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VOLUNTARY ASSISTED DYING BILL 2019 
Second Reading 

Resumed from an earlier stage of the sitting. 
HON COLIN HOLT (South West) [5.11 pm]: I think I was talking before about the amendment proposed by 
Hon Martin Pritchard, and my view that we need to have an extended conversation about all treatment options. 
I think in practice those things will occur at different times. I picked up something during the speech made by 
Hon Dr Steve Thomas, which I want to reflect on. I think it has some relevance to this topic. I will quote from 
yesterday’s uncorrected Hansard of his speech. It says — 

People need good end-of-life care. For those who do not want to take that final step, I offer a piece of advice, 
and this has been available to patients and their doctors for some period. If a person’s pain is extreme and 
their incapacity is high, they have the capacity to discuss with their medical professionals today the need 
to increase their dose rates of various painkillers up to the point at which it may be a risk to their life. 
I say to those people who want to go down that path that if they go to their doctor at the moment and say, 
“Will you please kill me?”, they have to say no, but if they go to their doctor and say, “I understand that 
I have a high pain disease and I have a low pain threshold, and I understand that you will need to increase 
the doses of an opiate of some form to the point at which it will start to have negative impacts and at some 
point you will most likely have to increase that dose to the point at which it will most likely end my life”, 
the doctor has the capacity to do that now. Parts of the medical profession talk about increasing the dose—
lots of doctors have increased the dose—to the point at which end of life is perhaps not a certainty, but 
the person will get there eventually … The doses that a person will have to be on will be very high. There 
will come a point in that process when there will be respiratory suppression, particularly if opiates are 
used in conjunction with dissociative anaesthetics. I do not propose to go through all the details and the 
names, because I do not want to talk about a manual for the process, but there is a point, particularly with 
that combined structure and plan, at which there is effectively a likelihood of the end of life. A person’s 
medical support crew can put that in place today. It is a conversation that a person has with their medical 
professionals about understanding the risks. 

I point that out because I think it is pertinent that doctors have those conversations now about how we manage end 
of life, and one of the things they say all the time is, “We can give you an opiate that will make you comfortable, and 
we can act to give you an opiate that will put you into a deep sedation, a terminal sedation or a palliative sedation.” 
They know the outcome of that, even though the doctor will talk about the doctrine of double effect and it is for 
only pain relief. We know the consequence of it, which is death, and that is what happens. We are allowed to have 
those conversations with that outcome, yet we want to restrict the conversation around a much more controlled and 
regulated process than it ever was. In my opinion, we must have that open conversation, and we must allow doctors 
to initiate the discussion. I know that it can be initiated by a patient, but patients do not know all those things. We go 
to medical professionals to get that advice and to have those discussions. I am obviously going to listen to the debate 
and the response that comes from the government, and I am happy to hear that, but I think that at this point I am 
probably of the mind that we need to have a fairly open and trustful discussion between the patient and the doctor. 
The other point is that I am not sure how we would police all that sort of stuff. If we make a restriction, how do 
we find that out and break open that patient–doctor relationship of trust? It is really difficult. Imagine a conversation 
just skirting around the edges of it. I cannot figure out how we would actually do it. Perhaps some doctors can 
enlighten us to how they do it now with terminal sedation. They probably say more about making life comfortable 
with these opiates, until the patient goes into a very deep coma that they probably will not come out of. I am not sure 
what the difference will be for how they handle that in the future. This is about the patient, and about patient-centred 
care, and that is where we should be concentrating. Doctors will be talking about that all the time, and that is 
why they must be allowed to have the full conversation about it, giving the whole range of options, at some point 
in time when it is appropriate. As I said before, when a person is first diagnosed, they are not going to talk about 
this bit, because it is not relevant or pertinent yet. A range of conversations about treatment options must be put 
before them. 
The other thing is that it is voluntary. Even discussions around treatment now are voluntary. When dad went through 
his chemotherapy and radiation, he would have got to the point at which he could not take any more, and even though 
the oncologist might say that there is a new drug we could give a crack, at some point in time, because they are 
allowed to, the patient can say, “Thank you, I think I have had enough treatment.” It is all a voluntary thing, even 
though all those options are in front of them. That is why we can allow it, because it is still a voluntary decision. 
As I said, those conversations are going to occur at the end-of-life phase, which is when there will be that potential 
request. Up to that point, all the discussions are about cure, not palliative care or making the patient comfortable. 
In fact, there is a strict line of eligibility in the bill that outlines all that. I want to point that out in the bill, although 
I am sure all members have seen it before. 
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Part 2 of the Voluntary Assisted Dying Bill 2019 is headed “Requirements for access to voluntary assisted dying” 
and the eligibility criteria is listed as — 

(1) The following criteria must be met for a person to be eligible for access to voluntary assisted dying — 
(a) the person has reached 18 years of age; 
(b) the person — 

(i) is an Australian citizen or permanent resident; and 
(ii) at the time of making a first request, has been ordinarily resident in Western Australia for 

a period of at least 12 months; 
(c) the person is diagnosed with at least 1 disease, illness or medical condition that — 

(i) is advanced, progressive and will cause death; and 
(ii) will, on the balance of probabilities, cause death within a period of 6 months or, in the 

case of a disease, illness or medical condition that is neurodegenerative, within a period of 
12 months; and 

(iii) is causing suffering to the person who cannot be relieved in a manner that the person considers 
tolerable; 

Even though a conversation might occur early on in a person’s diagnosis, they will not qualify to take up the option 
of voluntary assisted dying until they reach that point. Even if a doctor says at the very beginning of a cancer 
diagnosis that if they reach the end-point they can access voluntary assisted dying, they do not qualify for it until 
they go through the process and it is decided, “You’ve got a disease, illness or medical condition that is advanced, 
progressive and will cause death with the probability of dying within six months and is causing intolerable 
suffering.” That is the point at which a person will qualify to take it up, even though there has been a conversation 
beforehand. I think there should be a conversation at that point. 

Debate adjourned, pursuant to standing orders. 
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