting the health status of 
Western Australians? 

Ms R. Brown: The bill itself creates a very clear role for the department as system manager and provides a level 
of leadership and stewardship for the system more generally and into the future. Certainly, in giving that 
oversight to the system, the legislation has clauses around the system manager issuing policy frameworks across 
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the system, particularly as the statutory authorities are created. One of those policy frameworks—these are 
mandated in the legislation—would be around public health but could be around a range of other aspects. So it 
will actually provide a level of system consistency and longer term direction, and public health is probably 
a good example. 

Dr K.D. HAMES: In terms of promoting health, it includes things like preventive health programs as well. 

Ms J.M. FREEMAN: My question goes to this point. I am interested that you have used “promote” a number of 
times, and “provide” is defined, but “promote”, “coordinate”, “identify”, “respond” and “engage” are not 
defined. My interest in this, if you say that the idea of promoting is that health service providers are a systems 
manager, and the health department is a systems manager, then why, at paragraph (g), are we engaging and 
supporting the health workforce and not promoting and supporting the health workforce, if it is a system 
manager? It interests me that we have constantly used, in areas where we clearly want to just do it—provide 
access to safe, high-quality, evidence-based health services—we talk about that, which is supply or carry out, but 
then, in others, we have used different terminology, and therefore it is much more hands-off as far as I can see.  

Dr K.D. HAMES: This legislation does not just cover the role of the boards.  

Ms J.M. FREEMAN: I understand that. 

Dr K.D. HAMES: It covers the role of the Department of Health, which is actually going to be smaller, because 
a lot of those things are being developed. But the Department of Health has responsibilities as well; in fact, that 
is where the public health authority sits, and it has overall responsibility for the — 

Ms J.M. FREEMAN: I am interested from a drafting point of view. I probably would not have asked these 
questions if I did not find that you gave a definition of “provider”, and I thought okay, you have used “provider” 
on a couple of occasions, and you have only used “to provide” in the objects of this act. So where you supply or 
carry out, you only supply or carry out access to safe, high-quality, evidence-based health services. Other than 
that, you use terminology that is around promotion, identify and respond, coordinate, or engage, and none of 
those has a definition. But you have decided to give it a definition to “provide”. I might be being pedantic; I get 
that. But I am interested from a drafting point of view, why, in the case of paragraph (g), it was not “to provide 
and support the health workforce in the planning and provision of health services and teaching, training, research 
and other services” but instead it is “engage and support”. 

Ms L. Harvey: All these words have their normal dictionary meaning if you do not tighten them, and the other 
words, other than “provide”, have a very obvious dictionary meaning. We have extended it a little bit. 
“Provides”, “supplies”—is that something different—and “carry out”, as in “do”, may not necessarily be 
incorporated in the ordinary meaning of “provide”. So we gave it an extended meaning, but we did not see 
a need to give the other terms an extended meaning. 

Ms J.M. FREEMAN: Thank you very much, but we can also see a need to provide for and support the health 
workforce. We have got to engage. Again, from a drafting point of view, what makes that different from 
providing access to safe, high-quality evidence-based health services, which is much broader terminology? 
I suppose I am just interested in why we are not providing and supporting the health workforce in the planning 
and provision of health services.  

Ms L. Harvey: Inherently in the act I think we have got a health workforce, and the object is to engage that 
workforce in planning and to make it part of the process. 

Ms L.L. BAKER: Paragraph (f) in the objects is “to promote effectiveness, efficiency and innovation”. I want to 
get onto Hansard what the dictionary definition in respect to this act is for those three terms, because they are 
kind of bandied about a lot. I am particularly interested in getting those three terms defined because of the 
limiting factor at the end of it, which says, “only if you’ve got enough money”. So you can be efficient, effective 
and innovative within the context of what money you have got. So I suppose, for me, I understand why you put 
that in there, and I probably would have put it in there if I had drafted it, too, but it does limit what you are 
saying to budgetary constraints. I understand why you do that. I want to get a definition for what you mean in 
terms of effectiveness, efficiency and innovation, and what you see the limitations are going to do to this act if it 
is only within the available resources and finances.  

Mr K.D. HAMES: I will hand over to Ms Harvey in a second, but I would have thought the concept is 
reasonably obvious. You only have a certain amount of available financial resource. It is not indefinite and you 
have to work within those constraints. But, within those constraints, there is lots of opportunity for efficiency, 
innovation and effectiveness. It is something that we have to do all the time within our health services to make 
sure that they provide that. We do see a lot of waste within the health service, and some can be fixed and some 
cannot. But there are things that everybody, at whatever level of hospital service, can do to do those things: to be 
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more efficient, to be more innovative and to have effective teamwork. If you are working within the health 
system you see that with almost every patient there are opportunities to do things differently. 

To give you an example, when we were working in hospital, we would grab a pair of sterile gloves—they were 
worth about $15 each at the time—and go to do something and we had picked the wrong size. We picked a size 
seven, and I have seven and half. If you have those gloves on for an hour or so, your hands get uncomfortable. 
We would peel off the sevens, chuck them in the bin and grab the seven and a half to get the right size—
15 bucks down the drain. People need to be aware of waste, and a lot of us are not when we are working in that 
system, and we can be more efficient. If somebody comes in requiring an appendectomy, they will come in on 
a Friday If you can get that appendectomy done that day, when they need it out—they will normally go home 
nowadays, the next day—whereas what happens sometimes is they are bumped off the theatre list, not seen at the 
right time, and then the next day they are trying to get on the list. Sometimes they will get their surgery the day 
after. Instead of a recovery period that takes a day, because they have been delayed; they might have the 
appendix burst, and then you are there for three or four days beyond that. So you can turn a one-day procedure 
into a five-day stay if you are not efficient and effective in the way you deliver that service. Anyway, Ms Harvey 
is the draftsperson. 

Ms L. Harvey: I do not think I can add to that. They are terms that have a sound dictionary meaning, and that is 
what they mean. 

Ms L.L. BAKER: I suppose the word “innovation” is particularly problematic at this present time in our history, 
because the Prime Minister has been making a lot of innovation. Once a term becomes more familiar and more 
popularised, it can change in meaning. Considering this would have been drafted a while ago, innovation is 
perhaps more constrained to what would have been a dictionary meaning, not what is currently being talked 
about in terms of innovation—massive changes and focusing on the future ideology and stretching the limits. 
I am not quite sure what the Prime Minister means — 

Dr K.D. HAMES: I am not sure what he means anyway, but we know what we mean in health and there are lots 
of ways of being innovative. Some you can do with funding and some without. A good funding example: there is 
a new thing out called a Mako robot—named after the shark—that assists in doing knee replacements. We 
watched one the other day at Joondalup. The robot does not do the surgery but it totally guides the surgeon. The 
computer maps out the full shape of the knee and movements and directions and angles, and then the surgeon 
does not look at the knee anymore; he looks at a TV screen. He puts the instrument in and then watches on 
a TV screen, where he clears out exactly the amount of bone tissue that needs to be removed, that is made 
exactly for the shape and size of the implant that needs to go in. They have a drip for pain control. Instead of 
a normal five-to-six-day hospital stay, they are on their feet and walking within a day and a half, and out of 
hospital. So that sort of innovation can change enormously with management of the patient. 

Ms J.M. FREEMAN: It might not be within available financial and other resources. 

Dr K.D. HAMES: That is at Joondalup. We do not have one at the other hospital yet but we want to get one. 

It costs about a million and a half dollars to get one. Those things will come, but it is within the available 
finances. But there is other, much simpler innovation just in the way people do things with the patient in the 
ward. The flow of patients can be innovative in finding new techniques. The fast-track system in EDs has 
changed enormously the way patients flow through the ED, and that was an innovation on  its own. 

Ms J.M. FREEMAN: At the risk of flogging a dead horse, can I just ask the question: if we are promoting 
a patient — 

Dr K.D. HAMES: I do not appreciate being called a dead horse! 

Ms J.M. FREEMAN: No, no—me asking questions —I probably should not have said that. To promote 
a patient-centred continuum of care — 

Dr K.D. HAMES: I would stand up for dead horses! 

Ms J.M. FREEMAN: Sorry. 

The DEPUTY SPEAKER: Order, members! 

Ms J.M. FREEMAN: To promote a patient-centred continuum of care in the provision of health services, if 
“promote” is the definition of “support or actively encourage”, why are we only actively encouraging or 
supporting a patient-centred continuum of care in the provision of health service? Why are we not providing 
a patient-centred continuum of care in the provision of health service? Why are we only actively encouraging 
and supporting a patient-centred continuum of care in the provision of health services? 
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Ms L. Harvey: Well, I assume you are providing it anyway, but you also want to promote and encourage it to 
raise the standard. 

Ms J.M. FREEMAN: So in that case what you are saying is that the assumption becomes, in this object of the 
act, that it is provided but additionally it will be promoted? 

Dr K.D. HAMES: Is a provision not provided? 

Ms J.M. FREEMAN: No, that is in the provision of the health services. I am talking about provision of 
a patient-centred continuum of care. I just want to be clear for the record that the patient-centred continuum of 
care is provided in the provision of health services as well as actively encouraged and supported through being 
promoted. 
Dr K.D. HAMES: I think I would like to put on the record, for the sake of the draftsperson, that we intend to 
provide a patient-centred continuum of care and also promote it. 
Ms J.M. FREEMAN: Thank you. 
Mr R.H. COOK: I just have two questions in this. Perhaps we can deal with them one at a time. Why do we, in 
the objects, talk about the health status of Western Australians rather than just the health of Western Australians? 
Ms L. Harvey: I suspect it came from another state! 
Mr R.H. COOK: Good answer. 
Ms L. Harvey: I do not know. I was provided with a list of objects that the government required. 
Mr R.H. COOK: Yes, I do not have any particular objection. I am not quite sure what role the word “status” 
plays in that. It was, in a sense, the standards that were curious—“promote and protect the health standards”. 
Ms J.M. FREEMAN: It is a high status. Would you like to put that on record—limited only by budget? 
Dr K.D. HAMES: It is, and Western Australia has a very high status. It is a very high status—hence 
Western Australians having the longest longevity of any state in Australia when you combine male and female. 
We are second in men and second in women, to different states. Combined, we are the best. 
Mr R.H. COOK: Let the record show that that did not quite answer my question, but that is okay. 
The DEPUTY SPEAKER: Do you want to ask a further question, Member for Kwinana? 
Mr R.H. COOK: In relation to clause 4(d), we have talked about “to promote a patient-centred continuum of 
care in the provision of health services”. The way I read that is in the context of people being provided with 
healthcare services in a manner that has patients at the centre of what they do. In paragraph (g), we talk about 
“to engage and support the health workforce in the planning and provision of health services and teaching …”. 
One of the objects seems to picture the patient as a fairly passive participant in the healthcare system, whereas in 
the other the bill refers to the member of the health workforce as being actively engaged and supported in the 
health system. It may sound a bit hippy, and certainly in some of the definitions I have looked at around 
patient-centred care they refer to the active involvement of patients and their families in the design of new care 
models and in decision making. But I am just wondering whether the minister could outline for us why we have 
used this passive language in relation to health consumers but a very actively engaged language with the health 
workforce.  
Ms L. Harvey: I think it is probably a matter for policy rather than for me to answer. Paragraph (c) states that it 
is an object “to provide access to safe, high quality, evidence-based health services.” That is what you are 
providing to your patients, and that is what the patients are receiving. A lot of objects are probably not 
specifically stated in this act, including that patients might be involved in their own healthcare management. 
Ms R. Brown: I suppose the only comment I would add is that patient-centred continuum of care and the 
provision of health services, particularly in looking at the overall interaction of the bill and how it works, is to 
enable patient-centred continuum of care, particularly across health services from patient information. The 
ability of workforce is about maintaining that patient-centred continuum of care around the system, particularly 
where it might be through a public-private partnership. So it is ensuring that there are no barriers to patients or 
citizens who present at one hospital in the metropolitan area versus presenting in the country area and there can 
be a continuum of care across the health services themselves. 
The DEPUTY SPEAKER: It might interrupt the flow of conversation when I state people’s names but, for the 
benefit of Hansard, I have to do that, so I apologise for that. We are on clause 4. Do we have further questions on 
clause 4? 
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Mr R.H. COOK: On that point, if I may, would the minister find it objectionable if we actually had in relation 
to, say, paragraph (d) something to engage and support the health consumer in a patient-centred continuum of 
care? 
Dr K.D. HAMES: I am keen to know what the consequences of that change in wording are. So you are saying 
include it as an additional paragraph or as an adjunct to  paragraph (d)—what are you suggesting? 
Mr R.H. COOK: In terms of the objects that are put before us there seems to be one which manages the issue of 
patient services and the other which manages the issue of workforce management or engagement. Under 
workforce management and engagement, you have talked about “to engage and support the health workforce in 
the planning and provision of health services”. So it sort of presents it as the workforce is very active in the 
space; whereas, you have described the patient in a fairly passive way. I have not had the opportunity to sit down 
with the Health Consumers’ Council, but I would have thought that they would be more interested in the health 
consumer being more actively engaged in the delivery and the design of health services. I do not come to this 
conversation with a set of words exactly, because I was interested in the minister’s attitude to this. 
Dr K.D. HAMES: I am accepting of the concept but I just do not know how you would do that. I just wonder 
whether it is necessary. It is always recognised as the responsibility of doctors as part of their charter, and of 
other health professionals, to engage with patients in the delivery of their service. 
Ms J.M. FREEMAN: There was a recent study done by one of the American universities that studied the 
difference in treatment when a patient introduced themselves by name and had the doctor introduce themselves 
by name, versus when doctors just came in and treated the person, in terms of the length of time the patient 
stayed in hospital. 
Dr K.D. HAMES: I am sure that that is true. Do you know that if you go to a bank teller and actually physically 
touch the bank teller shaking hands, you are far more likely to remember his or her name through that contact? 
So that is true.   
Ms J.M. FREEMAN: What I am saying in supporting the member for Kwinana is that in engaging, you are 
actually taking it to that step, which is actually stating that — 
Dr K.D. HAMES: We do do that. Doctors and health services do do that. Do our drafters have any ideas of how 
you would incorporate “engaging with patients”? 
Ms J.M. FREEMAN: The member for Eyre looks like he is onto it. 
Mr R.H. COOK: He is onto it. 
Dr K.D. HAMES: We might have something over here. The suggestion is that you would need a further clause 
if it is about the engaging of consumers. If Graham has got an idea, what is the suggestion?  
Mr R.H. COOK: So, member for Eyre, take it away! 
Dr G.G. JACOBS: I do not feel that strongly about it, but — 
Mr R.H. COOK: No, neither do I! 
Dr G.G. JACOBS: — if you wanted to, maybe I could suggest in (d) “to promote a patient-centred continuum, 
including patient engagement in the care and provision of health services.” 
Ms L. Harvey: No, it is a “continuum of care” in the provision. 
Dr K.D. HAMES: But the way he has reworded it, it does not matter. Could you read that out again? The “care” 
is covered. It says, “in the care”. 
Dr G.G. JACOBS: “To promote a patient-centred continuum, including patient engagement in the care and 
provision of health services.” 
Ms L. Harvey: I think it would be “patient-centred continuum of care”. 
Dr G.G. JACOBS: “Including patient engagement”; “in the care” does not quite fit. 
Dr K.D. HAMES: After “care”, you could do a comma and then “including patient engagement” and then 
a comma, “in the provision of health services”. Are you happy with that? Can I move to insert — 
The DEPUTY SPEAKER: Members, can we submit a written draft of that amendment for the clerk and then 
we will deal with it once it is distributed. If there are further matters to talk about in clause 4, we can defer 
consideration of this clause until that amendment is prepared, or would you prefer to just wait? 
Mr R.H. COOK: Other matters in relation to clause 4 — 
The DEPUTY SPEAKER: Are there other matters in relation to clause 4? 
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Dr K.D. HAMES: So, in clause 4, insert at line 22 after the word “care” — 
including patient engagement 

Dr G.G. JACOBS: “In the provision of health services”. 
Dr K.D. HAMES: That all stays. I am inserting only “including patient engagement”. 
Dr G.G. JACOBS: Member for Kwinana, are you happy with that? 
Mr R.H. COOK: If you are happy with it, Graham, I am.  
Dr G.G. JACOBS: It is particularly relevant in regional mental health services. 
The DEPUTY SPEAKER: Members, would you like a copy of this amendment or are you happy to put it and 
vote on it now? 
Dr K.D. HAMES: I think we are happy to put it and vote. 

The DEPUTY SPEAKER: Minister, would you like to move the amendment? 
Dr K.D. HAMES: I move — 

Page 2, line 22 — To insert after “care” — 
including patient engagement 

Amendment put and passed. 
Clause, as amended, put and passed. 
Clause 5: Medicare principles — 
Mr R.H. COOK: This one does my head in; it really does. This is not a criticism of the government. I have had 
a look at the other health services acts and they refer to Medicare principles as well, although I do not think the 
others refer to the National Healthcare Agreement. I must apologise to the advisers, as I know we have had this 
conversation once before. We used to have Medicare Locals and then they have gone off and they have been 
renamed and rebadged. I understand that we are perhaps midway through a National Healthcare Agreement at 
the moment, but it is up for review. So, ultimately, they might come up with a whole new set of nomenclature to 
describe that process and, through a stroke of a pen, we might have a new concept, such as national healthcare 
principles rather than what we refer to as Medicare principles at the moment. I am not confused but I am 
surprised that we are using such transient language in the context of the actual act itself. I understand it is tied up 
in the arrangements with the commonwealth and things like that. I was just wondering if we could give it an 
airing, for the benefit of the other members, of course, because I am right across it! 
Dr K.D. HAMES: It is all to do with access to public hospitals. Everyone who is a public patient and has 
a Medicare card is entitled to free medicine in public hospitals basically. Who wants to answer that? 
Ms L. Harvey: As far as I understand it, it is a carryover from the Hospitals and Health Services Act, which has 
the same provision. It is a requirement under the agreement that the states acknowledge their responsibilities. 
Dr K.D. HAMES: If someone under the national health system is entitled to have a Medicare card, we are 
required, as part of that agreement, to provide a free public hospital service. That clearly would be difficult if 
suddenly the government started charging a gap fee and then we would consider paying a gap fee coming in. 
I think we would need amending legislation to be able to do that, particularly this piece of legislation. But, as it 
is, we will, as required under the National Healthcare Agreement. They might change the name, I guess, in 
which case, we would have to amend legislation to change the name. Is that not correct? 
Ms R. Daniels: The Medicare principles are a longstanding set of principles. Clause 5 needs to be read in 
conjunction with clause 6 where it makes mention of the national health agreement. It states — 

(a) the National Health Reform Agreement between the Commonwealth and the States that was 
agreed to by the Council of Australian Governments on 2 August 2011, as amended from time 
to time; or 

(b) any agreement that replaces or supersedes that agreement; 
So they need to be read in conjunction with each other. 
Ms J.M. FREEMAN: The Medicare principles are based on the Health Insurance Act 1973. I have just got the 
act up. Are the principles actually prescribed in the act or are the principles simply what is agreed between the 
commonwealth and the states in the National Health Reform Agreement? 
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Ms R. Daniels: Previously, in the old act they were prescribed. They now, I think, alter depending on what the 
agreement is. But the overall principle is what the minister said—that a public patient has a right to public health 
services without payment. 
Clause put and passed. 
Clause 6: Terms used — 
Ms L.L. BAKER: On clause 6, with my most humble apologies, I genuinely do not understand the legalese side, 
so I just want to clarify it for my own ignorance. 
Dr K.D. HAMES: Which one? 
Ms L.L. BAKER: Clause 6 states — 

In this Act, unless the contrary intention appears — 
assets — 

… 
(b) includes money, securities, choses in action and documents; 

Could you explain what that means? 

Dr K.D. HAMES: That is a good question. I do not understand it either. 

Ms L.L. BAKER: Is that “chooses an action”? 

Ms L. Harvey: It is “choses”. It is French, I think. 

Ms L.L. BAKER: French? I did not expect that—wow! 

Ms L. Harvey: I think it probably carries through from some long ago legal system. 

Ms L.L. BAKER: It is archaic. So it includes money, securities, death and documents. 

Ms L. Harvey: It is not “chooses” an action; it is “choses”. 

The DEPUTY SPEAKER: Order, members! 

Ms L.L. BAKER: Why do we have to have a French word in there? Is that just part of the legal terminology that 
I do not know anything about? 

Ms L. Harvey: It does have a legal meaning. It is principally used in this legislation in terms of transferring 
assets in the transition from the current hospital boards to the new health service providers. We are going to have 
to know very clearly what is happening. 

Ms L.L. BAKER: Everybody else who reads this, except me, will understand what “choses in action” means. 

Dr K.D. HAMES: I do not think any of us will understand what it means. That is why we have recorded in 
Hansard the description given by Ms Harvey—so that we can understand. 

Ms J.M. FREEMAN: It says it is a term used in common law tradition. So this one, “choses in action”, is death, 
is it? 

Ms L. Harvey: It is a very simplified version. 

Ms J.M. FREEMAN: However, “choses in action” in this sense is practically obsolete and is now used in 
phrases only as “choses in action” and “choses in possession”. It says that “choses in action” is essentially a right 
to sue. 

Ms L.L. BAKER: A debt, not death! 

Ms L. Harvey: Debt—that is my pronunciation; sorry. 

Ms J.M. FREEMAN: It is essentially a right to take action and to sue. 

Ms L. Harvey: Yes. It is generally because you have a debt that you want to pursue. 

Ms J.M. FREEMAN: In this day and age of plain English drafting, why would we do that? I can now see that 
“choses in action” is sometimes called “choses in suspense” in its more limited meaning denotes the right to 
enforce payment of debt by legal proceedings. 

Ms L. Harvey: Yes; it is quite a complex definition. It would take a lot of words to explain it. 

Dr K.D. HAMES: I was talking to Ms Daniels and asked why we cannot just put “debt”. The answer is no, 
because it is much more complex than just debt. 
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Ms J.M. FREEMAN: But it gets used in other parts of the legislation as well. I did not see it there, but I saw it 
in other parts. 

Mr R.H. COOK: Are you sure? It comes up only once in a search for it. 

In relation to assets, does that include intellectual property rights and can they be — 

Dr K.D. HAMES: The answer is yes. 

Mr R.H. COOK: Is there any particular bit that I would say includes intellectual property, or is it just interest in 
property and, therefore, that includes intellectual property? 

Dr K.D. HAMES: Yes. 

Ms J.M. FREEMAN: In terms of legal or equitable estates or interests, does it also include trusts that have been 
bequeathed for certain purposes? When lots of people die, they leave trusts for different things. 

Dr K.D. HAMES: Yes. 

Ms L.L. BAKER: On the next page is the definition of “disciplinary action”. I am wanting to understand how 
comparative that is with clauses in other bills around disciplinary action and, also, what would be in the 
regulations as to how that is defined if that happens? You know how the Public Sector Management Act says 
that this is how you go about disciplining someone. Would the same kinds of definitions be put into regulations? 
Are there two warnings and all that sort of thing? 

Ms R. Daniels: It is a replication of a public sector management provision. 
Ms L.L. BAKER: So the provisions like having to have formal warnings and all that would apply to this? 
Mr R.H. COOK: There is a big section on how you discipline and all that sort of stuff. I was going to make the 
observation that it is quite a big definition of “disciplinary action” given that it goes to an expansive section later 
on.  
Dr K.D. HAMES: Yes, section 80A of the Public Sector Management Act. 
Mr R.H. COOK: What about it? What did you want to say about it—that it is really cool? 
Ms J.M. FREEMAN: Section 88 relates to the consequences of a report of a special disciplinary inquiry. 
Ms R. Daniels: It is section 80A. 
Ms J.M. FREEMAN: The definition of “health service provider” states — 

health service provider means a health service provider established by an order made under 
section 32(1)(b);  

When I look at clause 32(1)(b), it seems to me that a health service provider is simply someone who is 
designated to provide health in a particular area. Is that really what a health service provider is? 
Dr K.D. HAMES: I would think so. 
Ms J.M. FREEMAN: They provide health in that certain area that has been designated as part of where health 
will be? 
Dr K.D. HAMES: I would think so, yes. 
Ms J.M. FREEMAN: On the definition of “staff member”, I notice that the staff member of a health service 
provider means an employee and does not include a contracted person. So is staff both? 
Dr K.D. HAMES: Under paragraph (b), a staff member can be a person engaged under a contract. 
Ms J.M. FREEMAN: Yes. I am saying that an employee does not include a contractor; therefore, the extended 
definition of “staff member” includes a permanent employee in the provisions that were outlined in the 
definitions plus someone who is on contract. I am assuming that this is a casual employee or a contractor, so 
someone who is contracted for service, not of service. Is that right? What about someone who is contracted of 
service? Where do they fit it? 
Ms R. Daniels: I often get confused with “of” and “for”. It is to distinguish between public sector employees and 
contracted, largely, medical practitioners who are—they are an “of” service. 
Ms J.M. FREEMAN: So a contractor of service would be like the gardener at Fiona Stanley Hospital who 
comes in and is contracted to provide a service; they are a contractor of service. The contract for service is the 
person who is contracted as — 
Ms R. Daniels: By that company, the gardeners in that case. 
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Ms J.M. FREEMAN: Not in that case; but is a contract worker. It could be an enrolled nurse or a registered 
nurse, but they are on a contract basis.  
Ms R. Daniels: My understanding is that, largely, medical practitioners can offer for a particular service, which 
is not a contract with the person but almost with their company, to do, for example, 10 knee operations. It could 
be performed by that practitioner, but it also could be provided by someone else. They contract of service; not 
the doctor who might be working alongside them who is a public sector employee. It is to pick those people up 
for certain employment, information sharing and that kind of thing. You could not include them if you did not 
distinguish between employees and staff. 
Ms J.M. FREEMAN: Under the workers’ compensation legislation, a contractor of service is covered by the 
legislation, as is a contractor for service, in terms of some of the liabilities that they are across because of the 
health service contractor’s status at the hospital. This will not have an impact on that in terms of reducing ward 
staff members. If you were a contractor of service and the principal contractor is negligent, you have a capacity 
to claim under the workers’ compensation legislation if you are a contractor of service. If you put a contract for 
service in here for a staff member, would that in any way have a detrimental impact on a worker’s compensation 
rights as a contractor of service? 
Ms L. Harvey: I think the answer is no. There is nothing in this legislation that affects contracts of service.  
Clause put and passed. 
Clause 7: Meaning of health service and public health service — 
Ms J.M. FREEMAN: Clause 7(3) says “A public health service is a health service provided by”. How does that 
interrelate with the public health bill? Does that include a public health service that is provided under the public 
health bill? 

Ms L. Harvey: Health service in this bill means what is defined in clause 7(1). Public health service is a health 
service as defined in clause 7(1) and, to some extent, there is an overlap with the public health bill, but there is 
nothing in that bill, as I recall, and I have not seen it for a long time, that relates to the provision of health 
services. It is more about maintaining an overall public health responsibility. 

Ms J.M. FREEMAN: I love the fact that, under clause 7(4), you can declare anything a health service under 
regulations. I am interested to know whether there is any example of what you would not declare a public health 
service. You can say under regulation what is a public health service and in that way it is really clear. I am 
interested to know whether there is anything that is not considered under this legislation a public health service, 
or that you will be putting in regulation that is not. 

Ms L. Harvey: I cannot think of anything that we would be likely to not include as a health service. That was 
the question.  

Dr K.D. HAMES: What does it mean? What is it there for? A public health service includes a health service 
declared under regulation to be a public health service. It does not include a health service declared under 
regulation not to be a health service. What are they there for and what do they mean? 

Ms L. Harvey: I suspect it is there to future proof the act.  
Mr R.H. COOK: The future is scary. 

Ms L. Harvey: You find that it is running off the rails in that the definition has picked up something that was 
never intended to be dealt with as a health service. 

Dr K.D. HAMES: Where has this clause come from? Is it in previous acts? Is it something that has been added? 

Ms L. Harvey: I thought it was in the hospital and health services legislation. 

Ms R. Daniels: In the present act the minister can declare something not to be a hospital and has done that in the 
past. 

Ms J.M. FREEMAN: You have that here. 

Ms R. Daniels: Yes. There may be—although I cannot think of anything at the moment—services that look like 
they are public services but for some reason it is in the government’s interest for them to not be declared a public 
health service. Another one that I am aware of is that when the commonwealth took over aged-care regulation, 
there were a number of facilities in the state system that looked like nursing homes and then would be subject to 
commonwealth regulation. They were declared not to be nursing homes. 

Ms J.M. FREEMAN: So nursing homes, in that example, could be declared under regulations to be a public 
health service. 

 [10] 



Extract from Hansard 
[LEGISLATIVE ASSEMBLY LEGISLATION COMMITTEE — Tuesday, 22 March 2016] 

 p1630b-1657a 
Mr Roger Cook; Dr Kim Hames; Ms Janine Freeman; Ms Lisa Baker; Dr Graham Jacobs; Mr Dave Kelly; 

Deputy Speaker 

Ms R. Daniels: Yes. 

Ms J.M. FREEMAN: And equally they could be declared not to be under the health service. One of the things 
I understand the private health institutions are concerned about at the moment are the rehab clinics that are 
coming up that are not private hospitals but are establishing themselves as rehabilitation centres for people to go 
into for periods of time. That is a problem with the private health sector because the private hospitals are 
basically saying they are not providing the right care and they do not have the due diligence and a whole bunch 
of that stuff; they are just cheaper. They could not be included in the public health service because they are 
private organisations. Is that the case? 

Dr K.D. HAMES: It would be, yes. I think that is correct 

Mr R.H. COOK: This is about the description of a health service that is operating in the public system. It is 
your intention to transition the Hospitals and Health Services Act to be the regulatory framework for private 
hospitals. Is that correct? 

Dr K.D. HAMES: It covers private hospitals, when we have a contract to privately run public hospitals; it does 
not cover private hospitals. 

Ms R. Daniels: The present act covers the running administration management of public hospitals but it also 
regulates private hospital premises. The regulation of private hospitals and day hospitals remains as it is in the 
present Hospitals and Health Services Act and it will be called the private hospitals and health services act. That 
regulation will be maintained. 

Mr R.H. COOK: Under this act, we will obviously also be providing a framework or regulation for public 
health services not delivered in a hospital. Previously in the briefings we talked about people providing health 
care in the home, for instance, or in a different venue, for want of a better description. 

What we are doing here is providing a framework for public hospitals or hospitals where we are providing 
a public health service and the regulation of private hospitals providing a private health service through the 
Hospitals and Health Services Act and public health services not delivered in a hospital. The fourth element of 
that is a private health service providing health services not in a hospital. I just want to confirm that we are not 
actually creating legislation that provides a framework for those people. 
Dr K.D. HAMES: Yes, that is correct. 
Mr R.H. COOK: Is there a reason why we have not sought to provide regulation for those health services? 
Ms R. Daniels: The private hospital health service facilities are largely the domain of the commonwealth. We 
have remained in the private sphere for, as I said before, their premises. Within the health department there has 
been discussion about a future reworking of the Hospitals and Health Services Act 1927 to look more closely at 
the regulation of private facilities. But the decision made in this one was that we would in the first instance look 
at the public sphere and then go back and revisit the private sphere, which would require a vast amount of 
consultation with all the private providers who would largely see that they are regulated by the commonwealth 
and wonder why they should have a second set of regulations. 
Mr R.H. COOK: Just following on from that, what has been put to me—this is the nub I have been trying to 
crack for a little while now—in relation to the provision of health services in a non-hospital environment is that 
ultimately if one was like a Silver Chain, for instance, which currently has a contract with the state government, 
they are licensed by the licensing and accreditation unit, which provides them with a licence. Under that licence, 
they deliver services on behalf of the state in an environment other than a hospital. Is that correct? 
Dr K.D. HAMES: They provide a service for the state in the home. Yes, they do. I do not understand the 
question. 
Mr R.H. COOK: Neither do I. That is why I am exploring it. I am not trying to catch you out here or anything 
like that. I am literally trying to get an understanding of this. For instance, people doing chemotherapy at home 
are saying that for them to be able to be beneficiaries of the Medicare benefits scheme, they have to be licensed 
by the state, but for them to be licensed by the state, they have to be contracted by the state. So they are betwixt 
and between. They cannot enjoy delivering services under Medicare because they do not have a licence under 
the state legislation. They cannot get a licence under the state legislation because they do not have a contract 
with the state. That is the reason why they are falling out of the system. I raise this at this point in dealing with 
the legislation because we may have to come back and have a chat about this. I am trying to get my arguments 
straight. What we have talked about in the context of this clause is that we want to make sure we are future 
proofing the legislation. I am very keen to make sure that we do just that because, as the minister will attest, in 
five years’ time we could be doing all kinds of fancy things in people's homes rather than in an actual hospital, 
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such as dialysis, chemotherapy and so on. So I want to make sure that the framework we are setting up is 
appropriate. 
Dr K.D. HAMES: What I do not understand is the relevance in what you say in terms of whether they can get 
Medicare. If they are providing a public service on behalf of the state and we have contracted them to do so, they 
are providing a public service. 
Mr R.H. COOK: That is correct. 
Dr K.D. HAMES: If we do not provide that and they wish to seek services and cannot get Medicare funding, 
that is commonwealth funding, not state funding. That is not our issue if they cannot get government funding. 
Ms J.M. FREEMAN: It is a bit like getting doctors — 
Dr K.D. HAMES: They, too, provide services, I know. Chemo@home provides lots of services. 
Mr R.H. COOK: Absolutely, and that is the point. What has been put to me is that they cannot get into the 
Medicare system because they are not licensed by the state. They cannot be licensed by the state because they do 
not have a contract with the state. 
Dr K.D. HAMES: To be honest, that is not our problem. If they cannot get Medicare, they are like any other 
provider of services. If they wish to get Medicare that has to be an issue for them and the commonwealth. We 
should not have to license them to do that, unless there is some reason—and I would need advice here. As you 
said, we provide a licensing regime for private hospitals that do not provide a service to the state. We do not 
want to have to go out and provide a licence for all health services across the state when they are actually 
contracting to the commonwealth and charging Medicare. It should not have to be our responsibility. I am not 
even sure why we have regulations relating to private hospitals. They have nothing to do with the state. Why do 
we have them? 
Ms R. Daniels: I think, historically, the government became involved in regulation of private facilities because 
there were problems with private facilities not having a standard. So the state said, “This is the standard of the 
facilities that you have to have and the proportion of staff you have to have within those facilities.” So the state 
took on responsibility at a broad level for ensuring the status of the WA health community was at a certain 
standard. 

Dr K.D. HAMES: I can understand that, but as a state government I do not want to have to spend money 
evaluating everybody who wants to set up a private service at home so they can get Medicare funding. I had 
a GP approach me who wanted to do a particular obstetric service in Mandurah, and wanted government 
accreditation to do so. I said, “I’m not going to do that. Good on you. You deal directly with the 
commonwealth.” In fact, we contract Peel Health Campus to provide that service. So in effect we would be 
supporting someone to provide an alternative service that would interfere with the staffing of our own facility. 

Ms J.M. FREEMAN: Just on this, though, how does that differ from the fact that it has to go through the state 
to designate areas of need so you can get areas of need Medicare funding and additional doctors and provider 
numbers? How does that differ from that aspect of how the state has to give that a tick and say, “Yes, that is an 
area of need,” so you can access different provider numbers? 

Dr K.D. HAMES: That is a commonwealth requirement. It requires some evidence. We can say, “No. Nick off. 
We are not going to do it.” But that would not give us an advantage. We need those doctors out there providing 
the services. Just because we designate somewhere an area of need does not mean the commonwealth will call it 
that and fund it. 

Ms J.M. FREEMAN: I think that is the point that the member for Kwinana is trying to make—that this is 
a requirement of the commonwealth that is imposing upon the state. The question then that then arises is whether 
that fits into the Medicare principles that say, “If we are going to give Medicare provider numbers to these 
services so that they can get Medicare benefits, the responsibility of licensing them is going to come through — 

Dr K.D. HAMES: I am sure Ms Brown would like to answer this, because she has not answered too many yet! 

Mr R.H. COOK: Tossed to the lions! 

Ms R. Brown: Obviously there is a broad framework of accreditation and licensing across a range of areas to the 
extent that the state engages services through the contract put in place—whatever it might be—for the 
facilitation of quality and safety requirements. As Robyn has outlined, obviously there is a piece of work to do 
around looking at the remainder of the current act and whether that encapsulates any gaps in the future delivery 
of services. With the examples that get to the attraction of Medicare benefits, it depends upon whether, for 
example, we have public health services delivered in hospitals or in the home. Where there is a broadening of the 
responsibilities of the state or a health service provider, they would come under that accreditation and licensing 
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framework. But, other than clearly understanding the commonwealth requirements, we are not aware that there is 
any large gap. Certainly if there were, from an accreditation and licensing perspective from the states’ 
perspective, that would need to be addressed fairly quickly. But I think it is, as we get to the next piece of work, 
how do we ensure that we future-proof any other emerging services? 

Mr R.H. COOK: What has been put to me is that, by changing the definition of “hospital” or of “service to 
someone”, even though it is not a public service—because under the previous act, of course, we regulate private 
hospitals as well—essentially it would allow services that are delivered to private patients in a non-hospital 
environment to be licensed by the Department of Health. That change is necessary to cater for these new, 
emerging health cares that are coming into being. Basically it would allow, therefore, these services to attract 
Medicare provider numbers, because they would be captured under the hospital and health services legislation. 
What we are doing now is creating two sets of legislation, which only cover three of the ways we deliver health 
services: private in a hospital, public in a hospital and public in the home—and not private in the home. That 
strikes me as a gap in what we are doing. I understand some of this stuff has got historical roots. We did initially 
regulate private hospitals, because they were within the state and there was probably an obligation under the 
public health act anyway for the state to regulate those activities. But this would also seem to fall within that 
framework. 

Dr K.D. HAMES: The suggestion is that that is work for another day. We have got a 1927 act, the Hospitals and 
Health Services Act, that covers services as well as hospitals. I do not want to be clouding the responsibilities of 
setting in place our boards and our better management of the health system, which this is for — 

Mr R.H. COOK: Granted, yes. 

Dr K.D. HAMES: — to go exploring the concept of whether or not we should be going out there and licensing 
private providers that have, in effect, got nothing to do with us if we do not contract them. I am not saying the 
concept is wrong. I know how Chemo@home operate. They do a lot of services now. They are operating in the 
home. They are providing chemo at home in a whole range of different areas. We very closely contract them to 
provide services for us. In fact, I had a meeting of all the oncologists, particularly, at Fiona Stanley, who were 
supportive of that group, and said: “That’s great that you’re supportive of them. If they then provide that service 
for your patients, excellent, but it means the funding that you’re getting to provide the service will need to be 
transferred to the people who are providing the service.” And suddenly their enthusiasm dried up, in one 
meeting. It is an additional service that I think has a good opportunity, in the future, of getting government 
services, but it is a matter of transferring funds across to do that. 

Mr R.H. COOK: I get that and we do want to get onto the boards and so on, but part of what we are doing here 
under this bill — 

Dr K.D. HAMES: How many clauses have we got? 

Mr R.H. COOK: We are up to No. 7. 

Several members interjected. 

The ACTING SPEAKER (Mr N.W. Morton): Members, the member for Kwinana has the call. 

Mr R.H. COOK: Do not worry about that. But in this legislation we do amend the Hospital and Health Services 
Act 1927, so this is the day, not another day. This is the day. The minister talked about quid pro quo, and, yes, 
we can resolve those issues and so on for them, but there are going to be others in this changing health 
environment, and I just want to make sure we have got the legislation to make it happen. 

Ms J.M. FREEMAN: The Uber of health services! 

The ACTING SPEAKER (Mr N.W. Morton): Member for Mirrabooka, were you seeking the call? 

Ms J.M. FREEMAN: No. I have taken guidance from the minister on this. 

Clause  put and passed. 

Clause 8: Meaning of hospital and public hospital — 
Ms J.M. FREEMAN: Clause 8(4) reads —  

Each of the following premises is a hospital for the purposes of this Act — 

(a) premises where medical, surgical or dental treatment, or nursing care, is provided for 
ill or injured persons … 

When is a person who has their wisdom teeth pulled out considered an ill or injured person? 

 [13] 



Extract from Hansard 
[LEGISLATIVE ASSEMBLY LEGISLATION COMMITTEE — Tuesday, 22 March 2016] 

 p1630b-1657a 
Mr Roger Cook; Dr Kim Hames; Ms Janine Freeman; Ms Lisa Baker; Dr Graham Jacobs; Mr Dave Kelly; 

Deputy Speaker 

Dr K.D. HAMES: Very often. We get frequent presentations saying that the health of your teeth is critical to the 
health of your body. There are many oral conditions that lead to chronic secondary health conditions. Rheumatic 
heart disease is probably one of those. Streptococcal infections associated with gum disease are a frequent cause 
of rheumatic heart disease and rheumatic fever in someone who has had heart rheumatic heart disease. So, yes, it 
is very common. 

Ms J.M. FREEMAN: There have been reports recently about rheumatic fever in remote Aboriginal 
communities. 

Dr K.D. HAMES: There has been a surge of it lately. 

Ms J.M. FREEMAN: Yes. That is a very admirable response, but I think the minister missed my point, and he 
knows that my point was that— 

Mr R.H. COOK: Does it come down to a definition of “ill or injured”? 

Ms J.M. FREEMAN: Can a person only get dental treatment in our public health system if they are ill or 
injured? It is saying, “Each of the following premises is a hospital for the purposes of the act”. For dental 
treatment, is that only if a person is ill or injured? 

Dr K.D. HAMES: I will ask someone else, but I would presume so, because, a dental clinic is not a hospital—it 
is doing dental treatment and not treating people who are ill. But there is a dental hospital, so dental hospitals do 
treat people—but I need some help here. 

Ms J.M. FREEMAN: I have been to the dental hospital for my wisdom teeth, and I was not ill. I was in pain 
and they did it for me because otherwise my teeth would all— 

The ACTING SPEAKER (Mr N.W. Morton): The minister still has the call. Were you seeking some— 

Dr K.D. HAMES: I need some help from someone on this side of the table. 

Ms L. Harvey: I think the relevant bit of that is that it has to be “and at which overnight accommodation may be 
provided”. It has got to be sufficiently serious dental treatment of the sort that is going to need overnight 
accommodation. 

Dr K.D. HAMES: Further to that, the dental hospital that is next to Sir Charles Gairdner Hospital is called 
a dental hospital, is it not?  

Ms L. Harvey: It is not really, clearly—not within this definition. 

Dr K.D. HAMES: So we should take away the name “hospital” from it. My daughter used to work there. 
I thought it was called a dental hospital. 

Ms J.M. FREEMAN: It is called a dental hospital. It is where I got my wisdom teeth taken out.  
Dr K.D. HAMES: But it is saying it is a hospital, is it not?  
Ms J.M. FREEMAN: No. That is saying it is not a hospital, because a person does not stay overnight. They just 
get them in, stand on the chair and rip out their wisdom teeth. 
The ACTING SPEAKER: Minister, have you concluded this response? 
Dr K.D. HAMES: No. We are working out what the correct answer is. 
Ms L. Harvey: It is taken from the current definition of “hospital” in the Hospital and Health Services Act, 
which talks about treatment for people suffering from illness or injury or in need of treatment. 
Ms J.M. FREEMAN: That does not state “or in need of treatment”. You have taken “or in need of treatment” 
out of that definition. Where is the definition in the Hospitals and Health Services Act 1927? 
Ms R. Daniels: It is in section 2. 
Dr K.D. HAMES: It sounds like we need an amendment here. 
Ms R. Brown: The point is that clause 8(4)(a) states — 

… at which overnight accommodation may be provided … 
In respect of dental treatment, it does not necessarily mean that there is overnight accommodation. It states — 

… is provided for ill or injured persons … 
There would be people who experience dental injuries. 
Dr K.D. HAMES: Your definition of “ill” is at issue here. I would think of someone who has a gum abscess as 
being ill. 
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Ms L.L. BAKER: But not a cosmetic surgery procedure. 
Dr K.D. HAMES: No, but it does not mean you cannot do all those other things as well. It just means that, to be 
called a hospital, you have to treat people who are ill, and a dental hospital certainly does treat people who are 
ill. 
Ms J.M. FREEMAN: I certainly could do that under the old definition, because I was in need of medical, 
surgical or dental treatment. As a 20-year-old student who had wisdom teeth that were impinging and would 
cause problems in the future, I was able to attend the dental hospital, but I was neither ill nor injured. 
Dr K.D. HAMES: Sure. If you have a place that provides a whole complex range of treatments, some of those 
treatments probably would not give it the definition. We often see, with wisdom teeth, impactions and secondary 
infections and, in fact, abscesses. So you certainly can get ill from having wisdom teeth that need extraction. 
That hospital does treat people who have those things; in fact, they treat a lot more than that. They treat people, 
particularly with disabilities, that they have to take to alternative premises and give anaesthetics to, so they can 
treat people who are very ill. The fact that some of the people they treat, like you, were not ill does not stop the 
definition of the hospital from applying to those premises. Is that right?  
Ms R. Daniels: Just to elaborate, we looked at taking dental out of the definition of what was in a hospital. 
I think more than 50 health providers who were considered dentists worked in hospitals, so they were doing 
maxillofacial, maxillary surgery and things like that on people who had serious disabilities from serious 
accidents and needed to have their face reconstructed. You going in to have your wisdom teeth extracted may 
still be offered. I cannot answer that question. But we did look at taking dental out of that and we decided to 
leave it in because a large number of dentists, health professionals, work and are in hospitals. 
Dr K.D. HAMES: Sure, but that covers a hospital and the fact that dental treatment is done in hospital. It does 
not cover the building that we know as a dental hospital, where there are no in-patient services provided at all. 
You just go there and have treatment. But they certainly treat ill people, so that definition still works fine. 
Ms K. Seneviratne: It will be included as a day hospital facility. The definition of a hospital includes a day 
hospital facility, so that would be the dental. 
Dr K.D. HAMES: That is right; so it is a day hospital. 
Clause put and passed. 
Clause 9 put and passed. 
Clause 10: Ministerial Body established — 
Mr R.H. COOK: This clause, or this part, was referred to in the second reading speech, which states that the 
establishment of the ministerial body will assist the Minister for Health in performing functions that are more 
suitably performed by a body corporate than an individual. I was just wondering if you could clarify how it does 
that. I am happy to accept that it does. 

Ms R. Daniels: In the present act, the minister is a minister as an individual. This provides the minister with 
a corporate body to function as opposed to the body. 
Ms J.M. FREEMAN: A body corporate is a protection for an individual, so it is an entity of its own right, so 
you are not an individual of its own right. But that body corporate has to act according to a whole set of 
principles and ethics. You put them down, but under the Corporations Act there is a whole set of implied 
responsibilities to a body corporate. Is that right? 
Dr K.D. HAMES: Yes. 
Ms J.M. FREEMAN: My question is: if you have these implied responsibilities and you are setting it up so the 
minister now has not got individual responsibility but the body, the organisation, has those responsibilities and 
those liabilities and the protection of those with the body corporate, how is it that clause 10(4) states that the 
ministerial body must be governed by the minister, but clause 15 states that it can be delegated away? You can 
delegate away clause 10(4), but clause 15(2) states — 

“Without limiting the functions that may be delegated under this section, they include functions that are 
to be exercised or performed in the course of governing the affairs of the Ministerial Body under section 
10(4). 

The ministerial body must be governed by the minister because the minister has this very powerful organisation 
that is going to take liability away from him, in particular, and give it to a body, and the liabilities, therefore, go 
to the body and not to the individual, but also the responsibilities. How is it that the minister can then delegate 
clause 10(4) away, given that it has to be governed? It states “must be governed by the Minister”. “Must” is 
a very powerful word. 
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Dr K.D. HAMES: It is a bit like what I do now as a board, I suspect. Ms Brown, is that a hand up to speak? 
Ms R Brown: I have a part response and then I will need to refer to Ms Daniels or Ms Harvey. In terms of 
establishing a ministerial body, as Robyn has outlined, it is about creating an entity rather than an individual, 
particularly through managing the transition. It does, obviously, come with the status, immunities and privileges 
of the Crown. I do not think it increases or diminishes the responsibilities of the minister as either an individual 
or a body corporate. In regard to the delegation by the minister, it is the functions. Clause 10(4) states — 

The Ministerial Body must be governed by the Minister. 
Clause 15(2) states — 

Without limiting the functions that may be delegated under this section, they include functions that are 
to be exercised or performed in the course of governing the affairs of the Ministerial Body … 

I would have to seek some legal advice, but I think the functions can be delegated to the management of the 
body corporate, as opposed to the actual governance, and it is the same with the current arrangements around the 
delegation. The board’s responsibility is to delegate the functions but it cannot delegate the ultimate 
accountability of government. 
Dr K.D. HAMES: That is right. I am currently, as set up by your government, the board of all the health 
services, but that is all delegated to the director general or acting director general, who provides the functions 
that that board would otherwise provide, unless I decide I want to meet the board to get information that I have 
trouble getting. 
Clause put and passed.  
Clause 11: Purpose and nature of Ministerial Body —  
Mr D.J. KELLY: When the government enters into a contract at, for example, Fiona Stanley Hospital to 
outsource or privatise services, is it the minister who signs that contract on behalf of the government or is it some 
other institution? Which clause under this bill enables the government to do that? 
Dr K.D. HAMES: The requirement was for me to sign, so I had to sign all the documents relating to contracting 
out to Serco. 
Mr D.J. KELLY: I know it was you, but under this bill who would do that? 
Ms R Daniels: It would depend on the level of contract, as in the monetary value of the contract. It could be the 
minister, it could be the director general or it could be the health service provider, depending on how big the 
contract was. That will be in regulation and in policy frameworks. If you use the Serco example, in view of the 
discussions we have had, the minister would sign the Serco-type contract for the amount that it was. 
Ms J.M. FREEMAN: That would be the minister as the governing body of the ministerial body of the body 
corporate, would it not? It would not be the minister saying it; it would be the body corporate, the ministerial 
body. 
Ms R Daniels: He would be doing it on behalf of the state.  

Mr D.J. KELLY: I am just trying to clarify under which provision of this legislation the minister had the 
authority to sign that.  
Ms R Brown: It is under clause 13(2)(b), which reads — 

(2) For the purposes of this Act, the Minister may — 
… 

(b) enter into a contract or other arrangement, including a contract or arrangement for the 
provision of services to or by a health service provider; 

Ms Daniels has pointed out that depending on the quantum of the contract, there is certainly provision in the bill 
for the minister to enter into contracts. 
Ms K. Seneviratne: Under clause 23(1)—this makes provision for the department CEO’s power—the 
department CEO may, on behalf of the state, enter into an original contract with a non-government entity for the 
provision of health services to the entity by the state or by the entity to the state. 
Dr K.D. HAMES: Can I suggest these are all legitimate questions under subsequent clauses. 
Mr D.J. KELLY: I suppose that is why there is no immediate — 
Dr K.D. HAMES: I understand that you did not know which clause it was, but now we have pointed it out we 
need to do it under clause 13 and — 
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Ms K. Seneviratne: Clause 23, and 36 as well. 
Ms J.M. FREEMAN: The ministerial common seal—currently you sign and seal—now will be done by the 
ministerial body sign and seal. The ministerial sign and seal is still, effectively, done by you. 
Mr R.H. COOK: I think you are on clause 12; is that right? 
Clause put and passed. 
Clause 12: Execution of documents by Ministerial Body —  
Ms J.M. FREEMAN: Yes, but for the purposes of Hansard, so we are not confusing Hansard, the ministerial 
body, which is the common seal, still is done by the minister. 
Dr K.D. HAMES: Yes, that is correct. You will notice that subclause (3) states — 

The common seal of the Ministerial Body must not be affixed to a document except as authorised by the 
Ministerial Body. 

So no-one else can do it for me. 
Ms J.M. FREEMAN: But in terms of what the advisers were saying before, the different levels of contracting 
out will come at different times. So the ministerial body will only authorise those really large contracts. In terms 
of other health services or the CEO or the health services doing that, do they have a seal of their own that 
authorises when they are entering into contracts?  
Ms L. Harvey: Yes, the health service provider would, because it is a body corporate, and a body corporate must 
have a seal. 
Dr K.D. HAMES: So the answer is then yes. 
An adviser: Or no. 
Ms J.M. FREEMAN: Sorry, I am a little bit bemused that you go through all of these really serious things—
“only to be signed on behalf of the minister”, and it is only to be done like this, and you go through any number 
of things—and then it just goes, “If you want to you can fax it, and a fax will do with the minister’s signature.” It 
is a bit weird. Who uses faxes now, anyway? 
Ms L. Harvey: Apart from the fact that a fax is — 
Mr D.J. KELLY: Can you take a photo of it? 
Ms L. Harvey: It means facsimile as in a copy of. 
Mr R.H. COOK: Yes, it does not mean the fax machine. 
Several members interjected. 
The ACTING SPEAKER (Mr N.W. Morton): Members! 
Ms J.M. FREEMAN: Can I just clarify, for the purposes of Hansard: subclause (9) states — 

… a facsimile of any of the following may be used — 
(a) the Ministerial Body’s common seal;  
(b) the Minister’s signature;  
(c) the signature of a person authorised …  

What you are saying there is that that is not like an old fax machine; it is a facsimile, as in a copy thereof. 

Dr K.D. HAMES: Yes. 

Ms J.M. FREEMAN: A replica. But that would have to be a replica of the original, so the original would still 
have to have occurred? 

Dr K.D. HAMES: Yes. 

Ms J.M. FREEMAN: No, that is right. No, and the original does not have to have occurred. 

Ms L. Harvey: It may be that the original seal is sitting somewhere that is not where the minister is at the 
current time. If there is a facsimile of the seal, the minister can use the facsimile of the seal. Similarly, I think 
ministers often have a stamp that replicates their signature, and they are entitled to use that. 

Ms J.M. FREEMAN: Equally, then, does that mean that, if the minister is not there and he cannot use the 
common seal, he can use a facsimile but you can also do it with a signature. So how do you ensure that? You 
have gone through all these subclauses, from (1) to (8) of all of these really formal procedures, to make sure that 
this body corporate document is sealed and to impress the seriousness of the issue, and then suddenly we go, 
“But you can use a facsimile.” 
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Dr K.D. HAMES: Ms Harvey, how do I ensure—I am asking a question of my own side—that it is me that 
signed it if they can use a copy of my signature and me, who has authorised the seal, if they can use a copy of the 
seal? 

Ms L. Harvey: Because it would be fraud not to—for them to do it in other ways.  

Ms J.M. FREEMAN: Yes, that will look good up in Parliament—it would be fraud not to. 

Ms L. Harvey: Not for you not to do it, but it would be fraud for someone to use your signature without your 
authority. 

Ms J.M. FREEMAN: Stand up in Parliament and say that! 

Ms R. Brown: It is not dissimilar to where electronic signatures are used now. People will always ensure there is 
a record for people to use. 

Ms J.M. FREEMAN: Yes, like they did with IT. 

Dr K.D. HAMES: I authorised the use of my electronic signature today to sign a document and I was told I was 
not allowed to do that. I had to actually sign it in person, so how does that work?  

Ms R. Brown: This is standard procedure.  

Dr K.D. HAMES: It is standard procedure. It must be all right, then! 

Clause put and passed. 
Clause 13: Minister’s general powers — 
Mr R.H. COOK: On the minister’s general powers, we talked about acquiring or taking on a lease or licence or 
disposing of a way of lease or licence and of interest in property et cetera. But we also talk about how one of the 
roles of the boards is to do much of the same. I am just wondering how the minister envisages the division of 
property or powers under the legislation. Is it envisaged under this legislation that the minister would be the 
ultimate owner of all assets, property rights and interests in property, or is it envisaged that the boards will 
actually do some of that? What is the division between the two? 

Dr K.D. HAMES: That is an interesting question, and I will add to the question because there are different 
components of it. For example, land that is owned, like Shenton Park land, sits under my name but is an asset of 
government, so I could not sell or dispose of Shenton Park on my own; that would have to be through the 
Minister for Lands. I have to hand over responsibility for that to the Minister for Lands. However, there is other 
property that is owned by us, as in the Mirrabooka site. Although that was done by the Minister for Lands in the 
end, they had to sign over and authorise that. But there are other smaller parcels of land where you might have an 
aged-care group; and it is again the same sort of circumstance where I authorise that to be sold to a local 
community group, for example, where it is excess to our requirements. So it varies. I think if you were going to 
answer the question you could include that in your answer. 

Ms R. Brown: The Health Services Bill sits within a broader statutory and legislative framework for 
management of lands and assets more generally and how they are managed, particularly in relation to the roles 
and responsibilities of the Minister for Lands, public works and then the Minister for Health. We always have to 
take into account that broader legislative framework, particularly around the difference between ownership and 
control of assets and, therefore, with the acquisition and disposal in regard to this bill clearly the minister has 
general powers that sit within that broader framework. With regard to the responsibilities or the functions of 
health services, the bill enables a policy framework that guides the management of infrastructure more generally 
across the health services and what they can or cannot do within that broader legislative framework within the 
minister’s powers or the department CEO’s powers. There will be a framework set for the acquisition and 
disposal of assets, whether they be land or otherwise, and the management of those assets, particularly where 
control is vested in the boards rather than ownership itself. That will also set out the thresholds either in the 
policy framework or in regulation as to what threshold boards can actually acquire and dispose of. 

Dr K.D. HAMES: That will be affected by government policy because our government policy at the moment is 
that land sales have to all be done through the Minister for Lands. 

Ms L.L. BAKER: Again, just as the keeper of plain English, I would like to know what subclause (3) means, 
particularly the end. Subclause (3) states — 

The power of the Minister to dispose of land does not extend to the transfer of Crown land for an estate 
in fee simple. 

Could you just explain what the English meaning of that is?  
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Ms R. Daniels: It is again like “choses in action”. “Fee simple” is understood by land contracts. It is understood 
and it is the term that is used. 

Ms L. Harvey: It is privately owned land as opposed to crown land. 

Ms L.L. BAKER: Thank you. 

Mr D.J. KELLY: Proposed section 13(2)(b) gives the minister the power to enter into a contract for the 
provision of services to or by a health service provider. What is the limit of that authority? Again, going back to 
Serco, for example, when does that have to go to cabinet, for example, to get approval and when can the minister 
just exercise that authority under the act?  

Dr K.D. HAMES: Ms Daniels will explain what she means. 

Ms R. Daniels: The minister may enter into a contract or arrangement, including a contract or arrangement for 
the provision of services, but, as I said, it is not fettered; it would be a ministerial decision. To your question 
about when the minister takes it to cabinet, it would be up to the minister. 

Mr D.J. KELLY: So the act allows the minister unfettered right to do that. There is nothing else in the 
legislation that limits that? 

Ms R. Brown: Albeit to enter into a contract or to go to market you must either have a financial source secured 
or advise the market that you do not yet have a financial source secured. 

Dr K.D. HAMES: So to secure then the financial source there is a requirement for us to go to the EERC. All 
decisions of the EERC go to cabinet. It is accepted that any minister who wishes to enter into a contract, 
particularly like Serco, must take that to cabinet. It is not the law, I guess, so if you were in government and 
wanted to do a contract, I presume the minister would have the capacity to do that. But in going to contract you 
would have to have, as we have heard, finances secured. If you are going to have that in your existing budget, 
you would have to seek financial approval through the normal processes of government. 

Mr D.J. KELLY: For example, if you have a functioning hospital with a budget for cleaning, you could go to 
market for that contract without going to cabinet. There is nothing in this legislation that limits — 

Dr K.D. HAMES: I do not think it changes what was in the previous legislation. I think there was an issue at 
Royal Perth, as we know; I am not sure it was taken to cabinet to go to a contract for cleaning services. If it is 
within the contract, the minister would have the power to do that. Mind you, it would be a pretty silly minister to 
do that. 

Mr D.J. KELLY: It has been done before. 

Dr K.D. HAMES: Yes. 

Mr R.H. COOK: Would that be governed under the Financial Management Act or would there be some other 
legislative — 

Dr K.D. HAMES: You have to have the finance. I get $8.2 billion worth of finance, but that is for the provision 
of certain services through activity-based funding provided for certain hospitals. If as a minister I decided to go 
out to contract for a service, I could do that if the funding was there. That is the advice I am being given, 
I gather. 

Ms R. Brown: Certainly there are requirements under the Financial Management Act, particularly in terms of 
how those arrangements are structured, and they are certainly also governed by the “Treasurer’s Instructions”. 
As to the requirements under the State Supply Commission Act, I would need to check to see what they mean in 
terms of ministerial responsibilities, but certainly the department and health services are governed under the 
State Supply Commission Act. There are very clear requirements, particularly around how you go to market, 
how you procure and how you establish contracts. 

Ms L.L. BAKER: So the Minister for Health would have virtually an unlimited delegation under the 
State Supply Commission to contract or is there a ceiling on the top level? How much money can you go up to, 
in other words? 

Ms R. Brown: I would have to take on notice the minister’s ability either in an existing act or in this bill. 
Certainly the department and the health services operate under a partial exemption that has particular limits. 
Certainly above $250 000 we are required to use the Department of Finance in procurement processes. I would 
have to take on notice what that means then for the minister. I think that is slightly different. 

Mr D.J. KELLY: Clause 13(2)(g) states that the minister’s powers may give effect to any agreement entered 
into by the commonwealth. Sorry, I misread that bit of legislation. It is not the legislation I thought it was. 
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Mr R.H. COOK: In paragraphs (d) and (e) of this clause there is the expression “turn to account”. 
Ms J.M. FREEMAN: Good one! 

Ms L.L. BAKER: What does that mean? We are getting a full legal lesson here! 

Mr R.H. COOK: Sorry, we are just trying to fill out our legal understanding.  
Dr K.D. HAMES: Paragraph (f) commences “provide and turn to account advertising opportunities”. 

Ms L. Harvey: Operate in a commercial manner.  
Dr K.D. HAMES: What does “turn to account” mean? 

Ms L.L. BAKER: “Operate in a commercial manner”—I do not know why they just do not write that. 

Dr K.D. HAMES: “Provide and operate in a commercial manner advertising opportunities”. What does that 
mean? 

Ms L.L. BAKER: Do they not have plain English laws about legislation these days? 

The ACTING SPEAKER: The question is that clause 13 stand as printed. 

Mr R.H. COOK: Sorry, Chair, I do not think we have actually had an answer to that question. 
The ACTING SPEAKER: It had ground to a halt so I was trying to prompt members. 

Mr R.H. COOK: I got the impression we were awaiting more. 

Dr K.D. HAMES: Ms Harvey, we are trying to get an explanation. What were the words you used—“operate in 
a commercial manner”? That clause means “provide and operate in a commercial manner health education and 
training services”. I may provide and make money from health education and training services. I can get people 
working under me to sell training services in health education. In the past I have done a training session at the 
University of Western Australia in plastic surgery, for example. I guess this means that if they were to provide 
that same sort of training service at Sir Charles Gairdner Hospital, I could go there and they could charge me as 
a doctor for coming to learn that service that they provide. I guess that is what that means. 

Mr R.H. COOK: Except of course, minister, these are powers that the minister has rather than a health provider. 
I am wondering what the specific purpose — 

Dr K.D. HAMES: Yes, what training services am I going to provide? Mind you, I have done that but I have not 
charged. I went to the University of Notre Dame and taught the students how to do excisions and suturing, just in 
my spare time. 

The ACTING SPEAKER: Member, had you finished your question? 

Dr K.D. HAMES: I am afraid we are still trying to work out the answer, Chair. We need to go back to 
Ms Harvey to give us a clear and definitive answer. 

Ms L. Harvey: I am not sure—the health department advisers will back me up—but I think it is things that are 
provided through the department. 

Dr K.D. HAMES: So even though it has under “Minister’s general powers” that I may provide and sell health 
education and training services, that means it is by people on my behalf, not me personally, because I am the 
body corporate. That is the answer. 

Mr R.H. COOK: This is also a section dealing with the minister’s general powers. Obviously it provides 
primarily a legal focus. Is there any particular reason why there is not a clause in here that says the minister may 
make health policy? I am not trying to be facetious when I ask that question. Does the minister need those sorts 
of powers? 

Ms L. Harvey: The minister can anyway. A fundamental aspect of the minister’s role is that he develops policy. 
He does not need to be given that power by statute. 

Clause put and passed. 
Clause 14: Minister’s powers in relation to business arrangements — 
The DEPUTY SPEAKER: Do you need a break, minister? 

Dr K.D. HAMES: No; I am good, thanks. 

The DEPUTY SPEAKER: We have been here for two hours.  
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Mr R.H. COOK: Yes, I would not mind a short pause, if that is all right. On that basis, I am happy to let clause 
14 through.  

Dr K.D. HAMES: Good. 

The DEPUTY SPEAKER: Just to make sure that you are a man of your word, I will put the question. First, 
members, we will adjourn for a short break. When the quorum resumes, we will resume.  

Sitting suspended from 9.02 to 9.09 pm 
The DEPUTY SPEAKER: We are considering clause 14. 

Clause put and passed. 
Clause 15: Delegation by Minister — 
Mr R.H. COOK: Using the most technical language I can muster, what is with clause 15(1)? Why would you 
delegate all your powers and responsibilities, given that they are so carefully defined under this legislation? 

Dr K.D. HAMES: I will get someone else to answer, but I do know that I currently delegate all responsibilities 
as to the board, which actually means all responsibilities. I also delegate all financial management and I delegate 
all employment of staff as well. 

Ms R. Daniels: The first thing is the clause states “may”, so the minister does not have to delegate. The second 
thing is that it states “any function”. So you need to go back to the functions. He or she may choose to delegate 
some of the functions, and the ministerial body in itself cannot be formed by the minister. Some of the functions 
within the ministerial body will have to be delegated to the director general for him or her to make the 
ministerial body function as it should do. So it is not the case that everything is delegated; the minister would 
choose.  

Mr R.H. COOK: Given the newness of the bill and the way it carefully distinguishes between roles and 
responsibilities, I am just wondering why you would have it there. But it is simply a question of curiosity rather 
than cross-examination. 

Dr K.D. HAMES: Is there a question in that? 

Mr R.H. COOK: There is not; it is all right.  

Clause put and passed. 
Clauses 16 and 17 put and passed. 

Clause 18: Administration of this Act — 
Mr R.H. COOK: This is a general question really: how would the minister characterise the role of the CEO and 
how has it changed from how it existed under the previous act in terms of the administration of this bill? 

Dr K.D. HAMES: I think that was largely covered in the second reading speech, because that is the whole point 
of the bill. As I said, we had trouble with the enormous responsibilities of the director general, who would in 
effect be the person under me who would have to follow my direction and my delegated powers across the whole 
system. To be honest, I think it burnt people out. Since then, we have added a deputy DG, which has assisted. 
But under the new system the corporate body has become the manager of the provision of the services. A lot of 
that day-to-day responsibility is taken away and overseen by a board, so the board then takes on some of what 
the roles of the CEO were. He/she becomes the system manager, so he/she can spend a lot more time doing the 
things that the overarching body has to do—implementing government policies and ensuring that those statutory 
bodies implement government policy. We would expect, as happens in other states where this is the case, some 
of those boards and the CEOs taking a much more direct hands-on responsibility for the day-to-day operation of 
the service that they cover.  

Ms R. Brown: I suppose, first, what is important is that the department CEO, or the director general as it is 
commonly called, has a number of functions and responsibilities under the Public Sector Management Act 
anyway and is, obviously, under the general control of the minister, as set out there. So it does not change that 
dynamic. What the bill does do is give clear roles and responsibilities across the system, including by setting up the 
department CEO as providing that medium to longer term strategic focus for the system, ensuring an overall focus 
on performance. Having that performance framework is quite critical, as is setting the rules for the system—they 
might be rules based on other legislative frameworks, like state supply or the Financial Management Act—and 
being very clear in communicating those rules, providing leadership around building capability and ensuring 
clear audit and assurance processes. So the system manager sets the rules of the game and everyone is clear on 
how the system will be umpired. What the system manager does not do is provide health services. There is 
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a provision to allow the department, at some point, to actually provide health services, but that is really less 
about future proofing and more for an unforeseen event where it may have to step in and provide health services. 
It is about trying to distinguish care clearly between that overall stewardship, focused on performance and 
assurance, separate from the actual provision of health services by the boards and the separate statutory 
authorities.  

Mr R.H. COOK: But one assumes the CEO would have some roles in providing services for big contracts? For 
instance, RFDS, St John Ambulance and things like that. Is the CEO, in that instance, a service provider? 

Dr K.D. HAMES: No. The Department of Health is not providing a service; it is contracting it out. The CEO 
has a role in the administration of the contract that provides those services but not in directly providing the 
services themselves.  

Clause put and passed. 

Clause 19: Management of the WA health system — 

Mr D.J. KELLY: Clause 19(1) states, “The WA health system is comprised of” different things. Is 
St John Ambulance part of the WA health system by virtue of subclause (1)(c)? 

Dr K.D. HAMES: I think that comes under paragraph (c), does it not? 

Mr D.J. KELLY: That is what I am asking. 

Dr K.D. HAMES: St John’s would come under paragraph (c). The health system comprises the department and 
health service providers—so north, south, east and metropolitan, and so on. Under paragraph (c), “to the extent 
that contracted health entities provide health services to the State”, which they do in some instances, the 
Royal Flying Doctor Service and St John Ambulance are “the contracted health entities”. Ms Brown wants to 
clarify that. 

Ms R. Brown: The entities themselves have their own sovereign status, obviously, but the contract and the 
services that the department would contract for are defined as part of the WA health system. Through those 
contractual mechanisms, they will largely be required to be compliant with a range of policy frameworks—
quality, safety and those sorts of things. It is the services that they provide — 

Dr K.D. HAMES: Is that not what I said? 

Ms R. Brown: Yes. I suppose it is just that some of those entities have quite clear establishment regimes through 
other legislative frameworks. 

Mr D.J. KELLY: Clause 19(1)(c) states — 

to the extent that contracted health entities provide health services to the State, … 

The way that I read that is that St John Ambulance has a contract with the state to provide ambulance services 
and because of that it is a contracted entity. Therefore, it is part of the WA health system; it is not just the 
contract, but the entity. 

Ms R. Brown: They can be defined as part of the health system, but they are, obviously, not created as part of 
this framework. They are created through a range of other — 

Dr K.D. HAMES: But I think the answer is “yes”. 

Ms R. Brown: Yes.  

Mr D.J. KELLY: I thought the distinction was trying to be drawn earlier that it was just the service, not the 
entity, whereas I read this as the entity. 

Ms L. Harvey: It is the entity, but only to the extent that it is actually providing a service to the state. Some of 
these organisations have a broad range of services. 

Dr K.D. HAMES: If you take Silver Chain, who exist in their own right and provides lots of services that are 
not included by government, presuming to the extent that they provide the service that we contract them for, in 
that role they are part of the WA health system. Is that the right answer? 

Ms L. Harvey: Yes. 

Ms R. Daniels: That term was specific — 

Mr D.J. KELLY: Which term? 
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Ms R. Daniels: The term “contracted health entities” was created to allow for the exchange of health 
information for the continuity of care. A good example would be dialysis. The public health system brings 
Indigenous people to Royal Perth Hospital to have their kidney infection and their dialysis stabilised. When they 
are stabilised, they are still a public patient, but we contract to some entity—let us say Fitzroy Crossing dialysis 
machines. Because they are public patients and they will come back to Perth, we need to give them the 
information about that particular patient. They can have access to our health systems for the treatment of that 
particular patient. So it is a way of extending the public hospital and health system to those who are performing 
public health and hospital services. 

Dr K.D. HAMES: Again, you would get the same through Silver Chain because they provide the Hospital in the 
Home service. So when we have patients that either go to the ED or are discharged from a hospital and are then 
managed through Silver Chain, who actually have people working in the hospital to coordinate and manage all 
those, they are part of that WA health system. 

Mr D.J. KELLY: But, for example, someone who is picked up by a St John’s ambulance, they are not a public 
patient when they are in the back of the ambulance but they are still part of the public health system because 
St John’s is performing a contract for the provision of ambulance services. 

Ms R. Daniels: For the public hospital system. 

Mr D.J. KELLY: Are they public patients when they are in the back of the ambulance? 

Dr K.D. HAMES: No—not until they are unloaded into the hospital. Once they get to the public hospital—even 
if they are still under the care of St John’s—and are triaged in, they are our responsibility. 

Mr R.H. COOK: But at that point they are a person receiving a public health service, are they not? 

Dr K.D. HAMES: Yes. 

Mr D.J. KELLY: Following on from that, clause 19(2) states, “The overall management of the WA health 
system is the responsibility of the Department CEO”. Where you have a service that is provided by virtue of 
a contract with a non-government provider, you obviously have the contract that you have entered into, and that 
gives you rights and obligations, and all of that sort of stuff; things you can enforce. Is there anything else in this 
bill that gives the CEO the ability to actually be the overall manager, other than the contract itself? 

Dr K.D. HAMES: I would have thought not. 

Ms R. Daniels: No. With the person delivering the service by way of contract, their relationship with the system 
manager is only through the health service provider who has contracted them for the service. The way the system 
manager would “manage” that contractor—this is what I think you are asking—would be by saying to the health 
service provider, “I’ve heard many different complaints about contractor X who is delivering chemotherapy out 
there. You need to look at it.” But they would not interfere directly in that contract because that contract would 
between the health service provider and the NGO or that smaller contractor. 

Mr D.J. KELLY: Following on from that, clause 21 states — 

The Department CEO may do anything necessary or convenient for the performance of the 
Department CEO’s functions under this Act.  

That is a pretty broad power for the CEO. I am just wondering, on the face of it, you have a contract, for 
example, with St John Ambulance, to provide an ambulance service; by virtue, you have a contract. But if 
something else happens and the CEO thinks, “I’m the overall manager of this system”, and if it is not covered by 
the contract, does this legislation give the CEO any additional powers other than what is in the contract? 

Dr K.D. HAMES: Again, I would have thought no, but a good way to test that is to explore this current issue of 
the review into suicides at St John’s. We have done our review and recommended things that St John’s need to 
do. I am not sure if that is in the contract or not. They are doing their own review, and there are issues as to 
whether that is public or not. Would this give the power for the CEO to say to St John’s, “You will do that”, or, 
“You will do something else”, if it is not in the contract? I think that covers the example you asked. I would have 
thought not—that what is in the contract is what is in the contract. But I am asking you for an answer, 
Ms Daniels. 

Ms R. Daniels: My understanding of contract law is that the contract is between—the director general in this 
circumstance is a third party. He or she could only put pressure on the health service provider in this 
circumstance to do something about the contract between — 

Dr K.D. HAMES: I am sorry; St John’s is a bit different because that is not by the health service providers. That 
is an overall contract. The CEO would have direct responsibility for that contract. 
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Ms R. Daniels: When that person is a party to a contract, he can do something about it—yes. 

Mr D.J. KELLY: Outside of what is in the contract? 

Ms R. Daniels: It would get down to breach of contract. 
Dr K.D. HAMES: But they are not breaching the contract. Currently, under the contract, for example, there is 
nothing that allows us to direct St John’s to release a report—say they are doing a report. So the question is: Is 
there anything in this that changes that? If it is not in the contract, does this still give the power for the CEO to, 
outside the contract, direct a service provider who provides that service by way of contract to do anything 
outside the contract? Again, I would have thought no—the contract is the contract. So the answer is no. 

Mr D.J. KELLY: Why is clause 21 limited by the contract? 

Dr K.D. HAMES: I think the answer is that, if you read those words, the department CEO may do anything 
necessary or convenient for the performance of the department CEO’s functions under the act; that is, the 
functions under the act do not give him power to override, or work outside, contracts. 

Mr R.H. COOK: Contract law. 

Dr K.D. HAMES: Contract law—yes. 
Mr R.H. COOK: So that is about what they can do inside this law rather than in the contract law? 

Dr K.D. HAMES: Yes. 

Mr R.H. COOK: There is just one final quick one from me. Clause 19(2) states — 
The overall management of the WA health system is the responsibility of the Department CEO 
(the system manager role).  

I am just wondering why we have used that terminology there. It is not used anywhere else in the bill and it is 
not defined. It has some intuitive traction. It describes it a bit, but I am just wondering why it has been used. 
Dr K.D. HAMES: I just assumed that related to my second reading speech, which talked about the change in 
roles in which the department becomes the system manager—so the manager of the total health system—and, in 
effect, subcontracts out to the statutory authorities to provide a service below that. Does anyone else have 
a better explanation than that? 

Clause put and passed. 
Clause 20: Functions of Department CEO — 
Mr R.H. COOK: This clause deals with the functions and the powers of the CEO. I am just keen to provide 
absolute assurance to all and sundry that, for instance, subclauses (1)(f) and (i) could not be delegated to a third 
party and, in particular, to a health service provider. I have received assurances that all of the contracts, wages 
and conditions, and functions under the Industrial Relations Act will be carried out by the CEO. I just want to 
make sure that there is no way in the world that a CEO, under a service agreement with a service provider, could 
say to the board of the service provider, “I think I’ll let you guys take over one of my roles. Why don’t we give 
you industrial relations or my responsibilities under paragraph (i)?” I just want to make absolutely clear there is 
no capacity for a CEO to delegate that function. 

Dr K.D. HAMES: Ms Brown has answered that already, haven’t you? Or do we need you to state it for the 
record? 

Ms R. Brown: Making it clear in the bill that that is a responsibility or a function of the department CEO is the 
first step. I would have to look to the relevant clauses. 

Ms K. Seneviratne: Clause 24 is the delegation by the department CEO of his functions. So, he can delegate any 
of his functions to a person employed or engaged in the department or a staff member of a health service 
provider. 

Ms R. Brown: However, when it says “their responsibilities”, I am not sure that a board or a statutory authority 
has the ability to accept that delegated function, do they? 

Ms R. Daniels: The minister does have a clear power to delegate those specific things that you have said. In 
contrast to that, if the director general is performing his functions as a system manager to delegate that power to 
each specific statutory authority—we had a discussion the other day about this board running off and that board 
running off—he would not be performing his responsibilities as the system manager to allow that to happen. So, 
it would be contrary to his functions. 
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Mr D.J. KELLY: I do not quite understand that. The minister may form a view that you get the best outcome in 
industrial relations if you allow each service provider to negotiate their own terms and conditions with their 
employees. So, the system works better if everybody can bargain. Treasury might say, “That’s a load of hooey, 
because we want a wages policy that limits wage outcomes to blah.” That is the current thinking. Treasury is not 
likely to think that is a good idea. 

Dr K.D. HAMES: No, nor do I. 

Mr D.J. KELLY: It seems to me that, under this legislation a minister could, for example, say, “We are going to 
limit the wages outcome, but other than that hospitals can go off and negotiate their own arrangements with their 
own staff on any number of things”, and that is still managing the system because you have this view that the 
outcomes for everybody are better if hospitals are left to do their own thing. Why could that not happen under 
this? 

Ms R. Daniels: The first thing I would say is that the member for Kwinana pointed out paragraph (i), which 
states — 

(i) establishing the conditions of employment for employees in health service providers in accordance 
with the requirements of any binding award … 

Even if that were delegated, they still would have to do it according to the industrial act. But in relation to the 
member for Bassendean saying that there may be a change of policy, and it is delegated to the issue stated in 
paragraph (f), which is “managing WA health system-wide industrial relations on behalf of the State, including 
the negotiation of industrial agreements, and making applications to make or vary awards”, I still say it is 
contrary to the functions of the department CEO.  

Mr D.J. KELLY: I do not understand why. 

Ms R. Daniels: Because the director general would have to — 

Mr D.J. KELLY: Sorry, you mean the — 

Ms R. Daniels: Because the department CEO would have to delegate, in the new state, five statutory authorities; 
it would be contrary to the concept of “managing WA health system-wide industrial relations on behalf of the 
State”—that is, system-wide industrial relations. 

Mr D.J. KELLY: That does not make sense to me, because there is a whole lot of theory out there that having 
a one-size-fits-all industrial relations framework does not get the best out of the productivity changes. There is 
a whole load of stuff out there about this. A government that wanted to, for whatever reason, decentralise its 
industrial relations negotiations could say, for example, “Provided you limit wage increases to the CPI, health 
services providers”—I think there are five of them, aren’t there?—“can each negotiate separately and I’m going 
to delegate the ability for them to do that and that’s how we want things done.” Why couldn’t that happen? 

Dr K.D. HAMES: I will get an answer, but it is totally contrary to what we want to do and totally contrary to the 
best interests of the state to have that occur. 

Mr D.J. KELLY: But that is only a policy thing; that is not what— 

Dr K.D. HAMES: I will get them to answer that further. I am not disagreeing with what you are saying, because 
I do not know the answer. But it is certainly contrary to the best interests of the state. If you have different 
hospitals providing services with different wages and different outcomes, the responsibility of the director 
general and his department is to provide those wage outcomes across the system. I do not know the answer to 
what you are asking, so I would need one of you to provide the answer. 

Ms R. Daniels: I understand that you say that it does not make sense, but I would go back to subclause (f), 
which talks about system-wide industrial relations on behalf of the state. I see that as across the whole system. 

Dr K.D. HAMES: Let me just read subclause (f) again — 

managing WA health system-wide industrial relations on behalf of the State, 

So the CEO’s responsibility is on behalf of the state to do a system-wide management of industrial relations, 
including negotiation of industrial agreements—so he cannot delegate negotiation of industrial agreements—and 
making applications —  

Mr D.J. KELLY: Yes, he can—under clause 24(1). 
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Dr K.D. HAMES: We have found a solution. We are going to move an amendment to fix it, because we do not 
want to see it happen either. We will need to do it under clause 24, when we get there. When we get to clause 25, 
we will insert a new clause, subclause (2A), which states — 

Mr D.J. KELLY: Under 24 or 25? 

Dr K.D. HAMES: Under clause 24(2), which states — 

The Department CEO may delegate the function of the Department CEO under section 20(1)(g) to 
a health service provider. 

That does not make sense. 

Mr R.H. COOK: So it is 20(1)(g)? 

Dr K.D. HAMES: Yes, but the amendment will be to clause 24(2). Clause 20(1)(g) is capital works. After 
clause 24(2), which relates to something else, you will have subclause (2A), which will states that the 
department CEO must not delegate a function to the department CEO under section 20(1)(f) to a staff member of 
a health service provider. That is our proposal to fix the problem you have identified. 

The DEPUTY SPEAKER: We will give that proposed amendment to the Clerks and they will do some copies 
and then we will deal with it when we get to clause 24. 

Ms L.L. BAKER: I would like to have explained subclauses (3) and (4) in clause 20, which states — 

(3) The Department CEO must have the written agreement of the Minister for Works before 
commissioning and delivering a capital work or maintenance work under subsection (1)(g). 

(4) The Minister for Works may by order exempt a work, or class of work, from the operation of 
subsection (3). 

Could you just explain what that might mean? What class of work might be exempted and why? 

Ms R. Brown: So these two were in conjunction with the Public Works Act. Subclause (3) is very much about 
the department CEO “must have the written agreement” before commissioning and delivering a capital work or 
maintenance work under subclause (1)(g), which is the commissioning and delivering of capital works and 
maintenance. Subclause (4) states —that the “Minister for Works may by order exempt a work, or class”. 
Basically, the control mechanism is with the Minister for Works in terms of what the department CEO can or 
cannot do with regard to commissioning and delivering capital works; so, it is the hierarchy of legislative 
requirements in the Public Works Act. 

Ms L.L. BAKER: So you are not talking about a specific work or a specific class of work at all, really? 

Ms K. Seneviratne: There may be classes of work or specific works that are exempted by order of the 
Minister for Works. If that happens under subclause (4), then the department CEO can commission and deliver 
that work or class of work without seeking the Minister for Works’ written agreement. We are still in 
development of those orders, so we have not fully fleshed that out. They are set by orders as subsidiary 
legislation, but I think they are talking about minor maintenance works at this point and other works of that 
nature which may be exempted. The Minister for Works will make that order. 

Mr R.H. COOK: I want to pursue further not necessarily the issue of delegation but the power that the CEO has 
to do anything necessary or convenient for the performance of his or her functions under the act.  

Dr K.D. HAMES: We are not at that clause yet. 

Mr R.H. COOK: I know that, but I am coming back again to clauses 20(1)(f) and 20(1)(i). We have talked 
about the process that the CEO may delegate their role. Is it possible under the clause 21 powers that they could 
do anything necessary or convenient, which is to say, “I am going to now create a different system-wide process 
because I consider that convenient for carrying out my functions under (f) and (i)”? Or will the amendments that 
you are contemplating under 24 stop that? 

Ms R. Daniels: It is related to subparagraphs (f) and (i); correct? 

Mr R.H. COOK: That is our paranoia—around issues of industrial relations; yes.  

Mr D.J. KELLY: I would not describe it as “paranoia”—having met some previous health ministers. 

Dr K.D. HAMES: We agree that is what you want to do. 

Mr R.H. COOK: I know that. I am just making sure that there is no wriggle room for a CEO under clause 21 to 
do similar things. 
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Dr K.D. HAMES: And make sure your amendment stops that. 

Ms R. Daniels: The amendment will stop that. 

Mr R.H. COOK: That is my question. 

Dr K.D. HAMES: So the answer is, yes. 

Mr R.H. COOK: In relation to clauses 20 through to 24, this is obviously stuff which is fairly involved and 
involves a certain amount of application. We would like the opportunity to reflect on it, if we may. Can we skip 
clauses 20 through to 24 and go straight to clause 25, and if necessary, revert to the main chamber for those 
clauses, just to finish this amendment off? In doing so, I am not saying that what the minister has done is not 
very good. We just want to make sure we are on safe ground. 

Dr K.D. HAMES: I am happy to do that, but I would like to get the amendment moved for 24, and we do not 
have to finalise the clause.  

Further consideration of the clause postponed, on motion by Dr K.D. Hames (Minister for Health). 
Clauses 21 to 23 postponed, on motion by Dr K.D. Hames (Minister for Health). 

Clause 24: Delegation by Department CEO — 
Dr K.D. HAMES: I move — 

Page 21, after line 26 — To insert — 
(2A) The Department CEO must not delegate a function of the Department CEO under 

section 20(1)(f) to a staff member of a health service provider. 

Amendment put and passed. 
Clause 24, as amended, postponed, on motion by Dr K.D. Hames (Minister for Health). 
Clause 25 put and passed. 
Clause 26: Department CEO may issue policy frameworks — 
Mr R.H. COOK: The policy frameworks under division 2 play a very important role, because they, in course, 
inform the service agreements which are struck with the health service providers. Under the sections dealing 
with the health service providers—which for members’ information is clause 46(2)—it states, “The Department 
CEO and health service provider must enter into a service agreement”. Under the structure of the process that we 
have, the department CEO has a policy framework and they, in turn, inform the service agreement. But under 
this wording we have here, it states that “The Department CEO may issue policy frameworks”. I am wondering 
why we have used the word “may” there, rather than “must”. Does the minister envisage that we have a situation 
where we do not have a policy framework but we have service agreements?  
Dr K.D. HAMES: It is a difficult question. We have contracted services that would normally incorporate policy 
frameworks from government and from the CEO, but there are times when we will want to vary those. A good 
example would be that currently, under the four-hour rule, we provide a policy for the St John Ambulance 
service and the management of patients waiting at the front. We issue a directive, currently, from the CEO. This 
will be a policy, so the policy will be, “All health services must do X, Y, Z,” and then there must be compliance 
by the service providers around those frameworks. You do not do them all the time, but it happens. 
A good example now is around the time it takes to see certain categories. You will notice that we, and you before 
us, were doing terribly on the time it took to see category 3 patients. We have seen some improvement, but, 
I have to say, trying to get that through ED management is like trying to crack a rock. It has taken a lot of work. 
They have a view on how patients should be seen and on the time frame within which they should be seen. They 
do not actually agree with national standards that category 3 must be seen within 30 minutes. I notice that it used 
to be down around 43 per cent. Now that we are in government I think we are only up to 50 per cent, so it is not 
very good. 
In that, we will set a policy. I have just done a directive that states, “You will see that patient within the allocated 
time.” That is an example of the sort of policy frameworks that the CEO may set from time to time. Outside that, 
you would expect everything to be covered in the contract because that is the way you do those things to ensure 
that the contract requirements include all those things that you want the service providers to do. Do you have an 
extended answer to that, Ms Brown?  
Ms R. Brown: No, that is largely correct. The way in which this system operates now is under in excess of 
500 operational directives issued to the system, and that can be the Department of Health services. What the bill 
requires is that the department CEO issue a number of policy frameworks. We are currently working on, I think, 
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about 15 policy frameworks that will actually give that clear guidance to the system on how they must do things, 
including the examples that the minister has just given. They are mandated. Certainly one of the requirements in 
their service agreement will be that they have local policies in place, as the bill requires, that comply with those 
policy frameworks. Those policy frameworks could be on anything, such as procurement, and would be 
compliant with the State Supply Commission Act. It could be a financial management framework, of which we 
have one in place, but certainly that would be compliant with the Financial Management Act. It can be clinical 
matters, clinical practice, quality and safety. It can be a range of areas that give guidance around how things 
must be done across the system, so they are compliant with this bill and other legislation, but also so that we get 
a level of consistency, particularly around information management, ICT and things like that. There is still an 
ability for health services to operate as separate statutory authorities, but the rules of the game are clear. 
Mr R.H. COOK: So the framework is essentially the accumulation of operational directives? 
Ms R. Brown: Yes. 
Ms L.L. BAKER: On the issue of banking a policy framework, would that include things like diversity on the 
boards; that is, when a board is made up, would you have a policy framework that says, “We want gender 
balance on boards,” or something along those lines? Would that be this sort of thing? 
Dr K.D. HAMES: No, that is not what this covers. This just covers provision of the health services. The 
decisions on who is on the board is either set out in the bill as to who needs to be on it or, where it does not state 
that, governments may make policies on the numbers. You are talking about a policy of having 50 per cent of 
people on boards. The services themselves do not create the board. The CEO of the Department of Health creates 
the board, but through the minister, so the minister and the cabinet appoint the members. You do not need 
a policy framework to determine who has that governance role. It is a different situation. 

Ms L.L. BAKER: So it goes to the minister? 

Dr K.D. HAMES: And the government of the day. 

Ms L.L. BAKER: Yes, I got that. I just wanted to check. 

Mr D.J. KELLY: Is St John of God Health Care, which runs Midland Hospital, a “health service provider” 
under this clause? 

Dr K.D. HAMES: No. 

Mr D.J. KELLY: What is it, then? 

Dr K.D. HAMES: It is a contracted private entity. 

Mr D.J. KELLY: I thank the minister. How does the policy framework that is envisaged here apply at 
Midland Hospital, or does it not apply? 

Dr K.D. HAMES: It applies through the contract that we have with the service provider. We set in place all of 
those contracts. If we think up something after we have written the contract—for example, we get a new 
policy—it would not apply to that private hospital unless we varied the contract. 

Ms R. Brown: But under many of our contracts now, our operational directives are included as part of the 
contractual requirements, and we will transition those. 

Dr K.D. HAMES: I knew we had a way around it. 

Ms R. Brown: Quality and safety is a good example where certainly a number of operational requirements on 
the system are replicated in their contracts. 

Ms R. Daniels: Turning to the circumstances I talked about before where we largely created contracted health 
entities, in the circumstance of the Midland Hospital, their contract will have in it how they can use, and under 
what circumstances they can have access to, our health information about a particular public patient, if they are 
treating a public patient. There is a policy framework around information management and, to be able to access 
our system for that public patient information, they will have to comply with the policy framework about things 
like having to enter an ID, having to have a separate logon and that you can only look up my information and not 
anyone else’s information. Those kinds of things would be in the policy framework. 

Dr K.D. HAMES: I do not think that covers what we are talking about. What we are talking about, really, is that 
if we have a contract with a private service provider like St John’s and we decide to bring in a new government 
policy around category 3 patients and the time they will be seen and we put out a policy to all of our health 
service providers—we have the capacity to do that—they would have to follow it, but St John’s in Midland 
would not, unless we have, in the contract with St John’s, a clause that says that if we issue a public service 
directive to a hospital, it applies to them as well. What Ms Brown says is that there is — 
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Ms R. Brown: Many of our operational directives are a requirement within the contract. I would need to check 
whether the contract allows for, “and you must automatically comply with any new ones that are issued.” 

Dr K.D. HAMES: I am pretty sure that what is related to it, though, is costs. If you provide a directive that says 
you must see everyone within five minutes of arrival at the hospital, it has a significant cost implication, so those 
things would have to be worked out as part of a contract variation. 

Mr D.J. KELLY: You have Midland, Joondalup and Peel, which are all, I understand, slightly different.  

Dr K.D. HAMES: Different contracts. 

Mr D.J. KELLY: The first question would be about the policy frameworks, but I suppose there are not any 
policy frameworks. What is the term for policy frameworks under the current legislation? What is the current 
equivalent? 

Dr K.D. HAMES: They are called operational directives. 

Mr D.J. KELLY: Do all current operational directives apply at those three hospitals? 

Dr K.D. HAMES: I do not think they do. 

Mr D.J. KELLY: The second part of that question would be — 

Dr K.D. HAMES: I am fairly sure the answer is no, they do not apply. 

Mr D.J. KELLY: They do not apply at all, or do some apply and some do not? 

Dr K.D. HAMES: I think it is a good question. Madam Chair, given that it is a minute to 10, can I suggest that 
we adjourn a minute earlier and we will then deal with that at our next sitting? That will give me time to get 
more information to answer the question and make it clearer. 

Mr D.J. KELLY: The questions will be: which current ones apply; do current ones all apply; and then, in the 
future, when we have these, do the current contracts mean that policy frameworks will apply or will they apply 
but with a cost; and what are those contractual arrangements? 

The DEPUTY SPEAKER: Thank you, member for Bassendean. 

Committee adjourned at 10.00 pm 

__________ 
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