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Joint Select Committee on End of Life Choices — First Report — 
“My Life, My Choice: The Report of the Joint Select Committee on End of Life Choices” — Motion 

Resumed from 29 August on the following motion moved by Hon Colin Holt — 
That the report be noted. 

Hon NICK GOIRAN: Unless another member wants to speak on this report, I want to make some brief remarks 
today about one aspect of the report. Members will recall that the report was tabled in both houses on 23 August. 
Members may have had time to make progress in their reading of the report and the minority report. This afternoon, 
I thought I would spend a few moments discussing the issue of palliative care. I thought I would take this 
opportunity this afternoon because, although it has been expressed in the past in this house that perhaps the debate 
on this report can await the tabling of the government’s response, which ought to be done within three months of 
the tabling of the report, I still think there is no good reason we cannot have a discussion about certain aspects of 
the report or indeed the whole thing. In particular, I would like to inform members of some recent updates that 
I have observed on the issue of palliative care. Those members who have had an opportunity to look at the report 
and the minority report will know that there are a number of — 
Hon Sue Ellery: I encourage people to do what you are doing, which is to take the opportunity to read the report 
and use this time, if they are so moved, to make a contribution about this, because whatever is going to happen in 
the government’s response, this is a time without the pressure of us considering a potential bill or whatever and 
I think this is an opportunity for people to talk about what is in the report. 
Hon NICK GOIRAN: Great. 
What I was saying was that those members who have had the opportunity to look at the report and the minority 
report will know a number of findings have been made. I made this point last time: there is a difference between 
committees operating under the standing orders of the Legislative Assembly and committees operating under the 
standing orders of the Legislative Council. An ordinary standing committee or select committee of the 
Legislative Council does not have this problem. This issue arises only if there is a joint standing committee and 
the houses then have to agree which standing orders will apply. It is a matter of historical record that this particular 
joint standing committee happened to operate under the auspices of the Legislative Assembly’s standing orders. 
That is relevant to the findings and recommendations because there is no capacity, under the way that committees 
operate under the Legislative Assembly, for there to be a minority recommendation or a dissent expressed in the 
committee report. If a member wants to dissent from a finding or recommendation in a report drafted and 
deliberated upon under the auspices of the Legislative Assembly’s structure, they have to supply a minority report. 
That is one option. A second option is to remain silent. But there is no capacity, for example, for a committee to 
say “finding 1” and then underneath perhaps have a “minority finding 1” or an alternative finding or 
recommendation. There is no capacity for that to happen under the auspices of committees operating under the 
structures of the other place. That is simply a matter of fact. It is not necessarily a complaint at this point from me; 
it is just an observation on the differences between how the two houses operate and how that can then impact upon 
a member’s capacity to do things on a joint standing committee. 
As members will be aware, I have tabled a very substantial minority report but, unfortunately, for the time being, 
with the minutes of that joint select committee not being publicly available, I feel restricted in my capacity to say 
to members where I may have dissented on some aspects of the committee’s findings and recommendations. All 
of the findings and recommendations are listed there by the committee. There are 52 findings and 
24 recommendations in the majority report. In the minority report, there are 127 findings and 20 recommendations. 
It goes without saying, obviously, that I agree with all the findings and recommendations in the minority report. 
That is self-evident. What members will not know is to what extent I agree with one or more of the 52 findings 
and 24 recommendations of the majority report. Members will know that if the minutes are revealed and provided 
in a transparent fashion; not in some kind of strange precedent or anything like that, but in actual fact as per the 
custom and practice of committees of the Legislative Assembly. It is the ordinary custom and practice of 
committees of the Legislative Assembly to table their reports and make them public. For members who were away 
on urgent parliamentary business on the last occasion this matter was last before us in committee—on Wednesday, 
29 August—I set out a range of committees and all the dates and the tabled paper numbers of when those minutes 
had been tabled for those committees. In any event, that matter is on the notice paper for consideration by this house, 
with the possibility of sending a message to the other place to ask it whether the committee’s minutes can be made 
publicly available, as is the ordinary custom and practice of committees that operate from the other place. That is 
something we will debate in due course. I look forward to that debate on another occasion, but I hope that that also 
gives members a sense of why it might be useful for somebody like me to have those minutes made publicly 
available so I can speak more freely on aspects of the findings and recommendations in the committee report. 
With those few introductory remarks, I want to say that I have made various findings on palliative care in the 
minority report. I want to touch on four of them this afternoon. I realise that we are time-limited and this is the 



Extract from Hansard 
[COUNCIL — Wednesday, 12 September 2018] 

 p5637b-5643a 
Hon Nick Goiran; Hon Robin Chapple; Hon Martin Pritchard; Chair 

 [2] 

type of topic that I could spend hours, if not days and months, talking about. At this early stage I just want to talk 
about findings 1 to 4. These are the findings in the minority report. Finding 1 states — 

Specialist palliative care is a relatively new discipline within the medical profession. 
Members, here is yet again another example of where I think the processes under which the joint standing 
committee was required to operate from the other place falls down a little. It is less than desirable. I say that for 
this reason: do the other seven members of the committee get an opportunity at any stage to indicate to the house 
whether they agree with finding 1 of the minority report? Finding 1 is — 

Specialist palliative care is a relatively new discipline within the medical profession. 
Without wanting to put words into any of the other seven members’ mouths, if I were to have a guess, I would 
dare say that most probably the other seven members would agree with that finding. But, unfortunately, because 
of the processes under which this committee was operating, there is no opportunity for that to happen. It is not 
a case of the committee making a finding and then a member coming along and saying, “I’m going to have this 
minority finding”, and some other members can effectively sign up to it. It is not like that. It is not like a petition 
process or anything like that. 
The CHAIR: The question is that the report be noted. 
Hon NICK GOIRAN: The process under which committees operate in the other place is simply that the chair’s 
draft is provided to the members—the chair’s draft. The members then get an opportunity to deliberate on the 
chair’s draft—not the secretariat’s draft; the chair’s draft. At the end of that process, a report is agreed to. That 
process is finished. The report is done and dusted; it is effectively on its way to the printer, if you like. Members 
then get an opportunity to say, “Alert; yellow alert. I would like to prepare a minority report.” The process under 
the auspices of the other place is that a member then presents the report to the committee. That is not for 
deliberation, not for discussion, not for people to say, “Actually, member, you make a good point at finding 1 in 
your minority report, specialist palliative care is a relatively new discipline within the medical profession. We also 
agree with that.” There is no opportunity. I think that that is a less than desirable process. I would like to think that, 
if nothing else, as a result of this one-year inquiry we will have learnt something about the processes under which 
these joint select committees operate.  
I said on 29 August that I encourage members in future, when we get a message from the other place asking to 
agree on the formation of a joint select committee, to give strong consideration to and be very, very circumspect 
about the standing orders they agree to. They should not necessarily go along with what I understand to be the 
general custom and practice between the houses of whichever standing orders applied last time—it is on 
a rotational basis, so this time it will be the other place. Do not go along with that. Choose the standing orders that 
will do the best justice to the work required of the committee. Maybe the Standing Committee on Procedure and 
Privileges could look at whether there could possibly be a breakthrough on this between the two houses, so that in 
future when a joint select committee is established the best of both houses, in terms of their standing orders, come 
together, and its members can operate on that basis. Having experienced committees under both sets of standing 
orders, there are definitely deficiencies on matters like this. 
I will today spend some time talking about palliative care. I have already touched on finding 1. Finding 2 of the 
minority report is — 

Palliative care is poorly understood within the Western Australian community. 
Interestingly, since last we considered this matter on 29 August I had the opportunity to do something a little 
unusual. 720 ABC Radio Perth decided to devote the best part of an hour of its program to the issue of palliative 
care. I was honoured to be invited to participate and be on its panel. Listening to some of the talkback callers 
coming through really underscored finding 2, which reads — 

Palliative care is poorly understood within the Western Australian community. 
One caller said, “Yes, at the end of life I want to be able to choose. I want to have palliative care. You know what 
I mean—euthanasia.” In the same sentence from this caller there was a conflation of the terms “palliative care” 
and “euthanasia”. I do not say that with any sense of denigration to the caller; it is just a simple statement of the 
fact of that particular caller’s knowledge and understanding of the terminology. I think in many places it is 
a common misconception that somehow these two things are one and the same or under the same umbrella, but 
nothing could be further from the truth. It is unfortunate that palliative care as an approach is not well understood 
within the community. 

That is further underscored by the fact that it is not necessarily well understood even within the medical profession. 
Of course, there are people in the medical profession who are experts in this field, and we thank them for the work 
they do for Western Australians who are at the end of their lives. But if I can use by way of analogy my previous 
profession as a lawyer, it is ridiculous for people to expect that a lawyer in Western Australia is going to be expert 
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on all areas of law. In actual fact, most lawyers in Western Australia end up specialising in some fashion and 
developing expertise in certain areas of law. So although there are some general principles that we would expect 
any lawyer at a basic level to understand and be able engage in, there are certain specialities that it is ridiculous to 
expect all lawyers to be able to engage in. For example, in an intellectual property law matter it would be pointless 
going to see any old lawyer because that is a specialised area of law, and so we need to see someone with expertise 
in that field. Unfortunately, I think sometimes in the community—maybe also for us as lawmakers—people just 
assume that all medical and health practitioners have a great understanding of palliative care, and it is clear that 
that is not the case. That is why I believe that finding 2 of the minority report—palliative care is poorly understood 
within the Western Australian community—is very important. 

The third finding of the minority report reads — 

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. 

That finding has a lot of, if you like, elements, but they are all important for a proper contextual understanding of 
palliative care. I will not today have the time to unpack those elements; that will be something for another day. 

But today I want to get to finding 4, which is found on page 13 of the minority report. It says — 

Medical treatment, including palliative care is an end of life choice currently available in 
Western Australia, however: 

a) Patients with non‐malignant diseases are under‐represented in palliative care in WA; and 

b) access to good quality palliative care across the State is, in any event, currently highly variable. 

I absolutely stand by that finding. It is very important that members are aware that, regrettably, patients with 
non-malignant diseases are under-represented in palliative care. Those suffering from cancer are, if you like, well 
represented in the data and statistics in palliative care, but those with non-malignant diseases are under-represented. 
That is most regrettable and not desirable for us as a community, and it needs to be addressed. I am indebted to 
my good friend Professor Samar Aoun, who is a professor of palliative care at the School of Psychology and 
Public Health at La Trobe University, who kindly in recent times has drawn to my attention a transcription error 
on my part in this part of the minority report. The professor undertook two studies—one in 2006 and one in 2017—
and I have transposed those years in the minority report. At that point in the minority report I refer to the 
2006 report, but of course, as is self-evident from the footnote, it was the 2017 report. It is at paragraph 1.17 of the 
minority report. That paragraph should read — 

In a 2017 study, more people with cancer (64 per cent) had received palliative care in comparison with 
other illnesses such as heart disease, dementia and organ failure (4–10 per cent). These non‐malignant 
diseases are still under‐represented in palliative care ten years on from a previous study. 

HON ROBIN CHAPPLE: It is really interesting to hear Hon Nick Goiran talk about palliative care. I refer to the 
first statement in the majority report — 

Palliative care is a relatively new field of health care practice … 

There is nothing unique about the minority report in that regard. We know that the origins of palliative care can 
be traced back to the late 1960s, when Dame Cicely Saunders established the first modern hospice in the UK. 
Canadian physician Balfour Mount later co-coined the term “palliative care”. I think there is a high degree of a lack 
of understanding of palliative care in the broader community. To a large degree, we, as committee members, 
became much more aware of what palliative care is. It is basically care in the last four weeks of life. We were 
exposed to some really harrowing examples in which people were checking themselves out of hospices to go into 
palliative care. Palliative carers were telling them that they were not going to die within the next four weeks and 
sending them back to the hospice—and vice versa. There is a case that I can refer to shortly. 

Palliative care is certainly a really important approach to the end of life and trying to give quality of life to patients 
at that time. We visited a marvellous palliative care facility in Albany that catered in so many unique ways to those 
people in those last four weeks of their journey. All the wards had double doors that had no sill to them, so the bed 
could be wheeled to a little open verandah surrounded by trees. Those people were given a really good experience. 
There was also a solitude room where people could listen to music or watch a giant TV screen and it was a peaceful 
environment. The medication provided by palliative care specialists and practitioners is very carefully crafted to 
assist people. 

The majority of people would think of palliative care as maybe just increasing the dose of morphine and sedating 
people that way. We heard of many examples of people who were completely sedated, virtually unconscious, who 
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were still grimacing and clutching their hands in pain. Evidence was provided to us that although palliative care is 
a really, really good part of the end-of-life process, even palliation in those final moments could not resolve some 
of the suffering. Having said that, chapter 3 of the report is on palliative care. I urge people to read chapter 3, 
because it goes through the changing nature of illness and death, and how we need to try to assist people. We found 
out that there are not enough palliative care specialists, and that was definitely so in the regions. We also found 
that palliative care practitioners—not specialists; these are the people on the front line in the community—were 
doing a stunningly good job. The unfortunate thing was that we heard from some of those frontline service people 
that, notwithstanding the service they were providing, which was good, they would get to a farmhouse and find 
that their patient had taken matters into their own hands. From some of the information we got back from a range 
of sources, we found evidence that a high number of people were taking matters into their own hands. I do not 
think we got the full extent of what was going on, but in the report there is evidence showing that each year a large 
number of people deemed to be terminally ill were taking matters into their own hands. 
We visited a number of areas that provide palliative care—I think I have talked about this before—and we went 
out with Silver Chain to visit a gentleman who was an ex-truck driver from the Pilbara. Despite the best services 
provided by Silver Chain, which were well received by the patient—there was no complaint about service 
provision; it was very good and very welcome, and interaction between the Silver Chain nurse and the patient was 
good—the patient still asked, “Why are we bothering? I know the prognosis, the Silver Chain nurse knows the 
prognosis, you are doing the best by me, but I think there would be a better way of me ending my life.” We came 
across a number of cases like that. In fact, I just had a thumb operation in a hospital that we visited that has 
a palliative care ward. That hospital does not support voluntary assisted dying, but the doctor who operated on my 
thumb and the nurse tending to me both said well done to the committee and that this topic is something we need 
to address in the future. 
We dealt with a number of things. There was a lot focus on final end-of-life choices and voluntary assisted dying, 
but we made a significant number of recommendations about palliative care. It is an incredibly good service and 
should be pursued and expanded. We looked at the whole issue of making recommendations to the government to 
provide increased funding and services to the regions. One of the issues that cropped up was that palliative care 
for any remote Aboriginal community is virtually non-existent. There are nurses and medical practitioners out 
there who have some palliative expertise and are using their best endeavours, with advice from palliative care 
specialists here in Perth, but it is a very different kettle of fish in the regions. 
This report is a tome; it is a big report, but I urge members to read the report and, indeed, the minority report, 
because there are elements of the minority report that are not that different from what we were saying about 
palliative care. 
We also looked at advance healthcare directives. There is a mess if ever there was one. There is no central register, 
the current forms to be filled in are not particularly valuable to the community and we found that a number of 
institutions and organisations were making their own advance healthcare directives that were far more 
understandable to the public and had a much simpler application. The problem we encountered was that a number 
of people who had an advance healthcare directive got to hospital after having had a heart attack or whatever and 
although the directive said not to resuscitate, it was not available, so they were resuscitated. They then immediately 
turned around to the doctor and asked them why they had done that. We need a much better system when it comes 
to advance healthcare directives. We need to have a system with a central register. 
Hon MARTIN PRITCHARD: I am not ready to make a substantive contribution to this debate. I am slowly 
working my way through the report and I can see this is going to be a long debate. I just raise the question at this 
point that after a year of the committee looking into this issue, there still seems to be—I would not say confusion—
disagreement about what palliative care is. As I understand palliative care, it is the holistic treatment or care of the 
patient and the family when there is no prospect of a cure. I note that the previous speaker talked about a four-week 
period. To my thinking, it is not restricted to a four-week period. In my experiences last year with my parents, a lot 
of the doctors and nurses I spoke to had in their mind that it was the step that is taken when imminent death will 
occur. Like previous speakers, I urge members to read both the report and the minority report and, hopefully, get 
their thoughts in order for the more substantive debate that is to come. 
Hon NICK GOIRAN: I was saying earlier that I am indebted to my good friend Professor Samar Aoun, who is 
the professor of palliative care at the School of Psychology and Public Health at La Trobe University. I take this 
opportunity to put on the record that in fact the professor was instrumental, but perhaps did not realise it at the 
time, in the formation of the Parliamentary Friends of Palliative Care. By way of explanation, on 29 March 2012, 
some six and a half years ago, I hosted a briefing for members of Parliament and our special guest was 
Professor Harvey Chochinov. Professor Harvey Chochinov is an internationally recognised leader in palliative 
care research. He is a professor of psychiatry, community health sciences and family medicine in the division of 
palliative care at the University of Manitoba and director of the Manitoba Palliative Care Research Unit of 
CancerCare Manitoba. He holds the only Canada research chair in palliative care, is a recipient of the 
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Queen Elizabeth II Golden Jubilee Medal and has received the Order of Manitoba for his work in palliative care. 
He is also known as the founder of the relatively new intervention—certainly at the time—known as dignity 
therapy. Members will note that, unfortunately, dignity therapy does not rate a mention in the committee’s report. 
The committee obviously had 12 months to look into this issue, but dignity therapy does not rate a mention. As 
I say, on 29 March 2012, I was honoured to put together a briefing for members of Parliament. The reason we had 
access to Professor Chochinov, who is the instigator of this new intervention known as dignity therapy, which is 
an area that I encourage members to become familiar with, is that Dr Samar Aoun had him in Perth at the time for 
other purposes and research with Curtin University, if my memory serves me correctly. We were able to have him 
attend and brief members of Parliament. 

As I have a few minutes, I will explain briefly some aspects of this new intervention known as dignity therapy. It 
is facilitated by a series of questions. The themes informing these questions are derived from dignity-conserving 
perspectives. Dignity-conserving perspectives contain the subthemes of continuity of self; role preservation; 
maintenance of pride; hopefulness, which is understood to denote a sense of meaning or purpose; and autonomy 
and control. Each of these subthemes represents an aspect of psychological and existential make-up or outlook 
having a bearing on the patient’s sense of dignity and resonating with a sense of core self. It was very pleasing 
to host Professor Chochinov on 29 March 2012 as he briefed members of Parliament on that new intervention, 
dignity therapy. 

If I recall correctly, immediately after the 2013 election the following year, I co-founded with the member for 
Girrawheen, my learned friend Margaret Quirk, MLA, the Parliamentary Friends of Palliative Care, and obviously 
we have re-formed it in the fortieth Parliament. While I am speaking of the Parliamentary Friends of Palliative Care, 
I indicate that last month the group was pleased to host Dr Lisa Miller. It was a very well-attended briefing. It is 
always a popular briefing, but this one was particularly well attended, perhaps because the following week the 
report of the Joint Select Committee on End of Life Choices was going to be tabled. I do not know; I have not 
surveyed members about that. Dr Lisa Miller attended and her topic was distress, demoralisation and depression 
in the palliative care setting and her experience of palliative care of oncology patients. When members get the 
opportunity to look at both the majority and minority reports, they will see that the evidence of Dr Lisa Miller is 
touched on. The reason that the member for Girrawheen and I made the decision to select her to come and talk to 
parliamentarians last month is that she is the only dual-trained palliative care specialist and psychiatrist in 
Western Australia. This is an area that is, unfortunately, very lacking in our state. If members have the opportunity 
to read the reports, they will see that the impact that somebody like Dr Lisa Miller can have on a person at the end 
of life is profound, but she is only one person. Of course, this is where access and resourcing come to the fore. If 
every person who was in need of consultant psychiatric services at the end of life had access to a Lisa Miller or 
similar, I very much anticipate that we would not have anywhere near the number of bad experiences that we hear 
all too often in our community. 

I very much encourage members to look at that aspect of both reports, because I think there is a great deal of 
commonality in this point in the reports. Indeed, if members have the time to look at the transcript of the 
committee’s public hearing with Dr Lisa Miller, they will realise it was very much a worthwhile exercise. Indeed, 
I take this opportunity to indicate to members that should they ever find that they cannot attend one of the sessions 
hosted by the parliamentary friendship group, they should not hesitate to contact either me or the member for 
Girrawheen and we would be only too happy to arrange for a subsequent briefing to take place either one on one 
or with another group. While I am talking about such briefings, I indicate to members that I am also happy to meet 
with them to discuss the content of my minority report, if that should be of interest to members. 

Hon ROBIN CHAPPLE: I think I have expressed the way that the committee felt about palliative care as best 
I can. Certainly, better provision of services, better provision of palliative care specialists and better service in the 
regions is needed. But I want to turn to our report and deal with a short section. A really compelling part of the 
report details the story Dr Robert Edis, a neurologist, told about one of his patients. I will read from pages 117 and 
118 of the report which explains what happened to this unfortunate woman. Melanie had motor neurone disease 
and the illness was taking a very severe toll on her. The committee identified motor neurone disease as 
a particularly problematic disease. The report states — 

Melanie could no longer tolerate her extreme suffering and elected to stop all food and water to hasten 
her death. She was provided with palliative care at Hollywood Hospital. Another hospice (where she had 
previously been an inpatient) refused to admit her again because staff were reluctant to provide palliation 
for her as she dehydrated, and starved herself to death. Fortunately, for Melanie, Hollywood Hospital 
agreed to take her in, and hospital staff provided her with palliation. Dr Edis described Melanie’s transfer 
of care in her final days: — 

This is what Dr Edis said — 
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You can only stay in a hospice for a maximum of about four weeks. So she was discharged to what was 
considered a very good nursing home, the high-dependency unit. She was there five days and then the 
staffing ratios, and her needs were so high, that she said, “Look, I just can’t cope with this discomfort 
a lot of the time. Get me out of here.” She called the ambulance from Fiona Stanley Hospital, and they 
came and said, “What are you doing? You’re in a nursing home. We can’t take you to hospital.” She 
called them three times, and in the end they did. She was then transferred to Fremantle Hospital, at the 
holding ward there, where we saw her — 

That is Dr Edis — 

where she said, “Well, how can I end my life? I will not go back to a nursing home. I refuse.” We said — 

That is Dr Edis — 

“Well, you have to. There isn’t anywhere else you can go.” So she said, “What can I do?”, and I said, 
“Well, there is this thing called terminal dehydration, stopping nutrition, and we can do that, and I will 
negotiate with the hospice to get you there, and you will die within eight to 14 days, but we will cover 
your symptoms. We will cover the distress of thirst in the first day or two and anything else, and when 
you are ready to go, you let us know, and I am sure I can get the palliative care people to turn it on.” 

So I rang the [hospice] head and she said, “If she comes back here, I’ll have nurses going on sick 
leave. We can’t take her back.” So I said, “All right; I’ll try Hollywood palliative care, because she 
has got private health cover.” One of the good things about private health cover is that there is 
a majority of palliative care beds in WA that are under private health care only. If you have private 
health care, it gets you a palliative care bed, so it is very good to keep your private health cover up. 
I had an interview with the palliative care physician at Hollywood, who was very supportive, and she 
talked to her team about it and said, “We’ve got this young woman who is in distress. She’s in the 
terminal phase of her motor neurone disease. She wishes to end her life in this way. Will you agree to 
participate?” The nursing staff all agreed. If anyone disagrees, they can opt out of the team. The 
palliative care people do it that way. She came over. She then died under those circumstances. It was 
a very peaceful death. 

That was just one of the many examples, and it was these sorts of examples that we as a committee had to face 
on a number of occasions. It became very emotional for us. We had a presentation that was very similar to my 
own mother’s death, and it brought it back in very, very stark relief. That is how palliative care is able to assist 
in the final days of someone who wants to die. She had the right to refuse to take food and water, but she was 
able to be put into a peaceful state before she passed away. The committee heard about many other cases. 
A young woman and her husband gave a very detailed explanation about similar problems that her mother went 
through towards the end of her life. It was really quite interesting listening to frontline palliative care 
providers—not the specialists, but those people who deal with the matters in front of them—because they have 
a different view of the world from palliative care specialists. I have to say that the frontline service providers 
whom we met in the regions and in the metropolitan area were stunningly remarkable people who every day 
had to cope with people who are literally at the end of their life. I cannot take my hat off enough to those people 
working at the coalface. 

There were quite often remarkable differences between the people we visited. We went to one hospital and walked 
into a ward where people’s prognosis was that they were going to die. We met one unfortunate woman who 
eventually, because of the work that Hon Colin Holt and I did, was released. She was a prisoner. She had just had 
both her hips replaced. She could not move, yet she was chained to the bed, and she was dying. Her prognosis was 
that she would die, and the prison authorities did not even have the compassion to take off her shackles.  

The CHAIR: Hon Robin Chapple. 

Hon ROBIN CHAPPLE: She, as an individual, was quite stoic. She was not going to die; it was all going to be 
fine. But the prognosis was clear. Some people cling onto their desire to get out of those places so they can continue 
their lives. She was dying and she had had both her hips replaced and eventually she passed away. It is an 
unfortunate circumstance that many of the people we met passed away quite quickly. 

The CHAIR: At this time, under temporary standing order 4, we have had our allotted time for consideration of 
this committee report, so debate on this report is now postponed and it falls to the bottom of the list. However, as 
it is the only report on the list, which brings it straightaway back to the top, I think we will segue neatly into further 
consideration of the question that the report be noted. I think Hon Robin Chapple might like to continue his remarks. 

Hon ROBIN CHAPPLE: One thing that we need to do when we are considering this report is to remember and 
congratulate all participating members of the committee—Hon Nick Goiran, Hon Dr Sally Talbot and 
Hon Colin Holt from this chamber—and the staff who helped us with this inquiry because all of us faced many 
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demons in putting together the report. It was not easy. Although I note the comment by Hon Nick Goiran that the 
committee operated under the standing orders of the Legislative Assembly—we most probably would not operate 
that way—nevertheless, seven members of the committee, after making some recommendations, adopted to 
support the majority report. I understand and respect Hon Nick Goiran’s position of including his minority report. 
I think the beauty of Parliament is, in essence, that we can have diverging views. 

I am totally and utterly committed to supporting the full suite of recommendations in the majority report, and 
I hope others will look at the report in detail. Many myths were presented to us, and one of the important things 
this report does is test and quantify a number of them so that people can actually understand what is real and what 
is just being said. 

Quite clearly, from the evidence we heard, there was always this notion of the “slippery slope”. Wherever we 
looked at relevant legislation that had been introduced, in any country, that actually was the legislation and there 
was no slippery slope. In some cases the interpretation of the legislation had been dealt with in a different manner, 
but as far as we could tell or test, the legislation did not lead to what is classically referred to as the slippery slope. 

That is my contribution for the time being; I have nothing further to say on this. I think the debate should go on 
and it obviously will go on until we get the government’s response, which I hope we will get relatively quickly. 

Hon NICK GOIRAN: In the few minutes left, I am inspired to say a few things following the contribution of my 
good friend Hon Robin Chapple. He indicated to members that there were a number of myths. It is very important 
for members to hear the language that has been used by the honourable member: “number” of myths is plural, and 
apparently they have been dispelled by the committee report, so I encourage members to spend some time reading 
the majority report and seeing if they can count multiple, plural myths that have allegedly been put to the 
committee. While they are at it, they can also see if they can find opportunities in which the committee has assessed 
those so-called myths and provided an analysis. I encourage members to do that, and when we next consider this 
report, I look forward to members indicating where all those plural myths have been identified and dealt with by 
the committee. 

Just quickly on the issue of the “slippery slope”, to which far too much attention has been paid, my personal view 
is that I do not really care whether people want to call something a slippery slope because I maintain the view that 
in every jurisdiction there have been wrongful deaths as a result of the inability to have safeguards in euthanasia 
legislation. That is why it is far too dangerous and why we know that casualties will be guaranteed in 
Western Australia if we go down this path, but that is a debate for another day. 

With regard to the issue of the slippery slope that proponents like to spend so much time apparently trying to 
demystify, Hon Robin Chapple has not told members that in Belgium—I will give members only one example, 
because we have limited time—the initial legislation has been changed. Originally, it did not allow for minors—
it did not allow for children—and then the legislation was changed. The honourable member has not said that to 
members today; he has just sort of said, “Well, look, it’s changed due to the interpretation of things.” No; that is 
true in some other jurisdictions, including the Netherlands, but in Belgium the Parliament started without minors 
and now it allows euthanasia for children. If members want to call that a slippery slope, terrific; if they do not want 
to call it a slippery slope, that is fine too. I am not going to get caught up in the terminology of it, but let us be 
clear that in Belgium it started without children and now it allows for it. On other days we can have a discussion 
about the interpretations and the incremental changes that have occurred in other jurisdictions, but it is important 
not to be misled by the idea that somehow everything has always stayed the same in other jurisdictions. It always 
changes, including in Oregon, I might add, where it changes by way of practice, not legislation, and of course there 
are always wrongful deaths in each of those jurisdictions. 

Perhaps at this time, Mr Chairman, should I move that the debate be postponed? 

The CHAIR: No, that is probably unnecessary. It is probably a good time for me to report progress. 

Consideration of report adjourned, pursuant to standing orders. 

Progress reported and leave granted to sit again, pursuant to standing orders. 
Sitting suspended from 4.15 to 4.30 pm  
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