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MENTAL HEALTH BILL 2013 
MENTAL HEALTH LEGISLATION AMENDMENT BILL 2013 

Second Reading — Cognate Debate 
Resumed from 9 September. 
HON HELEN MORTON (East Metropolitan — Minister for Mental Health) [5.32 pm] — in reply: I am 
pleased to be able to continue my response to comments made by members in their second reading contributions. 
I had just moved on to speaking about the regulated treatments, and had covered the area of electroconvulsive 
therapy, and why I think that we have a balanced position on that at the moment. I will now talk a little about 
psychosurgery and some of the concerns that members have raised about it. I heard many people make the 
comment about psychosurgery not having been used in Western Australia since 1970. It has not been used for 
mental health in Western Australia in that time frame, but the newer forms of treatment that fall within the 
definition of psychosurgery can provide a safe and effective relief for some people with certain types of mental 
illness. The most notable of these are resistant forms of obsessive–compulsive disorder and the major depressive 
disorders. The main treatment that is being contemplated at this stage is deep brain stimulation, which is already 
used in Western Australia, probably on a weekly basis, for the treatment of Parkinson’s disease and other 
neurological conditions, including in people under the age of 18 years. Unlike historic forms of psychosurgery, 
deep brain stimulation is a fully reversible treatment. Its use in the treatment of Parkinson’s disease is often 
referred to as a form of neurosurgery, which may be why some people have not been as aware of it. 

Both treatments are specially regulated under the bill. Electroconvulsive therapy cannot be administered to an 
involuntary patient or a child without the prior consent of the independent Mental Health Tribunal. A very 
limited exception is made for emergency ECT for adult patients, which can be authorised by the 
Chief Psychiatrist. The position on psychosurgery closely aligns with the position in the current act; that is, the 
treatment cannot be provided without both the informed consent of the patient and the approval of the 
independent Mental Health Tribunal. 

This brings me to the proposal to ban these treatments for children below the specific ages that have been 
nominated in the bill. A number of opposition members have been asking for the ages to be raised. The bill 
stipulates that ECT cannot be used on people aged less than 14 years, and psychosurgery cannot be performed on 
people under the age of 16 years. Members have asked me to explain the reasoning behind how we landed on 
these age limits. The age limits seek to achieve two things. Firstly, they are intended to address what I consider 
to be legitimate community concerns about contentious treatment. We have had some representation, especially 
from the Royal Australian and New Zealand College of Psychiatrists, that ECT is not a contentious treatment, 
but, given the level of input from the community, and weighing up those concerns with the concerns being 
expressed by the community, we have put it into an area that needs to be regulated. Secondly, the purpose is to 
preserve appropriate access to treatments that are capable of relieving suffering and, in some cases, saving lives. 
Age limits were first proposed by Professor Holman in his 2003 review of the existing act, and after extensive 
consultation with consumers, carers and clinicians, Professor Holman recommended that both treatments be 
banned for children below the age of 12. 

During the public consultation on the 2011 draft bill, numerous highly respected stakeholders, including the 
Commissioner for Children and Young People and the Health Consumers’ Council, recommended that these 
treatments be banned for all people under the age of 18. In considering these submissions, the Mental Health 
Commission consulted with clinical leaders and reviewed available data on the provision of these treatments to 
children. It became apparent that, although the use of ECT on children is not common, it is occasionally used for 
older adolescents to good effect. We sought information from other jurisdictions in Australia, covering the past 
five years, on the extent of the use of ECT for children under the age 14, and could not find any information. 
This persuaded me that banning ECT for all children would deny access to a treatment, because we did find 
usage of the treatment on children over the age of 14. Obviously, as the age increased to 17 and 18 years, the 
numbers increased quite significantly. This persuaded me that banning ECT for all children would deny access to 
a treatment that could facilitate recovery from a devastating illness, and in some cases save those young people’s 
lives. However, the data also indicated that ECT is seldom administered to children under the age of 14. In fact, 
I could not find any evidence of it being used on children under the age of 14 in Western Australia or any of the 
other states that we looked at. I do not know how ECT is recorded in all other states, but we consulted with the 
equivalents of our Mental Health Tribunal, and also went through the appropriate equivalents of our 
Chief Psychiatrist to try to get that information. For this reason, I was persuaded that establishing a lower limit of 
14 would be unlikely to deny access to treatment that would otherwise be provided. 

The other area of interest I have in this is that, although we are establishing the ages at 14 and 16, as with all 
legislation amendments can be made, either at the next review of the legislation, or in between time if there is 
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emerging evidence that the service of ECT is needed for people under the age of 14, and there is an emerging 
requirement for that. We just had not been able to find that in Western Australia at the moment. 

Hon Jacqui Boydell said that she was keen to see the age limit withdrawn altogether. I make the point that that is 
something that we can consider as an amendment at some point in the future if that is required. The slightly 
higher age limit for psychosurgery reflects several specific considerations. Firstly, unlike ECT, psychosurgery 
for mental illness is still an emerging treatment. This means that there is a smaller body of evidence supporting 
its use in younger patients. Secondly, there are particular practical reasons why psychosurgery is less likely to be 
considered as a treatment for young adolescents. The first is that psychosurgery can be provided only with the 
consent of the patient himself or herself, and younger patients are less likely to be considered capable of 
providing this consent. The second is that psychosurgery is permissible only once all other reasonably available 
treatment options have been trialled, and the younger the patient, the lower the likelihood that this precondition 
will have been met before seeking to use psychosurgery. Therefore, the position that is taken in the bill in 
relation to both treatments is a reasonable compromise, because not only does it address legitimate community 
concerns in good faith, but also it is unlikely to prevent access to treatment that would otherwise be provided. 
However, if it is necessary to change that at some time in the future, that will be possible. I accept that the 
considerations that I have laid out do not make the age limits in the bill correct in some objective sense. 
Arguments can be made, and have made to us over the last couple of years, about setting the limits at both higher 
and lower levels. But I believe that we have now got this about right. 
I now turn to the criteria for involuntary treatment, in particular the reference to serious harm. A number of 
members raised this matter. In this context, the term “serious harm” is intended to capture harms that arise in the 
social and economic domains. The Health Consumer’s Council started off with the position that it wanted to 
remove all potential areas of serious harm. But it was persuaded that financial harm is a real harm, and therefore 
it was happy to have that included back in the bill. However, other areas of serious harm may be just as difficult 
or damaging to a person as financial harm. In my second reading speech, I gave some examples of scenarios in 
which mental illness may lead to kinds of harm that are devastating, even if they do not constitute a risk to the 
health and safety of the person or another person. I gave the example of a person experiencing a manic phase of 
bipolar disorder who runs down St Georges Terrace naked, or who spends their life’s savings on unwanted 
purchases. These are not unknown circumstances that I am referring to; they are real. I also gave the example of 
a person experiencing paranoia who behaves in such a way that they alienate themselves from their family and 
friends and other supports. Some people have said to me that that is actually the most significant form of harm 
that some people experience. A further example is a person whose livelihood, dignity and sense of self-respect 
are impacted by an action such as screaming abuse and obscenities in a public place. In citing this example, 
I also note that public shame and loss of supports are the key drivers for some suicides. I am sure that members 
who have spoken with carers and with staff in the field would have heard about these kinds of scenarios and 
would know that they are not uncommon. Of course, in all of the scenarios that I have cited, there may be a good 
alternative to involuntary treatment. The bill makes it very clear that involuntary orders cannot be imposed if 
a less restrictive option is reasonably available. That is always one of the benchmarks that must be achieved 
before involuntary care can be considered. But if all the criteria have been met and all the options are unavailable 
or have been exhausted, the question that I have to ask myself is: how much should a person have to lose before 
he or she can be provided with desperately needed treatment and care? 
Hon Amber-Jade Sanderson referred to an unreasonable refusal for admission. I think that was also referred to 
by another speaker on the opposite side. That aspect of the criteria has been removed and is not in the current 
draft of the bill. However, I would like to make some comments about refused admission. I made some 
comments earlier in response to some of the issues raised by Hon Ljiljanna Ravlich, but these are additional 
comments about when a person may be refused inpatient admission. As noted previously, and as all members 
would understand, this bill cannot ensure that every person experiencing mental illness will be able to access the 
services that they require. That would obviously be ideal in terms of the way services are provided to people and 
services are resourced et cetera, but it is not something that can be contained in legislation. However, 
I acknowledge that the legislation should do what it can to ensure that decisions to refuse admission are made on 
reasonable grounds and that there is an avenue to contest such decisions; and that is exactly what this bill does. 
At part 16, division 2, the bill sets out a new process under which a person who has been refused admission has 
the right to obtain written reasons for the refusal and must be told that they can make a complaint about the 
refusal to the Health and Disability Services Complaints Office or the Chief Psychiatrist. The patient may do this 
himself or herself or with the assistance of a support person. Again, this is not the same as guaranteeing access to 
services. But it is the most appropriate legislative response to an issue that is not amenable to a purely legal 
solution. 
A number of members talked about the period of detention in non-metropolitan areas. Hon Sally Talbot queried 
why the detention period for persons in non-metropolitan areas may be extended for up 144 hours. Under the 
current act, referrals may last for 168 hours, even in the metropolitan area. I do not know whether members are 
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aware of that difference. It is therefore clear that the bill reduces the relevant time frames, and I appreciate that 
most people would welcome that reduction. Hon Sally Talbot referred to Esperance and Kununurra but made no 
mention of truly remote areas such as Balgo. Transport in such areas is far more challenging, especially when the 
roads are flooded. I have been at Billard and other communities and have seen how flooding can occur quite 
suddenly. But there are also other reasons why it can be quite challenging. 
Further, it is incorrect to state that a detained person is not subject to a legal order. In order for a person to be 
referred, a qualified practitioner must first assess the person and develop a reasonable suspicion that they meet 
the criteria for involuntary treatment. The need for ongoing detention must be formally reviewed every 24 hours. 
The period of 144 hours can be reached only after there have been six of these reviews. It is true that the need to 
extend referrals in non-metropolitan areas will arise infrequently. However, if the legislation is serious about 
mitigating risk, it must be able to accommodate a range of scenarios, not just the typical ones. I add that they are 
maximum time frames. If the patient is being reviewed every 24 hours, the concerns of Hon Alanna Clohesy that 
people will take the attitude that they have six days so they will use the six days will not come up. If a patient is 
being reviewed every 24 hours, that review will determine whether or not a person continues to need to be 
detained for that purpose. 

The other thing is that there has been a suggestion—I am not saying that it was made necessarily by one of the 
speakers here, but I have heard it more generally—that somehow the people involved in making detention orders 
are not sufficiently qualified to do that or that they are not to be trusted to do it properly. I do not believe that to 
be the case. By far the overwhelming majority of these people are doing what is in the absolute best interests for 
that patient, that client, their families, and enabling them to get the assistance that they need. 

The definition of the metro area is still to be determined. It will be done in regulations and in consultation with 
the sector and at this stage we are certainly not considering using health boundaries as part of that. For example, 
we do not know whether Mandurah can be considered non-metro in that sense. The outcome of that will be 
determined by regulation. 

I want to now turn my attention to transport officers. Again, Hon Ljiljanna Ravlich briefly referred to the 
provisions in the bill that allow authorised persons other than police officers to carry out transport orders. Under 
the current act all transport orders must be carried out by or with the assistance of police officers. I know that 
most people have already acknowledged that that is problematic and that the inclusion of changes around 
transport orders is a welcome addition to this bill. One of the first comments I made when I became Minister for 
Mental Health was about decriminalising mental illness. Part of that is about minimising the involvement of 
police in whatever way necessary around people with a mental illness. The unnecessary attendance of uniformed 
officers can exacerbate the distress experienced by patients and their loved ones. It is quite stigmatising for 
people with a mental illness to have policemen in uniform around them or using police vans et cetera. It diverts 
police resources from the core police responsibilities and they do not see it as their core business. There was 
a problem of people in emergency departments in the metropolitan area waiting to be transferred to facilities and 
there were concerns raised about that. However, I am not sure that people are aware that the same problems were 
occurring in regional areas when people were being transferred by Royal Flying Doctor Service and were still 
needing a police escort as well and the difficulties that posed for policemen in those circumstances as well. 

Hon Ljiljanna Ravlich sought further information regarding the authorisation and competencies of transport 
officers. Those competencies will be prescribed in regulations. The regulations will be developed in 
collaboration with stakeholders, with a particular focus on people with mental illness and their families and 
carers. This consultation process will be led by a transport officers’ working group and will be overseen by the 
Mental Health Bill implementation reference group, which I will discuss shortly. The working group will also 
assist in the policies regarding the manner in which transport officers discharge their responsibilities and powers 
as set out in the bill. The development of regulations and policies will also be informed by learnings derived 
from the implementation and evaluation of an existing project—that is, the interim mental health inter-hospital 
patient transfer service. For ease of understanding what is happening at the moment, I have called that the mental 
health ambulance service. There is an interim arrangement in place now where two ambulances are operating 
specifically for mental health patients in the metro area and I have a feeling that they will transport patients from 
the metro area to Bunbury as well. However, the development of this has fully involved consumers in how to 
best arrange the services, even down to what kind of clothing would be better for transport officers to wear and 
what the exterior of the vehicle should look like. One day we did a mock run and some people who are now 
consumers were operating in the role of transport officers. There was a role reversal to help people get a feel for 
what it was like. I think the overall outcome was very good and I have heard positive reports about that. That is 
being delivered by the North Metropolitan Area Health Service staff who have been designated as special 
constables under the Police Act 1892 for the purposes of undertaking the transport order. That agreement was 
sought with the police commissioner so that we could still meet the requirements under the existing legislation. 
That has been achieved. The knowledge gained from this is obviously going to have a significant input into the 
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implementation of the new legislation. On the basis of that, I am confident that the level of detail in the bill 
regarding transport officers is appropriate and that ongoing consultation will ensure that transport orders will be 
carried out in a way that is sensitive to the needs of patients and their loved ones. 

Concern was expressed about outsourcing. That is in the bill. Although I heard somebody make a comment, 
I doubt that anybody here would believe that St John Ambulance does not do a really good service. 

Hon Stephen Dawson: You have got form on outsourcing. 

Hon HELEN MORTON: Yes, but let us be clear about this: St John Ambulance is an outsourced service. It 
does a good job, as does the Royal Flying Doctor Service. Hon Stephen Dawson could not possibly tell me that 
he does not support St John and RFDS? 

Hon Alanna Clohesy: Nobody said that. 

Hon HELEN MORTON: I know members are not saying that. I am just saying that outsourcing is outsourcing. 
If the government is going to outsource it to St John Ambulance or whomever, that is what the government is 
going to do. They are in the bill to enable us to do that work. 

Hon Sally Talbot: Is that what you say when you sit around the cabinet table? Is that the problem? Outsourcing 
is outsourcing. Is that it? Is that your understanding of the whole issue? We have been talking about this for 
years. 

Hon HELEN MORTON: We are talking about a transport service, an ambulance service, which is already 
provided by St John Ambulance in Perth and country areas and provided by the Royal Flying Doctor Service to 
remote areas. That is outsourcing. My comment is: if that is not outsourcing, what is it? It is outsourcing. It 
cannot be called something else; it is outsourcing. That is the point I am making. We are very much prepared to 
enable this service to be outsourced, and that will not be changing in the bill. 
I want to make some comments about legal representation. I anticipate there will be a lot of debate around this. 
I have seen the amendments that have come forward. They could almost have been written by the Mental Health 
Law Centre! 
Hon Stephen Dawson: They didn’t write them. There might have been some suggestions from various 
organisations. 
Hon HELEN MORTON: Yes. 
Hon Simon O’Brien: You are not saying that the opposition has outsourced this function? 

Hon HELEN MORTON: I am sure that they have not. But, mind you, it is very comfortable. I have heard some 
comments—in fact, I think Hon Sally Talbot said how thrilled she was with the assistance and support she has 
received from outsourced services such as the Mental Health Law Centre et cetera. 

Hon Sally Talbot: It’s just ridiculous. 

Hon HELEN MORTON: It is a not-for-profit organisation. It is an outsourced service. It is a service that is 
contracted out by the Attorney General and by me. 

Hon Sally Talbot: Why do you make these silly comments that just show that you do not support the 
arguments? 

Hon HELEN MORTON: The opposition is getting every bit of support. I am saying that the legal 
representation amendments that the opposition has brought through the bill look like the exact same 
representations that I had from the Mental Health Law Centre, an outsourced service. 

Hon Stephen Dawson: Why don’t you support them, minister? 

Hon HELEN MORTON: There will be lots of reasons for us to talk about that, but I anticipate that there will 
be some rather lengthy debate around that in the committee stage and it probably does not warrant any further 
discussion at this stage because we will have it again during the committee stage. 

The Mental Health Law Centre has made many amendments about increasing legal representation. I heard some 
discussion previously about whether we were going to guarantee or continue to guarantee funding. I cannot 
remember exactly how it was for the Mental Health Law Centre. As a contracted service—there is a better 
word—it has to go through the same accountability, acquittal, performance indicators, renewing contracts and 
everything else that every other contracted service has to go through. 

Hon Stephen Dawson: I hope there is no payback and the government does not go after them because they have 
been vocal on this bill. 

Hon HELEN MORTON: Well. 
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Sitting suspended from 6.00 to 7.30 pm 
The ACTING PRESIDENT (Hon Liz Behjat): Before we continue with orders that day, I would like to take 
the opportunity to welcome into the President’s gallery this evening the members of the 1st North Beach Scouts 
group and their leaders. Boys and ladies, you are very welcome to the chamber this evening. 

Hon HELEN MORTON: When we left off just before the dinner break, I was talking about legal representation 
and how I am anticipating that we will have quite a lot of opportunity in committee to deal with all the different 
amendments around that. To just finish off that section, I just want to make absolutely clear that the bill does not 
remove an existing entitlement, but the current act does not state that a person is entitled to free legal 
representation. I have a feeling there was some representation to that effect, but that is not the case. 

I want to now talk a bit about access to records and the restrictions to access to records in particular. Again, that 
was raised in the second reading debate, in particular the ability of psychiatrists to prevent the patient from 
accessing particular information contained in their medical records. The general position in the bill is that 
patients have access to their own medical records; however, specified information can be withheld from the 
patient in limited circumstances such as when the information is of a confidential nature and was obtained in 
confidence, or if a psychiatrist reasonably believes that disclosure of information poses a significant risk to the 
patient or another person. Hon Ljiljanna Ravlich sought examples of when the power to restrict patients’ access 
to information may be invoked, and one example is when a relative of a patient discloses sensitive information 
that may be highly relevant to the patient’s treatment, such as a history of abuse, but does not want the patient to 
be made aware that he or she was responsible for disclosing this information. If such information could not be 
restricted, relatives and carers would be unlikely to divulge sensitive yet helpful information to treating 
psychiatrists. Another example is when the person’s medical record documents behaviour the patient engaged in 
while experiencing acute symptoms of mental illness. In some cases the psychiatrist may reasonably believe that 
the patient would find this information severely distressing and that this distress would have serious negative 
consequences for the patient’s already fragile mental state. I will just add that fairly recently an example of that 
was brought to my attention and I actually met with a family member of a patient who expressed real concern for 
the patient about the fact that some of that behaviour we are referring to had become public and the impact that 
was having on the patient recovering from illness and in the process of recovery. In fact, it was tending to keep 
the person with the illness at home, unable to access community services because of the embarrassment being 
felt around the information having become public. I guess there are also examples from time to time when even 
though people would like me to provide additional information in this place about certain things that happen, 
I frequently do not. I know the media sometimes get information from other sources, and that is unfortunate, but 
there are times when it is more appropriate for me to just not refute inaccurate information because that would 
lead to further embarrassment for the people concerned. I recognise that access to records is an important right 
that should not be restricted lightly, and this is why the power to restrict information is subject to robust checks 
and balances. Information denied to the patient may be accessed and challenged by the patient’s mental health 
advocate, lawyer and nominated medical practitioner. The decision to restrict information can be challenged 
before the Mental Health Tribunal under division 11 of part 21, “Review of decisions affecting rights”. There are 
some other means of getting around the issues of making sure that that information is accessible by appropriate 
people. 

There has been quite a lot of discussion around the Mental Health Advocacy Service, and again I say that this 
has been quite a balancing act. Most people see that the changes in this bill strengthen the position of the 
Mental Health Advocacy Service. People would know that I have greatly supported the work of the Council of 
Official Visitors, and continue to do so. I have actually been very proactive in strengthening the opportunities for 
the Mental Health Advocacy Service throughout the bill. Again, as I have said, it is a balancing of views. Not 
every bit of information that occurs to every person will be referred to the Mental Health Advocacy Service, 
especially if that information is available in another manner. I know that we will be going through this in the 
Committee of the Whole, but we would be in danger of drowning the Mental Health Advocacy Service in 
paperwork and administration, when that is not necessary to provide a good advocacy service. We will go 
through that in a bit of detail when we reach that area in the Committee of the Whole. 

Hon Stephen Dawson has queried whether the proposed Mental Health Advocacy Service will possess the 
independence and powers it needs to properly discharge its responsibilities. I am pleased to assure members that 
this is an area of the bill that has been significantly improved as a result of the public consultation process. 
Stakeholder submissions on the 2011 draft bill led directly to the inclusion of greater detail about the powers of 
mental health advocates. The bill now unambiguously states that a mental health advocate may visit and inspect 
relevant mental health services at any time, and for as long as the advocate considers appropriate. That actually 
was the case before, but I believe that people were concerned that it was not as clearly put as it is now. That is 
why it has been reworded to make it absolutely clear. While visiting a service, an advocate may speak with 
patients and compel staff to answer questions and make documents available for inspection. 
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Earlier versions of the bill made the Chief Mental Health Advocate subject to the general direction and control of 
the minister and empowered the chief executive officer of the Mental Health Commission to direct the 
chief advocate on administrative matters. Again on the basis of feedback from stakeholders, the minister’s 
capacity to direct the chief advocate has been limited and made subject to public scrutiny by the new reporting 
requirements. The CEO’s power to issue directions in relation to administrative matters was removed on the 
basis of bipartisan agreement in the other place. The new Mental Health Commissioner was actually quite 
strident in seeking that particular amendment on behalf of the chief advocate as well. In light of these 
improvements I am extremely confident that the new advocacy service will be the strong, independent and 
effective watchdog that patients and their loved ones deserve. 

On a related note, the honourable member also sought information that the advocacy service would be provided 
with the resources needed to meet the expected increase in workload. 

As members will be aware, the government allocated $15 million to the implementation of the bill through the 
2012–13 state budget. Although the precise allocation of this additional funding will be determined through the 
implementation process, I can assure members that the advocacy service will be supported with significant 
additional resources. We are asking it to do more work and to see patients more frequently and, consequently, we 
will provide it with the additional resources necessary to do that. 

I now refer to the implementation. I am getting close to the end of my remarks, but before I get to the end, 
I would like to provide a brief update on the work that is underway to prepare for the implementation of the bill 
should it be passed by Parliament. I am feeling quite confident that it will be, given the support from the 
opposition. I recognise that this is a large and complex piece of legislation. Successful implementation will 
require comprehensive education and training, accessible publications and high-quality information systems. For 
these reasons, we have made the decision that the legislation will not come into force immediately upon its 
passage through Parliament and that a significant implementation period will be required to ensure that services 
are able to adhere to the letter and the spirit of the new legislation. We have estimated that it will be a 12-month 
time frame from when the legislation passes through Parliament. Nevertheless, we are not waiting for that to 
happen. Work has already commenced. The implementation planning has already commenced under the 
leadership of the Mental Health Commission, the Office of the Chief Psychiatrist and the office of mental health. 
These agencies are working in collaboration with the Mental Health Bill Implementation Reference Group made 
up of consumers, families and carers, clinicians, the president of the Mental Health Review Board, the head of 
the Council of Official Visitors and representatives from government and non-government agencies. Most 
members will be aware that that group is chaired by former Labor minister Judy Edwards. The reference group 
receives ongoing input from a range of smaller working groups, including the Lived Experience Advisory 
Group, the Aboriginal advisory group, the non-government organisation round table and the Mental Health 
Advocacy Service working group. 

The broad range of stakeholders involved to date should be taken as a clear indication that the implementation 
process will proceed in the same spirit of engagement and inclusivity that characterised the drafting of the bill. In 
preparation, some pilots of trials of various aspects of the new legislation have already started in some areas. The 
Mental Health Review Board is leading a pilot of timelier and more frequent reviews of involuntary status, while 
various authorised hospitals are piloting notifications of support persons, enhanced safeguards around seclusion 
and restraint, and treatment, support and discharge planning requirements. Those things are being piloted now 
with a view to feeding into the education process that I mentioned previously. Of course, the additional funding 
to support the implementation was allocated through the 2012–13 budget and continues to be available. 

Hon Lynn MacLaren asked some questions about what happens to pets and how a house is kept secure when 
somebody is referred for an assessment or is detained in some way, which I had not sought answers to until she 
asked them. Although I assume that it is all managed by a social work service, I know for a fact that I have been 
notified about a person who was transferred from a remote area by the Royal Flying Doctor Service and had to 
leave their car on the side of the road, so what happened to the car? Those sorts of things were managed by the 
social work department of the particular hospital to which the person was transferred. The other aspect of this is 
that part 9 obliges services to notify a support person, such as a carer or a close family member, of matters such 
as detention. The support person who is notified may then assist with matters such as security of property and 
feeding pets. When there is a support person to do that, that would take place. The Mental Health Advocacy 
Service is also notified to assist when a person is placed in involuntary detention, particularly if the person has 
people whom they want to be contacted, to ensure that any issues outside of the hospital are addressed. Finally, 
there is the option of seeking the appointment of a guardian and/or administrator under the Guardianship and 
Administration Act 1990. However, as I have mentioned, if none of those options is involved, hospital services 
and their social work departments will take up those issues. 
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I would like to conclude my remarks at this stage and thank everybody for their ongoing interest, their 
engagement and the way they have contributed to the important, albeit lengthy, gestation of this bill. I am 
pleased to commend the bill to the house and I look forward to the committee stage. 

Questions put and passed. 

Bills read a second time. 
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