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THE SPEAKER (Mr P.B. Watson) took the chair at 9.00 am, acknowledged country and read prayers. 

EUTHANASIA AND ASSISTED SUICIDE — LEGALISATION 
Petition 

MR D.T. PUNCH (Bunbury) [9.02 am]: I have a petition that has been certified by the clerks, from 
203 petitioners, in the following terms — 

To the Speaker and Members of the Legislative Assembly in Parliament assembled: 
Because the legalisation of euthanasia and assisted suicide, despite all attempted safeguards, 
inevitably leads to 

• an extension of killing from those who ask for it (voluntary) to those who do not ask for it 
(involuntary), 

• an extension of killing from the terminally ill to the mentally ill and the elderly, 
• an emotional blurring of a “right” to die with a “duty” to die, 
• a distrust in doctors and hospitals, especially on the part of the elderly and terminally ill and their 

families, and 
• a financial pressure on governments to favour euthanasia over life-sustaining treatment and 

palliative care 
we respectfully urge the Parliament not to legalise euthanasia and/or assisted suicide in 
Western Australia. Rather, we urge the Parliament to enforce and/or enact laws to 

• ensure that adequate palliative care is available to all who need it, 
• uphold the dignity of the handicapped, the infirm and the elderly, and protect them from 

pressures to end their lives, 
• protect the nobility of our medical institutions and personnel by refusing to associate them with 

patient-killing, 
• encourage all doctors to continue to be true to the Hippocratic Oath: “I will use treatment to help 
• the sick according to my ability and judgment, but never with a view to injury and wrong-doing. 

Neither will I administer poison to anybody when asked to do so, nor will I suggest such a course.” 
Your petitioners, as in duty bound, will ever pray. 

[See petition 143.] 
PAPER TABLED 

A paper was tabled and ordered to lie upon the table of the house. 
ADVANCE HEALTH CARE PLANNING 

Statement by Minister for Health 
MR R.H. COOK (Kwinana — Minister for Health) [9.05 am]: In 2017, the Joint Select Committee on End of 
Life Choices was established by the Parliament of Western Australia to allow citizens to make informed decisions 
regarding their own end-of-life choices. The committee handed down its report “My Life, My Choice” to both 
houses of Parliament on 23 August 2018 that included six recommendations for advance care planning. Advance 
care planning is the process of discussing and documenting future health care preferences, values and priorities. It 
enables an individual, their family, carers and healthcare professionals to plan for care at a time when the individual 
is unable to speak for themselves. 
In 2017, I endorsed the establishment of the CEO round table on palliative care to provide a forum for focused 
discussion. The round table consists of representatives from Alzheimer’s WA, Bethesda Health Care, HBF, St John 
of God hospitals, Rural Health West, Cancer Council Western Australia, Brightwater, Carers WA and the Silver Chain 
group. I meet with the CEO round table twice a year to understand the issues for the provision of palliative care 
services in WA. At our last meeting on 21 August, members of the round table highlighted the demands placed on 
those caring for people at the end of life. Aside from the physical and emotional demands, decisions may need to 
be made about medical treatment and legal and administrative matters. One way to reduce the burden is to plan 
ahead of time. Advance care planning is one way for people to plan ahead so that their treatment wishes can be 
taken into account. 
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The round table has identified the need for an engaged discussion with the WA community about advance care 
planning and palliative care. The “My Life, My Choice” report identified that only seven per cent of Western Australians 
currently engage in advance care planning compared with 15 per cent across the rest of Australia. To rectify this, 
Palliative Care Western Australia, the peak body for palliative care, has launched a new website and a media campaign 
devoted to better advance care planning in the community. Themed “You only die once”, this thought-provoking 
campaign is designed to get Western Australians to think about, talk about and document advance care plans. The 
campaign aims to help make conversations about advance care planning more approachable. Speaking about death 
in an unguarded, honest and lightly humorous way can break down the psychological barriers. This initiative is 
the first of its kind in Australia. The “You only die once” campaign aims to get the wider community talking more 
about this topic that many of us find difficult to broach. The media campaign will be run on television, radio, the 
website and through social media. 
Advance care planning is important for all of us. I commend this new initiative to the house and to the community. 

WORK HEALTH AND SAFETY REGULATIONS 
Statement by Minister for Industrial Relations 

MR W.J. JOHNSTON (Cannington — Minister for Industrial Relations) [9.07 am]: I rise to inform the house 
that consultation has commenced on the new work health and safety regulations that will support the proposed 
WHS act for Western Australia. I am pleased to announce that I have approved the realisation of a consultation 
package relating to the new WHS regulations, which is now publicly available for comment over a three-month 
consultation period concluding on 26 November 2019. The consultation package for the WHS regulations contains 
three distinct sets of regulations—a set of regulations applying generally to workplaces, regulations for the mining 
sector and regulations for the petroleum and geothermal sector. The McGowan government is committed to 
meaningful consultation that recognises that the safety and health of workers in Western Australia is the highest 
priority. Accordingly, comprehensive information sessions on the proposed three distinct sets of regulations will 
be delivered across the state to accompany the release of the consultation package. 
To further support the work towards the delivery of new modernised workplace safety laws, the McGowan government 
has announced that it will invest $12.9 million in new initiatives to enhance workplace safety and health. This 
includes an additional 24 full-time equivalent staff, including 21 additional WorkSafe inspectors. This will bring the 
total number of inspectors to 120 to conduct more safety inspections, enforce workplace safety and provide more 
education and awareness support. The significant boost in the number of safety inspectors will bring Western Australia 
in line with New South Wales and Queensland and ensures that a ratio of one inspector full-time equivalent per 
10 000 employees is met. A new worker safety campaign called Better Worker Safety, which aims to put safety at 
front of mind and improve workplace safety and health outcomes in Western Australia, will be developed as part 
of the increased workplace safety initiatives. 
I encourage workplace participants, or any person interested in workplace safety and health in Western Australia, 
to provide comments about adopting the WHS regulations. This feedback will greatly assist in informing the best 
options for Western Australia’s WHS regulations and recognising the state’s unique conditions.  
I conclude by acknowledging the important contributions made to previous consultation on the proposed workplace 
health and safety act for Western Australia and I look forward to further contributions on the WHS regulations. 
The announcement supports the McGowan government’s commitment on consultation and ensuring that any 
changes to legislation are firmly focused on improving workers’ safety and health, now and in the future. The 
government welcomes contributions from all workplace participants. 

MALAYSIA — INDEPENDENCE DAY 
Statement by Minister for Asian Engagement 

MR P.C. TINLEY (Willagee — Minister for Asian Engagement) [9.09 am]: It is with great pleasure that I stand 
to acknowledge Malaysia’s Independence Day, or Hari Merdeka, which will be celebrated this Saturday. As 
Minister for Asian Engagement in this place, I would like to reaffirm the government’s commitment to our strong 
ties with the Malaysian people. On 31 August 1957, then Prime Minister designate Tunku Abdul Rahman read the 
Proclamation of Independence at Merdeka Square followed by seven chants of “Merdeka!” and proclaimed the 
Federation of Malaya’s independence from the British Empire. 
With my Minister for Veterans Issues’ hat on, I feel it is important to also acknowledge the political and military 
struggle that the Malaysian people endured in the years between the end of World War II and the proclamation of 
independence. It is important that we continue to honour the approximately 1 800 Malayan and commonwealth 
troops, including 39 Australians, and the more than 3 000 civilians, who lost their lives during this conflict. 
Nowadays, following decades of economic transformation, Malaysia is the fourth largest ASEAN economy, after 
Indonesia, Thailand and Singapore. Malaysia’s economy has been extremely robust over the last five years, and its 
GDP annual growth rate is projected to trend towards 4.5 per cent in 2020. Malaysia remains an important partner 
for the state in the Asia–Pacific region, sharing a strong and dynamic relationship founded on common interests and 
mutual respect, from our historic military cooperation to our modern-day trade and tourism links. By 2018, Malaysia 



 [ASSEMBLY — Thursday, 29 August 2019] 6085 

 

was Western Australia’s sixth largest trading partner, with total bilateral trade exceeding $5 billion. Currently, over 
29 000 Malaysia-born people are living in Western Australia. Malaysia is also the state’s second largest market 
for international visitors, accounting for 11 per cent, or more than 102 000, of the state’s international visitors, 
with an estimated spend of $203 million. Malaysia is also Western Australia’s third largest market for international 
students, accounting for seven per cent of the state’s international student enrolments. Tourism, education, 
agribusiness, creative industries and aged care continue to be important sectors in that market to Western Australia. 
Under the Asian engagement Asia Business Series, the first Malaysia Business Forum will be held on 31 October 2019, 
jointly hosted by the state government, the Australia Malaysia Business Chamber, Western Australia branch, and 
the Consulate General of Malaysia. I look forward to this event. 
The Western Australian government proudly acknowledges and celebrates our cultural diversity as one of our state’s 
great strengths and recognises the Malaysian community’s unique and increasing contribution to our development. 
I would like to wish the people and government of Malaysia a safe and wonderful day of celebration. 

WESTERN POWER — VEGETATION MANAGEMENT 
Grievance 

DR M.D. NAHAN (Riverton) [9.12 am]: My grievance, of which I believe some notice has been given, is to the 
Minister for Energy in regard to Western Power’s vegetation management system, whereby contractors working 
on behalf of Western Power identify and clear vegetation under powerlines. In raising this grievance, I am not 
seeking to make a partisan or political point; I am raising this issue on behalf of local residents in an attempt to 
identify a better solution that ensures appropriate levels of clearance around Western Power infrastructure without 
placing significant financial burden on homeowners. 
Recently, Mr Rengasamy of Willetton contacted me about a bill that he received from Western Power for works 
completed by a Western Power contractor to ensure there was no vegetation within the clearance zone. I am not 
complaining about Western Power contracting out this issue; it is an appropriate way to do the work. Mr Rengasamy 
is not the first resident who has contacted me on a similar matter. In raising the issue, I understand and agree with 
the need to ensure there is no vegetation within the clearance zone around Western Power infrastructure. However, 
the remarkable thing for Mr Rengasamy is that he was charged $419.27 for a few minutes’ work to remove about 
five side branches. That is about $80 a branch—good work if you can get it! 
Mr Rengasamy is aware of his obligations and has a good history of trimming trees in the area to ensure compliance. 
Looking at the picture that I provided to the minister, one can see that Mr Rengasamy has trimmed the trees regularly. 
I cannot say whether they needed to be trimmed at all in this case—I doubt it—but, clearly, it was only a few branches. 
Mr Rengasamy’s attempt to comply by trimming the tree meant that very little was left to remove; he sent me a photo. 
I understand that the sum of $419.27 is a fixed amount that is charged regardless of the amount of clearing completed. 
Western Power has advised that the adoption of a fixed cost removes any speculative assessment of the value of 
the work being carried out by the contractor on properties, and produces a simplified regime based on the average 
cost across houses. Before I ceased being Minister for Energy in 2016–17, I asked for a review of this system given 
the costs put onto individual householders. Although I recognise that some residents do not attempt to comply with 
their responsibility and Western Power needs to take action to ensure a safe clearance, there are some people who 
do. There are people, such as Mr Rengasamy, who have attempted to clear the zone, but for whatever reason, the 
contractor has determined that there is still an amount to clear. I do not believe people like Mr Rengasamy should 
have to pay an exorbitant amount for a few branches. In fact, it was previously Western Power’s policy to provide 
discounts, sometimes up 100 per cent, to those billed who had attempted to clear vegetation and have a history of 
compliance. I know this because I have raised this issue with Western Power in the past on behalf of another 
aggrieved constituent, and Western Power graciously waived the bill as an act of goodwill, and an incentive to 
people who do the right thing. However, I understand that this is no longer Western Power’s policy. 
There is a clear aim by many local governments to increase the level of tree canopy cover across metropolitan 
Perth. As the minister would know, the City of Canning is one of the lowest ranked local governments in Perth in 
terms of its tree canopy cover, and is investing significant funds to rectify this. I might add that there is a strong 
desire for and incentives to act, at least in my electorate, to diminish tree cover. In my first term, I assessed all the 
issues constituents brought to my office. The issue that ranked number one was difficulties with neighbours or 
individuals about trees. The issues tended to be that the trees dropped leaves and bark, and people had to pay to 
have them trimmed under powerlines. As a result, people were chopping down too many trees. 
Another issue that applies to the City of Canning, and across metropolitan Perth, is that as infill continues to meet the 
government’s target, it has become necessary to reduce the tree canopy even further. We have to go to greater lengths 
to ensure that private residences maintain or expand the tree canopy. The costing distortion that Western Power 
has put on Mr Rengasamy and others is a further disincentive for people to maintain trees. The City of Canning is 
doing a great job promoting this important issue. 
I would appreciate the minister looking at this issue. I understand that this is a longstanding issue, and I am not making 
political points. I understand why Western Power has a fixed cost for everybody, but the problem is that people 



6086 [ASSEMBLY — Thursday, 29 August 2019] 

 

who do the right thing, like Mr Rengasamy who trims the trees and keeps the costs down for Western Power, are 
being exploited, if you wish, by people who do nothing. A fixed price is an incentive for people to do nothing and it 
will actually increase the cost overall. I ask the minister to look at this issue; it is one that I had to look at when I was 
Minister for Energy. To date, Western Power has been very good at dealing with this, I just ask it to see whether it 
can fix the pricing and make sure that there is an incentive to reward people like Mr Rengasamy and his family 
and indeed send a clear signal to the public that we need to maintain and enhance our tree canopy not reduce it. 
MR W.J. JOHNSTON (Cannington — Minister for Energy) [9.18 am]: I appreciate the member bringing 
this matter to Parliament. This is the sort of matter that grievances were established to deal with—a genuine issue 
for an individual constituent. It is important that these matters are brought to the government’s attention, and 
I appreciate the member doing that. This is a very good use of Parliament’s time. 
I was not aware of the details of this case prior to yesterday, when the member indicated the grievance to the 
government, and I got a briefing from Western Power through my office. This is the first occasion that these 
matters have been brought to my attention. I am not saying that it is not an issue; I am saying that it is the first time 
it has come to my attention. I look forward to catching up with Western Power. I have already had my monthly 
meeting with the senior management of Western Power for this month, but, next month, when I have my catch up 
with them, I will discuss with them what we can do. Of course, I have some information. I have the same before 
and after photos that were provided to the member’s constituent by Western Power. 
I want to highlight a couple of things. I know that the member is not arguing about this, but I want to emphasise 
the need for safety around live infrastructure. There are two issues there. The first is the risk to life from damage 
to electrical infrastructure. They are dangerous items. Western Power overhead infrastructure can literally kill 
people, so we must make sure that it is safely maintained. That means that a significant gap is needed around that 
infrastructure and that there is no contact between vegetation and the overhead infrastructure that might lead to 
safety questions. The other reason we need significant space around that infrastructure, of course, is reliability. 
Electricity flows in a circuit, so if any part of the circuit is broken, electricity stops flowing. That means that not 
only the house where the vegetation is, but also other houses on the same circuit, will be directly impacted and lose 
service. Those two issues—reliability and safety—are directly involved. Western Power examines its infrastructure 
on an ongoing basis. The reason a large gap is needed is that inspections are done every 12 months and, of course, 
vegetation continues to grow. The vegetation has to be at least two metres away from the infrastructure because in 
the interim that vegetation will grow back. That is why a large gap is needed, even though the vegetation might 
not be in contact with the infrastructure at the time of an inspection. 
I understand that Western Power’s perspective on this is that although your constituent cleared the branches, his 
efforts were not sufficient enough to create a two-metre gap, so Western Power engaged its contractor to go back 
again. Effectively, the way Western Power charges has nothing to do with the number of branches that are removed; 
that makes no difference to the contractor. As the member said, it takes only a couple of minutes for a contractor 
to cut down branches using all their equipment, but, of course, the real cost is in getting the contractor on site. That 
is why Western Power charges $419. It is not making a margin; that is what it costs to clear the vegetation. The 
distance between two poles is one bay, so it costs Western Power the same amount no matter how many branches 
are within the safe zone of a particular bay. It still costs Western Power the same amount of money to mobilise the 
contractor to site and the price is effectively the same whether it is cutting one branch or a hundred branches. That 
means that the costs are now higher than they have been in the past. I will be happy to talk to Western Power about 
what alternatives there might be, but I wanted to emphasise that. 
Interestingly, where there are underground powerlines, the issues with tree branches is eliminated. One of the great 
benefits of undergrounding powerlines is that there is higher reliability and the question of the tree canopy is 
completely resolved. The powerline from overhead infrastructure to my house crosses a road and goes underneath 
a tree. It is not my tree; it is the council’s tree. Therefore, that is the council’s problem and not my problem, but 
I understand the challenges that are created by overhead power infrastructure. 
As the member knows, we are continuing to rollout the approvals on the undergrounding program that were given 
in his last year as minister. He issued approvals for four years and they are being rolled out. But we are looking at 
what we can do to change the way powerlines are run underground, because we think that we can do an even better 
job. That would make a big difference because it would improve the security and reliability of the network and 
avoid problems caused by this vegetation. Of course, the member’s friend the member for Cottesloe knows that 
one challenge when there is an outage is that it is much harder to repair. With overhead infrastructure, the engineers 
can see an outage and repairs can be done relatively quickly. The challenge with underground infrastructure is, as the 
member for Cottesloe knows, it is not possible to see where the issues are, so they are harder to diagnose. Instead 
of it taking a couple of hours to resolve, it may take a day or a day and a half because of the necessity to excavate. 
Dr M.D. Nahan: Minister, are there very many outages with the underground lines, particularly in the retrofit places? 
Mr W.J. JOHNSTON: No, it is much more reliable where there are underground powerlines. But the member 
raises an interesting issue on behalf of his constituent, and at the next opportunity I will talk to Western Power 
about this matter. 
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TAXI INDUSTRY — BUYBACK SCHEME — REGIONAL OPERATORS 
Grievance 

MS L. METTAM (Vasse) [9.25 am]: I would like to thank the Minister for Transport for taking this grievance. 
I would like to commence by reading a quote by Premier Mark McGowan that appeared in The Weekend West of 
10–11 March 2018 when he was talking about taxi reform — 

“A lot of people don’t have sympathy for them and sometimes they are their own worst enemy, but my 
view is—as the son of someone who ran a small business—that if you entered into a regulated market 
protected by law and it’s being unravelled by people undermining it then the government has 
a responsibility to assist those people who bought the plates.” 

Minister, this week we have seen regional taxidrivers protesting at Parliament. They are frustrated with this 
government for refusing to meet with them and not listening to them. They are calling desperately on the McGowan 
Labor government to hear their concerns. Taxidrivers in regional areas are experiencing significant financial 
hardship as a result of the McGowan government’s on-demand transport reforms, which have opened up their 
small businesses to competition from a once regulated market, involving additional cost burdens to meet new 
levels of equipment and licensing requirements. As I and the Liberal opposition have highlighted in this Parliament 
many times through grievances, parliamentary questions and a disallowance motion in the Legislative Council, 
there has been ongoing concern from the regional taxi industry ever since November 2017, when the government 
first introduced its on-demand transport reforms. It defies belief that in the reforms first proposed by the McGowan 
government regional taxidrivers would have had to foot the bill and pay for an Uber tax or buyback scheme that was 
not even available to them. Thankfully, the government changed its decision on this, but it exposed and highlighted 
the fact that from the outset of this legislation, regional Western Australia has been treated as an afterthought.  
We certainly stand by the position that it is not fair that regional WA should be paying an Uber tax. Regional operators 
need to be supported because they are facing significant financial hardship as a result of these reforms, which 
affect the regions in a unique way. I add that operators in Mandurah pay the tax, but there is no buyback. That is 
why it is so important that we speak to people in the regional industry. In fact, when the government first announced 
the on-demand transport reforms, there had only been minimal consultation with regional operators on the legislation. 
Similarly, there was initially no mention of any financial support or an assistance package for regional operators, 
which demonstrates the government’s lack of understanding of regional business structures and its failure to place 
any importance on regional WA. 
In towns across the regions, taxis provide a vital service that cannot be underestimated. They provide transport 
options for the community, particularly for the elderly and disabled, when other public transport options are simply 
not available. They are expected to be available 24 hours a day, seven days a week, providing a transport service 
outside of peak periods. Although I acknowledge that there is a difference between the industry in the regions and 
metropolitan Perth, this reform, similarly, has had an impact on the value of their plates, given the investment, the 
competition from rideshare or other operators, and the red tape that these new reforms have created. The importance 
of regional taxis is illustrated by the fact that their plates are allocated. We have already seen the devastating closures 
of taxi services in the areas of Katanning and Denmark, leaving those regional communities without this vital 
service, with many other services flagging that they are at risk of closure. 
Although I acknowledge that this is a complex issue, that regional taxi operators each have unique and individual 
circumstances and that some taxi plate licences were issued through an expression of interest—as were some in the 
city—the majority have traded for decades in a similar manner to the metropolitan taxi plate licence holders, evidenced 
by the fact that stamp duty has been paid to the government for such transactions. It is unfair and mean-spirited of the 
government to offer regional taxi licence holders $10 000 for each country taxi licence, when their metropolitan 
counterparts are receiving between $100 000 and $250 000. All regional taxi operators are asking for is to be treated 
fairly, for their financial hardship to be acknowledged and to be heard by government. Minister, repeated requests have 
been made for a meeting with regional taxi operators, which have been ignored. This week we saw regional taxidrivers 
from across the state, including from Busselton in my electorate, protesting at Parliament. These regional taxi operators 
are disheartened and frustrated because staff from the minister’s department have given them conflicting advice, 
showing that they do not understand the regulations. They are frustrated because they continue to write to both the 
minister and the Premier to refute the numerous claims and assertions made in correspondence from the government 
and the minister’s department, but they are not being listened to. They are frustrated because, after repeated requests 
for a meeting with the minister and strike action in their local towns earlier this year, they have not been heard. 
It is concerning that the McGowan government has turned its back on the people of regional Western Australia by 
ignoring this important sector. It is only now, after a strike at Parliament on Tuesday to raise the awareness of this 
matter, that the minister’s staff have finally agreed to give the time of day to 20 of our regional taxi operators. This 
is certainly a positive step in the right direction but not all regional operators have been offered meetings. I call on 
the McGowan government to treat regional operators fairly, engage in a proper consultation process and listen to 
their concerns to ensure they are fairly supported throughout this difficult transition. Thank you, again, for listening 
to this grievance. 
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MS R. SAFFIOTI (West Swan — Minister for Transport) [9.31 am]: I thank the member for Vasse for the 
grievance and I acknowledge those operators in the gallery today. Taxi reform has always been a difficult challenge. 
I have never said that it would be easy. Change is a very difficult issue. I know that many of the operators in 
regional towns in particular have been operating excellent services for many years. The reality is that it has been 
difficult because of the different circumstances. Within the metropolitan area, there was a lot of debate and 
different views were expressed on the buyback amount for different owners and what would be fair, and we saw 
that discussion play out. During the reform process, we tried to understand the existing legislation and what had 
been offered by the previous government. When the previous government offered hardship assistance, it offered it 
to only the private-plate owners, so we used that model in determining how we would proceed forward, noting that 
different legislation governed how plates were administered in metropolitan and regional Western Australia. It has 
been difficult to get a common voice across regional WA. In early discussions about compensation and the levy, 
the clear view was that regional WA did not want to be part of the levy process. We heard that loud and clear and 
that is why the levy was not applied to regional WA. The member mentioned Mandurah. A special assistance package 
was put forward for Mandurah operators because they would be subject to a levy even though they are part of 
regional WA. This is a difficult process. 

As I said, we have announced that we will be having direct discussions with many of the operators because the 
reality is that talking to them en bloc about their individual circumstances has not been useful. Many of them may 
not want to explain their individual circumstances in front of others. My staff and the department will be sitting 
down with individual operators over the next week. We will meet with each of them to hear about their personal 
circumstances, because it differs between areas and owners. 

I always want to work to support small business. This is the toughest reform I will ever have to undertake. I would 
like to refute some claims made by the member about there being no meetings and having disregard and all that. 
The member would have to acknowledge that we have tried to engage with operators and my office has held 
a series of meetings. I want to put on record—I do not think that this is related to the country area—that the name 
of one of my staff has been plastered around Facebook a lot by some of these taxi groups, and personal phone 
numbers have also been put out there. That sort of stuff is just disgraceful. They are doing their job, so those 
personal attacks on staff members are not on. With regard to me, that is part of the job—politicians are personally 
attacked—but it is not good when it happens to staff members. 

We have put forward a number of different initiatives over the past months including a $3.4 million assistance 
package, which provides $10 000 a licence. We have waived a series of fees, and the member made some comment 
about all the new fees. We have also provided an assistance package. We have waived fees for basically three years 
on all the different costs and we have provided subsidies for cameras, which was one of the new requirements. 
The figures show that a large majority of the existing taxi plate licences have rolled over and there is still a really 
good level of service across the state. The member mentioned Denmark. The team has been working with the 
Denmark Community Resource Centre and the Denmark Over 50’s Association and announced a community 
bus trial to start at the end of September. The Katanning issue the member mentioned involved another set of 
circumstances, just like there were exits from the industry before the reform due to certain circumstances. 

We will undertake that range of meetings. As I said, I would like the personal abuse of my staff to stop, but overall 
we will continue to work with industry to see what we can do whilst understanding that it is very difficult to unpick 
some of the history behind the different arrangements in regional WA. It was hard to do this for the metropolitan 
area, but regional WA involves another set of arrangements that have been put in place over time. Due to the 
involvement of many different people and with WA being so big, it has been hard to get a uniform voice on this issue 
from regional WA, but we will have a series of meetings with individuals and we will see where we go from there. 

VOLUNTARY ASSISTED DYING BILL 2019 
Second Reading 

Resumed from 28 August. 

MRS L.M. HARVEY (Scarborough — Leader of the Opposition) [9.37 am]: I rise to contribute to the debate 
on the Voluntary Assisted Dying Bill 2019. At the outset, I will say that I am still undecided on whether or not 
I will support this bill. I have some questions to ask during the consideration in detail stage and I need to use that 
process to better understand how this system will operate. I need to understand the following: How strong are the 
safeguards? How can we ensure that vulnerable people are not unfairly coerced? How will this legislation be 
delivered in regional and remote Western Australia? How do we ensure that people with treatable mental health 
issues are not accessing voluntary assisted dying outside the intent of this place in passing this legislation? How 
will this be funded and what are the expected costs? How will the guidelines for doctors be managed? 

I know that the government, which has a large majority in this place, has the numbers to pass the bill. I am not aware 
how the votes will fall in the Legislative Council. Nevertheless, on a conscience vote, all members have a responsibility 
to properly scrutinise the legislation and ensure that we mitigate any potential adverse consequences as a result of 
this bill becoming law. 
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This is a difficult issue and a very confronting debate. Each individual in this place brings forward their own life 
experiences and their own traumatic experience around terminal illness and loss. Indeed, the debate triggers the 
grief loss for most people as we contemplate this confronting issue. Debate has been raging in the community for 
a long time and the lobbying of members of Parliament has been relentless. I am also very conscious that my 
position as Leader of the Parliamentary Liberal Party has put me front and centre of this debate because of my 
own life experiences and the leadership position that I hold. This has caused significant pain for some of my family 
members when they see comments in the media that trigger our grieving process again. Although commenting on 
these difficult issues is part of my job, I can never be certain when photos, or even which photos, of my late 
husband, Hal, might pop up. I cannot always be out there alerting family members to stories that might eventuate, 
and, in any event, if a photo is used, it still brings the sense of loss to the fore no matter how much warning is given. 
I can only ask my family for their forgiveness and thank them for their understanding of the difficulties that being 
related to a member of Parliament brings and for their love and support regardless of the public nature of the job. 
Should this legislation pass both houses of Parliament, I understand that we will be only the thirteenth jurisdiction in 
the world to have introduced this legislation. I am not sure whether that makes us more advanced or compassionate 
as a society. I have listened to many members’ contributions to this debate, both in this chamber and outside this 
chamber through the media and other forums. The Liberal Party’s position has been very clear from the outset that 
this would be a conscience vote for Liberal MPs. A conscience vote means that members should vote according to 
their own conscience, experiences and ethics, and, importantly, in consultation with the community that elects them. 
My expectation is that the conscience vote will reflect the views of the community on voluntary assisted dying. We 
are a reflection of the community that we represent. Although there appears to be majority support for voluntary 
assisted dying in the community, there are also those within the community who oppose it for legal, personal, 
religious or ethical reasons. Every view is important and valid, and should be respected. There are no right or 
wrong views on ethical decisions, and Parliament should rightly reflect the range of community sentiment on this 
issue. This debate should be respectful of all points of view. 
In considering this legislation, I have read the Joint Select Committee on End of Life Choices report “My Life, 
My Choices” and the report from the Ministerial Expert Panel on Voluntary Assisted Dying. I have read hundreds 
of emails from many people from my constituency, from across WA and indeed Australia, and I have attended 
many briefings. I have canvassed the issue with friends and family, and feel very grateful to belong to a large family, 
with sisters, aunties, nieces and nephews who are nurses, and I am proud to say that I have a niece who is studying 
to be a doctor. We have a large and extended family, and many members have succumbed to difficult diseases—
mesothelioma, pancreatic cancer, emphysema to name some. In that context, I will outline some of my concerns 
with the legislation that I will raise in the consideration in detail stage. 
One concern I have with this bill is that there is no compulsion for people requesting VAD to have a proper mental 
health assessment. By that I do not mean waiting for months on a waiting list to see a psychologist or psychiatrist, 
but a sit down with their GP in a long appointment to discuss how they are feeling about their illness, their life, 
their families and relationships, and also how their illness is affecting those close to them. A good GP will be able 
to assess whether a person has depression. Indeed, many GPs have a diagnostic survey that they use to refer patients 
to a psychologist for Medicare-subsidised counselling services. Many patients who have terminal and chronic 
illness may have never sat down with an independent medical professional to discuss their feelings about their 
predicament, and I think it is important that this happens. 
My concern about this comes from looking through the prism of my own experiences. I have, as most people 
know, been through the difficult, sad and traumatic experience of caring for my late husband, Hal, while he fought 
pancreatic cancer. By way of background, a CT scan revealed a tumour on Hal’s pancreas on 30 June 2011. He 
had developed jaundice, which took us to the GP who ordered the CT scan. We had the scan in the morning and 
I received a phone call from the GP. He said, “I need to see you both, together, after the surgery closes at 6.15 pm.” 
The dread of attending that appointment is still palpable. From there we had a series of tests followed by surgery 
on 12 August. The surgery could not successfully excise the tumour and, of course, the next question we had was 
how long. We were told to get our affairs in order and they would try to get us past Christmas. Our children were 
11 and nine; my stepdaughter was in her early twenties and our grandson, Riley, just a toddler. 
It was devastating news to receive. Hal sank into a funk. Understandably, he became depressed and did not want to 
go through the treatment. He wanted to take our family to Switzerland where he could access voluntary euthanasia. 
I made it very clear to him that I would not be going on a holiday to knowingly bring him home in a coffin, but 
I would find him a good clinical psychologist so that he could talk about how he was feeling. I also said that I wanted 
to be able to look our children in the eye and tell them that he had fought hard to stay with them. Hal went to see the 
psychologist, who said he was in a grieving process and that he was mildly depressed. She said it was normal for 
people to feel this way when they receive a terminal diagnosis. Hal had several sessions with her and thankfully 
decided that he would give treatment a go. Through those counselling sessions, he also learnt that the biggest issue 
for him was that having worked so hard all of his life he was never going to enjoy the retirement we had planned. 
We commenced a gruelling treatment program of radiation therapy, and chemotherapy, week in week out, with 
regular tests to map the success or otherwise of the treatment. Waiting for test results was always incredibly 
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stressful, and usually accompanied by many sleepless nights and heightened levels of anxiety. We also got started on 
bringing the retirement forward and used the next three years to use the breaks between chemotherapy treatments 
to take the family on Hal’s retirement. He took Elizabeth and Sarah to Italy, and Jack to Papua New Guinea to fish. 
We all went fishing together at Scott and Seringapatam Reefs, the Kimberley rivers and False Entrance. We did the 
Gunbarrel Highway and the Gibb River Road, to mention a few. We did all this in the three years post-diagnosis, 
when his life expectancy with terminal pancreatic cancer at that time was less than six months, and he had wanted 
to opt out within the first six months. 

My fear in not having the requirement for a mental health assessment included in this legislation is that using our 
family as an example we would not have had those three years of memories with our children, bearing in mind 
that those three years are the difference between my youngest losing their father at the ages of 14 and 12, versus 
11 and nine, and Hal taking his eldest daughter down the aisle at her wedding and welcoming a second grandson, 
our gorgeous Orlando, into our world. 

Another concern I have with this legislation is about proper safeguards for vulnerable people. Once again from my 
own experience, the last year of Hal’s life was really difficult. Our family had the benefit of having extended 
support from family and friends. Hal’s mum was with us every day; his sisters and families, my parents and 
siblings, Sarah and Shane, and an extensive network of colleagues and friends were there to support us. We met 
many people along the way who had little to no family support. We shared a ward in Royal Perth Hospital with 
a fellow who had been chronically ill for a long time. He had no sick leave left. His wife was working double shifts 
to pay the mortgage. The kids were overseas and not involved. He was in hospital getting visits between his wife’s 
shifts at 9.00 to 9.30 pm. That was his life. How would VAD feel as an option for that family going through their 
worst moment unsupported? VAD should not be an option because of financial hardship and lack of emotional 
support. The legislation must contemplate providing support for individuals in those scenarios so that they only 
access VAD for their medical symptoms, not because of financial pressure and emotional neglect. 

I am also concerned that the legislation must ensure that no-one can be coerced into accessing VAD. I know that 
whenever this is mentioned strong proponents charge in emphasising the words “It’s voluntary; it’s voluntary.” 
We must ensure that a decision to access VAD is truly voluntary, and I will explain a little about the subtlety of 
coercion. Towards the end of our journey, Hal was heavily medicated. He had psychosis, which I am told is fairly 
common. He had lost lots of weight and weighed only 52 kilograms, having dropped from over 80 kilograms when 
he was diagnosed. We had visitors: friends and colleagues from the fishing community and others, who would 
come and visit. They were understandably upset at seeing the physical state that he was in. But Hal could not 
understand why they were so sad. Hal would ask, “Why the doom and gloom. I feel fine. I’m going to beat this 
thing.” He remained so positive right until the end.  

But I would be counselling friends outside his room, who would be saying, sometimes loudly enough for Hal to 
hear, “How can you let this keep going? I wouldn’t let my dog die like this.” I cannot tell you how heartbreaking 
and distressing it is as a carer to have your cherished family member fighting for their life while others, no doubt 
dealing with their own trauma and issues, were making comments like that. I would have to intervene and have 
conversations along the lines of, “So, is he happy?” And he always was. He had a big smile on his face for every 
visitor. Did he talk about anything other than where his next trip was going to be? Did he say he was fed up and 
wanted to end it? The answer was no. Despite his poor physical condition, he was not contemplating anything 
other than fighting the disease. Our family was only interested in supporting him through it, but for others 
watching, they felt he should be released from his perceived suffering. 

The pressure is subtle and sometimes it is overt, but the pressure is there. I had to have these conversations not with 
everybody and certainly not with our devoted immediate family, but with well-meaning but ill-informed friends 
who could not cope with their own distress in witnessing the ravages of terminal cancer. I then had to go back into 
the room, draw on Hal’s amazing courage, and support him through the next day. People can be very indiscreet 
with conversations like that. For patients, and particularly elderly patients, they might feel it is a better option, to 
feel less of a burden, to access VAD. That should not be possible under any regime. I accept that the government 
believes that the legislation will not allow this to occur, but it is still a concern, and I will need to be convinced 
that the legislation will contemplate managing this scenario. 

There is also the issue of elder abuse and inheritance from patients. The very sad statistic that 40 per cent of 
elderly people in aged care have no visitors each year is disturbing. How would I feel about that—to be stuck in 
an aged-care facility with no family or friends bothering to check on me and having no-one care about me except 
paid workers? Would VAD be an option in those circumstances? Quite possibly. Is that appropriate? One would 
hope that a compulsory mental health check would rule that out. Many of these elderly people are on medications 
for heart and blood pressure and other illnesses. Should they decide to refuse those medications, their prognosis 
may then fit the criteria for VAD. Would this scenario be acceptable under the legislation? 

I have serious reservations regarding the access and management of VAD in regional and remote areas. As has 
been mentioned by others, there is inequitable access or, in many places in regional and remote Western Australia, 
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no access, to palliative care services. The parliamentary inquiry revealed the extent of this problem. It must be 
tackled. I accept that the government is attempting to tackle it by starting to fund that program. While I accept that 
funding has been allocated, there is a gap. We have a capacity problem in that there is an insufficient number of 
trained individuals in this important area of health care. 

[Member’s time extended.] 

Mrs L.M. HARVEY: I would not like to be in the situation, for example, of someone who has lived in regional 
or remote Western Australia all of their lives who receives a terminal diagnosis and, in the absence of palliative 
treatment options other than in the city, chooses VAD in lieu, so that they can end their life at home rather than in 
a hospice in the city. The minister will need to explain how the telehealth option will work in the context of 
commonwealth legislation. I know he is aware of that issue. 

As mentioned by the member for Dawesville, the statistics around the health of our Indigenous community are of 
concern. Given the prevalence of chronic illness in our Indigenous population, we will need to fully understand 
how VAD will work in remote and regional WA for those traditional owners who wish to die on country. Who 
delivers their care at end of life? How does VAD work in that setting? 

I have other concerns that I will raise during the committee stage of this bill. However, one aspect that has not 
been adequately explained is: who will provide these services and how will they be funded? There are private 
palliative care providers that are unlikely to want to participate. Will the GP visits to request VAD be publicly 
funded or will there be out-of-pocket expenses? Will the schedule 4 and schedule 8 substances that will cause the 
death of those accessing VAD be funded through the pharmaceutical benefits scheme or will the patient have to 
pay the full cost? How much will that cost? If the PBS does not subsidise the prescription, will WA taxpayers be 
funding the drugs? And how do we make sure that the medication is secured properly while in the custody of the 
patient who wishes to access it? How can we be sure that once they have taken it home, they make the choice to 
use it in their own time and not at the coercion of potentially impatient relatives? 

To conclude, this issue is complex and confronting. I completely understand why people want voluntary assisted 
dying. I respect that people want to have choice and control over the way they might die due to terminal illness. 
One of my sisters, who is a nurse and who joined the rally to Parliament House to support Belinda Teh, deals with 
utterly dreadful ulcerative head and neck cancers. I know from talking to her that while pain can be managed in 
most circumstances, palliative care cannot mitigate some of the horrible aspects of disease—the sheer discomfort of 
advanced disease. However, we must also realise that for most people with advanced disease, pain and symptoms 
can be managed comfortably. The fear people have of end-stage disease and death is what drives the push for 
voluntary assisted dying. 

I am haunted by the words of our wonderful palliative care nurse, Lou, who has worked in the palliative care sector 
for over 27 years. She said that in all that time, she has had three patients who wanted to have access to voluntary 
assisted dying. She said their circumstances were utterly dreadful—simply awful. But she said that every single 
day, she would have a relative or friend of one of her patients say those words: “Can’t you do something? He or 
she has clearly had enough. They have no dignity. This has gone too far for too long. You wouldn’t want this. This 
needs to end.” In passing legislation to assist those three, whose circumstances, with the best palliative care provision, 
were still too dreadful to continue, and have them seek an earlier death, we must be very careful to ensure that there 
is no pressure on the hundreds of others who are not seeking an earlier death, even though their closest relatives 
might be seeking an end to their real or perceived suffering. 

I am eternally grateful for my family supporting my late husband through his illness and that we could afford the 
psychological support for Hal. He never contemplated accessing voluntary euthanasia again. All of our immediate 
family support network were totally focused on supporting Hal’s desire to keep fighting and beat the disease. 

In closing, I would like to thank the many constituents who have contacted my office by email or phone and 
respectfully related their views on this issue. I can assure those both for and against that I will keep your views 
front of mind while we continue this debate and I determine where my vote will land. 

[Applause.] 

MR J.R. QUIGLEY (Butler — Attorney General) [9.57 am]: Madam Acting Speaker, I stand before you 
without a prepared speech. I just want to give you some of my reflections on this important legislation. When I say 
“without a prepared speech”, it is a subject to which I have given some years of thought, because as a practising 
Catholic, although a stumbling and by no means a good example of one, I am nonetheless informed by the tenets 
of that faith. When the party went to the election on the promise of introducing this legislation with a conscience 
vote, I had to start giving the matter early thought. I was conflicted during that period of time, and, might I say, 
I badly, but humbly, offered thoughtful prayer on this matter and where I would stand when it came before the 
Parliament. I do not want to keep anyone waiting: I will be voting firmly yes. It befalls me, therefore, to explain 
to the Parliament, and most of all to the people of Western Australia, why I will be voting yes. 
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This bill unfortunately has been mischaracterised by subeditors at The West Australian, not by the writers of 
The West Australian. I note that an article in this morning’s newspaper states that voluntary assisted dying will be 
available to those who will probably die, on the balance of probabilities, within six months. That is not an accurate 
reflection of clause 15(1)(c)(i) of the bill, which states — 

is advanced, progressive and will cause death; 

The first test is that that which the patient is suffering from will, not on the balance of probabilities and not even 
beyond reasonable doubt, but as a matter of certainty, cause death. The balance of probabilities test comes in only 
when “when is this death going to occur?” On the balance of probabilities, this certain death will occur within the 
next six months. That is a nuance, but a very important point to make by the media if they can find the time and if 
the subeditors can fit that into their articles. 

I do not intend to now go to the provisions of the bill otherwise, because they will be debated in the consideration 
in detail stage. We have all been heavily lobbied in the period leading up to this debate. I want to tell members 
about some of the lobbying I have received as a member of a Catholic community. I went to my daughter Lily’s 
first Holy Communion—a significant event in the life of a young child brought up in the church. My daughter was 
looking angelic in her white communion gown. I had been to all of the preparatory lessons with her. All the little 
angels were sitting in the front three rows and the parents were in reserved seating behind those three rows. 
I watched with both humility and pride as my daughter Lily, who is turning 10 in two weeks—she reminds me 
every morning—celebrated her first Eucharist. At the end of the celebration of the Eucharist, Father Richard took 
the pulpit and turned to the congregation and to the little children in front of him to welcome them into a more 
fulsome celebration of church life. Towards the end of his homily, he said, in front of the little angels, “And we 
don’t want any of this euthanasia in Western Australia.” That was the first big error of his homily, because this 
bill is not about euthanasia. I say to Father Richard when he reads this that this is not about euthanasia or someone 
making a decision about whether someone else lives or dies. No, Father Richard; this is about someone who is 
dying and can no longer sustain the pain of what they are going through. I understand the Catholic tradition of 
suffering as part of growth. I understand that the crucifixion is central to the Catholic and Christian religions. 
However, according to the Australian Bureau of Statistics figures, we Catholics have now fallen behind those in 
the ABS statistics who say that they are of no religion. “No religion” now tops the pops at 31.1 per cent of the 
population. Catholics come in at 22.6 per cent—they are only nominal Catholics; they are not ones who are going 
to church every Sunday—Anglicans at 13.3 per cent and the Uniting Church at 3.7 per cent. The majority of the 
population as a group are those who would signify no religion. 

There we are at First Communion and father says, “We don’t want any of this euthanasia.” That is a big error; it is 
not euthanasia, Father Richard. He then goes on and says, “So we want you to contact the politicians.” It was a full 
congregation because it was the celebration of the First Communion. He said, “We want you to contact the local 
politicians to tell them that we don’t want euthanasia.” But that was not the end of it. Father Richard then pointed me 
out in the third row and said, in church, “There is the Attorney General, Mr Quigley, so you can all approach him 
and tell him you don’t want euthanasia.” I had no issue with that because that was in the Catholic church that I visit 
voluntarily. I could not go there or I could not listen—that is my choice. He pointed me out. At the end of mass, the 
first communicants were having their photos taken. Anyone here who has been to one of those services would know 
that families have their little kids up in front of the altar. I was one of the last families to leave. I purposely positioned 
myself at the back of the church just inside the door. Father Richard was outside. I have never reported back to him 
the results of his invocation to the community to approach me and say “no”. As he approached me and made this 
invitation in a public place, I am sure he would not think it discourteous in any way that I respond in a public place. 
Father, the result was that not one of your parishioners approached me—not one—to say, “Don’t do it, John.” 
Not one of them even came by, sort of embarrassed, with their thumbs down. Furthermore, my daughter attends 
the Catholic school up there, and we are on an email list. Not one of the parents sent me a private email saying, 
“Don’t do it, Johnny!”—not one of them. 

Following my attendance at that mass, my wife and I had arranged a dinner. I think members would know what 
they are like. After First Communion, there is a celebratory dinner. It was at a big Italian restaurant with a long 
table, with the parents drinking red wine and eating pasta and the kids running around in their little white frocks. 
We tried to hold them at the table but it was impossible. All the adults at the table had been parishioners at that 
mass. Some of them said, “That was a bit tough the father pointing you out and saying that everyone should go 
and see John and say no.” I said that I went there as a voluntarily person. In a democracy, why would I take offence 
at that? However, each of the adults at that table who were in that congregation said, “John, if there are enough 
safeguards, you must support that legislation. You must give the population the option.” They were all the people 
there who heard the sermon. They were all the people who were asked to come and tell me no. 

I say this: I would disagree with the Premier on one small point, but this is a conscience vote so I am allowed to 
disagree with the Premier on one small point. As a Christian, if I enter a room and there is a poor person dying in 
pain on the bed and the person is one of the 30.1 per cent of the population who thinks that everything I believe in 
is hocus-pocus and a myth, a fairytale written centuries ago, and says, “John, can you pass me that glass there 
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because I want to drink that potion”, this is where I disagree with the Premier. We are not looking death in the face 
here; we are looking at dying humanity in the face here. I am not looking at a dead man, Premier; I am looking at 
a living man who does not believe in God, Christianity or a life after, but who turns to me, a Christian, and says, 
“John, can you pass me that cup to drink from?” How can I, in charity, deny a non-believer and say, because of 
the tenets of my belief, “Suffer on, baby; suffer on”? That is not a Christian attitude. 
I reflected on and was moved by the Leader of the Opposition’s speech and the journey that her late beloved 
husband, Hal, went upon—a journey that he chose to go upon, that may have had something to do with St John of 
God on Scarborough Beach Road. It may have had something to do with Catholicism. It may have had something 
to do with all of that, and will inevitably have something to do with the decisions I make when my time comes. 
But that is voluntary. I do not have to visit my views on someone who thinks that I am stupid and that I am a grown 
man believing in myths. I cannot force that on someone who does not believe because that is in my mind 
unchristian. I remind the Parliament—I do not want to be here as a bible basher—that when God sent his only son 
to earth, he did not send him to Rome to heavy the senators to change the laws to stop mass execution by crucifixion 
or to free the slaves. He just sent him to live amongst the poor to live a life of perfect love and charity and to set 
for all an example. He did not put upon religion to change the laws of earth. Indeed, it was Saint Augustine of 
Hippo, one of the great saints of Christianity, who first wrote in the late fourth and early fifth centuries of the 
separation of the law of state and the law of heaven, and how we on earth cannot write laws for heaven. On earth we 
can write laws that we can try to create that will allow for an orderly, civil, peaceful and loving community. I am 
sure that everyone here aims for that—a quiet, peaceful, gentle and loving community. 
[Member’s time extended.] 
Mr J.R. QUIGLEY: When I was listening to the honourable Leader of the Opposition, I was reminded of the 
words of Dylan Thomas in his famous poem, Do not go gentle into that good night in which the protagonist is 
leaning over his father urging him to rage, rage against the fading of the light because that is what we humans want 
to do; we want to rage against the fading of the light. I have witnessed that firsthand. I had cancer. I had T-cell 
lymphoma, which is what the former head of the Cancer Council died from. I am sorry, Premier — 
Mr M. McGowan: Clive Deverall. 
Mr J.R. QUIGLEY: Yes, Clive Deverall. I had the same diagnosis. I attended every week for 15 months at the 
Peter MacCallum Cancer Centre in the long chemo room where the pervading noise was bip-bip-bip of the 30 or 
40 chemo pumps going off. I took my position on a weekly basis with the same people. I saw people ailing and 
ailing but still getting the shunt—still getting hooked up because they were raging against the fading of the light. 
But there comes a point at which they do not give up, but at which the pain overwhelms the rage. Every time the 
light goes on, they are living in pain. It is only when they are unconscious that they get relief. I have witnessed it. 
What would I say to a person who had a potion on the bedside, “John, could you pass me that cup?” As a Christian 
could I say, “No, I will not.” That seems to me, after a lot of prayerful contemplation, against every tenet that 
I want to live by. It was Saint Paul who wrote that the gospel was written not just for Christians; it was written for 
everybody—but not everybody has to believe it, not everybody has to embrace it and not everybody, thankfully, 
has to fall off their donkey on the way to Damascus. Not everyone has to believe it. Those who do believe it take 
a burden upon themselves to try and live it. I fail on a daily basis; I am sorry. What my colleague the member for 
Scarborough described is her beloved late husband choosing an option—surrounded by family and supported. There 
are some who are not in that situation. There are some whose disease is different, whose pain is so excruciating, 
as described by the honourable Premier yesterday, that they want to choose another option. Who am I to stand here 
in the Parliament of Western Australia and say, “You can’t have that option because of what I personally believe”? 
Out in Butler, I gave them a veritable flogging with an 18.5 per cent swing. I got the 18.5 per cent swing on about 
four tenets—the dualling of Marmion Avenue, building the railway, saving Western Power and getting on with the 
freeway. That is what the people are concerned about. But whenever I have contact with them over this issue, I get 
only one response: “Do it, so long as there are enough safeguards. If I get a terrible disease and I am in excruciating 
pain, I want to know that the option is there for me. I might not want to use it, but I want to know that the option 
is there for me.” Nearly everyone in the community thinks that. What I am saying is that I got elected on secular 
temporal issues—on what the community wants for their families. I did not come here to say, “Vote Johnny 1 and 
I will stuff the Catholic catechism down your throat.” I would not do that to anyone. I did not do it because most 
of them would vomit. I do not make light of it. I embrace it myself. I am talking to the 30.1 per cent of our 
community who do not believe in God. How is it that I could come here as a legislator and say, “Because of my 
own personal beliefs, you’re going to suffer. Because of my personal beliefs, you’re not going to have an option. 
Because of my personal beliefs”—not, Premier, when I am looking death in the face, “He’s gone”, “She’s gone”—
“when I look at a dying person in excruciating pain who says, ‘Can you pass me the challis to sip from?’, I say, 
‘No way. Suffer on, baby.’” I cannot do it. 
I will be voting most firmly in favour of the voluntary assisted dying legislation because it contains 102 safeguards 
and that is what my community wants. Thank you, Mr Speaker. 
[Applause.] 
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MR D.T. REDMAN (Warren–Blackwood) [10.17 am]: The Voluntary Assisted Dying Bill 2019 is one of the 
most challenging bills that any of us have had to deal with. Certainly, it is the most challenging bill that I have had 
to deal with in my 14 years in this place. It is certainly something that I do not take lightly. Before I embark on my 
conversation, the approach that everyone in this place has taken so far in their discussion on this issue has been 
fantastic. I am not sure that it will necessarily play out the same way in the other place, but certainly in the chamber 
that I am part of, it is great to hear the approach everyone is taking. 
From the outset, I support voluntary assisted dying. I have held that view for some time. The only qualifications 
I put on this discussion is that we go through the consideration in detail process with the bill in front of us. Although 
I had a number of briefings on the bill, I certainly have not had, as a regional MP, the comprehensive level of 
briefings that I would have liked simply because I was not able to get to Perth. I want the benefit of others who 
ask questions about various aspects to ensure that all those things that have been talked about—the 102 protections 
that the member for Butler referred to—are real, valid and robust to the issues that they are meant to protect. That 
is my only qualification. This is going to be a very emotional debate, no doubt. I thought it important as a member of 
Parliament to outline the broad approach that I took to make my decision, as many others have done. In the past I have 
used the words “voluntary euthanasia”. I found it interesting that the member for Butler said that this is not euthanasia, 
this is voluntary assisted dying—a different thing. Some of my research included asking: What is euthanasia? 
What is the right terminology? I refer to page 3 of an issues paper from May 2016 titled “Euthanasia, Human 
Rights and the Law”, by the Australian Human Rights Commission. Under the heading “Terminology” it states — 

‘Euthanasia’ is often incorrectly characterised as representing one particular kind of practice. However, 
it is more accurately understood as an umbrella term which covers a vast array of practices that can be 
described as different forms of euthanasia. These include: 
• Passive voluntary euthanasia—when medical treatment is withdrawn or withheld from a patient, at 

the patient’s request, in order to end the patient’s life; 
• Active voluntary euthanasia—when medical intervention takes place, at the patient’s request, in order 

to end the patient’s life; 
• Passive involuntary euthanasia—when medical treatment is withdrawn or withheld from a patient, 

not at the request of the patient, in order to end the patient’s life; 
• Active involuntary euthanasia—when medical intervention takes place, not at the patient’s request, 

in order to end the patient’s life. 
Of course, voluntary assisted dying fits most accurately into “active voluntary euthanasia”. I say that because on 
page 35 of the same document reference is made to the complexity of the decisions around this. The word 
“euthanasia” is used. I have referenced how that is defined and I think members will understand why I am reading 
it. The final commentary in the document states — 

Individual support for the issue of euthanasia is, at its core, a matter of personal belief. Values based on 
‘sanctity of life’ and ‘personal autonomy’ are usually grounded in deeply held moral and/or religious 
beliefs. Further, supporting euthanasia may not be an absolute position. People may support some forms 
of euthanasia, such as passive voluntary euthanasia, — 

That is the dominant bit that we are talking about here — 
while rejecting other, more active, forms of euthanasia. 

I think that that is a really important comment to make in this debate at this time. 
The other question that hit me was: why take the path of legislation? These things are happening and we could 
simply decriminalise it. However, I think it is important to ensure that we get past, if you like, the decision for why 
legislation was considered to be important in taking these proactive steps. I will quote from page 37 of the same 
document. The comment there is broadly about some of the slippery slope arguments that if we start down this 
path, we will get into a very difficult situation and it will then go beyond where the community wants to go. But 
members will understand why I am referring to this quote. It states — 

‘Slippery slope’ arguments are primarily concerned with the risk that unsanctioned deaths would occur 
without specific consent and/or in non-terminal cases. The practical solution to this would be to improve 
the safeguards contained within any regulatory regime in order to prevent this from occurring, to the 
greatest extent possible. 
Well drafted ‘proactive’ legislation permitting and regulating active voluntary euthanasia can deliver 
certainty, transparency and above all, protection to all who may be involved in these practices. 

Indeed, at page 225 of the Joint Select Committee on End of Life Choices report—I compliment all parties who 
were involved in this inquiry; the report is a fantastic piece of work—one recommendation comes to the point I am 
making. In the little box headed “Voluntary assisted dying legislation framework” it states — 

Rather, the legislation should reform the law with a standalone Act that permits voluntary assisted dying 
to eligible people in accordance with strict criteria. 
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I think that having very proactive legislation that puts in place a clear set of boundaries is really important as the 
starting point in this discussion. 
How did I come to my decision? How did I come to my broad position of supporting the legislation, with the only 
qualifier that a bit of work needs to be done in consideration in detail? Firstly, the polling has been massively 
compelling. If we do not have an eye for our electorates and for the view of people, we are really missing the point 
about why we are here. I thought the best articulation of that was from the member for Dawesville who, I admit, 
did considerably more work to engage with his community than probably anyone else in this house. The position 
that came back was very, very compelling, and it is certainly the view that came through in the strongest sense in 
my electorate. In The West Australian earlier this week we saw the headline “88%”—targeted. That is a really 
compelling position. As the member for Dawesville said, there does not seem to be a quiet vote sitting out there 
that is waiting to come forward. I think the polling is extremely compelling and is certainly something that is also 
reflected in the “My Life, My Choice” report. 
Our own experiences are, I guess, the most difficult part. I congratulate the Leader of the Opposition for her 
commentary. It is very difficult to stand up in this place and put a personal experience on the table, because it is 
close; it is family and we do not particularly like putting that out on the table. As members know, I had a bit of an 
emotional experience before we went into the winter break—I am talking about my brother, who had mesothelioma. 
That is probably the most stark example for me. Probably not many people in here have not had the same 
experience, and I acknowledge that others are in the same situation as I am. My recollection from my conversations 
with my brother over the last six months of his life was that he would have absolutely wanted to have had the 
choice of a voluntary assisted dying end-of-life pathway. Yesterday, knowing that my speech was coming on 
today, I took the time to ring my sister-in-law to confirm that those were his views. She said, “Absolutely; yes. 
When he was diagnosed and still well, that was his view. That did not change right throughout the process”, which 
only took about six months. He is one very close member of my family who would have liked to have had that 
choice. It is pretty hard to be a judge from a distance, but I am pretty certain that in his situation, he probably 
would have taken it up given the nature of the disease that he had. But, again, none of us knows that until we get 
to that point. 
I only really knew three of my grandparents—one died when I was a year old. At least one grandparent clearly 
articulated to me before she died that she would have wanted some sort of support for what she described as 
voluntary euthanasia, and that a voluntary assisted dying option would have been something that she would have 
liked to have been a part of. She was one step short of pleading, but she certainly put a very strong view to me. 
My father-in-law passed away from lung cancer. He was a smoker. His death occurred in my in-laws’ home; he 
spent his last hours there, and it was not something you like to watch. Our kids were around because there was 
a view that it was a family affair, and it was very, very confronting. He was in a hell of a lot of pain in those last 
stages, despite all the support from palliative care staff—Silver Chain, I think—who, at the time, were not able to 
deal with that. Nevertheless, he had a strong Catholic background and it may not have been an option or choice 
for him. However, after seeing that, I understand why legislators want to give people the option. 
What is also really important in this debate is knowing the views of those groups of people who have been affected 
by pain and the indignity of dealing with that pain. A lot of articles and books have been written about this issue 
and those examples will be reflected upon in here, as they will in the other house. They are extremely compelling. 
As the member for Butler said, people must have choice. I think that is really important. It does not mean that 
people will choose that path—many will not, for a range of reasons. Many will simply like to have the choice but 
may not choose it, but others may choose it as their path. I think that choice for those eligible participants is a really 
important part of this legislation. 
The other choice that has not been mentioned much is the choice of health practitioners to not participate—
conscientious objection. That is a really important piece to this as well. None of us wants to put a health practitioner 
in the situation of doing something that is against their personal views and beliefs. I think that that other choice—
part of this bill—is really important. Another factor to consider is palliative care, which is massively important in 
regional Western Australia. Recommendation 13 on page 83 of the report refers to the importance of delivering 
palliative care, particularly in regional Western Australia and some of the more remote parts of WA. There are 
difficulties and challenges with that, but ensuring palliative care is critically important. There will probably never 
be enough dollars for palliative care. Part of the Nationals WA’s politics is to try to get some equity for those 
people who live in parts of the state that are far from the key services that the state delivers. There probably will 
never be enough dollars for that. If we prosecute the argument that we want a voluntary assisted dying pathway 
with access to doctors and medical practitioners who can deliver on that, should they choose, that is also an issue. 
Both palliative care and support for voluntary assisted dying, should they choose, will be resource issues in regional 
Western Australia. For that reason, I am not linking the two as strongly as perhaps others are. My support for 
voluntary assisted dying in this legislation is not premised on top-quality palliative care services in every part of 
the state. That cannot be done, because there will always be resource issues in regional parts of the state. Likewise, 
there will also be resource issues in delivering the availability of doctors for people to pursue taking part in 
a voluntary assisted dying pathway. 
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I do not support what one other particular minority political party has said—that is, the trade-off of not supporting 
the bill unless we have a certain level of palliative care. I do not support that. This bill needs to be debated in its own 
discrete way and the issues should be addressed as they come up. Palliative care is massively important and I do not 
underrate it but I am not linking resourcing regional Western Australia to my support for the bill. It is massively 
important that the government does whatever it can do—no doubt the National Party will continue to prosecute this—
to put resources into services in regional Western Australia, isolated parts of the state and remote communities. 

Also of critical importance is the level of support and commentary on not being able to palliate, if that is the right 
word, those people who are in unbearable pain. Finding 23 on page 107 refers to the fact that not all suffering can be 
palliated. Page 11 of the Australian Human Rights Commission article that I quoted refers to the same issue. It states — 

For example, the South Australian Voluntary Euthanasia Society explained: 

It is widely acknowledged, including by Palliative Care Australia and the Australian Medical 
Association, that even the best of palliative care cannot help all patients—between 5–10% find 
their suffering so unbearable that they persistently request an assisted death. Our palliative and 
medical care is highly regarded, but it can never be 100% effective. 

That is a really important point. Likewise, the minister said in his second reading speech — 

Equally, when members of the Australian Medical Association were surveyed on this issue in 2016, 
67.9 per cent of respondents agreed that there are patients for whom palliative care or other end-of-life-care 
services cannot adequately alleviate their suffering. 

A group out there will suffer irrespective of the best services we can provide for them. 

[Member’s time extended.] 

Mr D.T. REDMAN: The report refers to advance healthcare planning, advance healthcare plans, advance health 
directives and enduring powers of guardianship as strategies that are in place now and refers to the roles that they 
play. Clearly, they are not suitable substitutes for the bill here. They have a range of benefits, but they also have 
some flaws, particularly advance health directives, for which there is a very clear demonstration of a low uptake. 
I think page 41 of the report highlights the low uptake. A huge issue is the failure of some doctors to honour 
advance health directives. As legislators, it is important that we cast our minds to all those things that are in place 
and how well they deal with the issues that we are highlighting here that are key to this legislation. I am convinced 
that there is nothing suitable to replace this as a path, and that reinforces the importance of legislating for voluntary 
assisted dying. I found it an interesting read. 

Page 109 of the report refers to lawful options at end of life. If someone had asked me the question, I would have 
come up with a couple, but there are a few more there. I did not consider suicide as being a lawful option but it is 
not against the law. 

Mr R.H. Cook: It’s pretty hard to prosecute after the event. 

Mr D.T. REDMAN: Absolutely. The lawful options highlighted include a refusal to take medical treatment. 
Depending on the circumstances, it might take a certain time before someone dies as a product of that, but I am very, 
very confronted by the consequence of refusal to take food and fluids. Someone who has no legislative choices, 
without breaking the law can choose not to eat or drink and, therefore, simply deteriorate over a time. That is terribly, 
terribly confronting. We have read and heard of examples of people in our community who have chosen that path. 
I cannot imagine how terrifying it would be to do that, let alone be a family member or friend watching that occur 
before my eyes. It is just a terrible situation. Terminal sedation is very, very legally challenging. I have no doubt—
in fact, I know, but I am not going to put it on the record here—that a level of sedation has been given under the 
banner of palliative care. It is done simply to have someone drift off to sleep, which is the outcome that probably 
everyone sitting around the patient, and the patient, would like to see. That activity happens, but we owe it to our 
medical fraternity to give a level of protection in these situations by defining those issues. This would give a choice 
to someone who chooses to take that path and take it out of the somewhat legally limiting path of terminal sedation. 

I was intrigued about the report referring to suicide as a lawful option. Page 140 of the report mentions that some 
10 per cent of suicides are by people who have chronic illnesses and hence choose to suicide. That really concerns 
me. In more rural parts of Western Australia, people are massively pragmatic. A lot of them have access to firearms 
and a very pragmatic approach is taken to managing animals in distress. Their mindset is perhaps quite different 
from someone who might not have access to options, if you like, to choose a suicide path. I do not like that. I do 
not like those choices being the only ones that people have. I think that adds to a compelling argument. Page 148 
of the report refers to the range of issues that emerge under this heading of lawful paths that are available now and 
their limitations. If members have not read the four dot points on page 148, I advise them that they are certainly 
worth a read. It refers to the shortcomings of those choices. 

We do not stand here paving a new path. We stand here making legislation on the back of the experience of other 
jurisdictions around the world and, in the short term at least, the experience of another jurisdiction in Australia. 
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That is a massive benefit because significant arguments will be put up as challenges in this discussion and we can 
go to the national experience to give us some guidance on the outcomes. We will have arguments about the slippery 
slope, the safeguards not working and the abuse of the vulnerable. The latter was one of my big concerns. Aged 
care in regional Western Australia is an emerging challenge. We do not want vulnerable people to be coerced into 
a situation that they do not want to be in. It is similar for the arguments to prevent suicide. I am comfortable with 
my reading of the examples in other jurisdictions and the commentary on page 181 where the committee concludes 
that the risks can be guarded against. There is sufficient evidence—not only a comment by a minister—to suggest 
that the risks can be guarded against. I do not think that any jurisdictions with voluntary assisted dying legislation, 
just about without exception, have made subsequent changes to fix anything. I think that sends a very strong signal. 
That said, if we get through all of this and to the point of supporting this pathway, we will have to put it down in 
black and white, and that will be the hardest bit. Writing down all the rules, risks and responses will be the hard 
bit. Hence, I think the consideration in detail stage will be a really important part of this discussion. I will go into that 
debate in the position of being well-read and well-versed on this topic and how it works, yet this is one of the qualifiers 
as we work through that. In every likelihood, I will support the bill, but I want to ask a number of questions and 
listen to other commentary about this legislation. 

There are eligibility criteria. There is a whole process for VAD, with an assessment process involving three requests, 
independent witnesses and two doctors. There are checks and balances and a range of important processes—102, in 
fact—that reinforce and are wrapped around a very, very robust piece of legislation to manage the complexity and 
the range of issues that could emerge from a bill that will have such far-reaching consequences as this bill. I believe 
the bill, as I read it now, does that, but, again, the consideration in detail stage will be very important. 

There is a predominant expectation in the community that both houses will support this bill. The community expects 
that and this is what it wants. I think it is incumbent upon us to deliver on that. I recognise there are strong views 
on this issue. I absolutely respect the views others have expressed. I expect many will think that this legislation does 
not go far enough. Someone asked me—this is relevant to the comments the Attorney General made yesterday—
if they had an advanced health directive, could they access voluntary assisted dying to ensure that if they developed 
dementia, they could take action to get on the pathway to voluntary assisted dying. The answer is no, because there 
is an enduring view that people need to have capacity at all points in time to make a valid decision. I think the 
Attorney General yesterday dismissed that. He said that this is not a path the government is going down. Certainly, 
those were the comments of a couple of constituents who have approached me. I think the view of some is that we 
are not going far enough on this; others will think we can never put enough rules in a bill to deal with all the issues. 

I am very pleased that we are taking a very cautious approach, given we are introducing legislation that is 
controversial, very emotional and very personal, but nevertheless something that people want. If we overreach 
with this legislation, it will be off the table for a long, long time. People will hold the view that we have not gone 
far enough, but I think we have pitched the politics right, and I pay tribute to the minister for doing that. It is 
important for the government to understand the politics and the reach of this legislation to get the support of both 
houses so the legislation can get through and be put in place. I think that cautious approach is absolutely right. 

In closing, the price of getting this legislation wrong is high. It is incumbent upon all of us as legislators to navigate 
all the issues and to quiz the government and the experts on the various aspects of the bill to ensure that we 
absolutely understand what the clauses mean, so that when it is passed in this house—I am pretty certain it will 
come back from the Legislative Council—and gets royal assent, it will be the best that these two houses can do 
for something that the Western Australian community wants. 

MS M.M. QUIRK (Girrawheen) [10.43 am]: We all approach the very important Voluntary Assisted Dying 
Bill 2019 through the lens of personal experience. In this context, I want to particularly make mention of the 
Leader of the Opposition for sharing what was a very tough account of her personal experience. Throughout this 
debate, we have heard and are likely to hear harrowing and emotional accounts from members. No experience is 
any less legitimate than another. 

Mr Acting Speaker, I am being distracted by a conversation in front of me. 

The ACTING SPEAKER: Attorney General and Minister for Health, I am afraid you are distracting your member. 

Ms M.M. QUIRK: My views are formed from a complex amalgam of factors. Yes, I am an imperfect Catholic 
and I firmly believe life is valuable but other influences were operative in my approach to the bill. It would be trite 
to attribute the issues raised by me as being a slavish adherence to Rome. I acknowledge that we live in a pluralistic 
society and enunciating my views is not an attempt to proselytize those who have differing views. Characterising 
arguments in this way shows a lack of appreciation of how complex and multifaceted issues such as this can be. 

My experience includes time served on the Sir Charles Gairdner Hospital board, co-chair of Parliamentary Friends 
of Palliative Care for the past two years, work as a former volunteer with Alzheimer’s WA, a background as 
a prosecutor and administrative lawyer and someone who has personally experienced clinical depression. I also had 
the great privilege of being Minister for Disability Services; Citizenship and Multicultural Interests; Seniors and 
Volunteering. In opposition, I was shadow Minister for Seniors and Ageing and grappled with serious policy issues 
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such as elder abuse. As Chair of the Community Development and Justice Standing Committee, we undertook 
a significant inquiry into policy issues for government in an ageing population. I regularly visit an aged-care 
facility and I have been at the bedside of close relatives who have died. 
As the member for Girrawheen, over the years, in response to constituents’ concerns, I have engaged in an ongoing 
dialogue with hospital authorities and successive governments for improved palliative care in the northern suburbs. 
Importantly, the views of constituents who have written to or contacted me about this bill are significant. Finally, 
representing a multicultural electorate, the cultural considerations and implications of such laws need greater attention. 
I acknowledge that I will be mindful of subjective influences such as those I have outlined in exercising a conscience 
vote. But, members, I cannot stress enough that we also need to dispassionately and objectively consider the 
individual clauses to assess how these laws will operate in practice, whether there will be any unintended 
consequences, whether the most vulnerable will be adequately protected and whether these laws will profoundly 
corrupt the practice of medicine. I also reject outright the assertion that anyone who departs from the orthodoxy 
lacks compassion. No-one has a monopoly on empathy, and heartfelt emotions are sincerely felt on both sides. 
At the outset, before I focus on a number of specific concerns, there is a need to clarify some of the words and 
terms used in public discourse on these proposals over recent months. There is a level of ambiguity in terms used, 
which obscure meaning. Some of the words used are capable of having different interpretations and others have 
an ordinary meaning but have been framed in such a way as to be misleading. For example, we were told in the 
minister’s second reading speech — 

I would like to emphasise that this bill has nothing to do with euthanasia. This is about providing 
assistance to someone who is already dying. It is not euthanasia and it is not suicide. 

This begs the question: why is it not euthanasia; and, if it is not euthanasia, what is it? I am not being quarrelsome 
or pedantic; this is a legitimate question. Given that this is the term used in the media, on talkback radio and in 
water-cooler conversation, it is important that we understand what is it we are doing with this legislation. It is true 
that the term is ambiguous. The distinguished chair of the expert panel, Malcolm McCusker, AC, QC, told 
a consultation session that I attended that the word had not been used in the panel discussions or report because it 
carried negative connotations.  
The term “euthanasia” derives from ancient Greek language—I might require the member for Hillarys to correct 
my pronunciation—“eu” meaning good or noble and “thanatos” for death, giving a literal meaning of “good or 
happy death”. Used in that sense, I am sure we would all agree that one hopes that everyone is in favour of 
euthanasia. One of the active groups advocating for these laws calls itself “Go Gently”, which, of course is a direct 
reflection on the very origins of the term. But I can see that the original meaning has evolved, and there is confusion 
in that it now means “terminating life intentionally”. In these circumstances, I can understand why it was 
considered wiser to eschew the term. However, if an opinion poll asks people whether they support euthanasia and 
the pollster understands the word to mean “giving patients a lethal injection”, some people polled may think it 
means something altogether different, such as a patient asking for life-prolonging treatment to be withdrawn 
because it is too burdensome. Then, the results of the poll would be worthless. Those who assert justification for 
this legislation do so on the basis that there is a grey area for doctors when treating terminal patients, leaving the 
medical profession in legal jeopardy. Such proponents fail to understand that in criminal law, the intention to kill 
is routinely inferred from objective circumstances. 
Much has been made of the extensive consultation on this bill. A person would be seriously mistaken to think that 
the word “consultation” is given its ordinary meaning of discussion, dialogue, debate or seeking advice. Anyone 
who attended these fora will know that comment was not invited nor wanted from those opposed to this bill; the 
introduction and enactment of the legislation was presented to the audience as a fait accompli. Rather, it was to 
seek feedback on how the law should operate. Those who were interested in the topic did not have access to a draft 
bill during those consultations. 
It could be said that people opposed to the issue in principle had the opportunity to make submissions to the Joint Select 
Committee on End of Life Choices, and they did so in volumes. There were hundreds of written submissions from 
people who are concerned about aspects of the proposals or the legislation for a variety of reasons. Sadly, few of 
those submissions were given any weight or addressed in the majority report. There were other sections of the 
community who simply did not participate in the debate whatsoever. The figures and analysis of the demographics 
of the participants in the appendices to the expert panel’s final report are enlightening. A bit more of that later. 
The response by proponents to this would be to say, “Well, people have the choice whether to participate in 
consultations or similarly to avail themselves of an early death.” Again, this language is opaque, because so-called 
choice is illusory, especially in regional and remote Western Australia, where timely access to palliative care is 
largely unavailable. There is also the widely asserted premise that pain management cannot be accomplished in 
the majority of cases. This does not coincide with current medical experience. 
The reasons patients gave when requesting physician assisted suicide in Oregon have been consistent for the last 
20 years. Of those patients, 90 per cent reported a decreasing ability to participate in activities that made life 
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enjoyable, 90 per cent reported a loss of autonomy, and 65 per cent reported a loss of dignity. Each of these patients 
were asked to rate the importance of 29 factors in influencing their request for aided dying. The highest-ranked 
reasons were wanting to control the circumstances of their death, concerns about future quality of life, concerns 
about future pain, concerns about the future ability to care for oneself, a loss of independence and a desire to die 
at home. Among the lowest-rated reasons for requesting assistance were depression, lack of support, financial 
concerns, current pain and quality of life. 

Finally on the language used to frame this debate is the word “safeguard”. A safeguard is a measure taken to protect 
someone or something or to prevent something undesirable. Many of the so-called 102 safeguards are really 
eligibility criteria rather than protections. It is worth noting that there are fewer protections than in Victorian law. 
Surely, Western Australians deserve the same level of protection. 

Former Prime Minister Paul Keating referred to safeguards in the context of the Victorian legislation in an opinion 
piece in the Sydney Morning Herald in October 2017. He stated — 

An alarming aspect of the debate is the claim that safeguards can be provided at every step to protect the 
vulnerable. This claim exposes the bald utopianism of the project—the advocates support a bill to authorise 
termination of life in the name of compassion, while at the same time claiming they can guarantee 
protection of the vulnerable, the depressed and the poor. 

No law and no process can achieve that objective. This is the point. If there are doctors prepared to bend 
the rules now, there will be doctors prepared to bend the rules under the new system. 

I have limited time to address all of the substantive issues that we need to satisfy ourselves about in the proposed 
regime; I anticipate these will be canvassed during the debate at the consideration in detail stage. These issues 
include: What is a level of testing for capacity of an individual to make such a momentous decision? How can we 
be satisfied that a decision by a patient is not largely the result of undiagnosed depression or mental illness which 
could be medically addressed? How is the possibility of coercion tested? Should certain individuals be referred for 
an expert psychiatric assessment as a matter of course? Is the measure effectively a default position because 
adequate or timely palliative care is not accessible? Should there be a notation on the death certificate or should 
the coroner be notified? 

People have asked me why Western Australia did not just copy the laws passed in Victoria. The Minister for Health 
explained this very well in his second reading speech, as follows — 

The Victorian legislation presented Western Australia with the opportunity to examine the approach 
taken in Victoria. However, during the development of the bill, the circumstances and needs of 
Western Australia have been kept in mind. Western Australia has different clinical models than Victoria 
due to its geographical size and location. WA is the most culturally diverse state in Australia, with 
Aboriginal people, migrants and refugees accounting for nearly 30 per cent of its population. Where 
possible, consistency with the Victorian legislation has been maintained; however, this bill reflects what 
is suitable for the needs of Western Australians. 

The underlying issues to which the minister alludes is that unlike Victoria, there are many remote areas that are 
not currently serviced by adequate or any palliative care. With a larger First Nation population, more attention 
needs to be given to cultural distinctions like the need to die on country and the lack of trust in mainstream health 
services. The final report of the expert panel canvasses these issues well, but it serves to reinforce in my mind the 
imperative to hasten slowly. 

Senator Pat Dodson made a powerful speech in the Senate on the Restoring Territory Rights (Assisted Suicide 
Legislation) Bill 2015, a private members’ bill, in August of 2018. In it, he addressed the challenges of euthanasia 
for First Nation communities — 

“Any proposed legislation to change assisted suicide legislation must occur in consultation with First Nations 
health services and communities. It is the First Nations people who are at higher risk of being in a situation 
where assisted dying may take place.” 

Under the United Nations Declaration on the Rights of Indigenous Peoples, article 24.2 states — 

Indigenous individuals have an equal right to the enjoyment of the highest attainable standard of physical 
and mental health. States shall take the necessary steps with a view to achieving progressively the full 
realization of this right. 

We know that Australia’s attempt to achieve the realisation of that right through the Closing the Gap program has 
been an abysmal failure. First Nation people do not enjoy the same quality of life in this country at every stage of 
their existence, as shown in the national figures. In the womb, a First Nation child is at higher risk of contracting 
life-threatening bloodborne diseases. Last year, six First Nation babies died of syphilis. Children are more likely 
to be diagnosed with chronic health conditions such as type 2 diabetes. They are at greater risk of contracting 
meningococcal and rheumatic heart disease. As teenagers, they watch their friends, cousins and siblings prematurely 
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end their own lives. These facts are true of the Northern Territory and nationally. In the Kimberley region, where 
I come from, the suicide rate is the highest in the world. By what most Australians call middle age, many First Nation 
people are already living with kidney failure without sufficient access to dialysis. The burden of disease and 
disability in First Nation communities is far higher than it is in the general population. First Nation people are 
more likely to live with a severe or profound disability and to die younger. On a national basis, First Nation men 
can expect to live to an average age of 69, while non–First Nation men can expect to live to an average age of 80. 
First Nation women can expect to live an average age of 73, while non–First Nation women can expect to live to 
an average age of 83. All governments—state, territory and federal—have failed to enact the necessary action to 
close the gap. 
[Member’s time extended.] 
Ms M.M. QUIRK: We have failed to address the health issues suffered by First Nation people to date. With so 
many of our people suffering complex health conditions at an earlier age, there is a desperate need for culturally 
appropriate palliative care services in regional and remote areas. A review recently commissioned by the 
Australian government confirmed that more needs to be done to ensure First Nation people receive palliative care 
within their community. It states — 

“Where First Nations people are already overrepresented at every stage of our health system, it is 
irresponsible to vote in favour of another avenue to death.” 

Paving the way for euthanasia and assisted suicide leaves First Nation people even more vulnerable when our 
focus should be on working collectively to create laws that help to prolong life and restore the right to enjoy 
a healthy life. The only concessions I can see to these challenges for First Nation people in remote WA is the 
ability to use a nurse practitioner to deliver the lethal dose, the use of interpreters, if necessary, and the need to 
significantly expand culturally appropriate delivery of palliative care. 
This brings me to the issues around culturally and linguistically diverse Western Australians. I will make the 
following observations. Despite consideration of the issues for CALD communities and appropriate representation 
on the panel, there was little participation by CALD communities in the consultation process or in making 
submissions, and minimal use of the expert panel’s online vehicle, Citizen Space. A stakeholder meeting with the 
panel was convened at which only seven people attended. The panel found that awareness-raising would be 
required for CALD communities and that interpreters who were not family members and had the necessary 
accreditation would be needed to navigate a patient through the process. I am certainly mindful that for the elderly 
for whom English is not the first language, there is the tendency to revert to their first language. On complex 
matters such as exercising a choice between life, ostensible familiarity with English should be treated with extreme 
caution. The lack of participation of CALD Western Australians in discussions on voluntary assisted dying may 
evidence either a lack of demand or interest in pursuing this course of action. 
Access to palliative care is an issue in not only remote and regional WA, but also the northern suburbs, directly 
impacting on my electorate. What is optimal palliative care and what is meant by palliative care is not well known 
within the community. Many consider it to mean solely the last few days of life, a time when many feel trapped in 
a technologically sophisticated, seemingly uncaring world of medicine. At such a late stage, there is not the same 
opportunity to markedly improve quality of life as there is if palliative care is engaged immediately upon diagnosis. 
Palliative care helps people to live their life as fully and as comfortably as possible when living with a life-limiting 
terminal illness. Palliative care identifies and treats symptoms that may be physical, emotional, spiritual or social. 
It is essential that options for palliative care be explored at the time of terminal diagnosis. It is about ensuring quality 
of life in the time remaining. It is about living well with a terminal illness. Sometimes palliative care can be of benefit 
to a person at their initial diagnosis or useful on and off through various stages of an illness. Many people have 
long-term interactions with their palliative care team, seeing them during the course of their illness. There are many 
elements to good palliative care including pain and symptom management, and advice and support to carers. Palliative 
care ensures patients are kept comfortable and can, as I said, maintain a good quality of life. Ideally, it involves 
many health professional who can all bring a range of skills to manage illness. These professions include doctors, 
nurses, social workers, physiotherapists, occupational and speech therapists, psychologists and trained volunteers. 
In the context of my constituents, the Joint Select Committee on End of Life Choices found, at page 67 of its report 
under finding 10 — 

Apart from a small number of private beds at Glenngary Hospital, there is no inpatient specialist palliative 
care hospice in the northern suburbs of Perth. 

Following that finding, it made the recommendation — 
The Minister for Health should facilitate the establishment of an inpatient specialist palliative care hospice 
providing publicly funded beds in the northern suburbs of Perth. 

Surprisingly some members might know that an area built especially as a hospice at Joondalup Health Campus 
already exists, but it is not currently being used for that purpose. If the other planned extensions can be expedited, 
patient capacity for palliative care can readily be accommodated at Joondalup. 
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I welcomed in May the additional funding for palliative care in the 2019–20 budget. I have a table which shows 
the breakdown of the $41 million allocated in the budget. In accordance with standing order 86, I seek leave to 
have it incorporated into Hansard. 

Leave granted. 

The following material was incorporated — 

 2018–19 
$’000 

2019–20 
$’000 

2020–21 
$’000 

2020–22 
$’000 

2020–23 
$’000 

Total 
$’000 

Regional Palliative Care Services  5,081 6,482 8,015 10,586 30,164 

End of Life Choices — Project Funding 1,741 2,279 1,795   5,815 

 VAD Recommendations 1,006 1,488 1,065   3,560 

 Palliative Care and End of Life Choices 735 791 729   2,255 

Capital — Carnarvon  4500 500   5,000 

TOTAL PACKAGE 1,741 11,860 8,777 8,015 10,586 40,979 
 

Ms M.M. QUIRK: This additional $41 million over four years includes $5 million previously planned for aged 
care in Carnarvon that has now been rebadged as an aged-care and palliative care facility, and $5.7 million for 
implementing the voluntary assisted dying regime. That is a start, but it is still inadequate. Most of the money has 
been allocated to regional palliative care, which is sorely needed if we are to provide any access at all in the remote 
regions of WA. As an aside, I am indebted to the minister’s office, and in particular Marion Huntly, who provided 
me with these figures and also responded to a range of other queries I had. 

It is calculated that the appropriate ratio for palliative care specialists in Western Australia should be two specialists 
for every 100 000 people. WA currently has 0.57 specialists for every 100 000 people. It is estimated that over the 
next four years $600 million will be needed, and medical specialists in the field need to increase from 15 to 50. 

Despite the ageing population, it is trite to say that the elderly can suffer social isolation and feel as though they 
have outlived their usefulness and are a burden on not only their family but also the health system and the community 
generally. We also know that the incidence of elder abuse is significantly under-reported, with victims ashamed to 
report it because perpetrators are often family members. I am strongly of the view that these laws will be seen as 
a way out for those poor souls who feel that they have outlived their usefulness, have had a full and satisfying life 
and do not want to become an unproductive burden. This throws some of the bill’s safeguards into stark relief. 
How thoroughly will possible coercion be investigated or considered? This is yet another matter that will be 
explored in consideration in detail. Senior Western Australians deserve our respect and to be valued. Laws such 
as this one send the wrong signal to them. For the elderly, feelings of guilt and redundancy may well outweigh the 
choice that is said to operate under this bill. In the words of form Prime Minister Paul Keating, yet again — 

Once this bill is passed — 

That is the Victorian legislation — 

the expectations of patients and families will change. The culture of dying, despite certain and intense 
resistance, will gradually permeate into our medical, health, social and institutional arrangements. It 
stands for everything a truly civil society should stand against. A change of this kind will affect our entire 
community not just a small number of dying patients. It is fatuous to assert that patients will not feel 
under pressure once this bill becomes law to nominate themselves for termination. 

The passing of this bill is akin to unfurling a white flag of surrender. In waving that white flag, we are conceding that 
we cannot marshal the considerable resources in our health system to allow those with a terminal illness to enjoy 
a quality of life in their remaining time. We are conceding that in a state like WA, we cannot provide timely access 
to palliative to all Western Australians irrespective of where they live. By giving up, we consign the vulnerable, 
depressed, mentally ill and socially isolated to the risk of coercion or, worse still, that they have no choice but to 
accede to an early and untimely death. We are ultimately choosing between two systems in which some suffering 
may be difficult to treat or manage and one in which regulation is very difficult to perfectly enforce. 

The final words of Paul Keating are very apt considering the remark of the Attorney General. Paul Keating said — 

Opposition to this bill is not about religion. It is about the civilisational ethic that should be at the heart 
of our secular society. The concerns I express are shared by people of any religion or no religion. In 
public life it is the principles that matter. They define the norms and values of a society and in this case 
the principles concern our view of human life itself. It is a mistake for legislators to act on the deeply held 
emotional concerns of many when that involves crossing a threshold that will affect the entire society 
in perpetuity. 
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MS E. HAMILTON (Joondalup) [11.11 am]: I rise to make a contribution to the Voluntary Assisted Dying 
Bill 2019. Let me start by saying that it takes a bold government to deal with a complex issue like the one before 
the house at this moment—yet here we are doing what is right. To say that there are mixed views on this piece of 
legislation would be an understatement, and not to recognise that people have strongly held views would be to not 
understand the issue. Each of us has a personal story, a point of reference for this debate, and we need to ensure 
that when we talk about this issue, we listen to each other and have a respectful conversation. 

What we have before us today—what we, as legislators in this house have been asked to do—is to represent our 
community’s views on the Voluntary Assisted Dying Bill that the McGowan government has introduced. We are 
dealing with a conversation that is long overdue and that our community is telling us they want to have—providing 
those individuals, who are suffering as part of an advanced progressive terminal condition, with an additional choice, 
which will provide compassion and dignity at the end of one’s life. We know there is 88 per cent community 
support statewide. This is reflected in Joondalup with over 80 per cent support, which is why I will be voting in 
favour of voluntary assisted dying. 

As a decision-maker, politician, parliamentarian, community leader, or whatever way you want to look at it, each 
of us have a conscious vote in this place on this bill. To be able to speak to this legislation and represent the views 
of my Joondalup electorate is a privilege. It is the case that we have so many choices in life. It is one of the benefits 
of the society that we live in. But as a society, we do not engage in the conversations around death and about what 
we would like to happen when it is our time to leave this earth. We do not talk about the choices at the time of death 
very openly; it is just not something that we spend a lot of time discussing. In fact, I would go so far as to say that 
it is an uncomfortable and often-avoided conversation even when it does come up in our families, friendship groups 
or more broadly. But, what I have found out, and, in fact, what I thought to be the case in my electorate, is that 
people have strongly held views about what choice they would like to have at their end of life if they were faced 
with a terminal illness and were experiencing irremediable suffering. 

Importantly, this legislation before the house needed to meet twin objectives of providing compassion and dignity 
for people facing death and ensuring that there are adequate safeguards in place so that no person is being taken 
advantage of. In this bill, both of these objectives have been achieved. Let us be very clear from the onset: people 
would rather choose to live than to die, but when faced with death, some may wish to choose voluntary assisted 
dying. This choice could be for a number of reasons, and, if nothing else, it is a way that that an individual may be 
able to feel that they are able to gain back some form of control at the end. 

The legislation that is before Parliament is not something that people have to choose, but the conversation that we are 
having right now is about legalising the choice about how a person may choose to end their life. For those who are 
suffering a terminal illness where death is imminent, it is a decision that they should be able to make. They are already 
on a trajectory that, sadly, means they will pass. The question is: what will that death look and feel like? It is a personal 
choice and one that each individual should be able to have the ability to make. For those who are facing a diagnosis 
of a terminal illness, it is devastating. We have good palliative care services that are available. We acknowledge 
in this debate the fact that whilst we as a government are investing significantly in palliative care services, for 
some this does not provide a reprieve; it just does not work. But it should not be a one or the other decision. 

I have taken time to consult my community so that I can stand here and say that I am representing the views of 
Joondalup. Over 80 per cent of the Joondalup community support this legislation and I will be supporting the bill. 
For me to be able to arrive at this decision, I took the time to understand the views of my community. I sent a paper 
survey to the entire electorate of Joondalup and advertised and hosted a joint forum with Hon Alannah MacTiernan, 
which was attended by Amber-Jade Sanderson, former federal MP Dr Mal Washer and, of course, Dying with Dignity 
Western Australia. Thank you to the speakers but also to each and every one of the 340 residents from the northern 
suburbs who came along. The sentiment of the attendees was overwhelmingly in support of voluntary assisted 
dying, with many personal experiences shared. I ran an online survey, doorknocked, phone called, held mobile 
and open offices and made sure that I took the calls and the meetings when local residents wanted to speak to me 
on this issue. I have attended many of the presentations made available to us as parliamentarians. The sentiments 
in Joondalup reflect those of the broader community. I note that some in our community wished that this legislation 
went further with regard to people suffering from Alzheimer’s or dementia, but they also recognised the importance 
of this piece of legislation and the fundamental principle that a person accessing VAD must have the cognitive 
ability to make that choice at their end of life. 

Rather than spend my time here in this place talking to the very important elements of this bill before the Parliament, 
as it is readily available, I want to take some time to convey to members the views from Joondalup. Whilst I cannot 
read every comment, I will read those that convey the general sentiments of my community, and I will include the 
alternative view. I will read them as they have been given to me. 

One respondent said — 

If people feel that their health is such that they have a painful horrible existence it should be up to them 
if they wish to terminate their life and go out in a peaceful manner with friends and family around. 
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Another respondent said that we need this legislation: “To provide people with dignity and choices.” 

Another respondent said — 

Quality of life issues. We are kinder to our pets and try to stop them from distress. Why can’t I choose 
when I’ve had enough and be remembered for the person I was, not the skeleton or hinder I am lying 
there inpain … Let me family and friends remember the best of times with me instead of the burden 
I became. It is my right to die with dignity. 

Another respondent said — 

I believe people have a right to choose. If they have decided they don’t wish to live and endure physical 
and mental suffering, they should have the option of voluntary assisted dying. It should be their right and 
their choice. 

Another respondent said — 

Because even just knowing that there is a choice would be a comfort to those fearing years of pain and 
poor quality of life. 

Another respondent said — 

The suffering that some terminally ill people have to endure is in humane and here is no dignity left in 
the final stages 

Another respondent said — 

If a person has a terminal illness and their wish is to die by a way of their choosing then their wishes 
should come above any other consideration. 

Another respondent said — 

Having seen my mother die on a hospital administered “ nil by mouth” method and last for 7 days in this 
state—note—not comfortable at all—very agitated and on day 5 wake and speak to me about her pain 
I feel that we owe more to our elders, to our loved ones. In my experience our hospitals are unable to care 
for people at the end stage of life—in fact they cannot prevent aged people from getting bed sores that 
penetrate into the bone. My mother begged me to “finish her off” something that I was legally and 
emotionally unable to do. I could not facilitate this for her through the current legal and medical system. 
Change is well overdue. For some pallative care is not the answer and as consenting adults we should be 
allowed the choice and manner of our demise.  

Another comment from the survey states — 
PLEASE push for our voices to be heard on this issue. It’s not just about palliative care and terminal 
illness. It’s about QUALITY OF LIFE. I want the right to choose what my family have to deal with if 
I become sick. I DO NOT want them to go through the pain and suffering I went through watching my 
most beloved person in the world die an agonizing death. This is INSANE! It causes enormous knock on 
effects to loved ones and family. Strain on aged care services and health care facilities. This is the number 
one thing I’m most passionate about so feel free to contact me if you need any advice from someone who 
has lived and breathed this devastation. Thank you for all of your help Emily. You have no idea how 
important this is for humanity. 

I want to spend a moment talking about Joan, the wife of Ernie, a local Labor branch member. Ernie lost his wife 
just before Christmas last year. An article in The West Australian of 22 December, titled “Perth family share their 
mother’s plight in support of assisted dying laws”, states — 

While most families have been preparing for Christmas, Joan Ellery was waiting to die, surrounded by 
her distressed husband, children and grandchildren. 
… 

It was confronting to see the mother of five, grandmother of 13 and great-grandmother of 20 who was 
being given just enough morphine to keep her comfortable. 

… 
For her family, the hope of end-of-life laws that would have allowed her death to be hastened came too late. 

… 

“She was the most beautiful, hardworking mum to our kids and I was very lucky to have her—but she’s 
not really here any more and she would have hated that,” Mr Ellery said on our visit. “We discussed 
euthanasia many times and she was clear that she did not want to stay alive if she had no quality of life. 

… 
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“For the last six months, Mum hasn’t known who I am but sometimes she looked at us as if to say, 
‘Why aren’t you helping me more,” she said. Ms Ellshore said her mother should have been given the 
right to die with more dignity. “There is no quality of life if someone is bedridden, has to be changed and 
be fed like a baby, and they have no awareness of what is happening around them,” … 

Just two hours after the visit by the journalist, Joan passed away. 

I received some diary entries from a wife who was struggling as her husband was passing away in front of her 
eyes. According to my notes, she wrote on 20 January this year — 

The last 27 days of my life have been horrendous in so many ways, it’s called having to face life and 
death circumstances, making the call and standing your ground in the name of humanity. In the silence 
I question the long road travelled, does anyone truly understand the journey, of heartache pain and 
suffering. Yes some do, but we need to unite as one and bring about Change, for our many loved ones 
but also for our end of life wishes. Addressing them by all coming together, will mean having our voices 
heard and that makes the difference. It means a better future for all who follow, bring about change in the 
name of humanity and dignity. For those who do not want Voluntary Euthanasia, I respect your decision, 
therefore respect my choice to choose, how, what and why. Respect is understanding that each individual 
is different and that they are entitled to their opinion in making a decision, but most importantly having 
control over their end of life wishes. It is through life experiences that we become more knowledgeable 
and our determination forces us the address the injustices of society.. therefore life is meaningless if we 
sit and watch the suffering of our loved ones and do nothing about it. God gives man a voice and a choice 
to intervene, take the stand in the name of mercy and one day you may experience all that I am speaking 
about, only then will you understand. We are not powerless to bring about change where love is concerned 
in the name of mercy we should never be afraid to speak the truth for the benefit of the less fortunate in 
their final hours of need. It is through seeing the pain of life that we become doers, ready and able to 
bring about change, for the benefit of all. I have asked myself the question, Do I want to suffer ? The 
answer is no, therefore it is my choice to choose, it should be my given right and mine alone. 

I have had profound conversations with people from Joondalup and acknowledge that people have very strongly 
held views on this issue. I respect everyone’s personal views, even though I sometimes do not fully agree with 
them. I have spoken to people of faith at their doors. I recall a recent conversation I had not more than a fortnight 
ago with a gentleman who, when I told him the topic of conversation and the reason I was stopping by, quickly 
told me that he is Christian and does not support the legislation. He held the view that only God will determine 
when it is a person’s time to pass this earth. Conversely, I have spoken to Christians who have said, “My God is 
good and would not condone needless suffering.” Others have told me that they would not choose the option 
themselves, but would not be the ones to stand in the way of someone having that choice should they want it. 
I have heard people say, “Get on with it already! It had better pass! If I was dying, I would want the choice.” 

As I mentioned, not all the submissions that I received or people I have spoken to were supportive of the bill, but 
I think it is important to understand the alternate view and respect those who hold it. I recently received a letter, 
one part of which read — 

As a nurse I have worked in many areas, including care of the terminally ill and care of the elderly. 
PALLIATIVE CARE is the ONLY path to take. It is the only safe, loving, dignified, effective and 
honourable way of treating anyone of any age, in any such situation. 

Another person said that they believe that any situation in which someone is assisted to take their own life or have 
their life taken by another person is morally wrong. Others have commented that any laws such as this will always 
lead to abuse, as has happened in other countries; that there are many other reasons against it; and that doctors are 
against the legislation. Another person said, “We shouldn’t kill people; it’s just that simple.” Although I understand 
that there are alternate views such as this, I say to those who do not support voluntary assisted dying: just do not 
choose it. But will they be the ones to stand in the way of giving other people that choice? We have to remember 
that this bill will provide an opportunity to show compassion and dignity to those who are suffering and for whom 
death is imminent. 

This bill is the result of extensive consultation that has taken place over the past two years. A joint select committee 
inquired into end-of-life choices and, after 12 months, tabled its report, “My Life, My Choice”. The report reflected 
broad community agreement about the importance of individual autonomy and choice over end-of-life matters. The 
committee recommended that the government introduce legislation for voluntary assisted dying. One recommendation 
of the report was that a ministerial expert panel be appointed to develop voluntary assisted dying legislation in WA, 
and its final report was presented to the government. The reason for my mentioning this process is to highlight that 
throughout the formulation of this bill, consultation was fundamental and extensive. In addition, the bill includes 
the important and stringent qualification of having 102 safeguards. 

Other jurisdictions, both internationally and within Australia, have dealt with this issue. We need to remember that 
although we are discussing this bill in Western Australia and it is our own piece of legislation, the topic is not just 
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ours, nor does it stand alone. It is an issue that many countries around the world have addressed and which many 
communities are asking their parliaments and elected members to consider. The bill before us is the right bill for 
WA and one that Western Australians are asking for. 

I congratulate the joint select committee and ministerial expert panel for their extensive work and consultation, 
which has enabled us to arrive at this bill. I thank those who have taken the time to brief MPs on this issue, 
including national and international guests and experts. I say well done to Dying with Dignity Western Australia 
for its public campaign and to all others who have been involved. 

[Member’s time extended.] 

Ms E. HAMILTON: I say to those who are active on this issue in my community and who support this legislation 
that we need this bill to pass both houses of Parliament. I have concerns about the passage of the bill through the 
upper house. We need to ensure that all MPs are given the opportunity to vote on this important piece of legislation 
in this Parliament. 

We all have a story of a loved one who has passed and whose memory lives on, but whose death is remembered 
with a heavy heart. There are the questions of: What if there had been another way? Why did it happen that way? 
What could have helped or have been done? Why did they need to suffer? I know I have those questions. Some of 
our colleagues and members of our communities, friendship groups and families are struggling with this issue right 
now. To those people I say that I hope we can say before the year’s end that there is something else to consider—
just another option and choice at end of life, when so many already feel so helpless. 

I want to thank my community for the time they have taken to convey to me their views on voluntary assisted 
dying. Although I know that not everyone will agree with the decision I will make in this place, it is a decision 
that I have not taken lightly and one that I have ensured reflects the majority view of the good people of Joondalup. 

I return to my first remark: it takes a bold government to deal with a complex issue like voluntary assisted dying. 
Yet here we are, doing what is right. I say yes to providing people in our community who are suffering with the 
choice to end their life with dignity. I commend the bill to the house.  

MR P.J. RUNDLE (Roe) [11.30 am]: I rise to speak to the Voluntary Assisted Dying Bill 2019. I congratulate 
the government, the Premier and especially the Minister for Health for bringing this bill to Parliament for debate. 
It is a subject that should have been debated for many years and I think it is time to act, so well done to the 
government for bringing it to Parliament. I acknowledge also the Joint Select Committee on End of Life Choices 
chaired by Amber-Jade Sanderson, MLA, and also the Ministerial Expert Panel on Voluntary Assisted Dying, 
which was chaired by Malcolm McCusker, AC, QC. The work of both of those bodies is extraordinary. I thank 
each member of both those panels for their commitment to the task. I know it has been a long task and one that is 
very difficult, and I think they have done it well. 

From personal experience, I am aware of the amount of consultation that has taken place. My mother was one of 
those who was keen to talk to the initial joint select committee. She lives in Albany. It was important that the 
committee ventured out to the regions and gave everyone their opportunity to tell their story. Mum was certainly 
happy to tell her story about her sister and how she felt about voluntary assisted dying. The committee handled it 
in a very private and compassionate way. It was important that the ministerial expert panel increased its 
consultation into the regions. Our party room met with Malcolm McCusker and the panel agreed to increase its 
consultation through the community resource centre network. That gave people in the regions the opportunity to 
have their say on the recommendations of the panel. 

As will be the case for all members in this chamber, death is something that is personal. We have all witnessed 
a bad death or we know of someone who has been through it. Hopefully we have all witnessed good deaths that 
have been peaceful and painless for the person, surrounded by family. Perhaps they have died quietly in their sleep; 
that is utopia. Unfortunately the reality is that that way of dying is not true for everyone. We enter this world, 
decide on our fate throughout our entire lives and at the last hurdle that choice, that decision on how we die, is left to 
the government through laws. My office, like everyone’s here, has been inundated with community and constituent 
opinions on the subject. Many and varied groups have argued their positions with research and statistics, which in 
some instances are interpreted in ways that reflect their stance. I have read them all. It is an emotional debate. 
There is no way we can make these decisions in a purely objective way. The correspondence we have received is 
emotional. Dying represents grief and we cannot deny that the act of death can be traumatising for everyone 
concerned. It is critical that we look at this debate rationally, logically and ethically, because we are asking people 
from the medical profession to act on our behalf as lawmakers, to completely disregard their most sacrosanct vow 
to preserve life. I am not a clinician but I will, like everyone here, die at some stage. I cannot predict the way I will 
die, but this bill has forced me to consider my options. I support the notion of the exercise of free will, of choice. 

I acknowledge Belinda Teh in the Speaker’s gallery today. Belinda walked across Australia and was quoted as saying — 

My mother died in a way that will haunt me for the rest of my life. There are some things we cannot change 
and there are some things we can. 



6106 [ASSEMBLY — Thursday, 29 August 2019] 

 

I congratulate Belinda on her advocacy. It was great to catch up with her yesterday in the courtyard. 

Recently, I attended the premiere of the film The Broken Hearted and was particularly moved by some of the 
family accounts of the slow and painful deaths of their loved ones. At the premiere I met Kirsten Whitby, who was 
unassumingly talking to me, the member for South Perth and the member for Baldivis prior to the film. It was to 
my surprise that she was the first person featured in the film. I thought she spoke so well about the tragic 
circumstances of the end-of-life experience of her husband, Darren—the cousin of the member for Baldivis. That 
moved me. 

I recently noted Howard Sattler going public about how he would like to end his life and some of what I thought 
were unfair letters to The West Australian from people trying to dictate to him about what he should do with the 
end of his life. To be honest, some of those letters were appalling. 

More recently, Dr Colin Clarke came forward and talked openly about how he would like to end his life in a way 
that he can control, with his family around him. His wife is a qualified nurse, and his children are in full support. 
He has mesothelioma and as a medical doctor knows better than most that his life will be cut short and will not 
end in a pleasant way. It is important that we take on board his comments given he has only a short time left in his 
life. I note also the comments earlier today of the member for Warren–Blackwood whose brother was also afflicted 
with mesothelioma. He spoke about his family and the way Geoff would have liked to end his life. 

I know of many accounts of painful deaths. Stories relayed to me from my constituents are difficult to listen to. 
The personal accounts from members in this chamber reflect on experiences that are terribly sad. I listened to the 
Leader of the Opposition today, and the Minister for Transport and the member for Perth last night, and some of 
the examples they gave are obviously very close to their families. I do not want to dwell on individual cases but 
this one was close to my family. I would like to give an account of a family friend, Mary Goyder, who had a fall 
in her unit. She had lived independently since the death of her husband 10 years earlier. Mary made up her mind 
that that fall was her journey to death. For four weeks her family watched her slowly go from chatting to them in 
her hospital bed to two weeks later being taken off fluids and food, and then another two-week wait until her body 
starved to death. The body does many physiological things that are very unpleasant to watch, and with the family 
on an around-the-clock vigil for their mother, this was traumatising. The attending palliative care doctor who came 
in for five minutes each morning said that his job was not to end Mary’s life, but to make her death more bearable. 
The two weeks of that slow death were unnecessarily traumatising for everyone, including the nursing staff, and 
ultimately were the lasting memory for her family. It was absolutely not how Mary would have wanted to have 
died if she had been given the choice. There are many more instances that I will not go into, but I cannot with good 
faith in this debate ignore all those accounts. It is impossible to know the lasting effects of those acts on the families. 
I know that if they had had a choice about how their loved ones had died, it would not have been like that. 

Suicide is an option for ending your life because there is no other way. It is not an option that we should be 
accepting. At the very core of that decision is that the person wants to die before their natural end of life. Suicide 
is lonely, brutal and sometimes unsuccessful. I have friends who have had family members die from suicide. They 
have never recovered from this. 

As the Premier mentioned yesterday, Clive Deverall made the ultimate statement of support of voluntary assisted 
dying by taking his own life on Western Australia’s last election day, saying in his note: “Suicide is legal, euthanasia 
is not.” Mr Deverall was the highly respected former head of the Cancer Council WA and spoke in an interview 
of the reality of those who had symptoms that could not be controlled by palliative care. It was a powerful message 
that he sent on our election day in March 2017. I have dealt mainly with the family who are left to deal with the 
traumatising events and acknowledge that their pain is significant and longstanding. Interestingly, one of the 
arguments made by groups against voluntary assisted dying is that a family may coerce a dying person into early 
death to get hold of their inheritance or alleviate the burden on the family. From what I have read, it is completely 
the opposite. When a dying person wants to access voluntary assisted dying, the families are the ones who try to 
reason with their loved one to not go through with it. Not only is the dying person trying to access early assisted 
dying through the law, but often they have to argue their choice with their family. 

A friend recently lost her husband to cancer. Mark Davis was a teacher at Narrogin Senior High School. He was 
only 58 and he was strong and healthy. His cancer was kept at bay for many months and he continued to work and 
be the father and grandfather who everybody loved so much. At the end, his cancer was extensive. He endured 
unbearable pain and in his final few days he told his wife that if there was a box to tick for euthanasia, he would 
have ticked it many times. When I asked whether I could use his name in my contribution, his wife, Chris, said 
that Mark would have been so happy to have his say. He strongly believed that an individual should have the 
choice. During the final stages of Mark’s illness, he spoke frankly with his family about the need for other 
options. How can we, who are healthy and pain-free, sit here and make a judgement on this kind of suffering? Our 
perspective is based on what we have seen, heard and imagined. We cannot know exactly what goes on in the 
minds of people who live in constant pain and whose pain cannot be relieved. We cannot in all honesty make 
a decision about their life. It is irresponsible of us to imagine that we can. But what we can do is give them a choice 
to determine their own death. 
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Mental illness will be discussed during this debate. People have options with living wills and an advance health 
directive. However, neither allows access to voluntary assisted dying. People with dementia and chronic mental 
illness may want to determine how they wish to die while they have the capacity to make that decision. Minister 
for Health, I would like this option to be considered in the future. My view was consolidated after visiting many 
dementia wards throughout regional WA. I understand that it is not in the mix at this stage but it is something we 
need to consider down the track. We can determine how we want to die but the current legal system does not allow 
such a person’s wishes to be met. 

Palliative care is at the heart of this debate. I know from experience that palliative care is exceptional but not 
always effective. I know of people in my electorate who have not bothered with treatment for chronic disease 
because it is just too hard. As I mentioned during the private members’ debate on health only a week or two ago, 
we have a perfectly good oncology ward at Narrogin Health Service, but eligible people cannot be treated there 
because apparently no oncologists are available to supervise treatment. The Minister for Health knows that 
I will keep reminding him about this. We have to do better in regional areas. Given that the facility has been 
built and is available for use, we need to work hard to get oncologists and doctors to that area. We have to 
provide the palliative care resources that people in Perth can access. Many people have spoken about it and 
others will speak about it, but at the very least we have to provide pain-free options for people in the regions so 
that they can stay close to their families and die with dignity and without anxiety. We have established, 
through research and anecdotally, that palliative care cannot help a small percentage of terminally ill patients. 
However, it can alleviate pain and suffering in nearly all terminally ill patients. We need to be conscious of the 
need to increase palliative care funding so that patients are not driven to other means of dying. Some people 
want to die at home with the support of palliative care and there is no reason why people in the regions should 
not be able to access this level of care because of where they live. The element of dying at home should not be 
overlooked. I disagree with the notion that accessing voluntary assisted dying means that people must die in 
a clinical facility. Dying at home in peace and in a familiar environment surrounded by family is an important 
part of this dialogue. 

It is my understanding that the current laws put clinicians in a difficult position. In a small amount of cases, 
they are unable to give sufficient medication to make their dying patients unresponsive to the pain in case it kills 
them. I know in the past that people have relied on morphine doses to hasten death. Families are asked whether 
they are okay with increasing the dose and, of course, the families say yes because they are already traumatised 
by the process. This is unlawful. Doctors and nurses put their careers and personal ethics on the line. This practice 
does not help anyone. Access to palliative care prior to decision-making may ensure that those who decide that 
they cannot tolerate their future lives can make a decision from a position of support and in as much comfort as 
possible. This would negate the argument used by people opposed to voluntary assisted dying that an end to life is 
often desired by those lacking effective and bearable palliative care. Only then will we be sure that their choice is 
not clouded by a lack of access to appropriate care. To validate this requirement, investment in palliative care that 
can be accessed by people in the regions is an imperative. Regional patients who require palliative care should not 
be disadvantaged by distance. There must be a serious effort to improve palliative care in regional areas to 
minimise the argument that patients who seek voluntary assisted dying do so because palliative care is insufficient 
or unavailable. 

[Member’s time extended.] 

Mr P.J. RUNDLE: It is interesting to note that people in jurisdictions in which voluntary assisted dying exists 
usually opt for palliative care. It is important to note that when people have been given a choice with the option 
to end their life available, they are happy to use palliative care. As I mentioned before, the part of the bill we 
need to be extremely careful of is ensuring that medical practitioners do not go against everything they have 
trained for. We will not be the ones who dispense a lethal drug at the end of life and we will not have to deal 
with the family and ensure that their emotional needs are met and we will not have to organise certification and 
end-of-life logistics. The power given to a doctor to perform this task should not be given lightly. I have had 
correspondence from doctors who are supportive of the bill, and for that I am grateful. Likewise, I have had 
correspondence from those who are not supportive. I appreciate their anecdotal evidence. Certainly, it is very 
polarising. Some are against the idea of assisted death and others see it as part of their profession to care for 
a person to the end of their life. This bill will not make anyone do anything that they are not willing to do. It is 
not unreasonable to say that most doctors and medical professionals have thought about this extensively. I am 
comforted by the fact that doctors who are not supportive of this legislation will never have to face performing 
a procedure that they are ethically bound to prevent. However, regional doctors are everything to everyone. 
They are friends with their patients. Many have given generational care to families in their town, and, with this 
in mind, I support any training that offers those professionals a safe passage if they are confronted with patients 
who wish to access voluntary assisted dying. They may or may not want to be a consulting practitioner for 
voluntary assisted dying but I feel that given their exposure to their community, they may require further support 
to assist them with a range of situations. Doctors living in small regional communities are not privy to the 
anonymity that city doctors experience. They are ingrained in a community and may be exposed to harmful, 
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undesirable or emotive behaviour. The safety and support of our regional GPs is pretty crucial in my support 
for this bill because of their interaction with their community and, obviously, the Hippocratic oath that they 
have taken. 

When we consider the dispensing of the drug, it is critical that we also consider the pharmacist who will be part of 
the process. I know of at least one pharmacist in my electorate who made a point of telling my office that they 
support the bill and would be willing to dispense the drug. I note at this stage that if this process is left to tertiary 
hospitals in the metropolitan area, our regional communities will be disadvantaged. I assume that as we go through 
the bill, the minister will make some allowances for the drug to be dispensed from places other than only tertiary 
hospitals. Otherwise, it will not allow for our smaller regional hospitals. I assume that will be taken into account. 

Will this bill provide an overarching and supportive process that everyone in the metropolitan area can access? 
I have heard that telehealth could be used as an option. We all know that telehealth is a fantastic resource for most 
health-related incidents in the regions; however, for this issue, I am not so sure. I know that we are looking at the 
scenario with the federal Criminal Code and the use of the likes of telehealth, and that is something that needs to 
be explored at the consideration in detail stage. The chances of towns having one medical practitioner trained in 
voluntary assisted dying will be very low, and this bill requires two independent consultant assessments. Three requests 
from the patient are required with one written and verified by two independent people who will not gain financially 
by the death of the patient. Two of these requests will go to registered independent medical practitioners. That is 
a total of four consultations with highly trained specialists in this field. How will someone in Kukerin or Lake Grace, 
who is already burdened by the disease they are suffering from, access this requirement? I am not looking to soften 
the laws by any means; I am looking for funding to do what this government has always advocated for, which is 
for people to live and die in their own community. From the research I have done, access to voluntary assisted 
dying is not something that will happen very often. A small percentage of people suffering from disease will access 
this procedure. If people in my electorate are given the choice of dying with assistance, they should be able to see 
the independent medical practitioners in their own home or their local hospital. As part of this bill, there should be 
a portion of funding allocated to regional care that offers the same level of care as those who will apply in the 
metropolitan area will get, or as close as possible to what is offered in the metropolitan area. 

This discussion was never going to be easy. I value the contributions of all my colleagues to this debate. I have 
felt a deep obligation to my constituents that I consider all the briefings, the consultations, the written reports, the 
available research and, of course, the valuable contributions from individuals and groups to my office. The obligation 
I have as a member of Parliament for a regional electorate also weighs heavily on my mind. The overwhelming 
indicators I have had is that this bill has been supported by a majority of people for many years. I absolutely 
acknowledge those who do not support this bill. As I said earlier, this is a very personal law that we are proposing, 
but I am confident at this stage that the procedural requirements are rigorous enough to protect the patient, their 
family and the medical practitioners involved. 

Finally, I want to speak about a very personal experience in relation to my aunty, Norma Christensen. She was 
suffering from motor neurone disease over the last few years and was a very strong advocate of voluntary assisted 
dying. I recall Andrew Denton saying to me that he felt sorry for my aunty and our family because of what she 
would go through over the final months. He was exactly right. In her final months she was hoping to go to sleep 
and not wake up. Unfortunately, she fell over, fractured her hip and was admitted to hospital. From that point, she 
was not going to have an operation and was administered morphine. Her only method of passing on was to 
gradually starve herself over a two to three-week period. I spoke to her a week or so prior to passing on and she 
was happy for me to talk about her and her wishes. Her family, including her daughters, Diana and Lisa, and her 
sisters, June, Grace and Thelma, were also more than happy for me to speak about her situation. She was very 
pleased to talk to Hon Tjorn Sibma from the other place during his consultation in recent weeks. She really felt 
pleased that she had that opportunity to speak to him and also that I would talk about her during this debate. My 
parents are also very strong supporters and I speak to them quite often about it. Obviously, with the advent of my 
aunty’s passing, it has been very close to home for them. They were disturbed at the prospect of filibustering and 
other things in the other place, and I am pleased to read in recent reports that, hopefully, that will not happen. 
I expect that the bill will be gone over in strong detail in the Legislative Council, but it is really important that it 
is done in an efficient manner and a respectful way. I look forward to that in the Legislative Council. 

It is easy to say to those who do not support the bill that they do not have to do it, but deep religious and ethical 
beliefs define many of us. I admire those who have such strong faith; however, I do not believe that a belief that 
defines one should define all. My personal feelings aside, I have a responsibility to represent my constituency and 
this bill is by far the most responded to topic of conversation as I travel through my electorate. Overwhelmingly, 
the majority of those who have taken the time to write, email and call my office and speak to me personally are in 
favour of this bill. I would like to thank my electorate staff in both Narrogin and Esperance, and especially Sally 
in Narrogin, who has been on the front line and spoken to many constituents. 

In conclusion, I say if you do not believe in voluntary assisted dying, then do not do it; however, do not prevent 
my constituents from having the choice. I commend the bill to the house. 
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MRS L.M. O’MALLEY (Bicton) [11.57 am]: The Voluntary Assisted Dying Bill 2019 is about choice. It is about 
compassion and dignity. It is about creating a regime whereby the terminally ill can choose to have control over the way 
they leave this life. It is a voluntary regime, and there are 102 clauses within the bill that ensure that is the case. This 
bill is not about the choice between life and death; it is about enabling the dying to choose a death that is dignified, 
with as little suffering as possible and surrounded by their loved ones, instead of a death that may be lingering and 
painful, or, being in a situation in which the terminally ill choose suicide—violent and lonely. It is not a bill to allow 
euthanasia, which is the act of one person taking the life of another to end suffering, nor is it assisted suicide, being 
the taking of one’s own life when that person would otherwise continue to live. It is a bill to enable the terminally ill, 
the dying, to access the means to end unbearable suffering at the end of their life should they meet the criteria and, 
most important of all, should they choose to take that path. This bill is not about palliative care versus voluntary 
assisted dying. Both are vital to end-of-life care and end-of-life choice. This bill is about choice. It is right there in 
the title of the bill—voluntary assisted dying. Should this bill pass, it will be a voluntary regime. Self-determination 
and personal choice are core beliefs of our society and this bill is entirely consistent with those beliefs. 

Like the members before me, I sought to understand the views of my constituency on voluntary assisted dying through 
survey, forum, on the doors and on the phones. It has been a great privilege to have listened to my constituents’ stories 
of love and loss and the variety of views held across the electorate of Bicton on this issue. I deeply respect every one 
of those views—views that are overwhelmingly in support of the introduction of voluntary assisted dying legislation. 

Madam Deputy Speaker, there are many ways in which the passing of this bill will positively impact on end-of-life 
choices in Western Australia. I will speak further on just two of these. Firstly, through the creation of a legal 
framework that will protect medical practitioners, providers of palliative care, family and loved ones from possible 
prosecution. It will bring important regulation to what is now a largely unregulated space. Secondly, it is my personal 
hope that it will reduce the instance of suicides by the terminally ill, to which one in 10 suicides are currently attributed 
in Western Australia. Death by suicide is solitary and violent and incredibly traumatic for those who are left behind. 

On the first way in which a legal framework will lead to much-needed change to end-of-life care, I would like to 
relate the story of an elderly couple in my electorate—Pat and Mary. I do so because Pat implored me to after 
having approached me one day recently near my electorate office. Mary had been diagnosed with Alzheimer’s 
disease some years earlier. Pat cared for her at home. Mary was hospitalised following a fall, and complications 
from the fall led to bronchitis, which became pneumonia. Pat believes that Mary’s passing five weeks later was 
hastened by Mary receiving increased levels of morphine. Pat implored me to support the voluntary assisted dying 
legislation because no-one should ever make the decision to end another’s life under any circumstances. Pat and 
Mary’s story, unfortunately, is not unique. 

The introduction of this bill will provide an important legal framework that will provide protection for medical 
practitioners and patients alike. I do not have a personal experience of watching a loved one die slowly and 
painfully and in great suffering. I have listened in empathy to the stories of those who have. What I do sadly have 
is experience of losing a loved one by suicide. Listening to the stories of those of loved ones dying of terminal 
illness choosing to end their lives were especially hard as I know firsthand the trauma of those left behind. I know 
all too well the wrenching sadness that follows the thought that in their time of greatest need their loved ones were 
alone. Suicide in and of itself is one of the greatest of human tragedies. It is horrifying to know that the terminally 
ill, due to the current deficiency in end-of-life choice, are choosing lonely, violent deaths. I wish for a future in 
which no-one dies by suicide. These deaths are, after all, entirely preventable. We do not yet have the answer to 
the broad issue of suicide prevention, but this bill will reduce the instance of suicides attributed to the terminally ill. 

There are some absolute knowns—things that all of us understand to be true: that life is precious and that whilst 
everyone wants to live, one day we will all die. In this house, in the other place and out in our communities there 
are different views on voluntary assisted dying, and on this bill, but one thing we all agree on is that everyone 
deserves a death that is dignified, with the absence of suffering and being surrounded by loved ones. I ask all 
members to ensure the passage of the Voluntary Assisted Dying Bill through this place and the other without delay, 
and that the debate continues to be one of respect and kindness. I thank and acknowledge all members who have 
spoken already and will speak to this bill. For many, it is a raw and deeply personal thing to do. For all of us, we 
speak with the knowledge of the great responsibility entrusted to us as legislators to do the right thing by the people 
we represent. I support this bill. I will be voting yes. I sincerely thank all those who have campaigned and worked 
tirelessly and with a great diligence to bring this bill to the house. 

[Applause.] 

MS A. SANDERSON (Morley — Parliamentary Secretary) [12.05 pm]: I rise to make my contribution to the 
Voluntary Assisted Dying Bill 2019, and I speak strongly in support of this bill. I start by commending the Premier 
and the Minister for Health for their unwavering leadership on this issue. As most people know in this place, 
I chaired the Joint Select Committee on End of Life Choices. Medical intervention is giving us more time with our 
families but it is delivering longer periods of dying, often with debilitating symptoms. I was genuinely surprised 
by the scale and extent of the end-of-life suffering that is occurring across our community. Over the past two years, 
I have literally heard hundreds of personal intimate accounts of people who have borne witness to the most profound 
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suffering of their loved ones. People poured their hearts out and told harrowing stories of under-medicating, 
over-medicating, adverse reactions, severe agitation and of frail people suffocating in their own fluids while their 
loved ones looked on helplessly—sometimes at home, sometimes in a specialist setting, with access to all that 
palliative care has to offer. It is going on behind closed doors in people’s homes, in hospices and hospital settings. 
With this experience, those left behind are left with an intense grief compounded by the trauma of witnessing 
a horrible death. The sense of guilt and helplessness of those left behind is palpable. 

Any member of this place who has genuinely engaged with their community on this issue will not have escaped 
the horror stories. Those who witness this suffering are also left with a conflicting mix of emotions: on the one hand, 
a deep gratitude to the staff and organisation that supported their mother, father, husband, and on the other hand, 
an anger and sense of injustice that this kind of suffering is allowed to occur in a modern medical setting. Experienced 
doctors tell us that they feel helpless and that they have let their patients down. I have absorbed every one of these 
personal accounts and we cannot let them be for nothing. We simply cannot let the status quo continue. It would 
be unconscionable for the government or for me to cut them loose to face whatever end they fear the most when 
there is a better, gentler and more humane alternative. 

We now know from national coronial data that around 10 per cent of suicides in Western Australia are linked to 
chronic or terminal illness and that people are choosing to escape their pain alone and in grim circumstances to be 
found by relatives, neighbours and first responders. The number is consistent with statistics in the United Kingdom 
and the United States of America. These deaths are primarily by carbon monoxide poisoning, asphyxiation by 
plastic bag, gunshot wounds, overdose or hanging. Some are successful; many are not. I consider these to be the 
wrongful deaths driven by the current lack of options for patients and doctors. 

During the inquiry, we heard evidence of health professionals in particular stockpiling medications to avoid a bad 
death. Bill Philips told us of his wife’s condition and her deep fear of her dying of a ruptured bowel or a ruptured 
stomach. She was an experienced nurse and knew what was coming. She had been stockpiling opiates and made the 
decision to commit suicide. Bill was in the room with her when she took them, and made a promise not to call an 
ambulance. As a justice of the peace of 34 years, he was well aware of the consequences of aiding a suicide. But she 
did not die. After four days at home alone with her, lying in bed with her, it became clear that she was not dying and 
that the drugs were wearing off. He had to break his promise and call an ambulance. She went on to suffer a very 
difficult death. The McGee family lost their father, Joe. Suffering from cancer, he hung himself in the garden shed. 
He left a note for his wife: “Sorry about Christmas. I just could not hang on.” Suicide is a legal option but only alone. 

The current laws are not only bad for patients; they compromise carers and relatives who only want to do the right 
thing by their loved ones. The most strident objectors tell us that more palliative care is the answer, but we know from 
data collected by the palliative care sector itself, symptoms cannot be relieved and not everyone wants to be palliated.  

Up to five per cent of terminal patients will suffer when they die. Bone and nerve pain are incredibly difficult to 
manage and almost impossible to control. End-of-life symptoms of choking and coughing, especially for motor 
neuron disease patients, are some of the biggest challenges for palliative care, and some patients choke or suffocate 
to death. Not everyone wants to be treated with a cocktail of heavy sedatives and antipsychotics. That is the 
palliative care “toolkit” for complex cases. Specialists gave evidence that they will keep trying out different drugs 
on a patient until they get a result. It is an important pillar of our freedoms that no medical treatment is compulsory. 
Well-meaning objectors and some palliative care specialists are asserting that every terminal patient must have 
palliative care. Frankly, that should not be their only option. 

A very experienced Western Australian neurologist who specialises in MND recently told me about one of his 
patients. She was in her 80s, with all the symptoms of advanced MND. With no other options to escape her suffering, 
she elected to starve herself to death. It is actually very hard; stopping eating is the easy bit, the hunger pains stop 
after a few days, but the withdrawal of water is the hardest, and she took 17 days to die. It was very difficult for 
her and her family who were with her. I have read many submissions and heard so many examples of people 
electing to escape their terrible symptoms by starving themselves to death. Although palliative care specialists told 
us that this is very rare and that it is actually just normal for people to lose their appetite, my observation from the 
evidence we heard is that they are either not being honest or in complete denial about the frequency with which 
this is happening. I have no reason not to believe the families and doctors who said their loved ones or patients 
died a bad death and palliative care was not enough. There is no vested interest in their stories—just sorrow. 

One woman gave evidence privately of the horrific circumstances of her husband’s death in one of our best 
hospices. No longer able to swallow, begging for water and under sedation with an ever changing cocktail of drugs, 
he was often semiconscious, anxious, confused and restless. This was far from the peaceful death he had been led 
to believe would happen. He had four medication ports, two butterfly ports for breakthrough medication and 
a catheter. He was nursed intensively, with blood pressure and oxygen level checks, washing and sheet changes. 
He was moved and then moved again, all adding to the pain—any movement was excruciating. Uncontrollable 
respiratory secretions left him unable to breathe properly. Eventually his communication was limited to, “I love you” 
and “Get me out of here”. There was 17 days of this until he died. His wife was left deeply traumatised and unable 
to cope with her grief. Her greatest regret was that he did not have another option. 
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No-one could hear these stories again and again and think that the status quo should remain and that there is not 
something terribly wrong with the current system. One palliative care specialist recently wrote to all members of 
Parliament describing these stories as “fake news”. Fake news—I have heard many offensive things in the course 
of this debate, but I found that truly shocking. To deny the real experiences, the suffering and trauma that is 
occurring in our community, I find to be heartless and dishonest. It is true that some in palliative care truly believe 
in the redemptive power of suffering, that in most instances unresolved issues are the cause of end-of-life suffering 
and that people should be conscious to face their deaths regardless of the suffering that they are enduring. I, and 
I think most reasonable people, would completely reject that notion. It is a notion derived from religious ideology 
and has no place in a modern healthcare setting. The choice to spend your last days and hours in a loving environment 
surrounded by your loved ones and pets, while you are coherent and relatively pain free, is a rational and reasonable 
choice for people who are dying. There is nothing noble about suffering in the name of someone else’s ethics. 
Terminal sedation is a current palliative care practice—the sedation of a patient until they pass away—but that is only 
available if a person is lucky enough to get a physician who will provide that treatment. Many people find themselves 
with doctors, or in a facility, whose policies do not support it. We know of many incidents of under-management 
of pain and under-medication because of either fear of the law or the ideological position of the doctor. Terminal 
sedation is usually applied with the withdrawal of all food and water. Our committee heard evidence of patients 
continuing to contort and wince in pain while sedated; others had adverse reactions to morphine and other drugs. 
In the words of one of WA’s most respected neurologists, “They make you earn your death.” 
Finally, the important principle of informed consent is lost in this treatment. It is ultimately the decision of the 
doctor, sometimes in discussion with the family, when the patient’s final conscious moment will be. The 
community has fundamentally rejected this concept; people want control over their last conscious moment when 
facing terminal illness. We know that doctors are ending their patients’ lives to end their suffering. Anonymous 
surveys over the years have shown this to be the case. This is happening now. They do it because people beg to be 
put out of their misery. They can see the suffering and they are compassionate and humane doctors. Our current 
laws would condemn these doctors under the Criminal Code. This bill will provide a legal and safer framework 
for all health professionals to work under. 
My personal observation on the most strident objectors to voluntary assisted dying is that they do a lot of talking 
and not a lot of listening. I would firmly place the Australian Medical Association in this category. The WA branch 
of the AMA opposed this bill before it was even drafted. Inflammatory statements and scaremongering have 
characterised its contribution to date. Claims that WA would be a destination for so-called VAD tourism is an 
absurd prospect. Another recent claim is that the government is considering this as a “cheaper form of health 
care”—equally absurd, also offensive. Michael Gannon recently claimed that there are no safeguards in this bill to 
stop VAD clinics setting up in shopping centres. These statements insult our intelligence. The AMA was forced 
to print an apology in its member publication Medicus to the McCusker-led ministerial expert panel, which 
included the current president of Palliative Care WA, palliative care specialists and two former AMA presidents, 
for claiming they were “puppets of the government”. Malcolm McCusker, QC, former Governor of this state! 
We have also heard from the AMA that end-of-life issues are far too complex for ordinary people to understand 
and that it is really for doctors. The days of “doctor knows best” are gone. Patient autonomy is a critical feature of 
modern medical ethics. Objecting doctors often quote the ancient Hippocratic oath of do no harm, which dates back 
to 470BCE. Some aspects of the oath survive today, but many aspects have no application in modern medicine. 
The more contemporary Declaration of Geneva builds on aspects of the Hippocratic oath and has been adopted by 
the AMA. A key feature of the physician’s pledge is: I will respect the autonomy and dignity of my patients. 
Providing a safe and compassionate death for terminally ill patients is fully in keeping with modern medical ethics. 
It is heartening to see that the Royal Australian College of General Practitioners has taken a position of supporting 
patients to have a choice. Eighty per cent of Australian Nursing Federation members—those on the front line who 
spend more time than any other medical profession with patients and families and see their suffering—support 
voluntary assisted dying. Independent research commissioned by Palliative Care Australia shows that where 
voluntary assisted dying is legal, professional bodies like the AMA start from a position of opposition and move 
to a more neutral or supportive position. The Canadian Medical Association is one example of that. Palliative Care 
Australia’s research shows that every jurisdiction has also seen a significant increase in palliative care funding. 
We have heard and will hear over the course of the debate so-called examples of wrongful deaths and the slippery 
slope in other jurisdictions. I say to members: when you follow the credible evidence, it leads you to only one place; 
that is, these laws have been operating in some jurisdictions for over 20 years without evidence of abuse or misuse. 
The so-called examples are anecdotal, not fact checked, would not qualify under this bill and in some examples 
the individuals are indeed still alive as far as we can ascertain. Articles by doctors making claims of abuse and 
misuse are almost always linked to a faith-based institution and, for whatever reason, these doctors choose not to 
declare the religious views that form the foundation of their opposition. Having a religious-based objection is valid, 
but is it not honest to declare your stance so that everyone is aware and can consider that when assessing the evidence? 
The emotive term “slippery slope” is used to imply that something is out of control. This is just not the case; we 
know that this has been working well without abuse for many years. 
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I expect this bill, if passed, to be operating in the same form in 20 years. The abortion law has not changed in 
21 years, and the legalisation of abortion has not led to a huge increase in abortions over time. 

Some people say that on this issue, there is an elephant in the room—that is, the issue of steering and coercion. To 
those people I say that if there was an elephant, a highly trained group of expert handlers has now come in, taken 
that elephant out of the room and put it safely away. The bill has been shaped by an expert panel of the highest 
standards, and the safeguards that will be put in place will protect vulnerable people in ways that simply do not 
exist now. Coercion, elder abuse and other such matters are much more likely to happen under the current system, 
which has no safeguards, accountability or framework. In effect, opponents of this bill are arguing for the 
substandard status quo to remain, with no scrutiny, no accountability and no safeguards. 

We know that the public overwhelmingly supports this bill and the concept and principles that underlie voluntary 
assisted dying. This is evidenced in the increasing number of jurisdictions now moving to legalise it—18 across 
the world. Three jurisdictions in North America in the last 12 months alone have moved to legalise it. This seismic 
shift in political sentiment has caused the anti-VAD lobby to develop a new strategy, as it is clear the community 
rejects religious arguments. The new approach adopted by the no lobby is: not this bill. We see that that is clearly 
the Australian Medical Association’s approach. It says to members, “We don’t object to voluntary assisted dying; 
we just don’t think this is the right bill.” It misrepresents elements of the bill, overreaches with an extreme 
hypothetical example to scaremonger, and then says, “We just don’t think this is the right bill. There are too many 
potential problems.” This is a well-established strategy used by the AMA and religious objectors, and we see that 
the AMA is already pushing amendments to what is an incredibly stringent bill. I believe the motivation is to make 
it unworkable; it is not genuine engagement. 

I want to acknowledge those health professionals, doctors and palliative care specialists who have listened and 
changed their view. It is hard to walk back from a deeply and long-held position. For some on the ministerial 
expert panel, it has challenged the core of what they have been taught to believe and goes against the views of 
many powerful and longstanding colleagues. To their great credit, they have played an important role in shaping 
the legislation before us. The bill before us provides a conservative framework. It has been developed with the 
strongest clinical and legal guidance, drawing on the best of other jurisdictions, two years of intensive consultation, 
and with compassion at its heart. The fiercest criticism I have received is that it does not go far enough and is too 
restrictive. People with dementia want access to voluntary assisted dying. Dementia is the most prevalent 
neurodegenerative disease, and the suffering is real. 

There are two important principles that underpin this bill. The first is the voluntary choice for an individual free 
from any coercion. The second is a decision-making capacity. I fully support the government’s strong position on 
these principles. We have never gone further on this journey in Western Australia; for that, I give credit to the 
Premier, Mark McGowan. Without his leadership and unwavering support on this issue, we would not be here 
today. My committee delivered to him a monumental medical reform, requiring an enormous use of government 
resources to deliver it. It is a big ask of any government. It cuts across the political divide. 

[Member’s time extended.] 

Ms A. SANDERSON: I have spent the last two years reading and talking about dying and terminal illness. The 
greatest lesson I have learnt from this is that, overwhelmingly, people want to live, and they will do anything and 
put up with the most appalling symptoms and side-effects of medications to do so. The committee visited palliative 
care patients in homes and hospitals. One of the most challenging visits for me, after weeks of gruelling hearings, 
was to visit a 42-year-old woman with multiple cancers and two and four-year-old boys. That was my age, and my 
son was two at the time. I am embarrassed to admit that I cried in her room when I met her. It was really the last 
thing that she needed. I have two big fears in my life. The first is losing one or both of my children; the second is 
leaving them behind. But if I have to leave them, I cannot bear the thought of leaving them behind with the kind 
of trauma that Belinda Teh has to live with every single day. If this bill becomes law, people will continue to die—
that is a certainty—but far fewer people will suffer. 

MS L. METTAM (Vasse) [12.24 pm]: I would like to start by thanking the many individuals on all sides of the 
debate who have contacted me regarding the Voluntary Assisted Dying Bill 2019, and who have shared their personal 
stories with me. I recognise that for many this has been a difficult consideration, as many think of their own friends 
and loved ones who have sadly passed or who are suffering from a terminal illness. I would also like to thank the 
many community and professional organisations that have contributed to this debate and these discussions, such 
as the Australian Medical Association (WA); Palliative Care WA; the very special Busselton Hospice Care Inc; 
the Western Australian Palliative Medicine Specialist Group; the palliative care team at Sir Charles Gairdner 
Hospital, who I had the privilege to catch up with; the Doctors for Assisted Dying Choice; and many individuals 
in the community who have contacted me to express their view on this legislation. I believe each and every group 
that has expressed an opinion about this bill has done so with a respect for life and for the individual. I believe 
great consideration has been given to this bill from all sides of the debate. I recognise that members of our 
community hold diverse and passionate views about voluntary assisted dying. 
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My decision on how I will vote on legislation to legalise voluntary assisted dying in Western Australia has been 
incredibly challenging, and is certainly one of the most difficult decisions I have had to make during my time as 
a member of Parliament. I have spent many months talking to my constituents, meeting with community organisations 
and responding to emails, letters and phone calls, and I intend to vote as a representative of the community that 
I represent, Vasse, in support of this bill. I am voting in favour of this bill so that people who are suffering from 
a terminal illness and who meet strict conditions have the freedom to choose voluntary assisted dying, should they 
wish. I am voting in favour of the bill because I believe that the overwhelming majority of people in the community 
who support this bill are doing so with an awareness and understanding of what it represents. People have a right 
to die with dignity if living in dignity is no longer an option for them. That does not mean that this bill does not 
represent significant challenges for our health system and for our community as a whole. 
As I stated, I had the privilege to speak with many constituents over several months, one of whom is Peta Quinlivan, 
who was happy for me to share her story—an all-too-common story that is sadly repeated and is consistent with 
views I have heard from other constituents. This is an excerpt of Russell’s story — 

My husband Russell was ill for 20 years—ten of those in chronic pain, riddled with arthritis in his spine. 
Even after all that time, when he was first diagnosed with neuroendocrine lung cancer, he was ready to 
fight—to throw everything at it. 
He was so proud, so brave. 
Little did either of us know, he’d have just three months to live, and the last three weeks would be ghastly: 
Trapped in the trauma of pain beyond anything that could be medically treated, with neither dignity nor 
the capacity to communicate. 
Before he was admitted to hospice, he was not afraid to die but he would say he was afraid of how he 
would die. 
Before he was consumed in a world of nothing but pain—absolutely nothing but pain—he begged for 
release, to hasten the end. But under WA law, we couldn’t help him. 
He was monstered by his pain—physically, mentally and emotionally. 
… 
Russell was even stripped of comfort from human touch in his last weeks, as it caused unbearable nerve 
pain and his excessive body heat, from haywire hormones, deprived him from having any more than 
two people in his room at once. 
He was promised that when going into hospice, his pain levels would be managed. But he was in the very 
small minority where his pain couldn’t be treated medically. His doctors permitted, written in Russell’s 
medical notes, “break-through” medication of extra morphine. 
But under WA law, medics who attended to him in the middle of the night—his face in a locked grimace, 
his body contorted with pain—could refuse to follow the specialist’s orders, on the grounds they feared 
any more morphine may be fatal. 
In those last two weeks in hospice, I sat by his side day and night, too scared to sleep, fearing he would 
break his weakened spine—as happened to a man up the corridor—as pain shocked his body. 

“Three years on and I still can’t sleep properly, haunted by images of my husband reduced to 
a skeletal figure, in a nappy. 

There was no mercy for my husband Russell—a deeply private man of a strong, athletic build; a surfer, 
a “specimen of splendour” who would turn heads at the beach and loved the outdoors. 
… 
The people of WA need to be allowed to choose medical assistance to ensure a more hasty and dignified 
death for those who suffer like my Russell did. 

She went on to tell of how Russell would have wanted a choice and how she was certain of what his choice would 
have been. 
The decision to support this bill comes from compassion and mercy. It is about the opportunity to provide 
individuals such as Russell a calm and painless death surrounded by loved ones. However, as I stated earlier, this 
bill represents significant challenges for our health system and our community as a whole. Western Australia is 
only the second jurisdiction in this country and the thirteenth in the world to introduce voluntary assisted dying 
legislation. It is important to recognise that only a small number of people will choose to access this legislation, 
but for those who do, it will be a significant decision for them and their families. It is also important to keep in 
mind that the majority of people suffering from a terminal illness will not choose to access voluntary assisted 
dying, and that Western Australia shares one of the poorest rates of palliative care specialists per person in the 
country at 0.57 full-time palliative care specialists for every 100 000 people. It is worth noting that we share one of 
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the poorest rates of palliative care specialists with Victoria, the other state that has introduced this legislation. 
Using Palliative Care Australia’s benchmark of two palliative care specialists for every 100 000 people, we should 
have 52 palliative care specialist doctors, at least 10 of whom should reside in regional WA. Instead we have 15 in 
the state, which is why it is essential that palliative care resourcing is improved. 
It is an unfortunate reality that many of the tragic stories that have been heard in the media and from the public 
about terminal illness, will not be captured by this legislation. Given that only a very small proportion of those in 
the community will be eligible for voluntary assisted dying under this bill, it is essential that this government make 
a stronger commitment to palliative care. It is unfortunate that some of the concerns I have heard in recent times 
about the end-of-life phase for terminal loved ones involve poor experiences of palliative care. Sadly, access to 
palliative care is not equal across the regions. It is further limited in rural areas and almost non-existent in remote 
regions. The Joint Select Committee on End of Life Choices was told of people in regional areas who transferred 
to Perth to receive specialist palliative care treatment. I took the opportunity to meet with specialist Dr Anil Tandon 
and his team at Sir Charles Gardiner Hospital, many of whom spoke about the heartbreak of patients who are put 
in the position of choosing between staying close to home and receiving limited treatment and travelling to major 
hospitals in larger centres, often away from family and friends, to receive appropriate palliative care. There are 
also legitimate concerns around how the commonwealth legislation will impact the ability for telehealth services 
to provide advice in regional and remote areas. 
I appreciate the Minister for Health accepting my request to meet with the team at Busselton Hospice Care—a team 
of over 100 dedicated volunteers from the Margaret River and Busselton coastal community who support voluntary 
assisted dying. I am pleased that the state government has provided an additional $41 million towards palliative 
care in the 2019–20 state budget. However, I recognise that $5 million is dedicated to building an aged-care facility 
in Carnarvon and another $5 million will go towards the implementation of this legislation. I am keen to see how 
the balance of $30 million will be allocated as a priority. We must not lose sight of the fact that more needs to be 
done to expand palliative care in this state, especially in the regions. Decisions made on end-of-life choices should 
not be made according to postcode and the quality of end-of-life care. 
Before I close, I would like to note other concerns raised about this bill, largely from the medical profession that has 
a unique appreciation of what this bill represents. One concern of some in the profession is the lack of consultation. 
One local specialist wrote to me and stated — 

I feel it would have been more appropriate to obtain a broad range of perspectives prior to progressing 
this legislation rather than asking feedback from practitioners such as myself in a latter phase looking at 
the mechanisms related to the proposed legislation. 
I strongly feel this legislation does not provide an appropriate level of protection and safety for 
practitioners involved but more specifically and significantly for patients in a palliative stage of treatment. 

He then went on to note the concerns of the president of the Western Australian branch of the Australian Medical 
Association, Dr Andrew Miller, that some specialists also had concerns about the absence of the requirement for 
a mental health examination, given the obvious impact someone’s capacity to make an informed decision would 
have on this significant decision. 
I have also heard very legitimate concerns about how this legislation will work in an environment in which there 
are many examples of elder abuse, especially in the context, according to the parliamentary Select Committee into 
Elder Abuse, that there are currently up to 75 000 victims of elder abuse in this state. This would be very challenging 
to legislate against, which is perhaps why I have heard so many concerns from the medical profession about this. 
It is fair to say that I have also heard from many medical professionals and specialists from across WA, and my 
electorate in particular, who are very supportive of this bill. Some of them who acknowledge the current role 
doctors undertake in shortening a patient’s life also have a firsthand appreciation that palliative care cannot always 
eliminate pain and suffering, which can sometimes lead to patients taking matters into their own hands. I note the 
report of the Joint Select Committee on End of Life Choices found that one in 10 suicides involve people who 
have a terminal illness, which is consistent with data taken from other jurisdictions and the last five years in WA. 
There has been much discussion about the 102 safeguards in this legislation. I certainly believe that we need to be 
particularly careful with this legislation, given that it represents the hastening of death. This is why we need to 
ensure that the decision to access voluntary assisted dying is made solely and freely by the individual, not because 
of a lack of adequate alternative treatments or pressure from family members, and that any issues of mental illness 
have been considered.  
We also need to ensure that our medical practitioners are both properly trained and have the freedom not to undertake 
voluntary assisted dying, out of respect for their own values. This is why the safeguards are so necessary and why the 
consideration in detail process needs to be treated with respect and with patience, because we as legislators must feel 
confident that this bill that promises mercy and compassion for a limited few does not do so at the cost of others. 
DR A.D. BUTI (Armadale) [12.40 pm]: I rise today to speak on the Voluntary Assisted Dying Bill 2019 and 
I wish to acknowledge all the hard work undertaken by the Joint Select Committee on End of Life Choices, the 
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Ministerial Expert Panel on Voluntary Assisted Dying and all involved in bringing this bill before the house. 
I would also like to thank all those in my electorate and beyond who have contacted me in person, on the phone, 
via email or through the post to present their views. 
The nature of the conscience vote afforded to government members is one that I and my colleagues take 
exceptionally seriously, and I am sure all members of this house do. My journey to the position that I now hold on 
voluntary assisted dying and the bill we have before us has been long and convoluted. Until a few years ago, 
although I understood the calls for euthanasia and assisted dying, I personally was not in favour of legalising 
voluntary assisted dying. But since then, my research and interactions, plus examination of the bill, has seen a shift 
in my position. However, I still have concerns with one issue, which I will detail later in my contribution. 
I will not be relaying stories of people I know who have died an awful death or have been denied dying with 
dignity. In the main, my focus today is on the philosophical and legal aspects of the bill and voluntary assisted 
dying. Such a discussion involves issues of morality, ethics, religious belief and political and legal theory. Among 
members here and in the other place there may be disagreement with the title of the bill. Although terminology is 
important, I dearly hope we do not get bogged down in consideration in detail on this issue. As the member for 
Girrawheen noted, the term euthanasia literally means “good death” or “dying well” from the Greek “eu”, meaning 
good, and “Thanatos”, meaning death. Some people, even speakers in this debate, may argue that the process this 
bill is dealing with cannot be referred to as euthanasia, but I am not sure that is the case. Professor Cameron Stewart 
of the University of Sydney has stated that euthanasia is a general, non-legal term that covers a variety of legal 
and illegal behaviour and it involves voluntary assisted dying in which a person competently requests and receives 
help to die. Like the member for Warren–Blackwood, I also refer to the Australian Human Rights Commission 
paper, “Euthanasia, Human Rights and the Law”, which states — 

Active voluntary euthanasia—when medical intervention takes place, at the patient’s request, in order to 
end the patient’s life; 

I think that compassion and love sits at the heart of this bill: love of our family members, love for our fellow 
community members, love for those in intolerable pain who are dying, who will soon be dead with or without 
assistance to bring closure to one’s life. But I want to make it clear: I dare not be self-righteous and say that love 
sits only with the proponents of the bill. This love can and has pulled people in opposite directions; some support 
the bill, while others oppose the bill. This bill is motivated by love and compassion, not ill motives, greed or 
money. On the radio yesterday morning, I heard a talkback caller saying that the bill is all about saving money for 
the government by taking attention away from palliative care. That is not so. I know the Minister for Health; 
I know the Premier; I know Tony Simpson, a former member for Darling Range, who was one of those responsible 
for bringing the issue of voluntary assisted dying to the forefront of political debate, along with others such as 
Hon Alannah MacTiernan, whom I also know well. I can assure members that when it comes to supporting this 
bill and voluntary assisted dying, those I have just mentioned are not motivated by money or budget savings; they 
are motivated by love and compassion. 
Some people may say that this bill is all about dying with dignity, and so it is. But we could just as correctly equate 
dying with dignity with the rejection of a bad death. US legal academic John B. Mitchell has written — 

In this bad death narrative, the person is in pain and soiling himself, with tubes and machines humming 
away (although, if these are life-supporting tubes and machines, the patient can request they be removed 
and shut off). Why must a patient endure this? Why can the patient not exercise his autonomy and choose 
to end this mockery of his existence with the assistance of … 

What we would call voluntary assisted dying. To permit any less denies the patient the choice to die with dignity. 
Lindy Willmott, Andrew McGee and Ben White, in an article published in the online journal The Conversation on 
14 November 2017, reported that four major themes of objection were raised by MPs in the Victorian parliamentary 
debate on its voluntary assisted dying legislation. The themes were: first, the bill does not have adequate safeguards 
to protect the vulnerable; secondly, legalising assisted dying presents a slippery slope; thirdly, palliative care 
services must be improved first; and, fourthly, a doctor’s duty is to treat, not to kill. I want to tackle these objections 
now, as I have also heard the same objections in the lead-up to this debate, although I will leave the protection of 
the vulnerable to the end of my contribution, as this has a personal dimension for me. 
The slippery slope argument contends that even though our model, like the Victorian model, is currently 
a conservative one, that does not mean it will not evolve over time. But our bill is to a large extent modelled on the 
Victorian model, which, in turn, is modelled on the Oregon Death with Dignity Act, which has not been amended 
since it was enacted 20 years ago. That is the jurisdiction we should compare ourselves with, not the Netherlands 
or Belgium, which have a very different system and model from what we are seeking to introduce. But in the end, 
it is up to the legislators of this Parliament to ensure that we do not go down the slippery slope. That is our 
responsibility and the responsibility of those who follow us in this place. 
Opponents of the bill and voluntary assisted dying will say that the focus should be on palliative care and that only 
when we fix that up can we move on to looking at voluntary assisted dying. I agree that palliative care should be 
the main game and main focus. It is. The Minister for Health has a focus on palliative care and has increased 



6116 [ASSEMBLY — Thursday, 29 August 2019] 

 

funding in that area. Of course we need more funding for palliative care, but that will happen whether or not this 
bill is passed. It must also be realised and acknowledged that there will always be a small percentage of people 
who are dying and for whom no amount of palliative care will ease their pain and suffering. For those who are 
opposed to this bill and say instead that we must fix up palliative care before moving on to legislating for voluntary 
assisted dying, I ask: When will we know when palliative care is fixed up? If we did reach that standard, would 
they still be opposed to voluntary assisted dying? Some may respond that yes, they would support legislation in 
this area, but I believe others, for various reasons, would never support legalising voluntary assisted dying. We 
can do both—legalise voluntary assisted dying and improve palliative care—but remember that there will always 
be some who are suffering who will never find comfort with palliative care. 

Doctors should not harm, and as the authors of The Conversation article state — 

This argument holds that an assisted dying bill will undermine the nature of the doctor–patient relationship, 
which is based on trust. Arguments in this theme also contend assisting patients to die is the very antithesis 
of what doctors do. 

Reference is often made to the Hippocratic oath, noting that it says, “first, do no harm.” But it must be realised that 
under this bill, the time of healing has passed. The person is terminally ill and will inevitably die—actually, death 
is imminent. What counts as harm depends on context. For example, as noted in the article on The Conversation, 
we do not normally think surgeons violate the Hippocratic oath when they cut into the skin during life-saving 
surgery, yet cutting into our skin is a form of harm. We accept this harm because it is outweighed by the fact that 
the surgery is life-saving. The author similarly argued that helping people die more comfortably is not a form of 
harm but is actually a benefit. In fact, not allowing for voluntary assisted dying may cause harm. 

Before moving on, I should mention the doctrine of double effect. That is when doctors are legally allowed to 
administer painkilling medication to patients even if they know that death will occur as a result or that there is 
a high risk of death occurring. It is not uncommon for healthcare professionals to risk administering high doses of 
drugs such as morphine to control pain, even though it is foreseeable that there is a reasonable likelihood that the 
dosage will kill the patient. The intention and motive is to control pain, although resulting death is foreseeable. 
This is allowed as the intention is to relieve pain and suffering. If death occurs as a result, it is viewed as incidental 
to the intention to relieve pain. It seems somewhat strange to allow the doctrine of double effect to occur but not 
allow a tightly legally controlled voluntary assisted dying regime. 

Debate interrupted, pursuant to standing orders. 

[Continued on page 6127.] 

RETURNED AND SERVICES LEAGUE OF AUSTRALIA — 
CENTENARY — GOSNELLS RSL SUB-BRANCH 

Statement by Member for Southern River 

MR T.J. HEALY (Southern River) [12.51 pm]: I rise to acknowledge the 100 years of service of the Gosnells Returned 
and Services League and recognise the significant contribution the Gosnells RSL sub-branch has made to our local 
community. Since forming in 1919 after the First World War, the Gosnells RSL and its members have worked 
tirelessly to provide support for local returning servicemen and women and their families by providing crucial support 
and engagement for those who have experienced war and served at home and overseas defending our nation, as well 
as commemorating their service by conducting our dawn services for Anzac Day and ceremonies for Remembrance Day 
for thousands of my Gosnells residents. I acknowledge the current Gosnells RSL president, Stuart Holmes; senior 
vice-president, Fred Flor; junior vice-president, Christine Cappabianco; treasurer, Stewart Brisbane; secretary, 
Fred Batt; and an army of dedicated volunteers who serve or who have served over the past century. I am honoured 
to be one of several members of Parliament who will be part of the centenary celebrations in September, along 
with Chris Tallentire, Stephen Price, Matt Keogh and Pierre Yang, who is also a former vice-president of the RSL 
and has himself served in our armed forces. He has also successfully campaigned to have local streets in Gosnells 
named after our fallen local heroes. I am very proud that my father is a Vietnam veteran and that my grandfather’s 
service as a stretcher-bearer in World War II is recorded amongst hundreds of others on the Gosnells RSL 
commemorative wall of remembrance. The community will proudly acknowledge the centenary of the RSL next 
week in Gosnells and we encourage all to join the celebration. I ask the Parliament to record the great work of the 
Gosnells RSL as it proudly moves into its second century of service to our community. 

WESTERN AUSTRALIAN LOCAL GOVERNMENT ASSOCIATION — 
LOCAL GOVERNMENT MEDAL 

Statement by Member for Darling Range 

MRS A.K. HAYDEN (Darling Range) [12.52 pm]: I take this opportunity to congratulate a legend of the local 
community, the longstanding City of Armadale mayor, Henry Zelones. On Thursday, 8 August, Henry was 
bestowed the Western Australian Local Government Association’s prestigious Local Government Medal for his 
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contribution to the community for nearly 30 years. It is the highest honour in WALGA’s honours program. I am 
proud to have known and worked with Henry for more than decade. I have seen firsthand his dedication to the 
people of Armadale, which includes part of my electorate of Darling Range. Henry has served as a councillor of 
the city since 1989 and has been the mayor since 2011, making him the longest serving mayor since Armadale 
became a city in 1985. In that time, he has been instrumental in championing many important projects to improve 
and serve the needs of Armadale and surrounds. Among his many achievements was the redevelopment of the 
Armadale Fitness and Aquatic Centre, which I was honoured to help open earlier this year, along with the 
Armadale District Hall. He has always worked closely with state, federal and surrounding local governments to 
ensure the best result for the whole south-eastern corridor. In 2011, Henry was awarded WALGA’s Eminent 
Service Award and, in 2014, WALGA’s Life Membership Award and a Medal of the Order of Australia. I wish to 
thank Henry for his contribution to our community and wish him and his wife quality time. Henry, your job now 
is to enjoy your retirement.  

DYSLEXIA 

Statement by Member for Riverton 

DR M.D. NAHAN (Riverton) [12.54 pm]: Recently, I met with Jade Wheeler, a 13-year-old Willetton resident who 
is on a crusade to help students living with dyslexia get the support that they need to reach their potential. Dyslexia 
is a specific learning difficulty that is neurological in origin. It happens when individuals have a significant deficit 
in phonological or orthographic components of language, making reading, spelling and maths difficult. Jade lives 
with dyslexia, as does her father, a very successful engineer, and therefore has firsthand experience of what it is 
like to grow up with dyslexia. She struggled to read and to cope with maths, and was teased for her inability to spell 
simple words. It was not until her parents sought extra assistance outside the education system that her dyslexia 
was diagnosed, and she therefore now receives the assistance that she requires. Jade has launched a petition calling 
on the government to add a module on dyslexia to the four-year Bachelor of Education university degree so that 
there is a better understanding of dyslexia in the classroom. She believes teachers need to be empowered to identify 
dyslexia early in a child’s life so that they can receive assistance from a young age, which is vital to their 
development. I have written to Hon Sue Ellery about Jade’s campaign and will further support her advocacy to see 
what may be done to support students with undiagnosed dyslexia. Well done to Jade for taking this on at such 
a young age. It is fantastic to see her work. 

MOUNT LAWLEY COMMUNITY CABINET 

Statement by Member for Mount Lawley 

MR S.A. MILLMAN (Mount Lawley) [12.56 pm]: I rise to again express my gratitude to the constituents of the 
seat of Mount Lawley for their support, assisting me to represent the interests of our community. Representation 
is by necessity a symbiotic relationship between the representative and the represented. A representative may only 
fulfil their duties so long as the represented engage with them, sharing their insights and worries. So it is that over 
100 members of our community attended a reception for the Mount Lawley Community Cabinet on 18 August. 
I know that the Premier and his entire cabinet value opportunities like these to hear firsthand from our friends and 
neighbours about issues as diverse as the McGowan Labor government’s energy policy, schools, and the future of 
the Western Australian Academy of Performing Arts. The following day, local health professionals met with health 
and education and training administrators—notably from North Metropolitan TAFE’s Mount Lawley campus—in 
a discussion led by the Deputy Premier on the future of health sector jobs. This was followed by a lunch at which 
the Minister for Local Government; Culture and the Arts highlighted the government’s work on diversifying the 
economy in support of jobs in the arts and creative industries with local artists, producers and industry representatives. 
Members of the community have expressed their great appreciation for the opportunity to meet with ministers over 
the course of the two days, and I add my thanks to the Premier, his staff and those of his department, and of course 
to all members of his cabinet and their staff. 

HON TIM FISCHER, AC 

Statement by Member for Warren–Blackwood 

MR D.T. REDMAN (Warren–Blackwood) [12.58 pm]: I rise to pay tribute to former National Party of Australia 
leader and Deputy Prime Minister, Hon Tim Fischer, AC. Sadly, Tim lost his battle with cancer last week and today 
our Nationals WA leader, Mia Davies, will attend his funeral in Albury. Fittingly, Tim Fischer will make the 
journey to his funeral by completing one last train ride. I am sure an akubra or two will feature among the crowd 
of wellwishers who will be there to pay their final respects at the Albury station. 

It is not just the National Party that has lost a great role model and a great leader. Tim Fischer appealed to the 
masses. He was a soldier, a farmer, a politician, a leader, an ambassador, an author, a husband, a father and, above 
all, a person of great dignity and honour. Known as “the boy from Boree Creek”, Mr Fischer was Leader of the 
National Party from 1990 to 1999, and Deputy Prime Minister in the Howard Government from 1996 to 1999. 
Tim was admitted as a Companion of the Order of Australia in 2005, and in 2009 was appointed as Australia’s 
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first resident Ambassador to the Holy See. He oversaw the canonisation of Australia’s first saint, Mary MacKillop. 
Tim Fischer was genuinely loved by all sides of politics. He was a strong supporter of the National Party and a true 
champion for all those who call regional Australia home. The Deputy Prime Minister, Hon Michael McCormack, 
paid tribute to Mr Fischer as a giant of Australia, but more than that, he was a champion for regional and rural 
communities, and regional Australia had no better friend than Tim. 

On behalf of the Nationals WA, I offer condolences to Tim’s family—his wife, Judy, and sons, Harrison and Dominic. 

Vale, Tim Fischer. 

RETAIL TRADE — BUNBURY 
Statement by Member for Bunbury 

MR D.T. PUNCH (Bunbury) [12.59 pm]: Empty shops and large “for lease” signs have become the norm in 
most city centres around Australia, but today I am proud to advise the house that Bunbury shop owners, together 
with a local business, Commercial Reality, have a plan to reverse the trend in Bunbury. There are many reasons 
for the decline in retail shopping, not the least of which is the growth in online shopping and economic uncertainty. 
Those factors, combined with typical lease conditions that lock in traders for the long term with high up-front costs, 
have meant that many start-up businesses have not been prepared to take the risk and move to a retail shopfront. 
Commercial Reality got together with Bunbury shop owners and slashed red tape, providing an opportunity for 
business start-ups to access a shop for up to six months without a long-term lease and a rent that in some cases is 
reduced to just the outgoings. It is a business incubator model. I congratulate Mike Jenkins and Peter Blurton from 
Commercial Realty, together with participating shop owners. This is yet another example of innovative practice 
that puts Bunbury and small business owners first. I look forward to see how this project progresses and even more 
so to see more shops opening with innovative ideas and products. We all need to help build vibrancy in our retail 
centres and we can achieve this through developing interesting spaces. It is this sort of innovation that makes me 
proud of Bunbury.  

Sitting suspended from 1.00 to 2.00 pm 

QUESTIONS WITHOUT NOTICE 
PALLIATIVE CARE–END-OF-LIFE CHOICE SERVICES 

689. Mrs L.M. HARVEY to the Premier: 
I refer to information tabled by the member for Girrawheen this morning about the McGowan Labor government’s 
$41 million palliative care and end-of-life choice services, which highlights that virtually all the additional funding 
is in the regions. Can the Premier confirm that he is introducing voluntary assisted dying legislation with no new 
money for metropolitan palliative care and end-of-life choice services? 

Mr M. McGOWAN replied: 
The government announced in the state budget that it would put more support towards palliative care and, from 
memory, that takes the funding of palliative care to nearly $200 million — 

Mr R.H. Cook: Over $200 million. 

Mr M. McGOWAN: I think it is closer to $240 million or thereabouts. 

Mr R.H. Cook interjected. 

Mr M. McGOWAN: I will start that again. My understanding is that there is additional funding of over 
$200 million towards palliative care. We have heard from a range of people that there are needs in regional 
Western Australia because of distance. The select committee report highlighted that there were needs around 
regional Western Australia because of distance from major services. I think it is fair and reasonable that as that 
money is spent, we have a keen focus on regional Western Australia. I would hope that this issue is not politicised. 

PALLIATIVE CARE–END-OF-LIFE CHOICE SERVICES 

690. Mrs L.M. HARVEY to the Premier: 
I have a supplementary question. Will the Premier now make a commitment to properly resource palliative care 
and end-of-life choices with new money over and above existing budgets, as this issue clearly demands? 

Several members interjected. 

The SPEAKER: Members, let the Premier answer. 

Mr M. McGOWAN replied: 
I do not think this issue should be politicised. We put an additional $41 million into the budget a few months ago 
on top of the existing allocation to provide additional support across Western Australia. In the spirit with which 
this debate has been conducted up until now, I urge members not to politicise the matter. 
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TOURISM — JAPAN–PERTH DIRECT FLIGHTS 
691. Mr Y. MUBARAKAI to the Premier: 
Before I ask my question, on behalf of the member for Bunbury, I welcome politics students from Bunbury Catholic 
College to Parliament House. On behalf of the member for Southern River, who shares with me Canning Vale as 
part of his electorate, I welcome principal Paul Bottcher and student councillors from Canning Vale College to 
Parliament House. 
The SPEAKER: And I welcome you to the chamber, member! 
Mr Y. MUBARAKAI: I refer to the McGowan Labor government’s unprecedented investment in tourism, which 
has led to this government securing the first direct flights from Japan in eight years. Can the Premier outline to the 
house what these direct flights mean for the Western Australian economy and the creation of local jobs; and can 
he advise the house how this builds on this government’s record in growing our tourism industry? 
Mr M. McGOWAN replied: 
I thank the member for Jandakot. I also welcome the students from Canning Vale College on behalf of the member 
for Jandakot. On behalf of the member for Forrestfield, I welcome students from Wattle Grove Primary School, 
who are here today. 
This government is committed to securing more direct flights to Western Australia. I am very pleased to inform 
the house that due to the hard work of the government, in particular the Minister for Tourism, at 8.15 on Sunday 
night, the first direct flight from Japan will land in Perth, with the Minister for Tourism on board proudly 
promoting Western Australia. Yesterday I said that he might be flying the aircraft. I may have misled the house! 
I acknowledge that with him will be Western Australia’s ambassador to Japan, Hon Richard Court. I have seen 
some media reports. I think the Minister for Tourism has been in Japan distributing quokkas—not real quokkas, 
but stuffed quokkas; not even stuffed quokkas, but toy quokkas!—to people in Tokyo over the past couple of days. 
The fight for direct flights started a couple of years ago. The Minister for Tourism led a team from Tourism WA, 
Tourism Australia and Perth Airport to Japan in 2017. They met with executives from All Nippon Airways to pitch 
for the direct flight. There were extra meetings here and a range of further negotiations. Late last year we secured 
the daily direct flight from Japan. I visited ANA at its Tokyo headquarters to thank it for its commitment to the 
direct flight. ANA will fly daily between Tokyo and Perth with its Boeing 787 Dreamliner service. This will be 
first direct flight between Perth and Japan since 2011 — 
Mrs A.K. Hayden interjected. 
The SPEAKER: Member for Darling Range! 
Mr M. McGOWAN: — when direct flights were lost. 
Mrs A.K. Hayden interjected. 
Mr M. McGOWAN: Mr Speaker, please. This is actually good news. 
Mrs A.K. Hayden interjected. 
The SPEAKER: Member for Darling Range! You should be happy with this news. 
Mr M. McGOWAN: It is good news. I know that opposition members do not like good news; they rail against 
good news. 
Mrs A.K. Hayden interjected. 
The SPEAKER: Member for Darling Range, I call you to order for the first time. 
Mr M. McGOWAN: They hate good news. Liberal Party members detest good news. They are sniping away, 
detesting good news. 
Mr A. Krsticevic interjected. 
The SPEAKER: Member for Carine! I call you to order — 
Mr A. Krsticevic interjected. 
The SPEAKER: Member for Carine, you are having your own little crusade there. So am I. I call you to order for 
the first time. 
Mr M. McGOWAN: There is already huge demand for the flights. The first flight is fully booked and the service 
has been heavily promoted by impressive marketing campaigns, both Western Australian — 
Mrs L.M. Harvey interjected. 
The SPEAKER: Leader of the Opposition, it is good news. I am excited. 
Several members interjected. 
The SPEAKER: I would be more excited if I could hear the Premier. 
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Mr M. McGOWAN: The direct flight is a huge win for Western Australia. Japan is our tenth biggest market, but 
once upon a time it was one of our biggest international markets. We expect that this will mean a big growth in 
Japanese visitor numbers and at least a $175 million boost to the economy. As we know, tourism is growing 
magnificently well, with a huge number of international and domestic tourists coming to Western Australia. There 
is an unprecedented level of funding for marketing and events. We re-established the office on the east coast, 
created new campaigns and worked to reduce regional airfares to regional communities across Western Australia. 
The beneficiaries of that include Broome, Exmouth, Monkey Mia, Albany, Carnarvon and Esperance. We are 
determined to secure more direct flights. This government has resecured the Tokyo service that was lost during 
the term of the last government and, what is more, with a daily service of Dreamliners. I would like to congratulate 
the Minister for Tourism for his fantastic work in securing this direct flight. 

SIR CHARLES GAIRDNER HOSPITAL — CODE YELLOW DECLARATION 

692. Mr Z.R.F. KIRKUP to the Minister for Health: 

Last week I was present at Sir Charles Gairdner Hospital when a hospital-wide code yellow was declared and the 
emergency department was an exit block due to no available beds in the wards. Was the minister intentionally 
misleading the people of Western Australia on Sunday’s ABC news by stating that code yellows were affecting 
only the ED, when clearly that was not true and the real issue was the lack of beds in the wards? 

The SPEAKER: Member, you cannot say “intentionally misleading”. Would you like to rephrase the question? 

Mr Z.R.F. KIRKUP: I will absolutely rephrase the question. 

Was the minister misleading the people of Western Australia on Sunday’s ABC news by stating that code yellows 
were affecting only the ED, when clearly that was not true and the real issue was the lack of beds in the wards? 

Mr R.H. COOK replied: 

I thank the member for the question. On what date was the member for Dawesville there? 

Mr Z.R.F. Kirkup: On the Tuesday. 

Mr R.H. COOK: What was the date? 

Mr Z.R.F. Kirkup: Last week. 

Mr R.H. COOK: The information I have states very clearly that a whole-of-hospital code yellow has been 
activated only twice in the past 12 months, once on 13 August 2018 and once on 19 August 2019, which was 
a Monday. The member’s information and my information do not coincide. Members might be interested to know 
that there is only one hospital that has a code yellow for its emergency department, and that is Sir Charles Gairdner 
Hospital. I am not quite sure why it has that particular difference. 

Obviously, it is important to make sure that our EDs have capacity to deal with the demands on them. In that case, 
we would need a government that is prepared to invest in EDs and look at innovative ways that take pressure off 
our EDs. Exhibit 1 is the McGowan Labor government. With our partners, the commonwealth government, we 
are currently investing over $4 million to upgrade the emergency department at Sir Charles Gairdner Hospital and 
put in an urgent care clinic toxicology unit. Members would be aware that this is the unit that we have initiated at 
Royal Perth Hospital, which has been an outstanding success in providing a better way that patients can be treated 
in that ED environment. We are looking at an urgent care clinic with between eight and 12 beds. Although that 
sounds like a modest increase in the number of beds, it will significantly improve the way the whole ED operates, 
because we will be taking a particularly sticky cohort of patients—that is, patients who often stay in ED a long 
time—and setting them aside in a separate area. There will be great efficiencies that come with that. 

I have recently been to the ED at Sir Charles Gairdner Hospital and taken the opportunity to look at the layout 
there. There are some things we can do to expand the floor space at the ED to make for a more efficient flow of 
patients. In addition to that, as the Premier and I foreshadowed last week, we will soon be launching our urgent 
care clinic network throughout the metropolitan and regional areas, which is about making sure that patients have 
alternative pathways to receive their emergency care. It is a great initiative in partnership with the general 
practitioner sector and the hospital sector. I am looking forward to providing more details of that, but there is 
always more that we can do. We have a plan around that and we are implementing that plan. We will go about 
continuing to invest in our hospitals and making sure that they have the resources they need to continue to provide 
outstanding world-class health care. 

SIR CHARLES GAIRDNER HOSPITAL — CODE YELLOW DECLARATION 

693. Mr Z.R.F. KIRKUP to the Minister for Health: 
I have a supplementary question. I appreciate the minister’s response. He is quite right; we were there on 19 August 
when the hospital was at code yellow. With that in mind, will the minister guarantee that every single bed on every 
ward is open at Sir Charles Gairdner Hospital to ensure that it is accessible for the patients who need it most? 
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Mr R.H. COOK replied: 
As the member would be aware, it is the responsibility of health service providers to make sure that they utilise 
their beds in an efficient way that provides the best possible care. Occasionally, our hospitals will get busy. We all 
know that and it is their responsibility to make sure that they bring maximum resources to bear to provide the care. 
I can say that they are doing an outstanding job. We have the best performing emergency departments, in terms of 
the four-hour rule, of any hospital system in Australia. We are the only hospital system in Australia in which 
elective surgery median waiting times are reducing; it is the only system in Australia that is getting better, not 
worse. For that reason, we should all be very proud of our hospitals. 

SUBI EAST REDEVELOPMENT PROJECT 
694. Mr J.N. CAREY to the Minister for Planning: 
I refer to the McGowan Labor government’s massive job-creating redevelopment of Subi East. Can the minister 
please advise how this transformational project will help drive the local Subiaco economy, create local jobs and 
help support small business, not just during construction but also once the project is complete? 
Ms R. SAFFIOTI replied: 
I acknowledge and welcome in the public gallery today seven teachers who are visiting WA from China as part of 
an AFS exchange program. 
I thank the member for Perth for the question and, of course, his commitment to infill and development to support 
small business in our community. Today, along with the Premier, we visited what is now the demolition site of 
Subiaco Oval. As I said, it is the second time I have seen a demolition derby at Subiaco Oval, members! 
Several members interjected. 
Ms R. SAFFIOTI: Very funny! 
Dr A.D. Buti interjected. 
Ms R. SAFFIOTI: Okay; it was the third time. 
The project is really exciting. Today we saw significant progress in the demolition of Subiaco Oval. On coming 
to government, we made a commitment to retain the Subiaco Oval playing space for not only the community and 
football clubs, but also the school. Of course, we have retained the playing surface and committed it to the new 
school, Bob Hawke College, which is well underway and nearing completion. It is looking like a magnificent school. 
Today, in that area, I also officially opened the Hamilton Street Bridge, which is another bit of infrastructure that 
we are pouring into the member for Nedlands’ electorate. It is a new bridge with a principal shared path and 
walkway to improve and facilitate better connectivity over the rail line. This project will facilitate over $1 billion 
worth of private sector development. This area will be home to more than 2 000 dwellings—probably more—and 
will facilitate and support small business. Over 100 000 tonnes of concrete and other materials will be removed 
during demolition and 95 per cent of that material will be recycled and used in areas such as road base for our 
freeways and roads, again recycling the concrete that we are removing from that site. It is an exciting project. Is it 
not good to see WA Labor delivering a school for the very congested schools in the western suburbs? It is 
something that the previous government failed to do and that we are delivering. 
Several members interjected. 
Ms R. SAFFIOTI: The new school was always going to be an inner-city college! 
Bob Hawke College will serve the good constituents from the member for Nedlands’ area, plus others. It is so good 
to see WA Labor delivering for all—regional, inner-city and western suburbs people. Again, I know the member 
for Nedlands is excited about it and is saying, “Thank goodness we have a Labor government delivering all that 
excellent infrastructure in my electorate!” 

KEEP AUSTRALIA BEAUTIFUL COUNCIL — COMMUNITY GRANTS 
695. Mr D.T. REDMAN to the parliamentary secretary representing the Minister for Environment: 
I refer the parliamentary secretary to a $1 500 annual grant given to Walpole resident and litter hero, Michael Filby, 
by Keep Australia Beautiful WA to offset some of the costs associated with picking up rubbish on 170 kilometres 
of South Western Highway from Walpole to the Shire of Manjimup’s northern boundary with Bridgetown. 
(1) Was the minister or parliamentary secretary aware that this litter hero has had his valued support taken away? 
(2) Does the minister support this decision? 
(3) Does the minister agree that this is a mean-spirited decision by the government? 
Mr R.R. WHITBY replied: 
I thank the member for the question and the fact that there was some notice of the question—not a lot, but some. 
I appreciate that. 
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(1)–(3) I acknowledge the work Michael Filby does, and indeed all the volunteers who get involved with 
Keep Australia Beautiful, to keep our environment clean by going on litter drives. It is something that we 
very much appreciate. The Keep Australia Beautiful Council, as the member would know, is a statutory 
body that has made a funding decision on community grants independently of the Minister for Environment. 
I am advised that Mr Filby has received funding from the KABC since 2012 to support his involvement 
in litter clean-up activities, which has been fantastic. But the member may not be aware that this year the 
KABC introduced improved governance requirements to ensure the responsible allocation of public 
moneys. I think we would also agree that probity around the granting of public moneys is very important. 
This now requires an auspice organisation to be involved in that application. Mr Filby is encouraged to 
submit an application for funding in accordance with these new requirements that indeed apply to all 
applications for funding through the KABC. 

KEEP AUSTRALIA BEAUTIFUL COUNCIL — COMMUNITY GRANTS 
696. Mr D.T. REDMAN to the parliamentary secretary representing the Minister for Environment: 
I have a supplementary question. Does the parliamentary secretary agree that it is a sad indictment of his government 
that it cannot support the funding of $1 500 to a litter hero who is showcased on the Keep Australia Beautiful WA 
website? 
Several members interjected. 
The SPEAKER: Members! 
Mr R.R. WHITBY replied: 
I would agree that this government is about ensuring the proper dispensation of funds from the taxpayer. 
Mr D.T. Redman interjected. 
The SPEAKER: Member for Warren–Blackwood! 
Mr R.R. WHITBY: Member, I appreciate the efforts of Mr Filby, but as is the case with everyone involved in 
this process, they are required to abide by the regulations set by the KABC. It is not something that the minister is 
involved in; it is an independent statutory body. It has determined that this is a requirement. No government has 
ever done more than this government in addressing roadside litter with the introduction — 
Mr D.T. Redman interjected. 
The SPEAKER: Member for Warren–Blackwood, you have had your supplementary question. 
Mr R.R. WHITBY: It is a fantastic effort, and I advise him to apply for the grant money under the requirements 
set by the KABC. The government’s introduction of the container deposit scheme will do more than has ever been 
done before to reduce litter on roads across Western Australia. 
Several members interjected. 
Mr D.J. Kelly interjected. 
The SPEAKER: Minister for Water, I call you to order for the first time. Member for Hillarys. 
Mr P.A. KATSAMBANIS: Thank you, Mr Speaker. My question is to the Premier. Premier, I refer to the 
shocking 38 — 
Ms J.J. SHAW: Mr Speaker! 
The SPEAKER: I did not see you. Sorry, shadow minister; it was the government’s turn. I was too busy calling 
people on this side to order. 

STATE ECONOMY — JOB CREATION 
697. Ms J.J. SHAW to the Treasurer: 
I can understand how you would not be able to hear, Mr Speaker. 
The SPEAKER: Pardon! 
Ms J.J. SHAW: Before I begin, I acknowledge the fantastic students from Aveley North Primary School and 
welcome them to Parliament. 
I refer to the McGowan Labor government’s commitment to provide confidence to business, to drive economic 
growth and to continue to create jobs for Western Australians. 
(1) Can the Treasurer update the house on what recent economic data shows about how the Western Australian 

economy is performing and the challenges it faces? 
(2) Can the Treasurer advise the house whether he is aware if anyone has claimed responsibility for those 

economic challenges? 
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Mr B.S. WYATT replied: 

I thank the member for that very good question. 

(1)–(2) Last night we had another debate on how much better things are now under this government than they 
were under the previous government when the confidence levels of WA businesses reached levels not 
seen since the global financial crisis. The data, as I said, although it is jumping around from quarter to 
quarter, month to month, is going the right way. The data from yesterday showed that WA is the only 
state in which construction is growing. Today, the Australian Bureau of Statistics released data on private 
new capital expenditure. This data is interesting and important because the member for Bateman made 
the point last night that apparently all the jobs that are being created in Western Australia are by the public 
sector and not the private sector. Of course, the member for Bateman got confused because he also included 
in there local government and commonwealth government jobs. Although I may have some influence, 
I do not have any influence on what the commonwealth or local governments are doing. Importantly, 
private new capital expenditure in the June quarter is up five per cent. 

Mr D.C. Nalder interjected. 

The SPEAKER: Member for Bateman, I call you to order for the first time. 

Mr B.S. WYATT: That is the biggest increase of any state in Australia. That is important because it shows that 
the private sector is spending. That shows exactly what we know; that is, the private sector always does the heavy 
lifting when it comes to employment growth in Western Australia. The other point made by the member for 
Bateman last night is that if it is not the public sector—apparently we are employing everybody—it is all about 
mining. Importantly, when we unpick the new private capital expenditure, we find that mining is up by 16 per cent 
but manufacturing is up by 31 per cent, and other selected industries—that includes construction, retail, transport, 
finance, accommodation, cafes, restaurants—are up by 40 per cent, because businesses now feel confident to invest 
again under this government. That is exactly what is going on. 

What I found interesting last night and have found interesting on the few other times that we have had debates on 
the impact of decisions made by the former government on the economy—this was not mentioned while they were 
in government, of course—the member for Bateman and other members opposite talk about negative equity. 
Again, it was not mentioned while they were in government. The point I continue to make is that 70 per cent of 
the decline in residential property prices occurred under the former government. 

Several members interjected. 

The SPEAKER: Members! If you want to ask something, ask a question. 

Mr B.S. WYATT: What surprised me the most about last night is that I learnt that it was a deliberate policy of 
the former government to reduce property prices in Western Australia. The member for Bateman and the member 
for Nedlands were the two finance ministers who introduced two of the three land tax increases that smashed the 
property sector in Western Australia. By way of interjection, and I quote—this is what the member for Nedlands 
had to say about the largest increase in land tax, the third one done by the member for Nedlands—he said, “That is 
what made housing affordable” — 

Point of Order 

Mr Z.R.F. KIRKUP: Point of order. I am conscious that the Treasurer may be reading from the uncorrected 
Hansard if he is providing a direct quote. 

Mr B.S. WYATT: You will find that I have no uncorrected Hansard before me, Mr Speaker. I am referring to my 
own notes. 

The SPEAKER: It is not a point of order. 

Questions without Notice Resumed 

Mr B.S. WYATT: Members will find, according to my notes, that the member for Nedlands said, “That is what 
made housing affordable”. Who would have thought that the deliberate policy intent of the former Liberal–National 
government was to create the negative equity that the member for Bateman now complains about? That is exactly 
what the member for Nedlands did. Does the member know what? I will give him this. His policy worked. His 
deliberate policy to destroy the property sector worked. All I want to know is whether that was the member for 
Nedlands’ idea or the idea of his staff to make him look good? I do not know. Suffice to say, if I follow this through, 
I will find that his staff were right—destroy the property sector, lose government, become deputy leader. The 
trajectory is so obvious now for how this was going to play out. The data we see across all areas of the economy 
are much better than the data I inherited. I am fighting against the big ship of recession and job loss, deficits and 
debt that were left to me by the former government. 

Several members interjected. 
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Mr B.S. WYATT: I said “ship”! I am also fighting against the deliberate policy decisions of the former government 
to destroy the property sector in Western Australia. We are determined to make decisions to ensure that the property 
sector gets up from the member for Nedlands’ and the former government’s policies that were very anti-property. 

The SPEAKER: I do not think he said anything wrong. I think you are talking very quickly, Treasurer, and I think 
something might have slipped.  

HEALTH STAFF — ASSAULTS AGAINST — MANDATORY MINIMUM SENTENCES 

698. Mr P.A. KATSAMBANIS to the Premier: 
I refer to the shocking 38 per cent increase in the number of assaults against nurses in our hospitals between 2017 
and 2018. Will the Premier support mandatory minimum sentencing for anyone who seriously bashes a nurse, as 
we have to protect our police officers? 

Mr M. McGOWAN replied: 
Violence in our hospitals is very disturbing for everybody. Obviously, we are as concerned about it as anyone. The 
Minister for Health had a summit with hospital staff and representatives to talk about solutions to it. We have 
launched a $5 million program for additional security and support for staff, and stab-proof vests for some staff in 
frontline positions. Clearly, we take this issue very, very seriously. 

I think the issue needs to be handled carefully; we do not want to engage in knee-jerk reactions. We want to have 
carefully calibrated solutions to the problem. A lot of the people in our hospitals and in our emergency departments 
are stressed and their behaviour might be influenced by alcohol or drugs, by mental illness, or by some of the 
treatments that they are undergoing inside the hospital. Therefore, although we are putting in place a whole bunch 
of new initiatives, I think the issue needs to be handled carefully. 

HEALTH STAFF — ASSAULTS AGAINST — MANDATORY MINIMUM SENTENCES 

699. Mr P.A. KATSAMBANIS to the Premier: 
I have a supplementary question. Why is the Premier refusing to properly protect those nurses who tirelessly serve 
our community but are subject to the ever-present danger of violent assault? 

Mr M. McGOWAN replied: 
As per usual, the member did not listen to my answer. The government is putting in place a whole range of 
initiatives. There are stress alarms, additional security, security vests and additional staff in our hospitals to deal 
with this issue. I repeat: a range of the people in our hospitals are affected, by definition, with mental health issues—
as we know, it is the fastest growing area of health provision needed in our community—and people who might 
be highly stressed by whatever is going on or under the influence of alcohol or drugs, some of which, certainly 
drugs, are prescribed in the hospital environment. That is why we need to be very careful and considered in the 
policy prescriptions that we put forward, which is what we are doing. 

PUBLIC SECTOR — INDUSTRIAL AGREEMENT 

700. Ms C.M. ROWE to the Minister for Industrial Relations: 
I refer to the McGowan Labor government’s commitment to reducing the $40 billion of debt it inherited through 
responsible financial management measures such as the fair and reasonable wages policy. Can the minister outline 
to the house how the government was able to reach overwhelming support from members of the Community and 
Public Sector Union–Civil Service Association of WA for its new fair and reasonable two-year enterprise agreement? 

Mr W.J. JOHNSTON replied: 
I am very pleased to be able to answer that question. The government maintains its commitment to the wages 
policy, unlike the Liberal opposition, which yesterday let us know that it no longer supports the government’s 
wages policy. I make this clear: this wages policy is a key part of correcting the “shipload” of mess that was left 
to us by the former Liberal government. We inherited $40 billion of debt and one of the contributions that we have 
asked for is to have the wages policy so that we can ensure that we can keep control of our salary costs, because salary 
costs are the overwhelming majority of the expenses of the government sector. We are very pleased that we have 
been able to reach an agreement with the Community and Public Sector Union–Civil Service Association of WA 
and that agreement has been overwhelmingly endorsed by its membership. 

This two-year agreement continues the $1 000 per annum salary increase. There is a range of other benefits that we 
have been able to negotiate with the union to ensure that there are improved conditions for its members. One of 
those, for example, is an increase in the casual loading; we have increased it from 20 per cent to 25 per cent over 
the two-year life of the agreement to bring it up to the industry average in Western Australia. That does two things. 
Firstly, it helps people who are in often low-paid and naturally insecure jobs as casuals. The other thing it does is it 
removes the incentive to employ casuals. It makes sure, as is done in the private sector where the 25 per cent loading 
is more common, employers consider permanency before they put people on in this casual and precarious way. 
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The other thing we have done, of course, is to agree with the CSA to continue to look at the common-use agreement 
for labour hire. I am very pleased to let the chamber know that we have had a significant reduction in costs in the 
public sector because we have reduced the use of these common-use agreements for labour hire. That is good for 
all Western Australians. It is good for Western Australian taxpayers because we are able to reduce the costs in the 
public sector. It is good for the workers because we have been able to put those people on permanent jobs in the 
public service. I give the example of the Department of Mines, Industry Regulation and Safety, where we have been 
able to convert contractors at the core library to permanent full-time employment. It is good for the department 
because we have loyal long-serving employees. It is good for the employees because they have long-term stable 
employment. It is good for the taxpayers because it is done at a lower cost. Members can see that by working 
together with the unions to identify where we can save money, we are able to give better results to the workforce 
and maintain a solid $1 000 salary offer for the workforce—38 000 people are covered by this agreement. It shows 
that we can do what the opposition could not. 

GENERAL PRACTITIONERS — SHORTAGE — REGIONS 

701. Mr P.J. RUNDLE to the Premier: 
I refer to reports in the Narrogin Observer, Great Southern Herald, Avon Valley Advocate and several other 
media outlets that three hub hospitals in the wheatbelt and great southern have been without doctors on more than 
170 occasions in the last financial year. 

(1) Would the Premier accept hospitals in Perth going without general practitioners when patients in need of 
urgent medical attention present to emergency departments? 

(2) Besides contacting the federal government, what is the Premier doing to solve the GP shortage in the 
bush, which statistics show is reaching crisis point? 

Mr M. McGOWAN replied: 
I thank the member for the question. 

(1)–(2) Obviously, we would like to see a greater GP presence in regional Western Australia. Regional communities 
across the country often have fewer GPs than would be preferred. As members know, the provision of 
GPs is a matter for the federal government, and we have a federal Liberal–National government in power 
in Canberra today that could deal with this issue if it so chose. 

The Western Australian Labor Minister for Health has raised the issue of the lack of GPs provided by the 
federal government with the federal minister, Greg Hunt, and will continue to lobby Canberra for 
additional action. There is a range of policy issues that could be considered by the federal government, 
whether it is visa restrictions on overseas-trained doctors or setting district priority areas and enabling 
regional GPs to access Medicare rebates for telehealth. If the member would like to help us in working 
on Canberra about the provision of doctors in regional Western Australia, we would welcome his assistance. 

Point of Order 

Mr D.T. REDMAN: The Premier was reading from an official document, and clearly reading. I wonder whether 
you could ask the Premier to table that document. 

The SPEAKER: Can I have a look at it, please. No, it is not an official document. No, it is not; it is just a press release. 

Mr D.T. REDMAN: Further to the point of order, Mr Speaker. It looks like it is an email from here with a logo 
at the bottom and email traffic at the top. I am just asking a question on a point of order. 

The SPEAKER: I have given a ruling on the point of order. It is a press release. 

Mr D.T. REDMAN: I am just asking a question — 

The SPEAKER: No. I have given my — 

Mr D.T. REDMAN: A point of clarification — 

The SPEAKER: Do you want to be called to order—just keep going. I gave my decision. 

GENERAL PRACTITIONERS — SHORTAGE — REGIONS 

702. Mr P.J. RUNDLE to the Premier: 
I have a supplementary question. What would the Premier say to Narrogin grandmother Gwenda Midsem, her 
granddaughter Trinity and other patients who have presented to a hospital in need of emergency treatment only to 
find no doctors are available? 

Mr M. McGOWAN replied: 
Obviously, for anyone in regional Western Australia who cannot access a doctor, we do our best to provide doctors 
across the regions. A lot of the doctors who work in regional hospitals—in particular, in smaller regional 
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hospitals—are general practitioners with a practice in the area. They work in the hospital as well as run their 
practice. That is why we require the federal government to provide more Medicare numbers and more provision 
of GPs into regional communities to allow for the provision of support into those regional hospitals. 
I say to your constituent or any constituent: join with us in working to get more GPs and more Medicare provision 
of support into regional Western Australia. The federal government currently provides the lowest density of GPs 
in regional Western Australia than in any other regional part of Australia. Once again, Canberra has forgotten about 
regional WA. That is what has occurred here. The member asked me this question. My advice to him is to go to 
his federal National Party members of Parliament, Mr McCormack, Mr Canavan or Mr Joyce—frankly, I cannot 
think of any others—and raise the case with them, and he may be able to help us address this important issue. 

FAMILY AND DOMESTIC VIOLENCE —  
COUNCIL OF AUSTRALIAN GOVERNMENTS — FOURTH ACTION PLAN 

703. Mrs J.M.C. STOJKOVSKI to the Minister for Prevention of Family and Domestic Violence: 
I refer to the recent agreement by the Council of Australian Governments to implement the fourth action plan for 
reducing violence against women and their children. 
(1) Can the minister outline to the house what this action plan means for the work that the government is 

undertaking to reduce family and domestic violence? 
(2) Can the minister advise the house how this builds on the McGowan Labor government’s unprecedented 

commitment towards the prevention of family and domestic violence? 
Ms S.F. McGURK replied: 
I thank the member very much for this question and her interest in this issue. 
(1)–(2) The Premier was at the COAG meeting with other first ministers not long ago and was able to commit 

Western Australia to the fourth action plan for reducing violence against women and their children. This 
builds on previous work when there is a national strategy, as there should be, to try to tackle this very 
difficult, but persistent, social issue. We are doing what we can in this state, but we are not the only ones 
who are experiencing high levels of domestic violence. It is important that, as much as possible, we have 
a concerted effort across the country. 
The particular emphasis in the fourth action plan is on prevention—the idea that we can change attitudes 
in our community that have led to the high rates of violence that we see against women in particular, but, 
in general, in family and domestic violence, and also understanding that different people in our community 
experience that violence in different ways. For instance, understanding the context for Aboriginal and 
culturally and linguistically diverse communities is going to be really important. If we want to respond 
effectively to that violence, we have to understand how, for instance, women might be able to feel safe to 
come forward and seek assistance. That will be different for CALD women and Aboriginal women, for 
example. Women with disabilities or older women might have particular issues that need to be addressed. 
Of course, as the member outlined, the McGowan Labor government has committed significant funds 
since coming to office—over $53 million in new funding on top of existing resources—to tackle domestic 
violence in our state. There is still a lot to do. I notice that the federal government has committed 
a headline figure of $328 million for the fourth action plan, and, of course, I am doing everything I can 
to make sure that it understands what our needs are in Western Australia. Members might remember that 
I was critical of the federal government for pulling money from the keeping women safe in their home 
program. They have put some of that money back in, but a lesser amount. We need to make sure that WA 
gets a share of that money and, importantly, it is put into evidence-based response, and that we are united 
and clear about where we are dedicating these resources. 
Members may have seen the news just last week that a young 26-year-old woman, Kayla Rose Halnan, 
was shot in Welshpool. It is absolutely tragic. I know the member for Murray–Wellington knew Kayla Rose, 
as did her daughter. It is absolutely tragic. Incredibly, I am not sure whether he was her boyfriend, but 
one-time state light heavyweight champion Vencent Caruana has been charged with that murder, so it is 
quite likely that domestic violence was involved. In any case, it is the violent murder of a 26-year-old 
woman, which is completely unacceptable. Sometimes these cases get a lot of media and public attention; 
other times, they do not. Perhaps people might take the time to think about Kayla Rose and her family 
and friends, who I know are devastated by her death. 

HEALTH STAFF — ASSAULTS AGAINST 
704. Mr W.R. MARMION to the Minister for Health: 
I refer to the paramedic who was brutally bashed at Midland Public Hospital. 
When is this government going to start protecting nurses to stop the epidemic of assaults against healthcare workers 
through the initiatives just mentioned by the Premier, and what are these initiatives? 
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Mr R.H. COOK replied: 
I thank the member for the question. 
Of course, the member would have heard from me on previous occasions when I have provided a great deal of detail 
about our policies on this. Perhaps I would also ask the member for Nedlands why the Liberal–National Party went 
to the last election without a single policy on security for nursing staff. Not a single policy was uttered at the last 
election that would demonstrate any level of care for doctors and nurses working on the front line. We had policies 
that we put out; on day one, the Premier announced our policies on that. We made a $2.2 million commitment to 
provide extra capacity and resources for frontline staff. In addition to that, we held a summit on violence in our 
hospitals in June this year, which brought together doctors, nurses, security staff, hospital leaders and others to 
work out what issues we need to address on violence against our staff. Of course, paramedics are an important 
element of that. Out of that summit, we produced a $5 million package, which is about flexing up our security; 
making sure we have more resources in our emergency departments; and, in addition to that, ensuring that ongoing 
work continues with the Department of Health and the Western Australia Police Force on the protocols around 
handing over staff between the police and the doctors and the emergency department. That work continues, and 
we are also looking at other measures, including in-reach for police facilities for those patients who require medical 
attention. That is a comprehensive response, which is worthy of a government that considers the security and 
protection of our frontline workers to be of utmost importance.  

HEALTH STAFF — ASSAULTS AGAINST 
705. Mr W.R. MARMION to the Minister for Health: 
I have a supplementary question. I am encouraged by that response. I recognise it is a difficult problem. Can the 
minister advise the house when the findings of the stop-the-violence summit will be tabled, and will he make a personal 
commitment that there will be a substantial increase in funding to address this problem in the midyear review? 
Mr R.H. COOK replied: 
Any attack, whether it is antisocial behaviour or—perish the thought—a physical attack upon any of our frontline 
health workers, is one attack too many. That is why we have taken our spending on security, which is already 
a substantial commitment of resources, and added an extra $5 million. As I said when we made that announcement, 
this is simply a down payment. We will continue to do more work to make sure that we put the necessary resources 
in place to protect our doctors, nurses, paramedics and other staff. 
We cannot stop all antisocial behaviour—some of it comes out of the blue; some of it is just not able to be anticipated—
but we can make sure that we take pre-emptive measures to ensure that we have things in place. I commit to the 
member to provide ongoing updates as we continue to build on that work, extending from the summit in June.  
The SPEAKER: That is the end of question time.  

VOLUNTARY ASSISTED DYING BILL 2019 
Second Reading 

Resumed from an earlier stage of the sitting. 
DR A.D. BUTI (Armadale) [2.49 pm]: When we adjourned for the lunchbreak, I was talking about the doctrine 
of double effect. I said how it seemed somewhat strange to allow the doctrine of double effect to occur, but to not 
allow a tightly legally controlled voluntary assisted dying regime. 
Now I will move on to some political philosophy and also reflect on religion and faith in this debate. English 
philosopher John Locke’s social contract theory, which forms the basis of the constitutional structure of the 
United States, states that there is no right to commit suicide based on theological and conceptual grounds. Although 
this bill under clause 11 excludes the permissible act from being labelled suicide, let us for a moment accept the 
term. The basis of Locke’s theological argument was a form of Thomas Aquinas’ classic argument against suicide; 
that is, our lives are not ours but are God’s property. But as Professor John Mitchell states, “However convincing 
one may find this argument, a faith-based argument can have no purchase in a legal decision in our pluralistic 
society.” Mitchell was referring to the US, but Australia is an equally a pluralistic society. Locke’s conceptual 
concern comes out of the nature of the social contract as a mechanism to protect property—in this case, the 
individual person. What Locke wanted to prevent was providing a theoretical basis upon which it could be claimed 
that individuals have ceded to the state the right to arbitrarily kill them as part of the contract. If one’s life ultimately 
belongs to God and is not one’s own, one cannot give it to the state as part of a bargain for social contract. But this 
again, as Professor Mitchell notes, is a theological argument that an individual’s life is God’s, and such an argument 
has no legitimate place in our legal arena, although I fully understand some people have a strong faith-based 
objection against voluntary assisted dying. What I say to them is that this bill will not compel anyone to act against 
their faith as it is voluntary. This also goes for doctors who can utilise the conscientious objection provisions of 
the bill to opt out of being involved in the voluntary assisted dying process. 
Professor Sonu Bedi from Dartmouth College has postulated a justification theory when discussing liberty and 
democratic debate. He argues for a justification theory that limits the reasons and rationales on which polity may act. 
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We need to turn to the democratic state’s reason for acting. In relation to voluntary assisted dying legislation, it may 
be helpful to think about it via a justificatory constraint rather than the language of rights. Those who seek to limit 
our liberty to end our life must proffer a publicly available reason that is made in good faith. Currently, in most cases, 
the state permits terminally ill individuals of sound mind who would like to die to refuse lifesaving treatment or to 
remove a lifesaving tube, but the state may not allow the same patient to take drugs that will end their life. The state 
generally permits passive euthanasia but not active euthanasia or voluntary assisted dying. The Supreme Court of the 
United States relied on this distinction in the case of Vacco v Quill in 1997. The state of New York permitted 
individuals to refuse lifesaving treatment by removing a life-support tube that would end their lives. The state 
prohibited individuals only from being able to self-administer drugs to end their life. The Supreme Court reasoned — 

Unlike the Court of Appeals, we think the distinction between assisting suicide and withdrawing life-sustaining 
treatment, a distinction widely recognized and endorsed in the medical profession and in our legal 
traditions, is both important and logical; it is certainly rational. 

But a justificatory constraint would push against this analysis. In both cases, we are concerned with a group of 
individuals who are terminally ill and of sound mind who wish to end their lives. The law allows these individuals 
to remove lifesaving treatment to do so but does not allow them to administer drugs to do so. If the reason or 
rationale here is to prevent harm to those who are terminally ill, one could argue that the state should prohibit both, 
lest it run afoul of the good-faith requirement of the justificatory constraint. So in banning active euthanasia or 
voluntary assisted dying but not passive euthanasia, the state may be operating on some conception of the good 
life. By allowing one practice but not the other, the state says that it matters how a terminally ill patient decides to 
die. If they decide to remove lifesaving treatment, that is permissible. If they decide to administer drugs, that is not 
permissible. That seems to be based on a particular conception of the good life; for example, a good life is one that 
ends by refusing treatment, not by administering drugs. That seems difficult to square away with a commitment to 
liberal neutrality. In effect, one could argue that a ban on voluntary assisted dying is a kind of morals legislation. 
Who is to decide what is the appropriate moral? One could argue that these kinds of laws are all based on 
a particular moral or religious view of the good life, failing the liberal requirement of justification. 

[Member’s time extended.] 

Dr A.D. BUTI: Currently, we allow certain individuals—for example, the terminally ill and people of sound mind—
to end their lives by refusing lifesaving treatment. A commitment to neutrality means that the law should allow 
them to end their lives by administering drugs as well; otherwise, we are privileging one conception of the good 
life—or in this case, perhaps, it is privileging one conception of the good death—over another. Then we could ask: 
why is one way a better or superior way to die, especially when voluntary assisted dying may cause less physical 
suffering than its passive counterpart? 

I now move back to where I commenced my contribution, which was on the main themes of opposition to voluntary 
assisted dying. I now turn to look at whether there are adequate safeguards in this bill to protect the vulnerable. In 
the current bill there are 102 safeguards, but whether they are sufficient to protect the vulnerable is difficult to 
ascertain. That is why, although supportive of voluntary assisted dying and this bill in general, I await consideration 
in detail to see whether I am prepared to support all the clauses. The Leader of the Opposition articulated in 
a personal and eloquent way this morning how pressure can be expressly or implicitly placed on a person in relation 
to seeking to hasten their death. I do not think it will be possible to provide a 100 per cent guarantee against undue 
influence, but I do believe this bill can be improved, which I will outline shortly. 

In relation to the vulnerable, those opposing this bill or similar bills often refer to mental illness, elder abuse 
and those with disabilities. But before looking at these vulnerable groups, let me briefly mention the First People, 
the Indigenous people of this state. Some concerns have been expressed that voluntary assisted dying is of 
concern for some Indigenous people and culturally a foreign concept. I would hope that dialogue can be continued 
with Indigenous people to allay their concerns and to ensure that the voluntary aspect is emphasised and protected. 
But I acknowledge these concerns, which I came across when working at the Aboriginal Legal Service of 
Western Australia in the 1990s. Before moving on, I should say I am not so sure about the bona fides of the Catholic 
Church’s attempt to emphasise Indigenous concerns with voluntary assisted dying, as there are many other areas 
of Indigenous concern where the church has been missing in action. 

This bill acknowledges concerns about possible impacts of mental illness on the end-of-life choices and as 
a safeguard, a person with only a mental illness will not meet the eligibility criteria. If the person’s mental illness 
causes them to lose decision-making capacity, they will also not be able to access voluntary assisted dying. 

What we need to do as a society is to work towards preventing suicide, and I know that the Minister for Health is 
keen to do so. The reasons people suicide are complex. There are a number of reported reasons for suicide, but 
legislation for voluntary assisted dying has not been identified as one of them. I refer members to a 2017 article 
by Lowe and Downie in the Journal of Ethics in Mental Health, which refutes the link and also criticises and 
discredits the 2015 article in the Southern Medical Journal by Jones and Paton that argued such a link. In the US, 
the five states that had the highest rates of suicide in 2015 were Wyoming, Alaska, Montana, New Mexico and 
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Utah, none of which had legalised voluntary assisted dying. Oregon in contrast was ranked thirteenth. For the other 
states with voluntary assisted dying legislation, the rankings were: California, forty-fifth; Vermont, twenty-sixth; 
Washington, twenty-second; and Colorado, ninth. 
When it comes to concerns about elder abuse and this bill, I say that we need to do more to prevent elder abuse 
and we should look at some of the work being done in some US jurisdictions to establish special prosecuting units 
to specifically deal with elder abuse. 
I now turn to people with disabilities. When euthanasia or voluntary assisted dying legislation was being discussed 
in the UK and in Victoria, many people living with disabilities and their advocates expressed concerns. A poll done 
by Scope, a disability charity in the UK, showed that 64 per cent of people with disabilities were concerned about 
moves to legalise voluntary assisted dying. However, such a view is not universal, and UK Professor Tom Shakespeare, 
a person with a disability, said — 

… there is already a right to refuse medical treatment. This means that people who are dying and are kept 
alive by interventions can refuse them, and die. Yet those who are dying but are not reliant on medical 
interventions still cannot control the timing and manner of … death. This is surely unfair. Why should 
their only choice be to starve themselves to death? … we are asking for in the UK: the same choice for 
a good death for people with terminal illness. It seems a contradiction that the disability rights movement 
campaigns for autonomy in every other area of life except this one, where it claims that dying disabled 
people are vulnerable and cannot decide for themselves. 

Although I have some sympathy for and agree with Professor Shakespeare, I am still concerned about the bill and 
whether it may affect the vulnerable, be they elderly or someone with a disability. 
I will now get personal. My eldest child has a disability. Her name is Alkira and later this year she turns 26. She is in 
many aspects a capable person. But whether she will ever be able to independently live by herself in the future is very 
doubtful. When I think of Alkira’s future without me or Mandy, I get very anxious. I am very concerned as to what 
will happen when Alkira no longer has her mum or dad around. Unless you are in a similar situation, it is difficult to 
truly understand the anxiety we as parents have on that front. I would be much happier if society valued people with 
disabilities better than is currently the situation. I put out a challenge to members of the Dying with Dignity Western 
Australia organisation and all those who have been strongly advocating for this bill, including many of my colleagues 
in this house. The challenge is that when this bill becomes law, which I think it will, please then turn to directing 
some of your energies and compassion and love to improving the lot of people with disabilities in our society. Because 
right at the moment, we have a long way to go—and it starts with valuing people with disabilities more. 
I am concerned that the bill does not prevent a medical practitioner from raising the issue of voluntary assisted 
dying with a patient. I am concerned that someone may take advantage of someone like Alkira and other people 
such as the elderly. The power imbalance between a doctor and patient, particularly one with a terminal illness, 
could be great. Many people are influenced by what their doctor says. I do not want to deny anyone the opportunity 
of dying with dignity or to not have a chance of rejecting a bad death, but I want people to self-initiate the discussion 
with their medical practitioner. I can see no reason for not inserting in the bill a clause that would prohibit 
a medical practitioner from initiating the discussion of voluntary assisted dying. If this bill becomes law, I think it 
is highly unlikely that the residents of WA will not know that accessing voluntary assisted dying is legal in this 
state. Thus, when considering the power imbalance between the doctor and the patient, I see no plausible reason 
for a medical practitioner to initiate the discussion. Therefore, I flag here that I am exploring the option of 
introducing an amendment to deal with my concern. But having said that, I believe that this bill should pass, subject 
to a thorough examination of the contents of the bill in consideration in detail. 
This bill will give people in the last weeks or months of their life a real choice. Palliative care may provide relief 
for many at the end of their lives, but not for all. There are some circumstances in which pain cannot be appropriately 
managed. One of the issues that the bill does not outline is what we mean by mental capability or competence. 
I refer to a very good article by Cameron Stewart, Carmelle Peisah and Brian Draper called “A test for mental 
capacity to request assisted suicide”. Generally, the common law concept is in the negative in the sense that every 
adult is presumed to be competent and then has to prove that they are not competent. One could argue that when 
we are looking at providing consent for voluntary assisted dying, a stronger test should be in place. This article 
discusses what is needed. One example is for a legal test for competence to request assisted suicide. Firstly, the 
patient must be able to comprehend and retain treatment information regarding their decision to end their life. They 
should be able to understand and retain the extent of their illness, the available treatment, the available methods of 
dying and the risks of adverse effects on the method utilised. Secondly, patients must be able to weigh up the 
information and reach a decision. This requires patients to be able to reason by using information relevant to their 
decision to undertake voluntary assisted dying. The article then states — 

3. The decision should be consistent over time with past expressed wishes and beliefs. 
4.  Patients must be able to communicate their choices and in cases where speech is difficult or impossible 

efforts should be made to find an alternative mode of accurate and reliable communication. 
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5. The decision must be free from undue influence. While patients will still be able to make competent 
decisions when they are highly dependent on others for care, their decisions must truly be ones that 
they have made, rather than decisions which they have been forced to make or feel they should make 
to relieve others of burden. Undue influence must be assessed by having regard to both the patient’s 
strength of will and level of pressure being placed on the patient by others … 

By legalising voluntary assisted dying—that is, allowing people access to medicines that will enable them to end their 
lives—for many, that in itself is a relief. As noted in the Victorian Parliament, in Oregon, approximately one-third of 
all people who are prescribed the medication do not actually take it. Every Western Australian should have the 
choice if they are terminally ill and comply with the criteria contain in this bill to end their life with reduced pain 
and suffering. It should be their choice, but it should be a choice free from pressure. 

MR C.J. TALLENTIRE (Thornlie — Parliamentary Secretary) [3.06 pm]: Where do I begin a speech that is 
about the ending of life? In an ideal situation, we would not need legislation like this. But we know that we are in 
a human world, a world with all sorts of failings and a world of human frailty. There are times when we see people 
experience what we might call a good death. For some it is a quick death. For some it is a death when family are 
around and a sad occasion is shared and it goes with dignity and a sense of compassion. But for some, and we have 
heard the stories here, there are agonising deaths. There are cases in which the best palliative care in the world—
acknowledging the advancement of the whole science of palliation—does not work for some types of illness. Maybe 
it will in the future, but there are some types of terminal illness for which palliation cannot nullify the pain. That pain 
is acutely felt by the person who is dying, but it is also acutely felt by those who are around—the family members. 
One concern I have is that for some, the enduring memory of the death of a loved one might be the images, the actual 
sounds and the whole experience of what may seem to be the agony of that person. I say “what may seem to be” 
because I have heard of cases in which the dying person was perhaps not in great pain. But to witness the event of that 
person’s passing was indeed an awful thing. Dying with dignity is what we are trying to establish in this legislation. 

I am thankful that we have had so much discussion in the community about this legislation. I regret that other 
pieces of legislation that impact on the lives of our citizens and all of us do not receive the same level of scrutiny. 
Just to draw one comparison, I think of the plight of homeless people—the whole homelessness situation in 
Western Australia—and the fact that somebody who sleeps rough is likely to have a lifespan 30 years shorter than 
someone would normally expect to have, yet we do not have the same level of policy and community discussion 
about an issue such as that. Fortunately, we have great interest in this issue. That is a good thing. I am encouraged. 
I welcome the fact that the community is actually observing us at work with this legislation, as difficult as it is. 
I appreciate that. The community is in fact sharing the challenges that we are all facing as we go through this. 

It is important to quickly run through those essential things that set out who will be eligible for voluntary assisted 
dying. Obviously, it will be open only to people who have a terminal illness and who, in all probability, will die 
within six months, or 12 months in the case of neurodegenerative disease. The person must have decision-making 
capacity. This is an important point to touch on, because it has to be realised that that will rule out many people 
who are suffering, in pain, very frail, very elderly and have a terminal illness, but who will be deemed to not have 
decision-making capacity. I think especially of people with some form of dementia; they will not be able to be 
involved in this process. Voluntary assisted dying will be open only to people over 18 years of age who are 
experiencing a pain such that their suffering cannot be made tolerable. I think those criteria actually do confine 
things. When I have consulted experts about this and asked how many people a year we expect to die in this way, 
the estimate seems to be around 50 or so people. The legislation will have limited scope. I am actually thankful 
for that. I think the only way this legislation can proceed through this place is by applying it in a tightly confined 
way that can make it acceptable. 

I will give some of the reasons I have had concerns about this legislation. Eleven years ago, when I first got into 
Parliament, there was discussion that a bill could potentially come on for debate. At that time it was put to me that 
palliative care would be able to cope with most cases of terminal illness. It has really been an awakening for me 
to find that that is not always the case. I wonder whether sometimes there is an element of people assuming what 
people who are dying want. I often hear people say, “I’m so sad that my husband or partner died without any of 
the family being around.” I am not convinced that at my final moment I will necessarily want other people to be 
around, but there does seem to be an assumption that we do want people around as we leave this world. I worry as 
well that there will be potential for people who are just fed up, who have had enough of life and who are perhaps 
suffering from some form of depression to in some way be included in this end-of-life process. I am encouraged, 
as I study this legislation, that I do not think that is the case. 

I do not know the man’s personal circumstances, but one high-profile voluntary assisted dying case was that of 
Dr David Goodall, who went to Switzerland to die. So far as I could tell, Dr Goodall had a lot to contribute. This 
was a man who was giving interviews as he was getting onto the plane to go to Switzerland. For all I know, he 
could have been in a condition of unbearable suffering—far be it for me to judge. 

I worry about the notion, as others have touched upon, of people having a sense of being a burden. I have worried 
about that. Again, I think the parameters of this legislation guard against that. That is when we come to the whole 
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process by which someone needs to ask for voluntary assisted dying three times, and for one of those times to be 
in writing. They need to be examined by two doctors, who have had all the necessary training and who are capable 
of judging whether coercion is involved—they will have been trained to see whether somebody has just been 
subtly somehow convinced that they are a burden. The medical advice I have received from those who work with 
people in this situation—those who work a lot in nursing homes—is that, if anything, the coercion is only ever the 
other way, and that it is family members who are trying to convince an aged relative that they should hang in there, 
keep fighting and that somehow the medication is going to start working and they will feel better. A very complex, 
emotional whirlpool of events and feelings are going on—all sorts of emotions are involved. That is when it is 
critical that our legislation be as clear as possible and that it guard against any of those misuses, if not to say abuses. 

I want to say a little about palliative care and express my gratitude and respect for all people who work in that 
area. I recognise them as dedicated professionals. For many, working with the dying is a vocation. It is much 
broader than the mere prescription of opioids. It is all about counselling, nurturing, relationships with family, 
encouragement and empathy—all those things that make up good palliative care. It is much broader than the simple 
prescription of opioids. We have had the discussion that more can always be done for palliative care. Of course, 
like everyone, I support that. I heard one statistic that Silver Chain is currently funded for about 400 patients but 
in fact has 650 patients it would like to deal with. Those sorts of things can be resolved; it is simply a matter of us 
finding the financial will to do it. 

My final point on the subject of palliative care is that we have to see it as part of the end-of-life process—that palliation 
is something that someone will go through and then, at a given point, they may well choose to use voluntary 
assisted dying means. That, to me, is a reflection of how our health services are evolving and of their sophistication. 
The issue of how someone dies needs to include the feelings of the loved ones of the dying person. I think that is 
a very important consideration in all of this. 

I hear a lot in this place about the use of things like advance health directives. I applaud the Minister for Health 
for the announcement today—I heard the ads over the last couple of weeks—about people choosing the 
circumstances of their death and thinking about it. It is about getting this conversation happening. Here is another, 
if I can say it, benefit of this legislation coming to this place—we have really got the conversation going in the 
Western Australian community about death. That is something I have never seen before and something that I, 
myself, have never been comfortable with before either. This in itself is great progress. However, one thing that 
cannot be included in an advance health directive—this will be in the legislation—is that people cannot say that in 
certain circumstances they want to be able to take the so-called goodnight pill. That cannot be included in the 
advance health directive. I know that some people will be disappointed with that, but it is essential, because it 
retains the integrity of the very important point that that is something that must be requested only when someone 
with a terminal illness has six months to live, or 12 months if it is a degenerative disorder. The thinking around 
that provision is really solid. I fully support it. 

I touched on the independence of doctors and acknowledged that some doctors will not want a bar of this. They will 
not want to be involved and they have every right to say that they do not want to be involved. However, those doctors 
who are involved will be required to go through a mandatory training course. They will have to demonstrate that they 
fully understand the legislation. They will have to judge the capacity of the dying person to make that decision. Of 
course, as we have said before, they will have to be able to detect coercion. It sounds like quite a broad skill set, a very 
important one, but I am sure that it is one that we can ensure is well entrenched in the system. There is an important 
role for the oversight board, which is not a body that just gathers statistics; it is involved in every stage of the process. 
I know there is some discussion about how long that process can be and that it can be as short as nine days in some 
cases; nevertheless, that oversight board is involved. That is also a strength of this legislation. 

I want to come back to the point I touched on earlier that we as members of Parliament get the opportunity to visit 
constituents in nursing homes, and sometimes that can be quite a grounding experience. We meet people who are 
in a very frail condition physically, and quite often they are not particularly mentally strong as well. It is probably 
the case that a lot of the people we see in those high-need facilities will not be able to access this whole process. 

In preparing for debate on this legislation, I sought advice from some faith leaders in my area. One conversation in 
particular I had was with Catholic priest Father Philip Pierrot, a lovely man. We agreed that whatever transpired, we 
would maintain a strong friendship following this legislation. He put to me that he was concerned about the subtle 
nature of some versions of coercion, and that that was something he was particularly worried about. He was also 
worried about the potential for this to be seen as inconsistent with our strong messages around and our investment in 
the issue of suicide, and the community’s concern around suicide. Those of us who have studied this more closely 
can see that the two things are very different; there is not a connection. However, there is a concern that there is a false 
equation in the broader community. At times I heard messages about the redemptive power of suffering, the purifying 
virtue of suffering and such things, but I think those are some of the older ideas that we are moving on from. 

I want to touch on the issue of the Hippocratic oath for the medical profession. This is something that is sacred to 
medical doctors. The oath was devised nearly 2 400 years ago. We can well imagine how much society has evolved 
since those original words, very worthy words, encapsulate the idea that a physician must treat the ill to the best 
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of one’s ability, preserve a patient’s privacy, and teach the secrets of medicine to the next generation. They are 
wonderful ideals that are sometimes put up as an argument to say that therefore the doctor could not possibly be 
the person who oversees or administers something that will terminate a person’s life. That is a valid point. 

[Member’s time extended.] 

Mr C.J. TALLENTIRE: However, I point out that civilisation has evolved. We have seen the near phasing-out 
of slavery and we have seen a dramatic change in the attitude of society towards women, to name just a few things 
that we have now as hallmarks of a civilised society. I think, again, that we can see that there needs to be an 
evolution of something as important, and indeed as sacred, as the Hippocratic oath. When I think of the death of 
loved ones whom I have been close to, I have a sense that the need for people to be around at the final moment 
was not something that occurred, maybe through bad luck or perhaps through the wishes of the dying person. That 
is an interesting one. I contrast that with an amazing film from 2003, The Barbarian Invasions, a Canadian film 
that tells the story of someone going through to the final moments and having the family around them as they 
passed away. It was a beautiful heart-wrenching moment in that film, but a very well-told story. 

I commend the general tone of this debate in not only this place, but also the community. What I have witnessed 
has been very respectful. The last forum I was at was in Kelmscott and was hosted by the member for Armadale 
and Hon Matthew Swinbourn. We had the pleasure of having Dr Scott Blackwell and Dr Michael Gannon debating 
one another. It was a very respectful, useful and informative debate. That is something from which we can all take 
inspiration as we continue to go through this important legislation. I also thank the members of the Ministerial Expert 
Panel on Voluntary Assisted Dying, especially Malcolm McCusker, and the member for Morley, the chair of the 
parliamentary select committee, and all the people who made submissions and engaged with the deliberations of 
the various committees. This legislation is ultimately about someone having the choice to not endure the pain from 
an illness that is going to kill them. I support this legislation. 

MR M.J. FOLKARD (Burns Beach) [3.28 pm]: I rise to support the Voluntary Assisted Dying Bill 2019. Before 
I start, I thank other members of this house for their fantastic contributions and for the sad, heartfelt stories they 
have relayed in their speeches. In this debate I have seen the very best of us in this place. I thank our Premier, the 
member for Rockingham, for his comments early in the debate regarding first responders and the difficulties they 
face day to day when dealing with this difficult topic. As members are aware, in a previous life I was a long-term 
serving senior police officer. My values and thoughts on voluntary assisted dying have come about through many 
years of attending countless sudden death scenes that related to people passing from chronic illness. I have attended 
so many over the years that I cannot even begin to quantify the numbers. I have attended murder–suicides when 
partners have killed sick loved ones and then taken their own lives. I have attended scenes when partners have 
attempted to kill their sick loved ones and then taken their own lives, but have failed in taking the life of the sick 
partner, resulting in that partner dying in loneliness.  

I have attended scenes when a partner has taken the life of a sick loved one but has been unsuccessful in taking 
their own life and has become nothing more than a living vegetable. I have seen simple suicides after individuals 
have been advised that they have a terminal illness. Some have jumped in front of trains. I have even been to 
situations in which individuals have created complicated machines and used them to take their own lives. I recall 
one situation in the wheatbelt in which an individual, upon being advised that he had terminal prostate cancer, 
built a machine. He rang the police, put himself in the machine and took his own life. The instrument he developed 
was such that once he put himself into it, there was no way of getting out of it until it completed its tragic task. 
The individual knew that it would take the police 40 minutes to get him but that the mechanism would complete 
its horrific task in 20 minutes. I had forgotten about this and only remembered it recently when I was thinking 
about and preparing for this second reading contribution. 

I have also attended palliative care situations in which palliative care sedation has led to the death of an individual 
and a complaint was made that hospital staff murdered the dying patient. The complaint came from an aggrieved 
family member who felt that he was not involved in the care of the dying person and that, in his opinion, his views 
were not taken into account before the final stages of sedation took place. I have investigated circumstances on 
behalf of the coroner and I have supervised investigators on behalf of the coroner. I have cried with officers who 
have been overwhelmed in those circumstances. As a country police officer, I have held loved ones in my arms and 
shed tears with them as they have come to terms with the passing of their loved one. These people were strangers 
to me, but they sought my console and being the only person there, I did what was needed to negate their suffering. 
I doubt that no-one in this house has seen more death, more deceased persons or more tragedy in relation to this 
topic than I have, with the possible exception of the member for Kalgoorlie, who was also a long-term police officer. 

My view on voluntary assisted dying formed over many, many years, before the Joint Standing Committee on End 
of Life Choices parliamentary inquiry, before the Ministerial Expert Panel on Voluntary Assisted Dying, before the 
consultative process I ran in my electorate, which involved extensive cold-calling, doorknocking and meeting with 
constituents, and before the end-of-life forum that I held at the Joondalup Sports Association in Iluka. I noted from 
the recently published survey that at least 90 per cent of people in my electorate—possibly as high as 95 per cent—
support voluntary assisted dying. But my views were developed through real-life experiences. It is interesting that 
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with all the years of working in and dealing with these tragic circumstances, the real driving issue behind this is fear. 
I say that again: the real issue is fear. Let me explain this. It is not a fear of death; rather, it is a fear of suffering 
through the process of dying. The best example I can give is the recent conversation I had with my father. My father 
is a Vietnam veteran. He was a past member of the Special Air Service and served in Vietnam. He was in the field 
when the Battle of Long Tan was fought. Some would say that he is a very brave man, and I would agree. He is not 
scared of death—but he is terrified of suffering when he is dying. He has pleaded with me on numerous occasions 
that if I have a choice, he would prefer that a decision be made at the earliest point rather than allow his suffering to 
continue. This fear was evident during a recent home visit to discuss this topic with an elderly couple in my electorate 
who are in their 90s. They are a lovely couple, so proud and full of life, but they are so concerned and worried. When 
it comes to their final journey, they want to have control and maintain their dignity when the time comes. 
I must note that during all the consultative processes that I have conducted about voluntary assisted dying, as a general 
rule the discussions have been mature and in good standing. Some nasty things have been said, particularly in emails 
that I have received from lobby groups. They do not deserve a response. What really worries me is the experience 
of real anger because this legislation does not go far enough and does not cover dementia or Alzheimer’s disease. 
I recall talking to a particular gentleman at his doorstep. He was very passionate about the topic and it became 
clear to me that he had genuine fear in his eyes; it was obvious from his tone and the language he used when he 
spoke to me. I had no answers for him. I took his views on board. 
I have not ignored the religious views of my constituents. I took the time to speak to Kay Goldsworthy, the leader 
of the Anglican Church of Australia, to hear her views on this topic. They were very interesting. I sought out senior 
members of the Western Australian Muslim community and spoke to them about this topic. Again, their comments 
were very interesting. Having been raised as a Catholic, I know that Muslims’ views are very similar in some 
ways. They view this as one of life’s challenges and they believe that how individuals deal with it is their choice. 
That is very similar to the view of the Anglican Church; the Anglican Church’s views are very mature. I found 
solace listening to these individuals. 
The second group that approached me that opposes this legislation is the palliative care lobby. I really worry about 
that group. In addition, I really worry about palliative care in Western Australia. Voluntary assisted dying should 
be part of an individual’s life-ending choices and should be included as part of their palliative care plan. Over 
many years of dealing with the fallout of chronic illness, I have formed the view that palliative care is only for the 
rich. In the report “My Life, My Choice: The Report of the Joint Select Committee on End of Life Choices”, I read 
with interest finding 9, which states — 

Access to inpatient specialist palliative care in Perth is limited. 
Finding 10 on page 67 states — 

Apart from a small number of private beds at Glenngary Hospital, there is no inpatient specialist palliative 
care hospice in the northern suburbs of Perth. 

This concerns me. During the briefings I received on this legislation, no-one could tell me how many palliative care 
medical specialists are in Western Australia. I was told 15 or possibly 19, but no-one could accurately tell me how 
many specialists we have. The area of Western Australia comprises 2 529 875 square kilometres, with a population of 
approximately 2.72 million people. That means there is one doctor for roughly 182 000 people who are spread around 
180 000 square kilometres. I served extensively in regional WA. In nearly 30 years of policing, I have no recollection 
of there being any palliative care doctors in regional WA. I have a real concern that regional people are restricted in 
their end-of-days options. Western Australia’s regions are divided into seven health districts, and each region, if 
divided equally, is around 360 000 square kilometres. My understanding is that possibly two palliative nurses cover 
those districts. With such limited numbers in an area of such a great size, there are clearly some major issues. 
I have also read with interest about the major issue that our oncologists have such little faith in the palliative care 
specialists that they are not referring people to these specialists at the earliest opportunity. I wonder whether that 
is because there is not enough of them or they do not have any of them, or whether it is because they are only in 
the metropolitan area. I note that in the northern corridor, the only inpatient palliative care available is at a private 
hospital in Glengarry. This reinforces my thoughts that palliative care depends on the thickness of your wallet 
rather than the needs of the individual. Further, I note that the thicker your wallet, the easier it is to access these 
services and the closer they are to your home. On my review of the sector, and what limited service providers there 
are, I found that they are generally located in medical infrastructure rather than out in the local community. They 
are all focused on the metropolitan area, where medical services such as MRIs, pharmacists and oncology services 
are co-located, and the likelihood is that they are closer to where you live if you live in the metropolitan area. This 
is a concern that clearly demonstrates that the more isolated or the poorer you are, the less likely it is that you will 
be able to receive proper palliative care, and the less likely it is that you will receive it at all. The further you are 
away from the city, the less likely you are to get good proper palliative care or supervision. 
We really need to do better in this place. I see that this government has committed an extensive sum of money to 
try to rectify some of this, but I think there is a long way to go. Earlier I stated that I have done some investigation 
into palliative care in hospitals and hospices. During those inquiries, the term “palliative care sedation” was raised. 
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This is not a new term. This is when palliative care teams start increasing medication to ease the pain of the patient. 
The medication is increased to reduce suffering, but it is increasing the medication that eventually leads to the 
patient’s death. It was interesting speaking to nurses during my consultative processes because on several occasions 
these different nurses stated that they, through the palliative care process, could tell a family almost to the hour 
when a person was about to die. This, to me, seems to be effective euthanasia by another name. It was unsupervised, 
there were no checks and balances, and the possibility of abuses in that process were clearly evident to me when 
dealing with the situations I had previously dealt with. It is something to think about when there is a royal 
commission into elder abuse in this country. I watch this space with interest to see what its findings will be. 

I read with interest that there are 102 checks and balances within the Voluntary Assisted Dying Bill. I hope that 
these will counter some of the arguments put against an individual’s right to die. This bill is about empowerment. 
I say that again: it is about empowerment of an individual when it comes to their time to die. Canada has had 
voluntary assisted dying legislation for at least 10 years and possibly longer. When a couple of practitioners came 
to our Parliament to speak, it was interesting to learn that it was their experience that of those individuals who 
were firstly administered the instrument of their final choice, one-third of them who qualified for the end-of-life 
choice chose not to administer that instrument. This, to me, is evidence that voluntary assisted dying is more about 
an individual’s right to choose, and, more importantly, that they have ownership of the way that they want to pass. 

Voluntary assisted dying is about owning your own journey. It is about knowing the when, the where, the how and 
the who. The “when” is to know the time you are going to pass; the “what” is about what is going to happen, so 
that you fully understand the process, thereby empowering the individual; the “how” is knowing what is going to 
happen and knowing that not some third party, but you, have control; and the “who” is about who has control of 
your final journey and who is around you when it happens. Over the years I have worked with many inspirational 
people and leaders. Some of them will always be nameless and faceless. One of them whom I would call a wise 
man once said to me that the best way to combat fear is through empowerment. 

[Member’s time extended.] 

Mr M.J. FOLKARD: I believe the reason there is such wide support for this legislation is that our community 
believes that when it comes to dying, everyone has the right to decide the direction of their final journey and how 
that journey will take place. This bill attacks the fear that is associated with the current horrific passage of passing. 
This bill empowers an individual so that in certain circumstances, they will own their final journey. It is their death. 
I believe my community believes that that should be the case. I commend the bill to the house. 

MS C.M. ROWE (Belmont) [3.45 pm]: I rise today to speak in favour of the Voluntary Assisted Dying Bill 2019. 
Arguably, this is one of the most critically important bills that we are likely to deal with in this place. Firstly, 
I acknowledge the hard work of the Minister for Health and congratulate him for introducing this historic legislation. 
I also acknowledge the hard work of the joint select committee, especially the member for Morley for chairing the 
committee, and, of course, the ministerial expert panel. I can imagine that the last two years have been an incredibly 
challenging and emotional journey to get through. 

Like all of us in this place, I have delicately considered my position. I have received letters, emails and phone calls 
from people right across my electorate who have bravely shared their stories, like so many here today, and told me 
their view on this very sensitive issue. I conducted a number of surveys. One was online and then I mailed out 
surveys to my whole electorate. I hosted a community forum because I wanted to make sure people of all different 
views in my electorate had the opportunity to come forward and share their opinions with me on this particular 
bill. Overwhelmingly and probably not surprisingly, like everybody else has mostly experienced, my constituency 
is overwhelmingly supportive of this legislation. I support this legislation wholeheartedly as well, because, 
ultimately, at its heart, this bill is not about dying; it is about dignity. It is about compassion and, most importantly, 
it is about reducing suffering. I am exceptionally proud to be part of the Labor government that is bringing this 
bill to the state Parliament, but to be clear, I respect those who do not share my view on voluntary assisted dying. 

I would like to take this opportunity to acknowledge the contribution of the Leader of the Opposition, who earlier 
today reflected on her very personal and painful experience of watching her husband die of cancer, as well as the 
member for Bicton for sharing her heartbreaking contribution, along with many other contributions that we heard 
yesterday and last night. Your loved ones would be really proud, and I know that it has been tremendously difficult 
for people to share their heartfelt experiences. 

This bill is not about suicide. Voluntary assisted dying is not suicide. This bill is about giving those who are diagnosed 
with a terminal illness—when they are likely to die within six months, or 12 months if it is a neurodegenerative 
condition—a choice about the way in which they die. It is about providing patients with autonomy over what 
should be their most fundamental right, in how they die. 

In 2017, the state government established the Joint Select Committee on End of Life Choices. As we heard from the 
chair and many other members of that committee, it was an exhaustive process, embarking on extensive consultation 
right across the state. It received 700 submissions and heard from 130 witnesses. The work that the committee 
conducted was really critical in the formulation of this legislation that is now before this place. 
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This bill enshrines the right of a terminally ill patient to access voluntary assisted dying if they so choose. The key 
word in the bill is, of course, “voluntary”—that is, for the patient and, importantly, for health practitioners. 
Furthermore, in order to be eligible to access voluntary assisted dying, the person must be at least 18 years of age, 
an Australian citizen or permanent resident and have been a resident of WA for at least 12 months. They must be 
diagnosed with a disease or illness that will lead to death within six months, or 12 months in the case of 
a neurodegenerative illness, and be deemed to be suffering such that they cannot be relieved to the extent that the 
patient finds tolerable. It is my firmest belief that it should not be up to another person what level of suffering 
is tolerable to another individual. In addition, for a patient to be eligible to access voluntary assisted dying, 
two independent doctors need to determine that the patient is making an enduring decision, so it must be verbal 
on two occasions and then written, so a decision cannot be made on a whim, and no coercion can be involved. 
Also, they need to assess the patient’s decision-making capacity, which is, of course, critically important. There 
are 102 safeguard measures within the bill to ensure the protection of vulnerable and terminally ill patients and to 
provide a safe and transparent framework for end-of-life choices. This is an important point. We need to establish 
a legal framework for end-of-life choices. Currently, there is no real framework. This will invariably benefit 
patients and medical practitioners. There are very few means available for terminally ill patients, which is very 
traumatic for their end-of-life choices. Many choose palliative starvation and dehydration. This process of dying 
is terrible for the patient and their loved ones and can take up to two weeks. 

As I mentioned, I have spoken with and heard from so many people in my electorate of Belmont, who have various 
opinions on whether the bill is the right thing to do. It has been really important and a great opportunity for me to 
listen to everybody’s personal stories. I would like to express my thanks to everybody who contacted me and for 
sharing their stories with me because they are deeply personal and very difficult for them to share. 

I recently held a voluntary assisted dying forum in my electorate with Hon Alannah MacTiernan, who spoke, along 
with the member for Morley. We were lucky enough to have Dr Grube with us. He has been working under 
a voluntary assisted dying framework in Oregon, which has been in place for 22 years. He was able to provide his 
insight and firsthand experience of operating within that framework for the full 22 years that it has been operating 
in Oregon. I was really pleased to see so many people come to that forum so they could not only hear about how 
this legislation will work, if it passes, but also hear firsthand from a doctor. Most importantly, they were able to 
come along and be involved in a forum where they could share their opinions and show respect, regardless of those 
opinions. It was fantastic to see so many people—120 people—come to that. 

One elderly woman at the forum—I found this really confronting—grabbed me before the forum started because 
she wanted to share something with me that I have not come across before, but no doubt others have spoken about 
it. She desperately wanted autonomy over her final moments if she was unlucky enough to develop a terminal 
illness. She did not want to endure an agonising end to her life, which she witnessed so many of her friends and 
loved ones go through. She came up to me to say that she desperately hoped that this legislation would go through 
because she and her friends were sick of seeing one another stockpiling their prescription medication for use down 
the track should they need it if they were enduring a terminal illness. She shared a story with me. One of her very 
close friends was diagnosed with a terminal illness and was in immense pain. She tried to overdose on her thyroid 
medication. I have a thyroid issue and take thyroid medication daily. I can only imagine how much she would have 
had to consume. Sadly, it was not successful in her case. I say “sadly” because instead of dying, she is now rendered 
a vegetable, according to my constituent. This has created enormous fear for many of my constituents because, 
like their friend, they had been stockpiling medication. This is a really tragic scenario and outcome for not only 
the terminally ill woman, but also all her friends, family and loved ones who have had to watch her fade away as 
a vegetable, which were the words that she used. That is a really tragic outcome. 

Another woman at the forum called me over. She was sitting up the front. She was struggling to breathe. She was very 
angry. She said, “Cassie, come over here. I’m furious. I am a practising Christian. I go to church every week and I do 
not understand why you or anybody else has a right to decide how and when I die.” She had a degenerative disease. 
She did not go into any detail about that disease, but she was outraged that a patient would not have the ultimate say 
about when it was their time to go and how much pain they should suffer. She said that regardless of people’s religious 
views, she believed their religion should not impact on how they chose to die and whether they should access 
voluntary assisted dying. I fundamentally agree with that. Religious views do not belong in the examination room. 

In July, Kerry Robertson became the first person to access voluntary assisted dying in Victoria since that legislation 
passed. She was only 61 but she had suffered from terminal cancer for years. In fact, she battled with cancer for 
nine years. Her two daughters, Jacqui and Nicole, told the advocacy group Go Gentle Australia that her death had 
been beautiful and peaceful. That is in stark contrast to other reports and research I have looked into relating to 
end-of-life scenarios involving people in palliative care and who are mostly experiencing pretty horrendous and 
painful deaths. They said of their mum, Kerry — 

“Her body was failing her and she was in incredible pain. She’d been in pain for a long time. 

“Palliative care did their job as well as they could. But it had been a long battle. She was tired, the pain 
was intolerable and there was no quality of life left for her. 
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“We were there with her; her favourite music was playing in the background and she was surrounded by 
love. She left this world with courage and grace, knowing how much she is loved.” 

This bill gives us the opportunity to recognise the importance of giving people a genuine choice and autonomy 
over their decision-making—allowing eligible people at the end of their life to access assisted dying. It will provide 
a safe and compassionate option for people with a terminal illness who will suffer, even in the best palliative care. 
Many have said that palliative care will be able to manage and treat pain, providing comfort for those at the end 
of their life, but unfortunately it has its limitations and it cannot relieve all suffering. Some suffering simply cannot 
be alleviated through palliative care. Palliative care, however, is a really important care option. Voluntary assisted 
dying is not a substitute for palliative care, nor is it an inevitable extension of palliative care. That is why our 
government will invest $206 million in palliative care over the next four years.  
Data shows us that about five per cent of people with a life-ending illness suffer irremediably, even in the best 
palliative care situations and settings. I would like to share with members Mr Bill Spanbroek’s comments to the 
Joint Select Committee on End of Life Choices about his experience with his stepson Michael Watkins, who was 
diagnosed, tragically, with juvenile Huntington’s disease. For the last year of Michael’s life, under the care of his 
parents at home, he had to be fed intravenously, having lost all ability to swallow, and he could barely walk. He 
had lost control of his bowels. Michael was eventually hospitalised after a brain haemorrhage. In his submission, 
Bill said — 

We took him to the hospital where our neurologist was looking after him and he was given painkillers, 
morphine and what have you. We kept saying to the neurologist, “Peter, he is in pain.” He said, “But I have 
given him the limit of morphine; I cannot give him anymore”, and he said, “But he is not in pain.” Well, 
I can tell you the last thing he said. He lifted his head from the pillow and said, “Bullshit”. He was in hospital 
for five and a half weeks, and every night we drove home my wife and I said to each other, “He won’t be 
there tomorrow.” Five and a half weeks later, he passed away. 

Belinda Teh, who was here earlier today, has publicly shared her grief at watching her mother’s excruciating final 
days battling terminal breast cancer, in the hope of raising awareness about voluntary assisted dying. Many of us 
have followed her walk across the country. When her mother, Mareia, was told that the chemotherapy treatment 
was hastening her death, she simply said to her oncologist, “Please help me go now.” As this was not currently an 
option, she was sent to a hospice to die. After three days in palliative care, she made the same request to doctors. 
Those final days sound nothing short of harrowing for both Mareia and her daughter. Belinda said in an interview — 

“She was twitching and gasping for air, like someone was choking her,” … 
“My mother was totally unrecognisable. She stank. She looked awful and her skin was all these different 
colours—grey, purple, yellow and blue.” 

Belinda also said in the same interview — 
“As a result of the law, I watched my mum spent the last hours of her life in complete agony. The final 
four hours haunt me.” 

One of my closest friends, Heather, had to watch her beautiful mum, Judy, suffer immeasurably in her final moments, 
after she lost her battle with terminal cancer in 2016. Heather shared with me the pain she endured witnessing her 
mother’s suffering. I quote — 

Those last few days watching your loved one suffer, I wouldn’t wish it on my worst enemy.”  
She also told me — 

Some things you can never un-see and those last few hours of your mum or dad dying you will never forget. 
[Member’s time extended.] 
Ms C.M. ROWE: In an article by Andrew Denton, published by The Wheeler Centre, he tells of the experience 
of journalist Spencer Ratcliff who had to bear witness to the shocking suffering of his partner, Deb, while in 
palliative care. I quote the article — 

Spencer, a journalist who had reported from war zones told me: ‘I’ve never see pain like it.’ 
He asked the nurse, ‘How can you sit and watch her in such pain and tell me she can’t have more morphine?’ 
‘Because the doctor says I can’t’. The night palliative care team told him the same. ‘We’re not allowed 
to do any more.’ 
To whose benefit was Deb kept alive for a few more days of pain?  

A number of concerns have been raised with me about vulnerable people and how they could be coerced into 
ending their lives. I believe these have been fully addressed with strict eligibility criteria and strong safeguards to 
ensure they apply only to those for whom the law is written. These safeguards specifically include that the decision 
is well informed, that there is a requirement for more than one practitioner to be involved, that practitioners are 
appropriately trained to detect risk of coercion or abuse, and that there are multiple occasions in the process during 
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which the person affirms their wishes. Twenty years of peer-reviewed evidence from North America shows that 
such safeguards work. They work because someone cannot be coerced into an advanced incurable illness that they 
do not have. It is even harder to coerce two doctors, whose work will be subject to review, to agree with them. 
Former Perth radio veteran Howard Sattler, who is battling a degenerative brain disease, recently spoke out about 
wanting to end his life. He is quoted as saying — 

“I just can’t go on much longer like this.  
“I don’t want jump off a bridge or anything like that … I just want to take a pill sometime, a nice gentle pill.” 

Without voluntary assisted dying laws in place, many terminally ill people, or people with an incurable illness, 
who are experiencing immense suffering are attempting to end their life in violent and undignified ways. This can 
end in major physical and/or psychological damage to those people, if unsuccessful, as well as to their loved ones 
who must endure the trauma of losing someone to suicide. A person attending the planned suicide of a loved one 
may be charged with a criminal offence; therefore, the terminally ill person must end their life alone rather than 
with the support and love of the people around them. 
Dr Grube was asked a confronting question by one of my constituents at my forum on voluntary assisted dying. 
He was asked, as a Christian and a doctor who worked in the voluntary assisted dying framework, whether he ever 
regretted any of his actions. His response floored us—he said yes; he regretted one case. One of his patients did 
not yet meet the eligibility criteria. He was terminally ill but did not yet meet the criteria. He regretted not being 
able to provide assistance. He did not specify what assistance; he just said he regretted not being able to provide 
assistance to this patient because the patient then took his own life. He hanged himself. Dr Grube said that the 
family never recovered from the grief of losing his patient to suicide. 
In Western Australia, the parliamentary inquiry found that 10 per cent of all suicides were by people with terminal 
or debilitating chronic illnesses who saw no choice other than to take their own life; often, if not always, violently 
and alone. The most common method of suicide is hanging. Other methods include asphyxiation by plastic bag, 
or gunshot.  
During the inquiry into voluntary assisted dying in Victoria, Coroner John Olle gave evidence of elderly, terminally 
ill people taking their lives. This makes for really harrowing reading, and no doubt harrowing deaths. He told of 
a 75-year-old man with prostate cancer who shot himself with a nail gun; a 93-year-old woman with agonising 
arthritis who bled to death after using razor blades; and an 85-year-old woman who did the same with the use of 
a number of knives and scissors. I feel sick even reading this out. This is not how anyone wants to die, and nor 
should they, if they are terminally ill and experiencing pain.  
There needs to be compassion in our end-of-life choices. The Voluntary Assisted Dying Bill 2019 will alleviate 
the stress of people taking matters into their own hands and provide them with the freedom and autonomy to live 
the remainder of their life, and end it, with dignity and without enduring unbearable suffering.  
Eight countries already have voluntary assisted dying laws, including Australia, with the state of Victoria making 
it legal in 2017. This state has had the opportunity to learn from those jurisdictions and the laws that they have in 
place. I believe the voluntary assisted dying laws that are proposed in Western Australia are among the safest and 
most conservative in the world. As has been the case with other members, my constituents are most upset that 
these laws do not go further. 
I want to see this bill passed and voluntary assisted dying become enshrined in legislation so that terminally ill 
patients can die with dignity and be free from suffering. This is our opportunity to establish a transparent legal 
framework that has one objective for terminally ill patients who are suffering: compassion. This bill is long overdue 
and I desperately hope we are able to provide terminally ill patients who are enduring interminable suffering 
a choice about their own lives and the manner in which they end. This should be the most fundamental of rights.  
I commend the bill to the house. 
MR Y. MUBARAKAI (Jandakot) [4.10 pm]: It is not a choice in life to suffer from a chronic disease. Chronic 
diseases can strike down people at any age at any given moment, and they do not discriminate. Some diseases are 
quick to take over and can rapidly reduce people’s quality of life. They inevitably send them to a stage at which it 
is a struggle to live without pain—without hope and without dignity. This whole space has changed from 50 years 
ago when our grandparents and older members of our families simply passed away in their beds in their homes. 
Let us fast-forward to today when medical breakthroughs are giving the ill or dying longer in this world, but with 
zero quality of life, causing havoc, despair and heartache for all involved. The change represented by this 
Voluntary Assisted Dying Bill 2019 will allow medicine and law to catch up with dying in this modern day and 
also give the people who are in this space the decision to die with dignity. I am of the view that when people are 
incarcerated by chronic disease, when the illness takes away any hope of a future, and they are reliant upon 
palliative care and awaiting the inevitable, they deserve the right to choose, and I am fully supportive of the 
individual having that choice. What the Voluntary Assisted Dying Bill 2019 will do for those vulnerable people 
of Western Australia to whom it will directly apply is to give them the freedom to choose. This bill will require 
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people to discuss their situation with trained health professionals and be made aware of alternatives, without the 
pressure of commitment, and with the opportunity to change their minds at any time. I refer to clause 18 of the 
bill, which is titled “No obligation to continue after making first request”. It has three subclauses. They state — 

(1) A person who makes a first request may decide at any time not to continue the request and assessment 
process. 

(2) The request and assessment process ends if the person decides not to continue the process. 
(3) If the request and assessment process ends under subsection (2), the person may begin a new request 

and assessment process by making a new first request. 
Clause 26(1)(i) states — 

that the patient may decide at any time not to continue the request and assessment process or not to access 
voluntary assisted dying; 

Clause 52 again states — 
No obligation for patient to continue after completion of request and assessment process 
A patient in respect of whom the request and assessment process has been completed may decide at any 
time not to take any further step in relation to access to voluntary assisted dying. 

There is truly the opportunity and freedom for the person assessing this end-of-life choice to withdraw from his or 
her options. 
Let me share the experience of a young family man, of a Western Australian family, with terminal tumours found 
in his stomach. He was told the news, along with his wife, on the night before their second son was born, that he had 
approximately six months to live. Words simply cannot describe the effect that this has had on them—a family’s 
life absolutely shattered by this discovery. He had terminal cancer; there was no way out of this. Acting on the 
medical specialist’s advice, they chose a pathway that saw him in the last few months of his life enduring this 
illness that was killing him and struggling to overcome the sickness from the medicine being used to prolong his 
life. He had no quality of life and no dignity. He was dying a very public, undignified and deeply sad death. He 
was losing control, and you could see the panic in his eyes. He did not want to go. So deeply embattled in trying 
to survive, he followed the advice of doctors who only had options that dealt with prolonging life, leading to his 
last five months on earth being spent fighting to live at the cost of being unable to function. He was not given 
a choice. In his dying days, when his mum arrived from Queensland to say goodbye, he was out of control in pain 
whilst his body was shutting down. His refusal to see his mum was a choice he made, and his mum was left 
distressed and so deeply wounded that her son was living his last days and that she could not get to him. But that 
was the only choice he had and it was not a choice he wanted to make. No-one wants their loved ones to live in 
memories of sadness; they want them to grieve in good memories. I would like this house to know that the man’s 
wife, Chev, requested I share her views first hand. To this day, and moving forward, she struggles with her loss 
and wishes that by members supporting this bill other families may not have to endure similar pain. 
In Western Australia we have the fewest publicly funded palliative care inpatient beds per capita, with limitations 
to specialist palliative care across the state. This was the single largest issue addressed throughout the inquiry, and 
more work is needed to ensure that this sector stays up to speed with growing demand and expectations from our 
community. With an ever-growing and ageing population, a renewed focus on palliative care is important. The 
“WA End of Life and Palliative Care Strategy” outlines the government’s strategic statewide policy direction of 
the vision, values and priorities for improving the lives of all Western Australians through quality end-of-life and 
palliative care in Western Australia. Everyone should have access to timely, equitable, good-quality end-of-life 
care, with access to specialist palliative care whenever appropriate. Palliative care helps people live their life as 
fully and as comfortably as possible when living with a life-limiting or terminal illness, and I support the view that 
more needs to be done in this space to better cater for anyone in their days of ill health. Hon Roger Cook, MLA, 
Deputy Premier; Minister for Health; Mental Health, convened a palliative care summit on 17 August 2019 for 
health practitioners, stakeholders and the community to explore ways to develop high-quality palliative care 
services for all Western Australians. I commend the minister for his efforts in addressing this issue front and centre. 
In his speech, the Premier told the same story shared by our parliamentary colleague the member for South Perth, 
John McGrath, from election day 2017, of Clive Deverall. It cut deep. I know that me expressing Clive’s wishes 
today is fitting to this bill. As members have already heard, Clive was the former head of the state’s Cancer Council 
and its palliative care association, as well as being a Palliative Care Australia board member. Clive sent a message 
to Western Australia by ending his life this way, with a note that read, “Suicide is legal, euthanasia is not.” Clive 
made a choice to end his life, staying in control and ending his suffering when his prognosis showed no hope, 
no cure and no chance of him beating his disease. According to national coronial data, around 10 per cent of 
suicides in Western Australia are by people with a terminal or debilitating illness. People who commit suicide due 
to a terminal illness die lonely and often violent deaths. 
Planning ahead brings many benefits in day-to-day life, and when applied to the end-of-life choice it can help 
alleviate some of the distressing factors that hit hard when one’s life is simply slipping away, such as the fear of 
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dying. Planning end-of-life choices with trained health practitioners will assist individuals to cope with emotional, 
physical and mental trauma, and give them more time to make well-informed decisions and help them to get their 
affairs in order. The Voluntary Assisted Dying Bill will provide safe and compassionate access to voluntary assisted 
dying for eligible Western Australians with a terminal illness who would suffer, even with the best palliative care. 
It is an issue that has had ongoing support from the community for many years, and this legislation is based on 
compassionate grounds for people who are eligible to choose the timing and circumstances of their death. 
I will tell members another personal experience of one of my constituents, Murray, and his wife, Sharon, who lost 
her battle with breast cancer three years ago. Murray contacted my office to share his story and his views on this 
bill and the need to get it through. The story that Murray shared with me about his wife, Sharon, struck a chord 
deep inside me, and it would be all too familiar to many other families in Western Australia. In 1996, Sharon was 
diagnosed with breast cancer. It was a shocking diagnosis for the family, but with no option but to push forward, 
Sharon pushed through the breast removal and the treatments to be given a clean bill of health, or so Sharon and 
Murray thought. Fifteen years later, in 2011, Sharon found another lump and upon getting it checked out by 
a doctor, they received the dire news that it was now stage 4 breast cancer. Again she pushed forward with the 
procedures and the chemotherapy, this time taking years, until the day came that her oncologist revealed that it 
was not working and that she needed to increase the dosage of chemotherapy. 
I am saddened to say that that is when it all started to go downhill for Murray and Sharon, with Sharon’s health 
diminishing with each treatment of chemo and the realisation by both Sharon and Murray that she was losing the 
battle against this aggressive cancer. The mental effect it had on them both was overwhelming and intense. Sharon 
was a proud woman and took great care with her appearance, but the effects of the treatment were prominent and 
Sharon’s appearance was noticeably unhealthy. Her great will to live conflicted with the fact that she was dying. 
There was nothing that they could do except to live until that day came. 
Murray reflected on the assisted dying bill, and said that if it had been legal then, a lot of pain and mental anguish 
could have been spared. Murray said that he and his wife discussed her end of life and they had both decided that 
at the end Murray would ask for the palliative care staff to assist in any way that they could to help end Sharon’s 
life in a humane way—in a dignified way. Sharon and Murray’s stepdaughters—one of whom lived overseas—
returned home as often as they could. They started to prepare, but nothing could have prepared them for the turn 
that the end took. They did not see what was coming. No-one had told them that in palliative care, in the end stages 
of dying, their beloved wife and mother would become a mentally scared, sad and confused patient and start 
slipping away from life. She was unable to control any bodily functions. Being no longer able to swallow, she 
became dehydrated. Being unable to eat, her body began to starve and she eventually slipped into a coma. There 
was nothing for Sharon, and only pain for her family, who played a waiting game. They felt guilty when thoughts 
of hope that she would pass soon entered their heads, when they did not want her to go at all. Murray was sad that 
Sharon had no option or choice. She had to die like that. Murray would have liked for his wife to have had the 
control that this bill will allow. 
The Voluntary Assisted Dying Bill is not an easy way out. It will allow people who are eligible to access this 
choice, based on 102 safeguards. For Western Australians, I am hopeful that this bill gets through because it will 
enable the people of Western Australia who still have decision-making capacity, and who have been diagnosed 
with a disease, illness or medical condition that meets a specific and limited set of criteria—those that will die 
within six months, or 12 months for neurodegenerative conditions—to make a choice. All eligibility criteria must 
be met. All process requirements must be met. Disability and mental illness alone do not satisfy the eligibility 
criteria. Assisted dying must be a choice made without coercion or force. It must be made voluntarily. 
These safeguards, as well as the palliative care services being expanded, will support a more humane, better informed 
end-of-life pathway for those who are at that stage, and will reduce the psychological and spiritual distress that we 
have heard spoken of by other members in this house today. There needs to be a choice. My friend needed this choice. 
Sharon and Murray needed this choice. The people of Western Australia want a choice. The Joint Select Committee 
on End of Life Choices heard from many people who would have loved for their loved ones to have had that choice. 
[Member’s time extended.] 
Mr Y. MUBARAKAI: Clive Deverall highlighted the need for this choice by taking his own life and leaving 
a strong message with his dying note. 
This Voluntary Assisted Dying Bill is a choice. It is my choice to speak so strongly for it. Finally, I will leave 
members with a quote from the final paragraph in the chair’s foreword of the report into end-of-life choices—
words by Mr James Hindle. He stated — 

The ultimate act of compassion is surely to allow someone to choose to end their suffering, even when 
we want them to stay with us. 

In the memory of Jonathan Ralph and Sharon Paddick, who would have wanted all Western Australians to have 
the freedom to choose and to not experience their pain and suffering in years to come, I fully support this bill and 
I respect the choice to choose. 
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MR I.C. BLAYNEY (Geraldton) [4.28 pm]: I rise to contribute to the second reading debate on the Voluntary Assisted 
Dying Bill 2019. Firstly, I commend the Joint Select Committee on End of Life Choices, which created the “My Life, 
My Choice” report. I read both reports and re-read sections of both extensively. It was one of the best committee 
reports that I have ever read. I commend the members, staff and witnesses for their work and their contribution. 
I found two sections particularly moving and disturbing. They were the transcript of evidence of Mr William Philip 
on page 45 and the transcript of evidence on page 127 from a witness who chose to withhold their identity. I want 
to thank those people for their evidence; it was because of those two pieces of evidence that I have resolved to 
support the legislation. 
Geraldton is fortunate as a regional community because there is a palliative care facility at St John of God 
Geraldton Hospital, which I have only ever heard good things about. Likewise, we have three nursing homes, run by 
the Uniting Church, I think the Sisters of Nazareth, and the other facility is privately funded by Opal Aged Care. 
My mother was in one of them and, once again, they provided a very good level of care. 
I would like to acknowledge the many people who have contacted my office on this issue. On an issue like this, 
a member is of course allowed to arrive at their own decision, in their own time, but I appreciate and respect all the 
communications that I have had on this issue. I acknowledge and respectfully thank a number of clergy who have 
spoken to me about this issue. In particular, I would like to thank Bishop Michael Morrissey of the Catholic Diocese 
of Geraldton and Bishop Gary Nelson of the Anglican Diocese of North West Australia. Both our bishops, as I call 
them, minister to vast areas of northern Western Australia, which is a hard task. They both stated their cases to me 
in a clear, firm and friendly way. 
Likewise, I would like to acknowledge some other clergy who have spoken to me, and others who have offered 
to help me with these issues if I thought I was finding them a bit hard to understand: Pastor Jon Paschke of 
Lighthouse Uniting Church; Pastor Graham Fabian of Sun City Christian Centre; Gavin Hirschhausen of 
Strathalbyn Christian College; Kevin Merritt of the Geraldton Family Fellowship—80 per of whose congregation 
are Aboriginal people—and assistant Imam Daftie Kudus from Geraldton Mosque. 
At a time like this, I think all members look back in particular to their childhood and formative years, and remember 
things said, generally in passing, by their parents. I think both my parents would have supported this bill. They 
were both strong country people who had a very strong Christian faith. They would not have seen supporting this 
bill as being un-Christian, although I do understand others who would see it that way; personally, I do not. 
Although this bill does not address this issue, when I was speaking about this bill with my sister recently, she 
recalled how disturbed my father was to see his mother spend seven years in a nursing home, for the last four of 
which she was a virtual vegetable, with dementia. As others have noted here, this bill does not go near this issue. 
Many people will be unhappy with that, but I understand the different legal complexities of that issue. 
I would like to reinforce the concerns of the member for Warren–Blackwood: without something like voluntary 
assisted dying legislation, the acceptance of the use of firearms to dispatch livestock when there is no other help 
possible for them—which I personally have had to do fairly often—means that the incidence of suicides in the 
bush will continue. Of course, if it is not by firearms, it will be by vehicles or by drinking toxic chemicals. I am 
sure most country members will be aware of cases like these. 
The other deciding factor for me in supporting this legislation was the passing of my father-in-law, Pell House, of 
Kojonup. Pell had inherited a family condition called polycystic kidney disease. My mother-in-law drove him three 
times a week from Kojonup to Albany, which is 170 kilometres each way, so he could have dialysis. When my 
mother-in-law reached the age of 80, they decided to move to Albany to live. In his eighty-seventh year, Pell fell and 
broke his hip. Life was already becoming hard, with a lot of pain from his knees; he had had a lifetime of hard physical 
labour, clearing and developing his farm. Pell decided to refuse to have any more dialysis. The family respected his 
decision. The doctor said that he would gradually fade away, and simply go to sleep—somewhere between three and 
seven days. As it was, he lasted for about five days. Nobody suggested that we should pin Pell down and insist that 
he have dialysis. Frankly, I do not see any difference between his decision to stop dialysis and fade away and a request 
by somebody who has a clear cancer prognosis, for example, and an unpleasant end coming, to take a simple 
mixture and have a pain-free end, surrounded by their family, as I am told people can do in other places. 
I am not what you would call a very strong libertarian. For the good of the community, I accept that government 
sometimes has to tell people what to do. But I do see this as a simple right, and I do not think anybody has the right 
to tell people that they cannot have access to this if it is what they want. It is probably what I would want. Personally, 
if I were in the early stages of dementia, I would want it in that case as well, but that is something for another day and 
for another time, maybe. If others do not want to use it, I respect their right not to. But please accept that it might be 
my wish, and I think that I should have the right to take that path if that is my wish. It is not a sophisticated argument. 
I admit that I come from a straightforward family and I had parents whose strong, simple faith I have inherited.  
I conclude my remarks with a quote from Ecclesiasticus 30:17 — 

Death is better than a miserable life, and eternal rest than chronic illness.  
It is how it is brought about, I guess.  
With that, I commend the bill to the house. 
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DR M.D. NAHAN (Riverton) [4.35 pm]: I could say that it is a pleasure to speak on this bill, but this is a difficult one. 
It is difficult for all of us. First of all, I would like to congratulate the government on bringing forward this debate 
on end-of-life choices and, specifically, this bill. It is a bill that the public wants and is demanding and, quite frankly, 
a bill that we need to debate. I would also like to thank the government for bringing forward a wider debate on 
end-of-life choices. Unfortunately, even we baby boomers will die some day. We might not like it, but it is coming 
more quickly than we might think. It is something that we do not like to think about, but we need to, and we need 
to plan for it, and the government has planned a wider debate on that, so I thank it for that. 

I would like to also thank all members here for a very constructive debate and the various people who made 
submissions—the proponents, the opponents, the experts and all. It has been a painful, not enjoyable, but necessary 
process. I would like to thank the many hundreds of people who have responded to the request from my electorate 
office to give me their views, and many have been forthcoming. I also made some efforts, as did the member for 
Vasse, to talk to the people who are at the pointy end of these issues—that is, older people—and I will talk a little 
about their views. 

This is not meant to be the point of this debate, but I would like to thank the Australian Medical Association 
and Hon Nick Goiran for their contributions to this debate. I do not necessarily share their views, but they have 
made important contributions. Let us be honest: this bill is, in all but name, a government bill. The Labor Party 
has a structure under which it does not allow public dissent on collective decisions. Obviously, people in the 
Labor Party have different views, and it is therefore a government decision. The Premier made it clear in 2017 
that he wanted to bring in a bill in 18 months’ time—that is now—that would allow assisted dying. It was all 
pre-determined. He appointed a parliamentary secretary to produce it, and they have done so.  

This is a bill that was always going to go down a certain path. The government allowed all people to participate, 
but the debate was skewed in one direction, which is probably a necessity to get things done in this Parliament. 
But one of the important things that I have learnt in this place is that it is often the opponents who add the most 
value to a bill and to a set of actions. The AMA’s view surprised me, to some extent, but it was really constructive, 
and I have a lot of respect for it and for Hon Nick Goiran. I do not necessarily share Hon Nick Goiran’s 
conclusions, but his arguments for improving this bill have been profound.   

Clearly, this is a popular issue. It is not the 88 per cent support that The West Australian came up with, but who 
believes polls in The West? It is overwhelmingly popular. My point is that people not only want this bill, but they 
want to go way beyond where this bill goes, and where I would accept it to go. I do not think this is the end point 
of this debate. As the member for Geraldton indicated, a large number of people would want voluntary assisted 
dying to come into play if they have dementia, or just to pre-empt what is to come. That is not what this bill will 
do, and I would not support that. However, if the public wants to go there, that is a debate we will need to have. 
That is why, when we face difficult issues such as this, we in this Parliament have to make judgements on behalf 
of our constituents, and that is what we are doing today. 

I congratulate Liberal Party members for their actions and behaviour in this debate. When I was Leader of the 
Liberal Party, there was a rumour, in the media in particular, that the Liberal Party would be taking a stand against 
the euthanasia debate. That was never the case. I indicated from the start, as the then Leader of the Liberal Party, 
that I welcomed the debate, and the process, and I still do. I also indicated from the start that Liberal Party members 
would be given a conscience vote, and they will. We have never contemplated changing that. Some members of 
the Liberal Party support this legislation, and some are against it. Some would like more evidence. There is a wide 
range of views. The Liberal Party participated in the joint select committee process on this bill. Hon Nick Goiran 
was against it. John McGrath, the member for South Perth, did not want to go on that committee, but I shoehorned 
him into it. He is a big man—it is difficult to shoehorn him into anything! He went into the committee with an 
open mind, and he came out in support of the legislation. That is a constructive contribution to a difficult debate. 

I have received a lot of aggressive emails and correspondence about this bill. I can take that. Like many members in 
this Parliament, I have experienced a lot of this stuff firsthand. I am not saying I am an expert on it. I am not saying 
my experiences are emblematic of the general situation. However, I have a story that is interesting. My mother had 
breast cancer, and over a 10-year period, it metastasised, and she died. She lived in Oregon in the United States of 
America, which has assisted dying legislation. She fitted the legislation that applied in Oregon. My brother, who lived 
in Vancouver, Canada, which has a similar program, contracted Parkinson’s disease at a young age, and died 15 years 
later. He also fitted the legislation that applied in British Columbia. I will come back to that. 
I have to say that I am concerned about some of the language that is used in this debate. We are dealing with a very 
important issue, and we need to use the right words. This is a program of voluntary assisted suicide, or euthanasia. 
I will not dwell on that, because other people have debated it, but that is what it is. By the way, if the safeguards 
are strong enough, I will support the bill. However, too many times in life we use politically correct language to 
hide from the real issues. That is why more restrictions are in place in this legislation than the public really wants. 
The member for Girrawheen quoted Paul Keating from an article in The Sydney Morning Herald. I do not often 
agree with Paul Keating. However, on this occasion, he is right, although I do not come to the same conclusion. 
We are crossing the Rubicon. We are crossing the boundary of where our definition of civilised society has not 
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gone up until now—that is, allowing the state to sponsor voluntary assisted suicide, or euthanasia. We are. This is 
an important issue. It is premature death. That does not mean you do not cross that line, but you cross it with your 
eyes wide open, knowing that there is no going back. That is why it is vitally important that the appropriate 
safeguards are put in place. Paul Keating said also that this is the pursuit of a utopian game or process, and that we 
cannot put in place adequate safeguards to ensure that people are not coerced to take this course of action, and, 
more importantly, that people do not use it prematurely. It is a slippery slope. That is a very big ask. However, we 
need to try. All sorts of social activity—welfare and others—are utopian to some extent, but we have to try. 
People have said to me that my Catholic upbringing will push me along the route of caution, and it has. However, 
I am also a libertarian, so I am kind of confused here. Nonetheless, if the target group is restricted to people who 
have a terminal illness and death is imminent, and for whom palliative care has been tried and failed, but who are 
still able to make a conscious decision, and do so voluntarily, I support the bill. However, I have a number of 
concerns. I am concerned and dismayed about the availability of palliative care. As the Australian Medical Association 
has said, quite rightly, we are proposing to give doctors another option for people who are facing a painful death. 
We are giving doctors, and patients, of course, the alternative of voluntary assisted suicide, or euthanasia. That is 
what we are doing. Again, I call it what it is. Palliative care must have been tried and failed. All the evidence I have 
seen put forward—I may not have the best evidence; I do not know—is that we underspend on palliative care, not 
just in regional and rural areas, although clearly there we do, but overall. I am surprised that the government did 
not enter into a parallel process of examining voluntary assisted dying at the same time as it examined not just the 
level of funding, but also the delivery of palliative care services in the metropolitan region and in regional and 
remote areas. If those two processes were progressed at the same time, we would have been able to have had, not 
a cognate debate as such, but an understanding of the enhancements in palliative care before we had to make 
a decision about voluntary assisted dying. One thing is true: if people do not have adequate palliative care services, 
but they have voluntary assisted dying, they do not have many options. Therefore, I am surprised the government 
did not pursue these two things in parallel. That creates a problem for me in supporting the bill, and I am not sure 
how I will work through that. 
In the government’s last budget, it allocated approximately $41 million for palliative care. I understand that 
$10 million of that amount will not go to palliative care at all. However, I welcome the funding for palliative care 
services in regional and remote areas. It is not just about money. As the member for Warren–Blackwood said, we 
will never have enough money to meet the demand for palliative care services. I do not live in utopia, and I do not 
have utopian beliefs. However, the evidence is that Western Australia spends less on palliative care than the other 
states do. We should address that at the same time as we progress this bill. The two are not independent. 
I want to go back to the situation with my mother. My mother, who lived in Oregon, did not need to access 
voluntary assisted dying. That is because she had excellent palliative care. She was blessed—she had two daughters 
who were palliative care nurses, and a son-in-law who had been a palliative care doctor. Palliative care can do a lot 
to avoid the need for voluntary assisted dying. That is the message. Another issue from the expert in Canada—my 
brother also went through this—is that when someone is given a death sentence, as my brother was with Parkinson’s 
disease, it is traumatic, especially at a young age. It traumatises the patient, their loved ones and friends. They know 
where they are going with this disease. They do not know how quickly, but they often think the worst and want to 
pre-empt it. We are a society of people who like to take control of our domain. We like to take control of our lives, 
live our life the way we want and die the way we want, and we act in a pre-emptive manner. All sorts of psychological 
factors are at work. Everyone knows the physical attributes of Parkinson’s disease, but the worst ones are mental; 
they are profound. My brother was a senior mining executive, and he had to quit his job because he could not take 
the stress. He could not sleep. Luckily, he was wealthy enough to see a psychiatrist and deal with the trauma of 
facing the finality of life. It was a blessing. He contracted the disease early. Most of the data on prognosis was 
based on people 20 years older than him, and I do not know how it fitted. From memory, the prognosis was 
something like one to six years, but he lived 15 years. The disease progressed more slowly than is the case for 
older people, but, more importantly, the medicine improved significantly. If he had acted pre-emptively, he would 
have ended his life early and done away with some of the best parts of his life. Yes, there were some negative 
attributes, but he lived 15 more years with his wife and children. 
That is the pain of this discussion. I understand that in Canada, 60 per cent of people who apply for voluntary 
assisted dying are suffering from existential trauma—the news that they are going to die within a certain period 
and that it is likely to be painful. I might add that this is prior to the palliative care not working. How do we deal 
with this? We would have to deal with this through widespread psychiatric treatment of people who have received 
the news. We all have experience of people getting the dreaded news and looking at where they are going in life. 
We need assistance on that, particularly with the pressure from the community to widen this debate significantly. 
We need greater resources for screening to address the existential trauma of people trying to pre-empt bad news. 
Submissions from the psychiatric community made this clear to the committee, and I think it needs to act on it. 
[Member’s time extended.] 
Dr M.D. NAHAN: One of the issues that I am surprised about, particularly coming from the Labor Party, is 
coercion. Ninety-five per cent of the people who get into the situation in which they have a loved one on a pathway 
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to a painful death, when palliative care is not working, would hold back, reluctantly. Certainly, that is my 
experience. For most of us, it is just unheard of that family members, doctors or anybody else would try to coerce 
people into a premature death, but I assure members that it is there. Go through the elder abuse issues. As a local 
member of Parliament, I am shocked by what some kids do to their parents and its subterranean psychological 
impact. I know that a range of processes are underway to prevent or mitigate the problem, but, on the basis of 
overseas data, dismissing it is wrong. We have to do more to identify, pre-emptively, the risk of coercion. We will 
discuss that in consideration in detail. We have general practitioners, but as has been the case overseas, specialist 
doctors providing this service will spring up. I am not criticising the specialists in this area. A lot of people do not 
have a GP who sees them regularly. A lot of people, especially those on low incomes, go to bulk-billing clinics 
and see the doctor on duty, and the doctor does not know the patient except from the data. Some people will be 
professional witnesses—witnessing, quite rightly, what the patient says—but we have to go beyond that. I am 
surprised that there has not been more concern about coercion in the various debates to date, because I think it will 
be a real issue. As with suicide, after it happens it is too late. There could be all sorts of issues with disabled or 
elderly people, dysfunctional families, or the Aboriginal community. We have heard all these issues. More effort 
must be put in to address, root out and identify coercion. Even if there were coercion, it does not mean that a person 
would change their decision, but—this is the issue of crossing the Rubicon—we are dealing with death, and one 
premature death is one too many. 
I stand ready to support this bill on certain conditions. I expect to see from the government not just more resources, 
but a clear strategy to address the investment in and access to palliative care. I am not making a political point 
here. I guess I am a politician, but this is what has been highlighted vigorously by the experts. Secondly, we need 
clear access to psychiatric screening for both the existential stress or trauma and the pressure that gives rise to 
someone ending their life prematurely. The issue of coercion is fundamental and needs to be addressed. We have 
to look at that in consideration in detail. 
To go back to the issue, the process that we have gone through has been traumatic but important. There has been 
a lot of argy-bargy in the debate about how the Liberal Party would approach this issue, but most of it was wrong. 
I praise Hon Nick Goiran for his contribution. He probably disagrees with my decisions and statements, but he has 
made a profound contribution to this bill and this argument. His arguments were very forceful and in support of 
the Australian Medical Association. Most importantly, I look forward to consideration in detail, when the 
government explains and discusses palliative care, coercion, and enhancement of expenditure on psychiatric 
treatment, and also goes out into my community to discuss in great detail why this bill is rightly more restrictive—
although not enough, in my view—than what most people in the community expect and want. In other words, we 
have another stage of debate to go through on this issue. Yes, it is popular, and popular is important, and we as 
politicians have to respond to that, but it is also important to know that we as politicians need to guide and discuss 
with our constituents the problems of going where they want us to go on this issue. Thank you very much. 
MR S.A. MILLMAN (Mount Lawley) [5.58 pm]: I rise to make a short contribution to the debate on the 
Voluntary Assisted Dying Bill 2019, and I state at the outset that I will be voting in support of this legislation. 
What I have seen over the last two days would have to go down as Parliament at its absolute finest. People have 
come here with reasoned and considered debate, and they have delivered it with passion and conviction. They have 
clearly and unambiguously articulated their positions, and approached it thoughtfully. I have seen this Parliament 
play host to many guests in the gallery who have listened to the debate with keen interest—advocates for and 
against the proposal that has been brought forward for debate. I heard the former Leader of the Opposition 
congratulate the government in the most magnanimous way for bringing forward this bill. 
When I participated on the Joint Select Committee on End of Life Choices, at the tabling of the report I said 
that when this matter comes on for debate in this house, as it surely will, I urge members to consult their 
constituents, to hear their views and input into this debate. This is a very difficult and complicated debate and we 
can serve our communities and the state of Western Australia by listening attentively to what our constituents have 
to say. Once the Premier sat down, the member for Dawesville, the shadow Minister for Health, stood and told us 
in clear and unambiguous terms precisely how he had gone about the task of identifying the views of his 
constituents. In exactly the same way, the member for Perth, thoroughly and with great diligence, listened to his 
community. We can see that many of us have dealt with the sacred burden we bear—the sacred responsibility we 
hold—in representing our communities by going out there and listening to what they say. I am very impressed by 
that. As members know, this is a conscience vote. A conscience vote is a vote of your personal conscience. What 
do your values and beliefs tell you? Each of us could have been excused for coming here and saying, “This is what 
my conscience says I should do about this legislation.” But none of us has. Each of us has gone out to try to discern 
the collective conscience of our communities so that that also can be represented. Although there may be 
disagreements on what that may look like—I listened with great interest to all those debates—people have come 
to this debate with conscience. 
Many people have spoken about their religious convictions, and as a member of the Anglican Church, I respect 
that. As a representative of a community of many Greek Orthodox, Roman Catholic and Jewish people, I can see 
that religion plays an important part in this debate. I do not propose to talk about the religious convictions of the 
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opponents of VAD, but I understand them. In particular, I would like to thank some of my friends, such as Peter, Tim 
and Eric for discussing the issue with me at length. The evidence of Rabbi Dovid Freilich before the Joint Select 
Committee on End of Life Choices was particularly compelling. 
I also listened with keen interest to the contributions to this debate of people of faith, such as the member for Girrawheen, 
the member for Southern River, the member for Kalamunda, the member for Geraldton, who just now told us he 
also consulted religious leaders in his community, and the incredible speech delivered by the Attorney General 
this morning when he spoke about the role of faith and religion in how he came to make his decision. 
I want to talk about the leadership that has been provided in this debate. Many members have thanked the Joint Select 
Committee on End of Life Choices for all the work it did in the preparation of this legislation. The members of 
that committee—I count myself amongst them—have done an incredible job in demonstrating the necessary 
leadership for this debate. As the member for Riverton just said, Hon Nick Goiran represented the contrary 
position. However, I listened to the contributions from the member for South Perth and the member for Baldivis. 
I recall the discussions and debates we had with Hon Dr Sally Talbot, Hon Robin Chapple and Hon Colin Holt, 
the deputy chair of the committee. I know that great leadership in this debate has been provided by my fellow 
members of the Joint Select Committee on End of Life Choices. It was great to listen to the contribution from the 
member for Morley as she thanked the Premier, the Minister for Health and the Attorney General for their leadership 
in this debate. In no uncertain terms, I add to that list the member for Morley, who, both through the chairing of 
the Joint Select Committee on End of Life Choices and all her conduct thereafter, has shown tremendous leadership 
and great fortitude in prosecuting the case for this modern VAD legislation. 
In arriving at my decision to support this legislation, I have been very fortunate. I was honoured to participate in the 
joint select committee and I was especially grateful to be asked by the Attorney General, together with the Minister 
for Health, to chair the Ministerial Expert Panel on Advance Health Directives. It gave me a rare opportunity to 
look into my own conscience and determine what issues would be most pertinent, most important and most relevant 
to the way I went about deciding which way I would vote. Like you, Deputy Speaker, and the Treasurer, this was 
not a foregone conclusion. I have always wrestled with this because it is such an interesting philosophical question. 
When members see how this debate has evolved and the outstanding work Malcolm McCusker, AC, QC, did as 
chair of the other ministerial expert panel, and the thoughtfulness of the contributions made, the safeguards that 
have been incorporated into this legislation and how conservative and sensible this legislation is, we can see that 
it is the appropriate legislation for a modern Western Australia. 
I was fortunate to have had access to all that information, all that evidence and all the compelling stories we heard 
as we sat in those committee hearings. However, I have been fortified in my view that I should support this 
legislation by some of the incredible contributions made by members in this chamber. I do not have the personal 
stories to tell. Thank God, my mum and dad are both still alive and my family are all well—touch wood. I do not 
have those stories. My constituents have shared their stories with me. They are personal, private stories, so I do 
not propose to share their stories, but I am fortified because I have heard many incredible stories from the 
compassionate people in this chamber who have gone out and shown empathy in listening to their constituents and 
conveying those messages so that we can deliberate properly on this legislation. 
I want to make one point on the question of capacity, if I may, because this is something that has come up in debate 
and a point that people have expressed some reservation about. Can I say this: we are right to identify that capacity 
is an important consideration, but I would like to put forward a number of arguments to suggest that this legislation 
is well crafted and has the appropriate safeguards to make sure that we need not maintain those concerns about 
capacity. I would like to refer to a couple of things. Members will have had the opportunity, I am sure, to review 
the report of the Joint Select Committee into End of Life Choices. Chapter 4 of the majority report deals with 
current lawful options at the end of life. Chapter 4 of that report confirms that refusal of medical treatment is not 
suicide, and confirms that a competent individual could refuse medical treatment and refuse food and fluids. I refer 
members to the paragraph under the heading “Refusal of medical treatment” that states — 

Patients can, and do, choose to refuse medical treatment—including refusals that may result in death. 
We are talking here about a medical intervention, or non-intervention, that may result in death — 

Patient autonomy—the right to choose health care—emerged as a dominant medical ethical principle during 
the twentieth century and is usually associated with allowing patients to make their own health care 
decisions. The ethical principle of autonomy is contained in some form in most modern medical codes of 
conduct in the Western world. 

The refusal of medical treatment, as it exists under the law of Western Australia, does not require a capacity 
assessment by a psychiatrist. 
Can I talk about the refusal of food and fluids. The report states — 

A competent individual can lawfully end their life by opting to stop eating and drinking. In accordance 
with the ethical principle of patient autonomy, and the legal principle of self-determination, the common 
law recognises the right of a competent adult to refuse food and water. 
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This is from the journal article of White, Willmott and Savulescu, which I think the member for Armadale quoted 
in his contribution earlier.  
I refer to the evidence of Professor Max Kamien, a very prominent practitioner, particularly within the Jewish 
community. He told the committee about a friend who had deliberately starved himself to death. I will quote his 
evidence, in the time that I have — 

He developed an oesophageal pouch—that is a pouch on the oesophagus—and food gets caught in it. You 
have terribly bad breath. It is very difficult to swallow. The operation is very difficult. It nearly always 
cuts the recurrent laryngeal nerve which is the nerve that goes to the voice box. If he had that operation, 
he would never sing again. The other thing is the operation has a mortality rate in itself which is, 
depending on who does it, quite high. He said, “If I can’t sing, I can’t speak properly, and if there is the 
possibility that something goes wrong and I finish up a vegetable … I will not have that operation” and 
he ceased food for four months and he starved to death. 

My point is that no psychiatric capacity assessment is required for people to exercise these existing lawful options 
at the end of life, the refusal of medical treatment and the refusal of hydration and nutrition. Hence, finding 25 of 
the joint select committee states — 

A competent person’s absolute right to refuse to eat and drink is clear at law … 
We need to proceed by analogy. That is the current state of the law with respect to capacity assessments. 
I take members to chapter 2 of the report, “Advance Health Care Planning”. I know quite a bit about this, having 
finished my work as the chair of the Ministerial Expert Panel on Advance Health Directives. Rather than summarise 
it, I will quote chapter 2 of the joint select committee’s report — 

Many people worry about losing the ability to make their health care preferences known in the event that 
they lose decision-making capacity. People also commonly worry about being kept alive in unacceptable 
circumstances with greatly diminished ability to advocate for their preferred care—for example, with 
dementia or in a persistent vegetative state following traumatic or non-traumatic brain injury. 
… 
In Western Australia when a person is unable to make reasonable judgments — 

That is, when a person lacks capacity — 
in respect of any proposed medical treatment, and there is a need for a treatment decision, the 
Guardianship and Administration Act … determines which treatment decision will be given precedence. 

If members look over the page, they will see the way in which capacity is already assessed in accordance with the 
legal provisions in Western Australia. There is a presumption under Australian law that every adult person has 
capacity. It states — 

Generally, when a person has capacity they can 
• understand the facts and choices involved; 
• weigh up the options and the consequences; and 
• communicate the decision. 
In everyday life, people who have capacity make decisions about where to live, what to buy, how and 
when to travel, when to see the doctor, and numerous other daily decisions that ordinarily enable them to 
live independently. 
Capacity is decision specific and is about the decision-making process 

If members are concerned about capacity, they can see that it was the focus of a great deal of attention during the 
deliberations of the joint select committee. We were particularly concerned about this. Other members have expressed 
their thoughts about whether the legislation goes far enough for people with dementia. The government’s position on 
that is abundantly clear and does not need to be repeated. We considered the current law on refusing medical treatment 
or refusing hydration and nutrition and then looked at how capacity is assessed under the Guardianship and 
Administration Act 1990. Chapter 7 of the report of the Joint Select Committee on End of Life Choices set out the 
essential elements that would be necessary to ensure that this legislation was properly safeguarded. It considers things 
such as the expected time of death. A narrowly defined sample set of people would be able to access this. We set out the 
level of suffering experienced and the age of the person. Paragraph 7.49, “Capacity and capacity assessment”, states — 

An individual must have decision-making capacity … 
That is unambiguous and unequivocal — 

at the time of their request in order to be eligible for voluntary assisted dying. 
Paragraph 7.50 states — 

Although capacity assessments can be complex, General Practitioners routinely assess capacity … 
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To come to this conclusion, we relied on the evidence of none other than the Royal Australian College of General 
Practitioners. It continues — 

• patients making decisions about consenting to or refusing medical treatment; 
• individuals making legally binding instruments (such as enduring powers of guardianship, enduring 

powers of attorney and Wills); 
• the State Administrative Tribunal … 
• referral under the Mental Health Act … 

The committee received evidence from the Chief Psychiatrist about decision-making capacity. But more relevantly 
and more persuasively, we received evidence from Dr Roger Paterson, a psychiatrist, who told us that the view of 
the Chief Psychiatrist was not in keeping with the consensus in other jurisdictions that general practitioners 
should—not would or could; that is, it contains a moral imperative—ordinarily make the assessment. Quoting 
from his evidence, he said — 

He is out of step with every jurisdiction internationally and nationally. The Victorian legislation does not 
propose it. He is out of step with the Royal Australian and New Zealand College of Psychiatrists who say 
it should be considered, and he is out of step with the local branch who, as I say, recognise that there are 
practical logistical problems as to why it is not so. 

We also ascertained — 
A requirement that there be a referral for specialist psychiatric capacity assessment is likely to involve 
considerable delay … 

We should bear in mind that this legislation provides for people who have a prognosis of six months left to live. 
The very last thing that these people should have to do is wait and wait and wait while they get a psychiatric 
capacity assessment when their general practitioner can already make that assessment and when, under the existing 
law of Western Australia on refusing medical treatment or refusing hydration or nutrition, that capacity assessment 
is not required. We concluded with finding 51 — 

An individual must have decision-making capacity at the time of their request in order to be eligible for 
voluntary assisted dying. 

[Member’s time extended.] 
Mr S.A. MILLMAN: The capacity assessment is routinely made in current circumstances. Those members who are 
concerned about the provision on capacity assessment contained in this legislation need not be. People can be 
comforted that this legislation deals with the question of capacity in the most appropriate way. That is my submission. 
I want to conclude with my thankyous. I wish to thank a number of people. I will miss people and, to those people, 
I am sorry. I thank Nigel Haines. He was mentioned by the Minister for Culture and the Arts, the member for 
Mandurah. Nigel is a constituent of his. Nigel Haines not only bravely came before the Joint Select Committee on 
End of Life Choices to give his evidence about the circumstances surrounding the death of his wife Susie, but also 
then, despite how significant and burdensome the emotional weight was for him, nonetheless participated as the 
community member on the advance health directives panel. 
I thank Max Kamien and all the people in the public gallery, who have sat here and listened to this debate—
many advocates for and against. I thank all members who have already contributed. I thank witnesses who gave 
evidence to the committee—again, some in favour of and some opposed to the introduction of the legislation. 
All members have already commended the Minister for Health for the excellent work that he has done, along with 
the Attorney General and the Premier. Many members have already thanked the ministerial expert panel and 
Malcolm McCusker for the work that they have done. I thank all the members of the AHD panel and all members 
of the joint select committee. 
I finish by individually thanking members of the joint select committee, including Hon Nick Goiran, who, as the 
member for Riverton said, was the voice of the opposing argument. The community appears to be significantly in 
favour of this legislation, with a minority opposed. The speakers in this Parliament appear to be significantly in 
favour of this legislation, with a minority opposed. The Joint Select Committee on End of Life Choices was 
significantly in favour of this legislation, with a minority opposed—Hon Nick Goiran. It is relatively reflective of 
the state of people’s opinions. I thank Hon Robin Chapple, Hon Dr Sally Talbot, and Hon Colin Holt, who did an 
excellent job as the deputy chair of the committee. I thank the member for Baldivis and the member for South Perth, 
and, finally, like so many others, I express my thanks to the member for Morley. 
Let me finish by making two points; one of them has already been made by the Premier in his contribution to the 
second reading. I quote from the copious notes I made yesterday. The Premier said — 

For those in this chamber who approach politics through the paradigm of freedom and rights … is this 
not an incredibly simple issue to decide? This is the ultimate act of personal choice, of freedom, of 
individual rights. 
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I agree with that sentiment. I guess in one way people could say I am a John Stuart Mill-man! 

Mr Z.R.F. Kirkup interjected. 

Mr S.A. MILLMAN: Thank you. 

The second thing I would say is that our Constitution requires us to make laws with respect to peace, order and 
good government. The point at which I finally decided to support this legislation was when one of the witnesses 
who appeared before the committee said, “If you pass this bill, such a small proportion of the population will 
think about it, and an even smaller proportion of the population will use it, but everyone who is worried about 
it will have peace of mind.” When our Constitution enjoins us to make laws with respect to peace, order and 
good government, it also means peace of mind. When I heard the earlier contribution that there would be nothing 
quite like leaving your children to remember a painful, prolonged, nasty death for the rest of their lives, 
I thought: what great peace of mind I would have, were this legislation to pass, to know that I would never 
impose that burden on my two sons. 

I have been incredibly impressed with all the contributions that have been made by members in this chamber. I am 
incredibly honoured to have been part of this historic debate. I commend the bill to the house. 

MR D.C. NALDER (Bateman) [5.21 pm]: I, too, stand to make a contribution on the bill before the house, the 
Voluntary Assisted Dying Bill 2019. I say at the outset that I am quite envious of those members in this chamber 
who have a solid position, whether it be for or against. I have heard arguments on both sides of the debate that 
I agree with. I am envious because I am sure that most people have had far better sleep than I have in considering 
this issue over the last few months. I will ultimately reserve my judgement until the consideration in detail stage 
because I believe that some concerns need to be worked through, as many speakers before me have mentioned. 

This bill really challenges my beliefs and values. When I talk about that, I strongly believe in the freedom of choice, 
but I also strongly believe in the sanctity and preservation of life. I find myself conflicted on both of those issues 
in consideration of this bill. 

I would also like to acknowledge, similar to the member for Mount Lawley, that all the members of this place are 
acting with compassion. Compassion is at the front and centre of members’ minds. I believe that no-one in this 
day and age should suffer in agony. I believe that it is incumbent on us to ensure that laws and protections are in 
place for people who are dealing with end-of-life issues and that they can do so with dignity and respect and in the 
most comfort that can be provided. 

I would like to acknowledge some comments made earlier by the Minister for Health in his second reading speech 
that resonated with me. The minister said that decisions are already being made about ending life when life support 
systems are turned off or when it is decided to cease fluids or food. We know that the outcome will be death. We 
are making decisions about someone’s life today, and why would we not extend it further for those people who 
are desperately in need? 

I have great respect for Malcolm McCusker. I was really pleased to see his involvement in the drafting of the bill. 
He should be acknowledged for his standing in our community; he is someone who is respected by all. 

I would also like to acknowledge that palliative care does not provide for all people in the manner we would 
hope. That is an issue that confronts us today. I see that as the primary purpose of this bill. In saying that, I will 
now step through my concerns and demonstrate that there is a balance to this argument that I have given 
consideration to. Describing it in simplistic terms, my primary issue is that it feels as though we have jumped 
to the endgame. For me, the issue of palliative care needs to be resolved either in conjunction with or prior to 
us getting to that point. That is a stumbling block that I have and that is why I will defer my decision until the 
consideration in detail stage. 

I believe that as parliamentarians we should be ensuring that we deliver world’s best palliative care. We live in 
one of the best places in the world. We have some of the highest living standards in the world. It is incumbent on 
us to ensure that we deliver the best possible palliative care. I know there are regional challenges and so forth, but 
if we are not delivering on that, I fear that we are not giving people a choice when it comes to voluntary assisted 
dying. Some people will see it that they have no choice. That really concerns me; it is a fear that I hold. Although 
I acknowledge that there are people we are desperately trying to help, I am also fearful that we may create an 
outcome that forces people down a certain path. I have an inkling of concern—not the same level of concern—
about people acting with compassion, although I acknowledge that everybody in this chamber has spoken 
responsibly and ethically about this bill and has acted with concern and compassion for patients who are suffering 
from a terminal illness. When it comes to my experiences in life, I do not believe that all people act with 
compassion. I have seen people act with very little compassion. Sometimes it might be in their minds that they are 
acting with compassion. They may believe they are acting in the best interests of someone when in fact they are 
not. I will stretch that a little further and say that when it comes to money, people act with even less compassion. 
I am fearful that if we do not address palliative care in its complete form, it could become an economic decision 
that people ultimately choose to end their life. We are going to be relying on future generations to assess this: 
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if we do not address palliative care, what choice are we giving people? I fear, albeit a lesser fear, that in the future 
people might see it as more convenient for people to end their life rather than follow the costly process of palliative 
care. I would hate for our community to ever walk down that path. It is a concern that I have within my community. 

A number of concerns were raised by other members in this place. I concur with a lot of those concerns. I wrote 
them down to go through them, but I would just be repeating them and I will not be repetitive. 

I would like to acknowledge the Leader of the Opposition. She raised a number of pertinent points that warrant 
further investigation through the consideration in detail stage of this bill. I felt the Leader of the Opposition’s 
speech was very powerful in sharing with us the challenges that she has faced with this particular issue. I personally 
have had experience. I do not wish to elaborate on it further but I understand the issues that people go through. 

I have other issues with this bill that I am concerned about, and they are about the safeguards to be put in place. 
I know a number of measures have been put up. I have to admit that I am not an expert on those measures and 
therefore look forward to exploring them fully in the consideration in detail stage. That is part of the reason I will 
defer my judgement on this bill until we go through it adequately. 

I would also like to share that I, too, polled my electorate. I removed all the spam, group emails and emails from 
people who were not from my constituency, and focused on people who took the personal time to contact me, 
write to me or email me. Interestingly, my data shows a different result. It came in at 58.9 per cent of people being 
opposed to the bill. These were not necessarily emotional approaches. This contact was from people who took the 
time to personally write to me to share their experiences both for and against. As I said, there were arguments 
made on both sides that I found myself agreeing with, which is causing me a lot of challenges in trying to work 
out the right thing to do here. I do not think I could have ever dealt with this bill if the vote had gone down party 
lines. I would like to acknowledge that at least we as a Parliament and have made the decision that this should be 
decided on a conscience vote. I believe it is the only way we should approach it. I would like to share an email just 
to give a sense of the communication I have been receiving and the considerations that certain people have 
provided. This one is from someone who is opposed to the Voluntary Assisted Dying Bill. It says — 

I am a Registered Nurse and my husband is a Palliative Physician and Geriatrician. We have been 
working in hospitals for many years and have a great deal of experience caring for those with chronic and 
terminal illnesses. Through good medical and nursing care we have witnessed many patients pass away 
when nature intended them to, with dignity and comfort. We have also witnessed time and again, the 
errors medical professionals make in diagnosing and treating patient’s conditions. Just the other day my 
husband discovered the underlying cause of a patient’s condition which five medical teams before him 
had missed. This patient was referred to him for palliative care. It is erroneous to presume that any person 
is so enlightened and perspicacious they may judge when a life should end. 

I urge you to vote against this form of legalised killing. 

That is just an example of the types of communication that I have received. This is from someone who is far more 
professional and experienced on the issue than me. I can only dwell on my personal experiences. It just highlights 
the challenges that all of us have possibly faced in discussing this issue with our community. As I said at the outset, 
it is my intention to reserve judgement on this bill until we have gone through the consideration in detail stage. 
I will not go any further. I have made the key points I would like to make about this bill. I appreciate the 
contribution of all members of this place and the manner in which this debate has been held. 

MS J. FARRER (Kimberley) [5.33 pm]: I, too, rise to contribute to the debate on the Western Australian Voluntary 
Assisted Dying Bill 2019, with the greatest respect that I hold for the differing views of those in the chamber and 
across Western Australia. I would like to thank my constituents and many others who have taken the time to write to 
me, email me, phone me or speak to me. I am both impressed and moved by the quality of feedback and arguments 
for and against the bill. I would also like to congratulate and thank all my colleagues for their informative, heartfelt 
and emotional contributions to this debate. As members of Parliament we are often required to make difficult 
decisions and create laws that affect the lives of all Western Australians. To be eligible to access the provisions of the 
Voluntary Assisted Dying Bill a person would have to be 18 years old; be an Australian citizen or have been 
a permanent resident of Western Australia for at least 12 months; have decision-making capacity in relation to 
a decision about voluntary assisted dying; and be diagnosed with an eligible disease, illness or medical condition that is 
advanced, progressive and will cause death or is causing suffering to the person that cannot be relieved in a manner 
that the person considers tolerable. I am satisfied with the numerous safeguards that this bill has, and I believe they are 
strict and most appropriate. I, too, share the view that even the best of palliative care cannot always deal with the issue. 

Over recent months I have had many discussions with my constituents. I would like to share from my notes 
a couple of the responses that stood out to me. One person said — 

You have to be very careful as an Aboriginal person. If you support someone in assisted dying, you may 
be seen as helping them to die, and if the family is not ready for that person to pass on, you could be 
tribally punished. 
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A second person said — 

As an Aboriginal person, helping someone end their life goes against what we are taught. It goes against 
empowering our people and our cultural wellbeing, but watching my mother-in-law and nanny in the time 
when she needed, was suffering and became bedbound was one of the hardest things I have ever had to 
do. Her frailness still haunts me to this day. I do not know if she would have used voluntary assisted 
dying, but I do wish she had the choice to be able to access it. 

A third constituent said — 

I am now a retired nurse, but I have seen the torment, the pain, the loss of control, the loss of dignity and 
loss of one’s self. This is not living. 

Right now I would like to tell a little story about a young woman in my electorate and where I came from. She 
was not even 30 years old. I brought this up in 2015 when we were in opposition in regards to the breast cancer 
scans around the Kimberley in the breast cancer bus. I asked a question. It was at the time when the Minister for 
Health was Dr Kim Hames. I asked whether some of our young women could have this breast screening done, 
because there were problems with some of them. The answer I got was that they had to be 40 years old or over to 
have it. I respect that, but I think sometimes some of those policies or laws need to be reviewed and changed. The 
reason I asked that question was this young woman. She was only 30 years old, but she had done lots of work on 
some of the pastoral stations up there. It was at a time when she worked on the Kidman brothers’ property. She 
was a very reliable young woman. She was not married and did not have kids. The way this young woman passed 
has always haunted me. She was shooing a horse one day and she said something freaked the horse out and the 
horse ended up kicking her. It kicked in the breast on the left side. She was on one of the outstations of the Kidman 
brothers’ station, and she was taken back to the main station and then to Halls Creek to have some medical attention. 
She had an open wound from the horse’s kick. She was seen to by the doctor at that time. We have a lot of doctors 
who are there on locum, so they do not really know much about Aboriginal people’s history and their medical 
history. She was flown from Halls Creek to Darwin and she was up there for a few weeks. When most of our people 
come back from hospitals, they are put on Greyhound buses, so members can just imagine if a person is suffering 
and they are put on a Greyhound bus. She came home and the doctor said to her that she was okay and she could 
go home. She went back out onto the property that her parents lived at. She constantly had a weeping in her breast. 
She went back and saw the doctor again and they placed her in one of the wards of the hospital, and that is where 
she lived. The time frame of this happening was not even eight months. The parents asked me, “Josie, why didn’t 
somebody do something about this?” As the mother said, for a woman with problems with her breasts, surely 
somebody should have done a lot better. I said that I did not have the answers, but I would table this, and I did 
that. I asked the Minister for Health at the time in Parliament about it. I took the answer back and gave it to the 
parents. The father was not very impressed with the answer, but there was no advice about where they could go. 
It was a big letdown for me as the member for Kimberley and as an Aboriginal person—knowing those families 
and giving them that advice. 

I asked whether they could go back and talk to the doctor again. But the doctor who had assisted her at the beginning 
had gone back to wherever he came from because the doctors were locums. There was no tracking history of what 
the medical side had given her. When people go in with health issues and checks with doctors, there is all that stuff 
about confidentiality, so her parents were not able to acquire a lot of information from the doctor. She started 
getting sicker and sicker, so she was placed back in the hospital in Halls Creek, where she was given a ward where 
she stayed. She had the company of her younger sister, who slept with her in the same bed and was always there 
to make sure she was given her medicine and to assist her with anything else. She sent word with her mother for 
me to go and see her. Having known her since she was born, I was not feeling too happy about going to see her 
because I knew the condition she was in, but I ended up going. Most visitors were not allowed to see her, but when 
I asked to, they had to ask permission and she said, “Yes, I want Mum Josie to come and see me.” I am not her 
mum, but that is in our tradition. When I walked through the door of the ward she was staying in, her eyes lit up. 
She was lying there and looked very frail. She had a great big smile on her face and was very happy to see me and 
that I had come to visit her. I walked over and put my arms around her and said, “I’ve come to see you because 
your mum sent word that I needed to come and see you.” She said, “Mum, thank you for coming. I’ve been sick. 
But my greatest ambition as a young woman with the work I am doing is that I want to go to Canada to compete 
in the Calgary Stampede.” That is a big dream for some of our young kids. She asked me whether my son was still 
in Canada and I told her he was. She asked me to contact him and let him know that she wanted to go there to 
compete. We had a talk and I told her I would ring my son and let him know. I rang him and he told me that he 
would look after her if she came over. 

I came back down for Parliament, so I missed her for a couple of weeks. When I came back, they told me that she 
had been flown to Perth. There was a very short time from when she was diagnosed when she got hurt until then; 
it was July to November. She had to come back to Halls Creek and I went to see her again. At that time she was 
permanently living in the hospital ward. She said to me, “Mum, did you tell brother that I’m going over to Canada? 
Because I really want to go and compete in that rodeo.” She was a young woman who competed in rodeos. She 
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also starred in the movie Australia. I do not know whether anyone has seen the movie, but she is the young woman 
in the red dress who was riding a horse. Her greatest ambition was to go to Canada and compete in the rodeo. She 
asked me whether I had told him and I told her I had. She said, “When I get better, I’m going.” I asked whether 
the doctor had told her anything more about how bad she was. She sort of smiled and said yes. When her mother 
came into the room, I asked her whether the doctor had explained to her and her husband about what she was going 
through and whether this could be a terminal illness because of the contribution of what took place. She said, 
“No, we do not know nothing.” 

When we talk about voluntary assisted dying, there needs to be not only consultation but also interpreting services. 
In the Kimberley we have a hugely diverse range of language groups. To get this message out, there has to be a lot 
of consultation in place. There need to be interpreting services and people who can speak different languages. In 
this case, the mother could not understand a lot of the medical jargon when the doctor was talking to her. 

It is a really sad story because all she wanted to do was do what she dreamt about, but that was not for her. She 
had Christmas in hospital with her family around her. They came from the outlying communities where her family 
lived—Yiyili, Bayulu, Fitzroy Crossing, and even from Balgo. I think they could see that she was not going to 
make it. As Aboriginal people we look after each other and share our pain. We share any information; even though 
in the health and medical world it is all confidential, as Aboriginal people we talk about it. Her family all shared 
Christmas with her in the hospital. Each time anyone went to visit, she always had a smile on her face. Even though 
she went through a lot of pain, she was able to deal with that in her own way. For me as an Aboriginal person, this 
bill has been particularly challenging. Where I come from it is our belief in our traditional culture that if a person 
receives assistance in passing on, their spirit will be trapped. We believe that when it is your time, it is your time. 
However, I stand in support of this bill because I believe it is the right thing to do and I support people having the 
right thing to choose, which is a big difference between our cultural beliefs and the western world that we live in. 

One of the many reasons I became a politician was to try my very hardest to expand people’s opportunities to have 
choices. I do not believe that voluntary assisted dying is a matter of choice between life and death. I believe it is 
a choice for those who are going to die. There is a difference between how we see things in our traditional culture 
and how they are seen in the western world. I have personally seen the effects that it has had on quite a number of 
young people and older people for whom death is inevitable and imminent, but this woman’s story inspired me to 
talk about the difference in how we see things. I still believe that if this legislation is ever to be endorsed, let people 
have the right to make that choice. Choice is a big thing in life; we all go through life making choices. You make 
choices as to whom you want to marry, you make choices whether to have kids, and I believe that if your time has 
come and you know that you are going, you should have the right as a person to make that choice. That was just 
one of the sad stories, but it also gives us an understanding of what some people experience. 

Once again, I would like to say thank you to everyone who has taken part in this debate. Hopefully, we can make 
legislation that will make people’s lives a lot easier. As Aboriginal people, we love to be buried back in our own 
country, because we have a very spiritual belief. I would like to see some more exploration of that because, as 
I said before, as an Aboriginal person your spirit goes back to where you come from. That is our belief. It does not 
matter what anyone thinks, that is our belief. As Aboriginal people we have a very spiritual belief and we need to 
make sure that this is understood. Thank you. 

MR S.K. L’ESTRANGE (Churchlands) [5.50 pm]: All of us in this place and all the people in our communities 
have a view on the topic of voluntary euthanasia. I want to take this opportunity to thank the many constituents 
and non-constituents who have reached out to me to offer their thoughts in regard to this matter. I have received 
many impassioned pleas to oppose this bill, and I have received many impassioned pleas to support this bill. 
Notwithstanding the differences of opinion in the eyes of the community, there will be rights, wrongs and 
consequences linked to either outcome with regard to how we, as a Parliament, choose to vote on this legislation. 
The test for each MP when voting along conscience lines is to make a genuinely informed decision that they 
believe is in the best interests of the community and the state they serve. That is why I, like many members, have 
listened to constituents and read their letters and emails. I have also attended information briefings, met with 
medical practitioners and sat down with palliative care experts to hear their views. 

Another source of understanding of life, death and suffering that makes us think about voluntary euthanasia is, of 
course, found in our own lived experiences. For me, I had the challenging experience of witnessing my mother 
being diagnosed with breast cancer at the age of 36 and given two years to live—a time span she hid from my 
sister and I at the time. I was 16 and my sister was 13. Our mother received the best medical care and we got on 
with life as a family, as normally and as positively as possible. In the end, she died just short of her forty-second 
birthday, beating the two-year diagnosis by three years. She put on a brave face and pushed on throughout her 
cancer journey so that the reality of her impending death was concealed from my sister and I for much of the time. 
Her brave fight and the medical support that extended her diagnosis by three years meant she got to see my sister 
and I graduate from school, both attend university, and my graduation from officer training. In the end, she 
received palliative care up to the point at which she declined further futile treatment and, in her final days, received 
the best possible relief from symptoms so as not to prolong the dying process. 
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My father lived on for almost another 30 years, but he, too, had to deal with cancer on three separate occasions 
over an 18 to 19-year period. The first was bowel cancer when he was about 60. It was caught late, but it was dealt 
with before it was able to spread to other organs. He was on a colostomy bag, receiving chemo, and struggling on 
as best he could, but with a very positive outlook. He always considered living to be better than the alternative, 
and he fought hard to beat off the cancer, again with excellent medical help, and succeeded. 
Ten years later he was diagnosed with prostate cancer; this time, he had grandchildren. Again, his fighting spirit 
and treatment—albeit uncomfortable and painful—also saw this cancer off. But at age 75 came his biggest challenge, 
when he developed cancer in the lower back. He received intensive chemo, which made it very difficult for him 
to eat as the skin in his mouth was burning. He did his best to blend nutrients and eat through a straw while living 
alone, and he fought hard, but his body deteriorated and he went from being a big man of 95 kilograms down to 
65 kilograms. My sister and I at Christmas that year had a private chat; we did not expect dad to last six weeks. 
However, we underestimated him. His goal was to attend his first grandfathers’ day at his old school, to continue to 
interact with his family and his many friends, and to beat the cancer. Remarkably, he did so, and with his PSA levels 
down to almost zero after a couple of years, and back to a healthier weight above 75 kilograms, his specialist called 
him her miracle. He made the grandfathers’ day, along with many other family milestones, but in the end, four years 
after his third battle with cancer, he died of a heart attack in the driveway, fully dressed on his way out to go to the 
shops and to see friends. 
I share these stories because they are examples of the strength of the human spirit in the face of mortal adversity. 
What concerns me is that had euthanasia been an option for my parents, would it have hung over them like a difficult 
decision embedded in their subconscious when they were in their darkest hours? Would they have felt the need to 
access voluntary euthanasia? But it was not an option, and for us as a family, their lives were extended, and many 
milestones were achieved, shared and enjoyed by virtue of them living beyond what was expected. The reality is that 
many of us do not like to think about our own mortality. We certainly do not want our end of life to be miserable. 
A good quality end to life is an outcome or goal that our health researchers and practitioners strive to make the 
norm. This goal drives the motivation for new medical discoveries, gives people hope that they will be taken care 
of, values the ageing and supports families and communities. However, it is the examples of the horrific cases—
the small percentage of people who will face incredible pain, suffering and humiliation, for themselves and their 
families, in the final stages of life when dying of a degenerative terminal illness—that motivates the yes vote for 
voluntary euthanasia. I, too, am empathetic to the need to help people when they are facing this traumatic end to 
their lives. 
This is evidenced by a Roy Morgan poll on assisted dying and euthanasia taken in November 2017. It states — 

… 87% — 
That is, of Australians — 

are in favour of ‘letting patients die when they are hopelessly ill and experiencing unrelievable suffering 
with no chance of recovery’ compared to 10% (down 7%) who say doctors should ‘try to keep patients 
alive’ and 3% (down 11%) who are undecided. 

The genuine concern I have is that, on the one hand, this bill is motivated to support Western Australians who hold 
the view that the hopelessly ill, who are experiencing unrelievable suffering with no chance of recovery, will be 
offered voluntary euthanasia, but, on the other hand, the bill could be open to misuse and capture a broader group, 
as evidenced by clause 15, under the heading “Eligibility criteria”. I am particularly concerned about how 
people facing chronic diseases, as my parents did, will approach life when this legislation takes effect. What is 
needed, prior to any serious consideration of voluntary euthanasia, is to explore all options for the hopelessly ill 
and to properly resource a highly effective palliative care regime that is able to adequately care for people facing 
chronic or terminal illness. For those over 65 years of age, the possibility of having to deal with one or more 
chronic life-threatening illnesses rises considerably, and many have to juggle multiple health issues, most of which 
are considered life threatening. Accessing quality palliative care early is therefore a key support requirement for 
people facing life-threatening health issues. 
The commonwealth Department of Health makes the point that chronic conditions often lead to a gradual deterioration 
of health and loss of independence, and are the most common and leading cause of premature mortality. The key 
chronic conditions in Australia are high blood pressure, Alzheimer’s or dementia, heart disease, depression, 
arthritis, osteoporosis, diabetes, chronic obstructive pulmonary disease, cancer and stroke. The commonwealth 
Department of Health website notes — 

2014–15 National Health Survey data also indicated that nearly a quarter of all Australians (23%), and 
3 in every 5 Australians (60%) aged over 65 years, had two or more chronic conditions 

It also states — 
Chronic conditions accounted for around 9 in every 10 deaths in Australia in 2015. Often more than 1 disease 
is associated with a death and 3 diseases is the average. About 20% of deaths have 5 or more associated diseases 
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This data is compelling, but it is the current reality of ageing. As a society, we have continued to work hard at 
improving health and wellbeing outcomes, with the goal being to prolong a healthy life for as long as possible. 
Nevertheless, death for all of us is inevitable. The former head of palliative care at Royal Perth Hospital, 
Professor Doug Bridge, was recently reported as saying — 

“The truth is that dying is hard work and unpleasant and causes grief, but that’s just normal dying,” … 
Therefore, the most pressing need to support those with chronic or terminal illnesses is to have a highly effective 
and readily available palliative care service throughout Western Australia. Our focus should be about advancing 
medicine and procedures to support the patient through to their end of life while their suffering has been negated. 
Furthermore, while I have highlighted the effect of chronic illness as a reality of ageing, one of the eligibility 
criteria under clause 15 of the bill is that the person is only required to be over 18 years of age. I cannot imagine 
how difficult it would be for an 18-year-old, and their family, to be placed in a situation in which they would need 
to contemplate voluntary euthanasia as an option. Even when facing the reality of chronic illness, the majority of 
people will have an intrinsic desire to fight off any illnesses, and to live for as long and as meaningfully as they can. 
Therefore, the questions to pose are: What impact will the introduction of voluntary euthanasia have on the sick at 
a time when we are yet to build up the most effective palliative care regime? How will voluntary euthanasia influence 
how we as a society support and harness each person’s will to live? If we combine these thoughts with the statistics 
offered earlier on chronic diseases, when we heard that 60 per cent of those aged over 65 have two or more chronic 
conditions, we can deduce that will mean that in order for more than half the population to live to the current mortality 
age of 79 to 84, they will have to battle with chronic diseases for up to 14 to 19 years before they die. I offer this 
perspective because it highlights the need for us to continue to build our society’s motivation to support people in 
the over-65 age bracket, who are dealing with ageing, to assist and support them to look forward to the joys they 
get out of life, which come from experiences such as meaningful employment, learning, family and grandchildren, 
travel, friendships and ongoing leisure pursuits. In terms of a person’s end of life, most would wish to get to that 
current mortality age of 79 to 84, or older, with good mobility and a sharp mind, while remaining in close contact 
with friends and family, being as pain free as possible, and then dying quickly, naturally and without a fuss. 
The questions can then be asked: Why can this not be achieved without the need for voluntary euthanasia? Is it 
a question of resources? A question of concern then follows: will voluntary euthanasia, once enacted as law, have 
a negative influence over attempts to achieve better non-euthanasia end-of-life care goals and outcomes? We must 
also then think of the person who is confronted with the reality of impending death. Will voluntary euthanasia devalue 
life in the eyes of those who are demoralised when confronting a chronic or terminal illness? Will voluntary 
euthanasia put undue real pressure, or even subliminal pressure, on a person to choose to die prematurely? 
These questions drive to the dangers of moving along the voluntary euthanasia path when the eligibility criteria for 
accessing death are broader than what appears necessary to satisfy the question in the Morgan Poll that I mentioned 
earlier—that is, “letting patients die when they are hopelessly ill and experiencing unrelievable suffering with no 
chance of recovery.” We need to think carefully about the impact of the option of voluntary euthanasia on the 
decision-making of the demoralised person who is living with a chronic or terminal illness. 
I will provide some commentary by Anthony Fisher in the Weekend Australian on 22 June 2019. He said — 

A few years ago I was close to death. I had a severe case of Guillain-Barre and was totally paralysed from 
the neck down. 
I was in terrible pain. I was powerless to feed myself, wash myself, toilet myself. I was a burden on others 
and didn’t want to be. I spent five months in hospital alongside others with conditions such as multiple 
sclerosis and motor neurone disease who were not going to recover as I might. Some were heroic, some 
demoralised. So I came to understand why some people want early death for themselves or others. I know 
the humiliations and the temptations of serious illness. I hear the cry: “They shoot horses, don’t they?” 
Still, I don’t think the lethal jab is the way to go. 

He said also — 
Those who advocate euthanasia say it’s about mercy and autonomy. No doubt those are real motives. 
But every place that has gone down the euthanasia path has left the frail, elderly, sick and disabled with 
fewer options, not more; with a less care, not more. It also has encouraged other classes of non-terminal 
sufferers to consider a state-sanctioned death. 
Despite the culture of the quick fix, despite demands for governments or health professionals to make 
everything nice, some suffering is unfixable. 
Then our resilience, our character and our hope are really tested. Then our community’s resolve to stand 
with us, to invest itself in us, not only financially and pharmaceutically but also emotionally and spiritually, 
is tested. Then the hard loving starts. I have known such hard loving when I was close to death. I ask that 
others receive it also. 
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Fisher’s commentary should motivate us to see the value in striving for better health outcomes to support the 
chronically sick and terminally ill. This is where money, research and effort should be placed. This effort can be 
grouped under the heading of palliative care. 
The minority report submitted as part of the parliamentary inquiry, titled “The safe approach to End of Life 
Choices: License to Care not Licence to Kill”, provided the following in finding 3 — 

The provision of quality palliative care affirms a patient’s right to choose their therapy, decline futile 
treatment, choose their place of dying, receive the best possible relief of symptoms and to refuse to 
prolong the dying process. 

As outlined by Dr Shane Kelly in The West Australian of 31 August 2018 — 
We believe that the provision of excellent and compassionate end-of-life care, that alleviates pain or 
distress, means no person need resort to contemplating assisted suicide. 
Sometimes, when diagnosed with an illness, or during treatment, patients will talk to their clinicians and 
family about a desire for a hastened end to 1ife. 
Most often these discussions are driven by a person’s fear of being a burden, or feelings of depression, 
hopelessness, and fear. 
Our years of experience in providing end-of-life care demonstrates that with compassionate assessment 
and intervention, these concerns can be addressed. 
Australians have every right to expect that their care needs will be met at each stage of life. 

The experiences of pain and suffering should motivate us to do better, with policies and budgets to vastly improve 
palliative care outcomes. 
The report of the Joint Select Committee on End of Life Choices, titled “My Life, My Choice”, provided evidence 
in findings 16 to 20 outlining the parlous state of Western Australia’s palliative care offerings. Finding 16 states — 

Access to hands-on specialist palliative care is limited for metropolitan and non-metropolitan patients. 
Finding 17 states — 

Western Australia has the lowest number of publicly funded inpatient palliative care beds per head of 
population. 

Finding 18 states — 
There is a gap in care for people who are seriously unwell but not close enough to death to be admitted 
for inpatient hospice care. 

Finding 19 states — 
There is limited access to palliative care medical specialists in regional Western Australia. 

Finding 20 states — 
There is limited medical oversight, coordination or governance of medical palliative care services across 
WA Country Health Service.” 

I believe that before we, as Western Australian legislators, cross the euthanasia Rubicon, we must do all in our power to 
improve our medical end-of-life care outcomes, so that pain and suffering is managed to a point whereby euthanasia 
does not need to be an option. However, if recent media reports are anything to go by, it is anticipated that the state Labor 
government has the numbers to pass this voluntary euthanasia bill through this chamber and possibly the Parliament. 
As I said earlier, I am empathetic to the need to support people who are hopelessly ill and experiencing 
unrelievable suffering with no chance of recovery. Efforts should be made, possibly through legislation, to work 
closely with the palliative care sector to see what more can be done; for example, in the area of terminal sedation. 
Bethesda Health Care, at page 4 of its response to the parliamentary report titled “My Life, My Choice”, states — 

Bethesda asserts that ‘terminal sedation’, as a primary aim, is not consistent with good care at the end of 
life, but recognises care and treatment intended to manage troubling symptoms may have a secondary 
sedating effect. Bethesda supports the Committee’s recommendation to the effect that ‘terminal sedation’ 
should be clearly defined, and that clear guidelines be developed for the use of ‘terminal sedation’ should 
be developed and implemented. 

Bethesda Health Care goes on to say — 
… Bethesda (consistent with the latest evidence and our extensive clinical experience) proposes that the 
suffering of most people who are approaching death is ameliorated (or even eliminated) when they access 
quality palliative care in a timely fashion. Further, Bethesda notes the Committee’s own findings that access 
to quality palliative care within Western Australia is highly variable, and encourages the Government of 
Western Australia to continue to invest to improve the health system’s capacity to support people at the 
end of life, their families and friends, and the broader community. 
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Only when all palliative care efforts and endeavours have been exhausted, and all terminal sedation methods 
explored, should we as a society look to the concept of voluntary euthanasia. However, it should be tightly controlled 
through the prism of supporting those who are hopelessly ill and experiencing unrelievable suffering with no 
chance of recovery. That is because to cross this euthanasia threshold early brings with it inherent risks, as 
evidenced in countries around the world which have decided to move in this direction. 

The minority report submitted as part of the parliamentary inquiry, titled “The safe approach to End of Life 
Choices: License to Care not Licence to Kill”, provided a large number of examples of where, once the legislation 
had been introduced, irreversible errors were made, eligibility criteria were softened, and efforts to support the 
sick and dying were weakened. Time does not permit me to go through them all but I will paraphrase and provide 
some examples, quoting from my notes — 

Finding 31: Redress in any assisted suicide case is an impossibility. 

Finding 32: The presence of undue influence can be difficult to identify and is easily missed. 

Finding 76: The Dutch courts incrementally increased the scope to include adults with psychiatric illness. 

Finding 77: In 2001 the Netherlands extended euthanasia to allow for children as young as 12, subject to 
parent consent. 

Finding 80: Doctor shopping in the Netherlands has become commercialised with at least one organisation 
providing assisted suicide to patients whose own physician has declined. 

Finding 81: The Netherlands is debating whether euthanasia should be extended to those who are ‘tired of life’. 

Finding 90: Similar to the Netherlands, Belgium allows assisted suicide for patients diagnosed with 
a mental illness. 

Finding 94: Belgian physicians, the subject of a peer-reviewed study in 2010 confirmed the use of life 
ending drugs without an explicit request from the patient, including because they considered discussion 
would have been harmful or because they considered the decision was in the patient’s best interest. 

Finding 98: In Switzerland in April 2013, a retired Italian magistrate, aged 62, was assisted to suicide on the 
basis of a terminal illness diagnosed by Italian and Swiss doctors only for an autopsy to find no terminal illness. 

Finding 103: In the first nine months following the passage of an assisted suicide law in Quebec it was 
found the law had been breached in 21 cases. In the second year of operation, breaches occurred in 31 cases. 

I will conclude with extracts from an article by former Prime Minister Paul Keating titled “Voluntary euthanasia 
is a threshold moment for Australia, and one we should not cross”, published in The Sydney Morning Herald of 
19 October 2017. It reads — 

There is probably no more important issue in contemporary bioethics or a more serious ethical decision 
for our parliaments … 

This is a threshold moment for the country … it constitutes an unacceptable departure in our approach to 
human existence and the irrevocable sanctity that should govern our understanding of what it means to 
be human. 

The justifications offered by the bill’s advocates—that the legal conditions are stringent or that the regime 
being authorised will be conservative—miss the point entirely. What matters is the core intention of the 
law. What matters is the ethical threshold being crossed … 

An alarming aspect of the debate is the claim that safeguards can be provided at every step to protect the 
vulnerable. This claim exposes the bald utopianism of the project—the advocates support a bill to 
authorise termination of life in the name of compassion, while at the same time claiming they can 
guarantee protection of the vulnerable, the depressed and the poor. 

No law and no process can achieve that objective. This is the point. If there are doctors prepared to bend 
the rules now, there will be doctors prepared to bend the rules under the new system. Beyond that, once 
termination of life is authorised the threshold is crossed. From that point it is much easier to liberalise the 
conditions governing the law. And liberalised they will be … 

Once this bill is passed the expectations of patients and families will change. The culture of dying, despite 
certain and intense resistance, will gradually permeate into our medical, health, social and institutional 
arrangements. It stands for everything a truly civil society should stand against. A change of this kind 
will affect our entire community not just a small number of dying patients. It is fatuous to assert that 
patients will not feel under pressure once this bill becomes law to nominate themselves for termination. 

Opposition to this bill is not about religion. It is about the civilisational ethic that should be at the heart 
of our secular society. 
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MR K.J.J. MICHEL (Pilbara) [6.14 pm]: I rise to make my contribution as the member for Pilbara to the debate 
on the Voluntary Assisted Dying Bill 2019. I commend the Minister for Health and his department for their evident 
hard work in bringing the bill before the Assembly. It is clear that the bill is a result of extensive consultation 
across the state, building on global debates on the issues surrounding end-of-life choices over the last couple of 
decades. I thank the minister for bringing the consultation to the Pilbara earlier this year. I have also requested that 
my constituents contact me to provide their views, and I thank those who have taken the time to email me and 
speak to me on this issue. This bill is very hard for me to speak on. Like many others, I did not have the opportunity 
to be with my parents when they died. I have not had the experience of seeing anyone suffering in pain before they 
died. I pray to God I do not have to go through what others have gone through. I cannot say honestly that I feel 
people’s pain, as it is their experience, and not mine. But, as a human being, I have feelings. 
Noting the sensitive nature of this bill, I am pleased that this government took the time to develop the legislation and 
that significant consultation was undertaken as part of the two major reports that preceded its drafting, those being 
the report of the Joint Select Committee on End of Life Choices, “My Life, My Choice”, tabled on 23 August 2018, 
and the “Final Report of the Ministerial Expert Panel on Voluntary Assisted Dying”, chaired by Malcolm McCusker, 
AC, QC, which was tabled in Parliament on 27 June 2019. This bill poses ethical questions for many of us in the 
community—the terminally ill, their families, healthcare professionals, religious leaders, concerned citizens and us, 
the members of the Legislative Assembly who will vote on this bill in consideration of the views of our electorate. It 
is important we take the time to debate and consider the issues involved. 
As many members are aware, I am a committed Christian. For me, this debate is a balance between the doctrines 
of my faith and providing choice for those who are suffering. As followers of faith, we are taught about the sanctity 
of human life, that not one of us can take another’s life. “Thou shalt not kill” is the fifth commandment that most 
Catholics live by. We are also taught about the value of compassionate care, the need to look after our fellow 
human beings, and to care for the poor, the aged, the sick and the vulnerable. Within the Christian community, there 
is debate, and I have received correspondence from Christian organisations and constituents presenting arguments 
on both sides of the debate. 
In the context of discussing this bill, we need to note the importance of maintaining and strengthening palliative 
care services. I am pleased that, as part of the 2019–20 budget, this government announced $47.4 million towards 
palliative care and end-of-life choices. I hope that there is longevity in this support of palliative care. It is the 
largest investment to date in Western Australia’s palliative care services, and I am particularly pleased with the 
focus on distributing funding to regional communities. It is vital to maintain and strengthen palliative care and 
continue to focus on improvements to quality of life. However, while pain and other symptoms can be helped, 
complete relief of suffering is not always possible, even with optimal palliative care. 
The legislation before us carries with it an enormous responsibility that all of us in this house have been elected 
by their constituents to bear. For the debate on legislation concerning matters of life and death, I believe that our 
constituents should inform our work, not our personal beliefs or our religious faith. The stories that I have heard, 
the emails I have been sent and the phone calls I have received from my Pilbara constituents are overwhelmingly 
in support of this legislation. I heard from a constituent who watched her mother-in-law pass away from motor 
neurone disease last year after battling it for five years. Her mother-in-law knew how she would die during the last 
five years of her life, yet she had to unnecessarily suffer a completely diminished quality of life. I heard from 
another constituent who sent me this letter — 

Dear Kevin Michel MLA 
My husband was diagnosed with Stage 4 terminal cancer in late 2012 and given a best estimate of 3 years. 
He finally passed away and I hope that he finally found peace, peace from the pain and suffering, in 
January 2014. 
He was 48 years old ... our 3 children, young adults. Each night we would kiss each other goodnight and 
hope that it would also be good bye. He would say that he was holding his ticket up high—his ticket out. 
He finally passed away because he simply stopped eating, and his heart finally gave out. 
He worried that he was still alive at Christmas time and into the New Year and he didn’t want his death 
to impact on our future family memories of Christmas. 
If only he’d been able to choose the day and time of his death. 
He was an active man who loved living life and being a part of fishing adventures, sport outings and 
sharing time with his family and friends .. 
I don’t know if you’ve been personally touched by cancer or the death of a loved one from an terminal 
illness, and if you haven’t I hope you never will because the grief and loss will never leave you. 
But please please please be a voice in support of this Voluntary Assisted Dying Laws and share my story, 
and the story of my husband’s death. 
If only he’d had a choice, if only he’d been able to choose the day and time of his death. 
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We must make a compassionate choice about this legislation and I must make a responsible choice on behalf of 
the majority view of my electorate. That is why I am commending this bill to the house. 

I would like to finish my submission with an excerpt of a letter from another constituent living in the Pilbara electorate. 
Debbie Allcott wrote a letter about the incurable, untreatable and very cruel neurodegenerative disease, progressive 
supranuclear palsy, or PSP—a disease that took the life of her mother. In her letter Debbie wrote — 

Over an 8 year period PSP rendered my mother fully incontinent, gradually and eventually unable to move 
at all, unable to see because her eyelids shut for the last two years of her life due to the palsy, eventually 
unable to speak at all and unable to swallow without having constant near death experiences. She suffered 
the type of end of life she had always tried to avoid with her “living Will” and documented boundaries of 
what she considered “living”. She did not believe in feeding tubes to keep one alive when in an incurable, 
terminal state, nor intubation in such circumstances. 

My previously vibrant mother eventually became a ‘pulse in a body’. This to her, was indignity and 
irremediable suffering and it could not be described in any other way. Her journey was long, arduous, 
cruel. She endured so much as she lost all of herself meaning her last 6–12 months were simply inhumane 
and heartbreaking. No one should have to endure such an ending that is inevitable and she desperately 
had wanted to choose a more gentle, dignified end. 

Palliative care couldn’t give her back the dignity she’d lost. Nor could it help her move again, or see again 
or eventually speak again. These are people’s inner values and soul that allows them to enjoy living. The 
previously “love of life and vivacious, smiling woman” was trapped and no one could fix or change that, 
not even palliative care. And because of archaic laws she had no option but to suffer it out, even though 
this is an incurable and terminal disease. 

As an intelligent, compassionate and progressive society, we now have a chance to debate and change 
this in a positive way for our most vulnerable. 

Debbie finished her letter with the plea that I ask other members of the house — 

ask yourself privately, “if that was me OR, if that IS me .... would I not at least feel comfort in the ability 
to have a choice?” 

Thank you. 

MR W.J. JOHNSTON (Cannington — Minister for Mines and Petroleum) [6.26 pm]: Thank you very much. 
As a member of the cabinet of the McGowan Labor government, I have scrupulously avoided making any comments 
on the Voluntary Assisted Dying Bill 2019. I want to say that I am determined to be bold, brave and compassionate 
in deciding how I vote on this legislation. It appears to me that this bill is likely to pass the Assembly and, most 
likely, it will pass without amendment. 

Equally, I recognise that all the evidence is that, overwhelmingly, Western Australians support the passage of the 
legislation through the Assembly. That is probably true of my own community of Cannington. However, it is also 
true that only a small number of people beyond the Parliament have actually read the bill. I imagine that very few 
people know what the terms of the bill mean. In fact, many of the people who have contacted me to say that they 
support the bill did so because they believe the bill provides for euthanasia. That is not a surprise, given that much 
of the commentary around the bill has been set out in terms of individual self-determination. Indeed, the report of 
the Select Committee on End of Life Choices was titled, “My Life, My Choice”. The title suggested that the 
committee recommended that people should be able to choose to die when and how they want, when that is not 
the effect of this bill. 

Over many years, I have listened to many people discuss voluntary assisted dying and euthanasia and speak about 
many things, including what is called rational suicide—that is, the concept that a person should be able to access 
voluntary assisted dying regardless of their health condition. The argument is that if a person is of sound mind, 
without limit, they should be permitted to choose the time and circumstances of their passing. Further, I have been 
lobbied by people to support this bill on the basis that they should have the right to end their life via the use of 
advance health directives in the case of dementia and other conditions that do not of themselves lead to death. That 
is not unusual, as recommendation 23 of the Ministerial Expert Panel on Advance Health Directives final report, 
which was tabled by the Attorney General only this week, recommended that. 

As many members have pointed out in their comments, many constituents have been in touch with us to say that 
this bill does not go far enough. Of course, that means that the passage of this bill is not the end of the debate. There 
will continue to be a debate on end-of-life choices notwithstanding the passage of this bill. It is also true that this 
is not the first time the question of voluntary assisted dying and euthanasia has been considered by the Parliament.  

On each of those occasions, the Parliament decided to reject those bills. The criticism that has often been made to 
me in the lead-up to this vote is misdirected. Parliament has a duty to consider these issues. Parliament had 
considered these issues but had chosen not to take this step. The decision by the Parliament to reject those bills is 
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said by some to be a failure. Effectively, there is an argument that a decision to not support this bill is an invalid 
choice. Indeed, it has been put to me that if a parliamentarian chooses not to vote in favour of this legislation, they 
are acting inappropriately. I have been told that if a parliamentarian does not support this bill, it means that that 
individual parliamentarian instead supports inflicting pain on another person. I have been told that because the 
majority of people support the passage of the legislation, opposition is not valid. I have been told that opposing 
this bill means that a person is supporting suicide. This is despite the fact that the suicide rate in Oregon increased 
after the introduction of assisted dying legislation. Indeed, I have been told that having a religious perspective on 
the bill is also an invalid approach. 

I would like to make the point that roughly an equal number of constituents on both sides of the debate on assisted 
dying have sent me their perspective. I appreciate that this appears not to be true for every member, but there has 
not been an overwhelming demand for me to support the legislation. This may be because I have not sought to 
make an issue about my views. Alternatively, it might also reflect the large number of Islamic, Catholic and 
Assembly of God believers who live in my constituency. I would like to make the point that there are people who 
make their decision on this bill from a religious perspective, and they are entitled to do so. Further, another valid 
view against this legislation is that it is not appropriate for the state to authorise the death of a human being, and 
that is personally the perspective I take. Other people have raised their opposition to the bill on the basis that it 
misdiagnoses the challenges of end-of-life choices. I have had workers from palliative care facilities explain to me 
that they oppose assisted dying because they believe it is unnecessary. Also, there are people who argue that the 
bill should be opposed because effectively it is the “thin end of the wedge”. Of course, people have lobbied me in 
favour of this legislation, telling me that none of these arguments are legitimate. I do not agree with that. It cannot 
be correct to argue that our entire history of society has been wrong. I do not agree with that perspective. The law 
in this state does not permit assisted dying, so I fail to grasp how supporters of this legislation can say that selecting 
the status quo is not a valid selection. 

We should consider some issues when looking at this bill. The number of people accessing the laws in jurisdictions 
that introduce voluntary assisted dying or euthanasia grows over time. As I have highlighted, this bill does not 
satisfy many people’s views on access to assisted dying. There will continue to be a campaign, including by many 
of the people who have been involved in  high-profile lobbying in favour of this bill, to extend access to assisted 
dying to more categories of people. It is important that we all note that the Australian Medical Association does 
not support this legislation. It has been reported that the AMA opposes this legislation, with an article stating — 

The Australian Medical Associations across the country believe that doctors should not be involved in 
interventions that have as their primary intention the ending of a person’s life. 

I turn to a number of specific provisions in the bill. Clause 10 of the bill provides that a health practitioner cannot 
tell a patient that there is a better way to be treated than to access voluntary assisted dying. Clause 10 states — 

A contravention of a provision of this Act by a registered health practitioner is capable of constituting 
professional misconduct or unprofessional conduct for the purposes of the Health Practitioner Regulation 
National Law (Western Australia). 

That means that if a patient comes to a health practitioner asking to access voluntary assisted dying, the practitioner 
cannot say to them, “I understand that you are eligible for voluntary assisted dying but I think there is a better pathway 
to manage your specific illness.” If a practitioner says this to a patient, the health practitioner is potentially guilty 
of professional misconduct. I do not think that is appropriate. This is particularly the case when clause 112 proposes 
that a person is protected from liability for assisting a person in making a request. So, a person is protected from 
liability in supporting or encouraging access to assisted dying, but a medical practitioner is not protected when 
recommending against voluntary assisted dying, even if their medical opinion is that there is a better healthcare 
option for a patient than assisted dying. Clause 19(5)(b) requires a medical practitioner with a conscientious 
objection to provide information on how a patient can access assisted dying. 

The bill will also impact medical schools, which will need to include education on voluntary assisted dying in their 
medical programs. I am unconvinced that this issue is appropriate to be included in the legislation. 

I would like to make it clear that I do not believe that there should be any artificial delay in bringing this bill to 
a final vote. However, I also want to let the minister know that I have some specific questions that I will raise 
in consideration in detail to clarify some of the provisions in the bill and to ensure that those issues are recorded 
in Hansard. 

In conclusion, I make the point that this is a conscience vote. Each of us must make our own decision on how we 
vote. As Edmund Burke said — 

Your representative owes you, not his industry only but his judgment; and he betrays instead of serving 
you if he sacrifices it to your opinion. 

It is my judgement that this bill is not suitable to be supported and I will vote against it. 
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MS J.J. SHAW (Swan Hills) [6.36 pm]: Perhaps somewhat naively and very early on in my political career—in 
fact, as a candidate and very early on in my preselection—I was asked for my opinion on voluntary assisted dying. 
I very quickly and very publicly voiced my support for it. Reflecting now on how I felt then, it is funny how simple 
these issues seemed at that time and how easy it was for me to express an opinion—a view that seemed logical and 
absolutely self-evident. But now I have to make a decision, not just express an opinion, about the lives of people 
whom I have been elected to represent, about the sort of state I want to live in and the types of values that we as 
a polity and a community should uphold and preserve—a decision that will affect people that I care deeply about 
and that affects my own family. 

It is one thing to roll off an opinion about the types of choices that we as an individual would like to make about 
our own life and the sorts of rights we think should be available to others. It is quite another thing to be placed in 
the position in which we have to make a decision—this decision—because the decision that I take as the member 
for Swan Hills, the decision that this Parliament will take on behalf of the people of Western Australia, can help 
or hinder so many others to make decisions about their own lives. This decision is probably the most profound 
I will ever have to take as a legislator. I have no doubt that all my colleagues in this Parliament appreciate the 
gravity of the matters that we are now considering. 

The past couple of days have borne witness to some of the best work I have ever seen any Parliament undertake. As 
a new member of Parliament, I am proud to be part of this institution that has debated these matters in a considered, 
measured and respectful way. We are considering whether and how best to safely and compassionately respect 
and facilitate an individual’s ability to freely decide to die with dignity in circumstances in which people face an 
inevitable and imminent death and are suffering in a way that they consider intolerable. This process has shown 
me that decisions on these matters are not lightly taken. Like my colleagues, I have searched my conscience and 
thought about this day and night. I found myself genuinely challenged to examine my moral and ethical beliefs. 
I have also undertaken extensive consultation with my electorate to ensure that I understand the views of the people 
I am so privileged to represent and on whose behalf I will make decisions through this debate. Death touches us 
all. Death comes to us all and it confronts us all. It is very uncomfortable to talk about, and perhaps as a society 
we are not very good at talking about it. 

During this debate, we have all heard about members’ personal experiences of suffering and grief. Listening to 
stories about suicides in particular has been very harrowing. It is tragic to hear the coroner’s comments that  
10 per cent of suicides are linked to chronic disease and terminal illness, including deaths from plastic bag 
asphyxiation, hanging and gunshot. As the Minister for Health so poignantly stated, these are wrongful deaths. 
I believe that we can and should do better than condemn people to suicide. 

As I consulted with my community on this issue, I also heard many stories of loss; of people who have confronted 
some terrible circumstances and who are currently struggling with these issues. I want to thank the people of 
Swan Hills for being so generous and willing to share their views and experiences with me. I conducted a range 
of different forms of consultation on this topic within my electorate. I ran an online survey, conducted community 
forums, attended many meetings with community groups, received letters and emails, and had many direct 
conversations. Overwhelmingly, the people of Swan Hills have told me that they support voluntary assisted dying. 

Polling across Western Australia has indicated that 88 per cent of people support voluntary assisted dying. In my 
electorate, my own survey—which I was at pains to ensure reflected the views of Swan Hills residents—showed 
that 92.8 per cent of people supported voluntary assisted dying. Of the 2.7 per cent of people who were unsure and 
the 4.5 per cent of people who were opposed, about half of these expressed the view that they did not consider the 
proposal extended choices to a sufficient range of people—they wanted the VAD framework to go further. 

I want to briefly give a voice to some of the experiences and views that my constituents shared with me. According 
to my notes, one constituent said — 

My personal experience is watching a loved one who has put up a fight, in the end have choices taken 
from them. 

Putting a patient on morphine is inhumane—no food no fluids. 

Having a choice that if the disease or prognosis results in death, making the choice while capable should 
be a right. 

Prolonging the process and forcing loved ones to live with the anguish of seeing them in pain, or watching 
them become so emaciated is also inhumane. 

I watched my brother wither away, these are my last memories of him. 

Another constituent said — 

My Father died a painful and undignified death due to throat cancer. 

He was not conscious in his last days and in too much pain to humanly bear prior to this. 
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His last months were unbearable suffering, with absolutely no quality time to appreciate these last days 
with loved ones, so much so that he forbade me from visiting him in Melbourne. 

My stepfather is now facing the same death to secondary lung cancer. It is beyond cruel to both the 
individual who is suffering and the family who love them. 

Death in these cases is inevitable but we have within our means a tangible way to prevent the heartache 
associated with the agonising wait for the unpreventable. 

Finally — 

Having watched my grandmother suffer a terrible debilitating and slow decline in to death, I would not 
wish that upon anyone. Human life is valuable but quality of life is important too. People should be 
allowed to accept and welcome their death with grace and dignity. 

A small number of my constituents were against voluntary assisted dying. They predominantly based their views 
on deeply held religious convictions. According to my notes, one constituent said — 

I believe that all human life is sacred and to take one’s life is a mortal sin in my religion. 

Another said — 

I firmly believe that God is the only one to decide a person’s time of death and that we should not take it 
on ourselves to act on God’s behalf in this or any other issue. 

I respect and acknowledge people’s rights to hold these beliefs and to apply their conscience as they see fit when 
the time comes for them to make decisions about their own lives. I imagine that being a member of the church and 
holding these views would be of great comfort at a very trying time, but I cannot accept that the views and beliefs 
of some should prevent others in my community from accessing a safe and compassionate framework to achieve 
a dignified and gracious death at a time that they decide. I want to acknowledge all of those people who told me 
that they did not think their own religious beliefs should stand in the way of others’ rights to make decisions about 
their own lives. 

There were also those who expressed the view that this legislation does not go far enough. One constituent stated — 

My mother’s … greatest fear is a stroke which leaves her incapable of looking after herself. 

Her advance health directive includes refusal of resuscitation, however should she survive but be incapable 
of being independent, she wants the option to end her life as there would no longer be any quality of life. 

This situation does not appear to fit within these recommendations and yet is a very real situation that 
applies to many people. 

Another constituent said — 

Having seen close family members suffer and decline due to dementia and Alzheimers related diseases, 
I believe there should be the provision for a person of sound mind to make a “living will” by stat dec 
which indicates the level of decline that they regard as untenable and that this can be evoked as 
a compos mentis request in lieu of their ability to yield that assent at the stated time. 

As someone who, in real time, is experiencing these issues in my own family, having difficult conversations about 
the decline of a loved one and facing the prospect of some very challenging decisions ahead, I know how hard it can 
be to share stories of grief, loss and suffering. I know how heavily the weight of decision lies. I want to sincerely 
thank all of those constituents who took the time to tell me their stories and give me their views and opinions. 

My responsibility as the member for Swan Hills is to give the proposal before this Parliament my objective 
consideration, which is based on the briefings that were provided to members by the Department of Health and 
a range of other organisations; the work of the Ministerial Expert Panel on Voluntary Assisted Dying; and the 
findings and recommendations of the Joint Select Committee on End of Life Choices. I would like to thank the 
members for Morley, Baldivis and Mount Lawley in this place, and the South West Region in the other place, for 
their fantastic work on this initiative. In making my decisions on this important issue, I will be informed by these 
comprehensive and extensive bodies of work and the strongly expressed wishes of my community. I am satisfied 
that the government has undertaken a comprehensive and methodological approach to developing this legislation. 
I congratulate and thank the Minister for Health and his staff for undertaking what must have been an extremely 
challenging task. 

I am satisfied that the eligibility criteria is appropriate: a person must be over 18 years of age, an Australian citizen 
or a permanent resident, and ordinarily resident in Western Australia; they must have been diagnosed with 
a disease, illness or medical condition that is advanced and progressive and will cause death within six months, or 
12 months for a neurodegenerative illness; and the person is experiencing suffering that cannot be relieved in 
a manner that the patient considers tolerable. 
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I believe the bill contains robust and rigorous safeguards to ensure that individuals are well informed and understand 
the implications of their decision; that they are appropriately assessed for eligibility; that they make their choices 
completely voluntarily and without coercion; that they have access to medication in a safe and auditable fashion; 
and that they are appropriately enabled or assisted to finally exercise their choice. I look forward to listening to 
other members’ views on the framework during the consideration in detail stage of the bill. 
There are three issues about the bill that I would like to briefly address. The first relates to capacity and the view 
that some constituents have expressed to me about dementia, Alzheimer’s disease and advance health directives. 
Some people have said that this legislation does not go far enough. I believe it is very important that this legislation 
preserves at its very heart an individual’s complete control over the decision-making process at the time that 
decisions are taken. Whilst I understand, and have directly witnessed, the tragic decline of family members through 
dementia, I could not support a framework that places decisions into the hands of others about when someone has 
reached that point at which their AHD enters into effect. To me, that undermines the concept of “voluntary”. 
I believe that capacity and access should be determined in real time. 
The second point I would like to make addresses palliative care. This debate is not about a choice between 
voluntary assisted dying and palliative care. Although it is legitimate to call for increased access to palliative care, 
and I am very pleased to see that significant action is being taken by the government to improve resourcing, the 
two issues should not be conflated nor traded off against one another. The bill stands alone and we should consider 
it as such. For some conditions, palliative care simply cannot provide relief, and the only person who should 
determine whether pain is insufferable is the patient. 
The third point relates to conscience. It is appropriate that if a medical practitioner has a conflict of conscience, 
they should be able to refuse to participate. I note that there are provisions requiring that practitioners must provide 
information to patients when they exercise their conscience. My constituents are concerned to understand how this 
framework applies beyond individual practitioners to institutions, and whether institutions may be able to prevent 
access—particularly public hospitals funded by Western Australian taxpayers that are intended to provide public 
health services to us all. The main public hospital available to my constituents is operated by a religious 
organisation. It does not permit women to access the full range of reproductive health choices available to other 
women at state–owned and operated public hospitals, based on conscience. My constituents will be very interested 
to understand how the provisions of this bill will ensure that they can step through the stages of the voluntary 
assisted dying framework, particularly to attend clinical consultations with medical practitioners at their only local, 
state-funded public hospital. Constituents have also raised concerns about access at aged-care facilities operated 
by religious organisations and their ability to exercise choice when they may wish to die in their home surrounded 
by loved ones. I look forward to exploring these issues through the course of consideration in detail. 
This legislation will give people the ability to die with dignity when their life may be devoid of it. It will provide 
the ability to exercise choice and have control, and will perhaps provide peace at a time when, otherwise, life 
would be filled with fear, uncertainty and pain. It will allow them to be supported, have their freedom to decide 
respected and be surrounded by their loved ones in a place of their choosing as they exit this life. I want to 
congratulate the government for having the courage and the conviction to bring forward this bill on a topic that 
has vexed so many other jurisdictions. The passage of this legislation would bring this Parliament into step with 
community expectations. It would be a significant step for us as a community, and warrants detailed consideration 
and debate, but the Parliament must let this legislation come to a vote. Our community also expects that of us. 
We have a duty to make a decision, and it is my sincere hope that it will enable others to make their decisions. 
I want to assure the people of Swan Hills that I have listened to your views, considered this matter in great depth, 
searched my conscience and reflected deeply on my role as your elected representative. I have thought long and 
hard about the profound responsibility you have given me to make a decision in this place on your behalf that will 
have far-reaching consequences for our community. 
I commend the bill to the house. 
MR P.C. TINLEY (Willagee — Minister for Housing) [6.52 pm]: I rise to make comments in a very careful 
way on the Voluntary Assisted Dying Bill 2019. It was not my intention to address the second reading of this bill. 
The reason for that was that I felt there was just going to be a line, if you like, of people giving successively 
repetitive orations of the same experiences, but in fact, I found it was entirely the opposite. I felt compelled to 
make a statement about how proud I am to be a member of this chamber—how proud to have heard members 
speak from deep knowledge, deep experience and deep conviction. It is not often that we get the opportunity in 
this chamber to hear such heartfelt and deeply held views, and some uncertainty I must add. There is a vein of 
uncertainty across this chamber about what this bill actually means. People in the electorate ask me how I will 
vote on any of these life matters—whether I am pro-choice or pro-life—and that is just not helpful. More often 
than not I say that I do not have an answer because I will answer when I am asked to vote, and I will make 
a decision about the sorts of things that go into my vote on the basis of the evidence. Until we are in that position, 
in that moment when we have to make a decision on behalf of our constituents in the state of Western Australia, 
then, and only then, do we have the responsibility to answer that question sincerely. We cannot have a simplistic 
debate about these topics.  
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The contributions I have heard—I have not heard them all—have filled me with pride, based on the sort of 
contemplation people have had. I acknowledge the member for Dawesville in his leading off, I suppose, after the 
Premier and the Minister for Health. His contribution was highly researched and highly thought through, and it 
reflected his community. I also acknowledge the contribution of the member for Armadale, who gave me some 
pause, I must admit, around some of the issues of the vulnerable and their vote. As is so often the case in any 
legislation, we are trying to contemplate the unintended consequences of a bill. We are also trying to contemplate 
the unintended consequences created over a generation after the implementation of a bill, with the changing nature 
of technology, people’s attitudes and the community. In many ways we are trying to second-guess that by creating 
legislation, as we do every day in this place. I want to mention in this small contribution the pride I have in other 
people’s contributions. I acknowledge the courage my friend the member for Cannington had in standing and 
delivering the sort of conviction he has on these issues. It was not just a simplified yes or no, but an articulated 
view of what his concerns are and why they are so important. Of course, the generalised respect across this chamber 
has been something to behold. Now, the challenge for us is to carry that same sort of respect into the subsequent 
stages of this bill as it passes through our chamber, making sure that when things are brought to a point of choice, 
should there be proposed amendments or otherwise, we can continue that good intention. 

The other reason I wanted to make a contribution was that in some way I feel slightly compelled to be on the record 
as being part of a significant part of Western Australia’s political and public policy history. My constituents have 
an expectation that they know where I stand and what I do or do not do on a particular bill. For the most part, we 
on the government benches do not get to speak on every bill. We are not required to or the bill is not in our area. 
Having listened to other members, this is one of those times I feel compelled to make sure I am recorded in 
Hansard on the decisions that are important to so many people in my electorate. Like many members here, I have 
been approached. I have not actively canvassed too much, but when people or groups have wanted to talk to me, 
I have made myself available. I am very clear about those views from the electorate, so I am quite comfortable 
that I will be representing the majority of the views in general terms. But we are not here to vote on general terms; 
we are here to vote on detailed terms. The sorts of contributions made by members have given us some excellent 
evidence to discuss and debate the exact terms by which this bill will come to book. The vast majority of our 
constituents would not have contemplated the detail of how the vulnerable will be attended to in this legislation 
and the practical implementation of it. It is upon us, particularly in consideration in detail, to tease that out. 

I will conclude on this: in my previous professional life I have been responsible for taking life. I have sent many 
into harm’s way. It is not ever of itself a decision taken lightly. I urge everyone to contemplate the professions and 
the professional people who surround themselves every day with those people who are dying—those people they 
have in their hands to care for. Do not underestimate the level of care, commitment, intention and professional 
approach they will take to each and every human. Life is not taken easily, regardless of who you are, particularly 
if you are a professional, and particularly if your entire professional life has been dedicated to the preservation of 
life. It is not a decision you take lightly. Some of the details around the actions in this bill and the consequences 
of some of its clauses need to be nested inside the professional conduct of an outstanding class of citizens in this 
country, and that is the healthcare workers—all of them. Please put some faith in them to understand the sorts of 
things they are doing every day. 

Like many in this chamber, I have had a personal experience with this. My mother was a devout five-foot-four 
Catholic woman, who commanded eight children with a wooden spoon, a strap and a stern look. She died at our 
home in Kardinya surrounded by her family, weighing something like 30-odd kilos, ravaged by bone cancer and 
all the other attending cancers that come from a life of smoking. I am not sure that she would have chosen voluntary 
assisted dying in her final days, but I sure as hell know that, fierce woman that she was for individual choice, 
democracy and the sort of civil society she raised us all to belong to, she would have wanted that choice. She 
would not have wanted it denied to anyone else. That is why I support the intention of this bill and its smooth 
passage through this chamber. I thank you all for the opportunity. 

Debate adjourned, on motion by Mr D.R. Michael. 
House adjourned at 7.00 pm 

__________ 
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