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DEPARTMENT FOR COMMUNITY DEVELOPMENT - REVIEW FINDINGS 
Motion 

HON ROBYN McSWEENEY (South West) [11.19 am] - without notice:  Pursuant to sessional orders 7 and 8, 
I move -  

That this house expresses its serious concerns relating to events leading up to the tabling of the report 
entitled “Ensuring concerns about children and young people’s safety are heard” and the contents and 
findings contained within the report. 

Events over at least the past five years have led to this report, but the past 17 months have really shown what a 
mickey mouse department this government is running.  The coroner’s report into Wade Scale’s death was the 
beginning of the end of any credibility for the Department for Community Development in the eyes of the 
public.  The opposition has pursued Sheila McHale and her director general relentlessly because of their 
incompetence in those five years.  I thought that the death of Susan Taylor would have been the catalyst for some 
sort of change within the department.  It needs to change the way in which it deals with Aboriginal people.  The 
Gordon inquiry, chaired by Magistrate Sue Gordon, was a very good inquiry.  In 2005 the Auditor General’s 
report on the implementation of the recommendations from that inquiry was released, and it indicated that one of 
the key concerns was that nobody was holistically monitoring the implementation of the action.  The Auditor 
General also warned that important baseline information that would protect children had been lost during the 
delays; only one new DCD initiative had been listed in the previous 12 months and barely half of its total 
initiatives had been listed; critical milestones had not been identified; the money allocated to the Safe Places 
Safe People initiative had not been spent; there was a significant problem with staff turnover, which could affect 
the sustainable delivery of services; and child protection workers were not yet co-located with police officers in 
remote communities. 

The Auditor General’s report was completed exactly one year ago, but I do not believe much has changed.  I 
believe the situation is worse for Aboriginal children.  There have been 700 notifications of sexually transmitted 
diseases, some 86 per cent of which involved Aboriginal children under 14 years of age.  What does that show 
that this government has done for Aboriginal people?  We have had the deplorable fiasco in Halls Creek.  I do 
not think anything has changed in Halls Creek.  The principal of the school in Halls Creek was, by all accounts, 
doing a sterling job with the education of Aboriginal children, but he was moved on.  That was very sad for that 
community.  I want to know what has been done in Halls Creek.  It gets back to Sheila McHale.  She was in 
charge of DCD for five years.  Now she is in charge of the Department of Indigenous Affairs.  Absolutely 
nothing has been done.  It is the same in Kununurra, Derby and Halls Creek; nothing is changing in those places. 

I had hoped that the death of Wade Scale would be the catalyst for change in the Department for Community 
Development.  Wade’s death has been a catalyst, although more problems have arisen in the department since his 
death.  The resignation of Jane Brazier was probably due to the events surrounding the death of Wade Scale and 
the coroner’s report.  In delivering his findings, Coroner Alistair Hope criticised the department for misleading 
concerned family members and giving them false comfort about the supervision being provided. 

This morning I overheard a conversation with a four-year-old boy who has been taken from one set of 
grandparents and placed with his other grandparents.  It was a very emotional conversation.  This little boy cried.  
He wanted his poppy.  He wanted to go home.  He wanted his teddy.  The telephone conversation went on for 
five minutes and all the while this little boy was crying.  I will meet the minister later this afternoon, and I will 
put that file in his hands.  I have been trying to meet with him for three days.  He has been extremely busy, and 
so have I.  This is gut-wrenching stuff.  Another woman sent me a video of a four-year-old boy.  She has been a 
foster mum to this little fellow since he was six days old.  He does not want to go on access visits with strangers.  
Access visits need to be conducted better.  They should take place in a neutral place such as a park, with the 
foster mum and his mum, so that the little boy can run around and get to know the stranger with whom he is 
meant to be reunified.  That is not happening.  It is being done badly.  Children are taken from their foster 
homes, made to spend time in strange places for a couple of hours and then go back to their foster homes.  The 
little boy I refer to screams, dry-retches and vomits in the car because he does not want to go to strangers.  It 
must be done better.  I will be talking to the minister about doing it better. 
Hon Graham Giffard:  When you say “strangers”, are you talking about his biological parents? 
Hon ROBYN McSWEENEY:  I am talking about his biological mum. 
Hon Graham Giffard:  That is an interesting term. 
Hon ROBYN McSWEENEY:  She is a stranger to him.  The foster mother has had this little boy since he was 
six days old.  He has never had contact with his mum.  All of a sudden, he has had to have contact with her.  
Why has he not had contact with her from the start, so that he knew that this person was part of his life?  Surely 
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to God that would have been better than this little boy reaching four years of age and then suddenly being taken 
to see a stranger.  I use that term “stranger” deliberately, because a child does not relate -  

Hon Graham Giffard:  Do you know the reasons that there has not been contact for four years? 

Hon ROBYN McSWEENEY:  I do, but I still think it could have been done better. 

Hon Kate Doust:  What are they? 

Hon ROBYN McSWEENEY:  No, I will not relate them in this place.  Those circumstances could lead to the 
identification of the child. 

Hon Graham Giffard:  Well, don’t come in here and try to use that example. 

Hon ROBYN McSWEENEY:  It could happen with any four to six-year-old child who had never seen his or 
her biological parents.  It is a criticism, but it is a criticism that goes back many years.  This has not just 
happened in this term of government.  It has been happening for years.  Members should not get me wrong.  I am 
saying that a child who has never seen his or her biological parents will think that they are strangers, and a two 
or three-hour access visit with them is very traumatic.  Surely it can be done better.  The child could be put in a 
group of people with the biological parent so that he could run around the park and get to know that parent 
before he was taken from his foster parent and told about his biological parent.  It must be done better. 

There have been huge problems with the Department for Community Development for five years.  In the past 17 
months, there has been a huge set of circumstances.  The coroner said that Wade Scale’s parents, Angela Jakins 
and Kriston Scale, had been involved in drugs for years.  Mr Hope said that there should have been a low 
threshold for the DCD to take action to protect Wade Scale.  That happened under this government.  There was a 
clear need for the department to check closely the quality of parenting.  At the time of the baby’s death, the drug 
use by the parents was not being monitored by the department.  Neither parent could explain the sedative in the 
baby’s blood, but Mr Hope said that either it was given deliberately or the baby had crawled to reach the 
medication.  Medical evidence was given that the baby must have been immersed in water for at least 20 to 30 
minutes, but the mum claimed that he was alone for only a few minutes before she found him.  The concerned 
maternal grandmother wrote letters to government ministers, and even the Premier, and got a reply from her 
local member of Parliament, Mark McGowan, assuring her that the supervision was very secure and intensive.  
However, Mr Hope said in his findings that it appeared that Mr McGowan had been misled about the 
management practices of DCD, which were neither secure, nor intensive.  Mr Hope said that greater powers 
should be given to the department so that it could remove vulnerable children from parents involved in drugs.   

Many children of drug addicts are being left in dangerous situations even now.  That is why the opposition called 
for a royal commission after this baby tragedy.  Jessicarose was another baby who died tragically.  In my 
electorate of Albany last week another little baby, a three-year-old toddler, died after being abused.  I will be 
looking into the circumstances surrounding the death of that little baby.  I called for Jane Brazier, the Director 
General of Department for Community Development, to be removed, and she has been.  I also called rather 
loudly for Sheila McHale to be removed.  I do not see why Sheila McHale should sit as a minister in charge of 
the indigenous affairs portfolio, when all those problems occurred when she was in charge of the community 
development portfolio.  I do not blame Minister David Templeman, who must think that he has been given the 
poisoned chalice.  Sheila McHale must take responsibility for those five years.  Instead of applauding the 
director general and Sheila McHale, the Premier should be moving Sheila McHale aside because she failed in 
her duty of care - and miserably. 

To the credit of Minister Templeman, he called for a review to see if any other children were in danger.  His 
press release reads - 

. . . the review would examine:  
•  how best to achieve a clear and better focus on child protection; 
•  whether the current functions, activities and structure of DCD ensure the delivery of effective 

services consistent with Government policy and priorities; 
•  whether alternative organisational arrangements would be more effective and efficient in 

delivering services; 
•  whether resources are properly allocated to achieve the Government’s objectives for improved 

child protection; 
•  opportunities for, and barriers to, improved coordination, collaborative planning and 

monitoring of service delivery across the State; 
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Every report that I have seen, and I have probably seen seven or eight in the past 17 months, has absolutely 
slammed DCD.  The recommendations in these reports are very basic and should have been implemented in the 
first place.  There is no excuse for not implementing those recommendations.  I have not counted them, but the 
reports must contain at least 100 or 130 recommendations.  In this state, 70 000 are children in some form of 
child care.  The Auditor General looked into childcare centres 12 months ago and found that, since 2004, staff 
had not been checked in 79 per cent of new centres, which is a very high percentage.  DCD was not doing its job, 
and it is still not doing its job even though the government has put in $3 million or $4 million for a licensing 
policing unit and put on more staff.  I do not believe that the regulations are tight enough.  Regulations were 
introduced in this place in July or August of this year.  I threatened to disallow the family day care regulations, 
because there was no consultation.  The minister took that on board. 

Hon Kate Doust:  Do you mean long day care regulations? 

Hon ROBYN McSWEENEY:  No, I mean family day care regulations, which are certainly different from long 
day care regulations.  I did not take part in any disallowance of long day care regulations.  Hon Barbara Scott did 
that as a private member.  However, I did threaten to move to disallow the family day care regulations.  To his 
credit, the minister took that on board and fixed the problems that I had with the regulations. 
Seven children were found to be bound in the Tommie Turtle child care centre.  That was not the minister’s 
fault, and I am not saying that it is, but the department certainly has a role to play.  These events are a very bad 
reflection on the department.  I want every day care centre to be checked every three to six months.  I also want 
fully audited, random checks, which would mean proper checks.  I want them because when I was listening to 
the radio the other day, a woman from one of the day care centres phoned the radio station and said that when the 
DCD made random checks, its staff just came into the centre and looked around.  She said that they did not even 
look to see if the licence was displayed for people to see as they walked through the front door.  She knew for 
sure that the licence was not on display in that day care centre.  That is probably not such a big deal.  However, 
she said that the DCD staff just came in, had a look and then went.  That is why I am asking that full audits be 
carried out every three to six months.  It is not good enough that checks are being made after two years when 
licences are renewed; checks need to be made well before then. 
The Auditor General found 1 800 breaches.  I do not know about what has happened in the past 12 months, but I 
will certainly ask what sorts of breaches have taken place.  Some of the breaches were pretty drastic.  The 
Auditor General’s report states that the average time taken to investigate a complaint of child maltreatment was 
111 days; that few of the investigations were complicated or required multiple visits; and that DCD had not 
adopted priority ratings for types of complaints or benchmark time frames for action and completion to prioritise 
its work.  It was probably being done on paper but I do not believe it was being done to my or the public’s 
satisfaction.  When 70 000 children are in some form of day care, we need to be tough on the regulations and the 
checking of centres.  The Auditor General’s report states that 19 per cent of the complaints sampled had been 
with DCD for more than 90 days and were yet to be actioned or that the investigation had appeared to stall; that 
47 per cent of the sample required improvements to either evidence obtained or documentation; and that DCD 
action was really poor when it came to child maltreatment allegations.  I do not think that the situation has got 
much better.  I have spoken to a couple of parents who were involved in the case of the Collie day care centre, 
where children were found to have been abused with toys by other children.  I would have investigated the 
children who were perpetrating that sort of indignity on other children.  They had obviously seen videos or 
somebody do it, because, unless a three, four or five-year-old child has been shown, a child does not have the 
ability to know that objects can be inserted into a body.  A mother took her child to Princess Margaret Hospital 
for Children, where it was substantiated that abuse had taken place.  All DCD offered her was five or six 
counselling sessions for her child, not even with a clinical psychologist but with a social worker.  I told that 
mother to tell DCD that she wanted the child to be counselled properly by a clinical psychologist.  I think the 
department owes her at least that.  A few fishy issues still surround that case at the Collie day care centre.  Some 
day care centres are not being run particularly well.  Those are two incidents that we know about, and there will 
be others that need checking.  Checking the centres and their staff every three to six months would greatly 
improve the situation. 
Then there was a select committee of inquiry into assessment of foster care because 42 children had been found 
to be abused in a 17-month period.  This 17-month period keeps appearing!  The day before the select committee 
was established, the government appointed Gwenn Murray to look into the cases of those 42 children.  Gwenn 
Murray found that in fact 59 children had been abused.  The department was not aware of those extra children or 
that they had been abused.  I still have not got to the bottom of the matter either.  Her report contained 
recommendations, one of which was that the department should - 

. . . conduct an audit of carers on the register to determine if they have a history of child maltreatment 
allegations recorded against them, - 

Good God!  Why did they not do it before?  To continue -  
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the circumstances of the substantiations and consider future safety of children placed with them.   
I would have thought that considering the future safety of children placed with them was vital.  It is just 
amazing.  The recommendations are so basic it frightens me.  What has been going on in that department?  There 
are 14 or 15 people in the head office on salaries of more than $100 000, and consultants are being employed to 
do these reports.  I would have thought that those 14 or 15 people at the head office would be well qualified to 
do any report but, no, the department had to fly someone in from Queensland to look at the problem.  At the 
same time, I was chairing a select committee into the same matter. 

The report found that 36 per cent of children who were in relative care were abused.  Not only were they abused, 
but also they were re-abused.  In relation to reunification, Gwenn Murray recommended that - 

. . . when children in care remain at home or are returned home on visitation or during a reunification 
plan - 

The department does not have a reunification plan; one is being worked on now.  To continue -  

a clear safety plan that details case work provision, the collaboration with the community agencies, 
family support and mechanisms for monitoring safety must be developed and put in place. 

Why had they not been developed before?  The government has nowhere to go with regard to monitoring safety. 

The Cant and Downie report in December 2004 was probably the first of what I call the major reports into the 
functioning of the department in regard to foster care children.  I think I am right in saying that.  There is 
reference in 2005 to the Cant and Downie report “currently being implemented”, but their recommendations are 
still being implemented.  The report says the department should also provide training to case managers about the 
issues and needs for relative carers and the children for whom they are caring.  It says specific aspects of this 
training should include the choice of relatives in caring for children; that is, choosing the right relative to care for 
the child.  That is where the little four-year-old that I referred to is at the moment.  He is being yin-yanged over 
the question of which relative is the right one to care for him.  I am not saying that is an easy choice to make; I 
am saying it really needs to be looked at when there are circumstances that perhaps the caseworker who has the 
case now is not aware of.  That is part of the problem: no single caseworker has control of a case for very long 
because the department is chopping and changing staff.  There is a high turnover rate.  I will not go into that 
again.  I have made many a speech in this place about high staff turnovers.   
The report recommended that the department employ specialist workers and placement officers to support carers 
in a ratio of one to 50.  There are many recommendations about support and mentoring.  I wonder whether these 
reports are dust collectors or whether they are being looked at.  I know that the select committee I chaired made 
23 or 25 recommendations about assessments. 
The Child Death Review Committee report found that 214 children who had had some form of contact with the 
department had died.  When I read that report and its reference to ensuring that concerns about children and 
young people’s safety are heard, I shudder.  The indicators in the child death review are the same as those 
relating to the 31 children who were found to have maltreatment allegations against their carers.  That is 
frightening.  The report says that the children who died shared these common factors: family violence or parents 
with histories of violent behaviour; parenting capacity and issues concerning the care and safety of the children 
in the family; significant financial assistance provided over the length of the department’s involvement; parental 
substance or drug abuse or histories of misuse; histories of transience and/or homelessness; and parental mental 
health issues.   
In that report mention was made in one of the recommendations that the department should be child focused.  
That is mentioned in most of the reports I have read.  It started with the report on child deaths and it was referred 
to in the Gwenn Murray report.  The report of the select committee that I chaired mentioned that the department 
had to be more child focused. 
The issue of premature case closures was also noted by the committee.  That is something to Minister 
Templeman’s credit.  He has picked up that cases are being closed and has given an undertaking to keep those 
files open.  I believe that will be of benefit to the affected children, because whenever they are placed with drug-
addicted parents or parents with histories of violence, their cases should remain open.  I am certainly not going to 
run down the minister for doing that; I applaud him.  However, once again, case closures and the department not 
being child focused have been mentioned in the reports I have been reading for the five or six years I have been 
in here.  In most of these cases drug use is present and in 90 per cent of the cases the department had contact 
with the deceased child’s parents.  Hopefully we will see a bit of a change as a result of those files being kept 
open.   
There is report after report.  The Ombudsman’s report said there were unacceptable practices in the hostels that 
breached human rights.  Such practices included the use of punitive measures by staff, such as the denial of 
water and meals, the improper use of restraints, improperly locking young persons out of the hostel, the use of 
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improper methods to wake them up, and threatening behaviour towards young persons.  It is said that it was the 
continuation of a culture from previous years, and that the people from that culture were given responsibility for 
looking after children in hostels.  Some 15 per cent of the children in that situation were as young as 10 years of 
age.  I will ask the minister whether children under the age of 10 are still in residential care or whether they have 
been placed with foster carers.  The Ombudsman made the department apologise to the young man who brought 
this complaint forward.  Not long after the report came out a man visited me and told me that his daughter was a 
resident at the Kath French Centre, and that she had been sat on by two very big workers and that her arm had 
been twisted behind her back; she had also been confined and restrained.  These things cannot be proven, but I 
have listened and I speak about them in Parliament.  I asked whether anyone had been dismissed from the Kath 
French Centre during a certain period, and the answer I received was no.  This is of concern, because the girl in 
question had claimed that there was a male hostel worker at the centre who would always come into the shower 
area while the girls were showering, and stand there looking at them.  She claimed that the man would enter the 
girls’ rooms while they were getting dressed.  Four other girls told the same story.  I leave that in the 
parliamentary secretary’s hands.  I believe I have put these matters out into the public arena before. 

There are many, many reports on these matters, and I now examine a case review published by the Department 
for Community Development entitled “Ensuring concerns about children and young people’s safety are heard”.  
I believe that Sheila McHale is responsible for all of the bad failings of this department.  This would not have 
been the case if the director general of the Department for Community Development had been determined to 
make a cultural change within that sisterhood, and if the minister had been prepared to do the hard yards.  I hope 
that Minister Templeman will do the hard yards by making sure that those files are kept open.  That is a good 
start.  I return to the review in question, and I link it to the “Annual Report of the Child Death Review 
Committee”.  I will quote some statistics concerning characteristics of the families in question.  Twenty-six 
families had raised one concern each with the minister; 10 had raised between two and six concerns; and one 
family had raised 16 concerns.  I do not think that this happened on the present minister’s watch.  If the minister 
had received 16 complaints from one family, I think he might have acted.  I hope he would have done so.  These 
statistics indicate what occurred under Sheila McHale’s watch.  Thirteen families were involved with the Family 
Court.  Of the mothers, 26 had alcohol or drug abuse issues, 21 had mental health issues, 27 had violence-related 
issues, and 21 had both drug and violence issues.  Of the fathers or partners of these mothers, 24 had alcohol or 
drug abuse issues, four had mental health issues, 17 had violence issues, and 15 had alcohol or drug abuse and 
violence issues.  Fourteen children had a mother, father or parental partner with alcohol or drug abuse issues.  
Thirty-one children had a history of one or more substantiated child maltreatment allegations.  If only one child 
maltreatment allegation were made, one would be careful about the placement of the child after that allegation.  I 
think they are called “child concern reports” now.  Thirty-one children were left in that situation.  I ask: were 
those children left in that situation, what supports were put in place and were they taken out again?  Eight of 
these children could have been placed in the chief executive officer’s care.  I do not think they were, but they 
could have been.  How many of these children’s files were closed?  That is what I want to know.  I believe that 
the children’s files must have been closed for the minister to come out and say what he has done.  He must 
know.  He is trying to head off any problems, and that is a good thing; it is not a bad thing.  However, 27 
children were referred to the department for some additional services or ongoing response.  The chain of 
command in the department must not be working.  The right hand apparently does not talk to the left hand; this 
was proven when the minister revealed that he did not know that he had the power to shut down the Tommie 
Turtle childcare centre.  Why did he have to go to the Attorney General, for goodness’ sake?  The centre is on 
Western Australian soil.  His office issued its licence.  The legislation went through in 2006.  He should have 
been on top of that: he was the minister at the time, and he did not know that he could close that childcare centre.  
To his credit, he went against the claims made by the department on radio, and he shut the centre down.  That is 
all to the minister’s credit.  It shows that perhaps this minister has the necessary backbone.  I will be the first to 
state that I hope he has. 

Things have gone wrong during his time as minister, but I sheet the blame for those problems home to the 
department - that is where the problem lies.  I do not think the broom has gone far enough yet.  I would like to 
see the broom go a little further.  The Premier should not be applauding his former minister and the former 
director general.  All these reports and failures equate to children being left in situations that they should have 
never faced in the first place.  Many of the children in these situations were under five years of age, as was the 
circumstance of the cases revealed by the Child Death Review Committee.  I was interested to see the front page 
story in The West Australian this morning concerning sudden infant death syndrome.  Many members have heard 
me say that the Department for Community Development attributes many child deaths to SIDS.  I have a 
document that states that a child has died from SIDS, but that is not the case - the child has been murdered. 

Hon Kate Doust:  How do you know? 
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Hon ROBYN McSWEENEY:  One of those children was Jessicarose Garvey.  The paper has got “the coroner”, 
and they have put down SIDS.  I can provide that piece of paper to the parliamentary secretary later, if she asks 
me. 
Hon Kate Doust:  So you’re better qualified than the coroner to make that call? 

Hon ROBYN McSWEENEY:  No, I am wondering why the Department for Community Development 
attributes these deaths to SIDS.  The coroner certainly did not.  DCD sent me the document - no, DCD did not 
send it; it fell off the back of a truck - and it includes the baby’s name, the date of birth, and the date of death.  In 
another column headed “Coroner’s findings” -  

Hon Kate Doust:  Are you saying that someone is leaking documents to you from the Department for 
Community Development? 

Hon ROBYN McSWEENEY:  The Department for Community Development has leaked like a sieve since day 
one; it is the same as the Department of Education and Training.  It is raining like manna at the moment; it is 
raining documents.  I want to know why a very high number of these baby deaths are attributed to SIDS. 

Hon Kate Doust:  Are you going to let me have a say today, or are you just going to talk this out? 

Hon ROBYN McSWEENEY:  I have not finished my speech yet.  I do not sit here and watch the clock.  If I 
have something to say, I - 

Hon Kate Doust:  I’d like to say something, too, but I don’t think I’m going to get the opportunity today. 

Hon ROBYN McSWEENEY:  Keep saying it.   

Recommendation 5 in the Department for Community Development’s review states - 

The Department develops a checklist or guide of questions that ensure senior officers adopt a child 
focused approach when approving or endorsing case related Ministerials. 

I hope that his department will take a child-focused approach; it needs to.  I am very proud of the opposition’s 
efforts.  I believe there should be a royal commission - 

Hon Kate Doust:  Perhaps you should talk to your colleagues about the inconsistency of their attitudes towards 
doing the best for children in this state.  Perhaps you should talk to Hon Peter Collier and Hon Ken Baston.  The 
inconsistency in the attitude towards children -  

The PRESIDENT:  Order, members!  Hon Robyn McSweeney is addressing the chair; therefore, cross 
interjections are inappropriate.   

Hon ROBYN McSWEENEY:  I hope Hansard documented what Hon Kate Doust said because I do not 
understand what she meant by the inconsistency between my colleagues.  All my colleagues support a child-
focused approach and if there is a member who does not, I have not heard about it.   

I hope that there has been a change for the better.  I will certainly be watching very closely to see whether the 
new director general, who I believe will do a good job, takes notice of this motion and ensures that the 
department is child focused.   

HON KATE DOUST (South Metropolitan - Parliamentary Secretary) [11.59 am]:  I realise I do not have a 
reasonable opportunity to reply to the many issues raised by Hon Robyn McSweeney when she addressed the 
motion she moved.  This government takes child protection very seriously and in the past five years it has made 
some fairly strong progress by way of legislative change and financial commitment to this area that did not occur 
previously under the former coalition government.  I would like the opportunity to respond in detail at some 
point to each of the matters the member raised because we are able to provide her with some comfort because of 
what the government is doing to deal with these issues.   

This government has taken action on the report referred to by Hon Robyn McSweeney.  The coroner made a 
recommendation resulting from the inquiry into the death of Wade Scale, which members acknowledge was a 
tragic and unnecessary death.  As a consequence of the recommendation the minister did appoint an inquiry and 
15 recommendations came out of the inquiry.  The minister has asked his department to take action on those 
recommendations and, in due course, we will see how they have been acted upon.  The government is not 
ignoring these issues.  It has been very proactive in the area of child protection.  Members opposite may have 
difficulty with that because, in the past, Liberal governments did not take the same degree of action.  I have been 
through those examples on previous occasions.  In the short time I have allocated to me today, I will not go 
through those examples chapter and verse.   

Debate adjourned, pursuant to sessional orders. 
 


