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PALLIATIVE CARE — REGIONAL AND RURAL SERVICES 

Motion 

HON JIM CHOWN (Agricultural) [10.20 am] — without notice: I move — 

That this house — 

(a) expresses concern for the lack of ongoing funding for regional and rural palliative care health 
professionals; 

(b) notes that increased funding is needed generally, but in particular to help train and equip health 
professionals with the necessary skills to deliver modern palliative care to regional and remote 
patients; and 

(c) further notes that the Joint Select Committee on End-of-Life Choices is presently inquiring into 
the role of palliative care in our state, and calls on it to inquire into this current need for more 
regional and rural palliative care funding. 

This issue should be very close to the heart of all regional members in this place, and I will explain why in the 
time available. I look forward to support from both sides of house on this motion. I would especially like to hear 
from government members who represent regional Western Australia as they may be able to apply leverage or 
pressure on the relevant ministers or Treasurer to fund this matter. 

I will provide a bit of history. The end-of-life practice of palliative care historically evolved within hospices and 
has subsequently been adapted to other settings where predictable deaths occur, such as nursing homes and acute 
hospitals. However, there are challenges in extending end-of-life palliative care practices to these settings to allow 
every patient who has a predictable death to experience the benefits of good end-of-life care. It is interesting to 
note that in this country palliative care has been used by the medical profession for 20 years. It is a quite new 
medical practice that has been adopted across the nation. Over the past two decades it has developed into a distinct 
specialist force within the medical and health system. Doctors are able to obtain a clinical diploma in palliative care, 
or fully specialise in the field through the Royal Australasian College of Physicians or the Australasian Chapter of 
Palliative Medicine. 

In 2008, the Department of Health provided a palliative care model of care. The model states that palliative care — 

• provides relief from pain and other distressing symptoms 

• affirms life and regards dying as a normal process 

• intends neither to hasten nor postpone death 

• integrates the psychological and spiritual aspects of patient care 

• offers a support system to help patients live as actively as possible until death 

• offers a support system to help the family cope during the patients illness and in their own bereavement 

• uses a team approach to address the needs of patients and their families, including bereavement 
counselling, if indicated 

• will enhance quality of life, and may also positively influence the course of illness 

• is applicable early in the course of illness, in conjunction with other therapies that are intended to 
prolong life, such as chemotherapy or radiation therapy, and includes those investigations needed to 
better understand and manage distressing clinical complications. 

Those benchmarks on the scope of palliative care that should be available to all residents in our great state are just 
that—a benchmark; not necessarily a reality. It would be idealism to presume that all are afforded the same level 
of care, no matter the variables. A great proportion of our state resides outside of the metropolitan area, which has 
17 specialist palliative care doctors. To my knowledge, not one specialist palliative care doctor resides in regional 
Western Australia; I will talk about that in a minute. 

In large part geography plays a huge role in the distribution of this medical care. We all know a number of towns 
have an elderly population. I have not done a comparison between the metro area and regional WA, but my gut 
feeling is that proportionally there would more elderly people in regional Western Australia. I have noticed that 
while doorknocking in regional towns at election time. Geography is an issue, but in this day and age it can be 
overcome and funding needs to be provided for palliative care in regional Western Australia. 
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In rural WA palliative care developed in an ad hoc manner, leading to diverse models of palliative care that include 
a strong volunteer focus and community fundraising, established regional palliative care services, and nurse-led 
models with a palliative care nurse coordinator appointed to set up and lead the service. The ad hoc nature of the 
service development has led to inconsistencies in the roles of the palliative care coordinators and variable levels 
of integration and coordination of palliative care across regional Western Australia. The metro area has a standard 
model that is adhered to, involving Silver Chain nurses who attend the homes of people under palliative care. 
Silver Chain operates only in the greater metro area, not in regional Western Australia. 

I have said that palliative care medical input varies according to the interests, skills and goodwill of local medical 
practitioners in regional WA. Short-term medical specialist outreach assistance program funding is currently being 
provided, and there are some specialist visits to some rural regions but not all. I will talk about that later. Although 
that builds capacity in local communities, it does not provide a sustainable medical specialist service. In this day 
and age in one of the wealthiest societies in the western world, per capita, I do not see why regional 
Western Australians who require palliative care, regardless of where they reside, should be short-changed. It is 
a massive issue. I have been informed that at any given time at least 500 people in regional Western Australia are 
under some form of, or require, palliative care. 

A great number of smaller towns are a fair way from a regional hospital. In those areas palliative care is mainly 
provided by primary-care clinicians with generalist skills. Knowledge skills and standards of palliative care vary, 
with some health services dependent on a single nurse with a personal interest in palliative care or who has been 
allocated a small amount of time for palliative care patients within her region. In rural regions there is also evidence 
of a lack of formal access to specialist palliative care expertise. Any turnover of staff allocated to coordinate 
palliative care can impact significantly on the standard of care provided locally. That impact on that service, of 
course, is felt by patients, and the loved ones tending to them. The ad hoc nature of the service needs to be addressed, 
and it will take money to do so. I note with interest that in 2015, under the royalties for regions program—in a joint 
statement from Minister for Health at the time, Hon Kim Hames, and the then Minister for Regional Development, 
Hon Terry Redman—there was a $4 million budget allocation to address palliative care in regional Western Australia. 
That funding will finish this year and, from memory, the allocation is about $600 000. 

Hon Alanna Clohesy: Can you say the name of the program again? 

Hon JIM CHOWN: It is for palliative care. It is in the budget, okay? It is finishes this year. It was a $4 million 
allocation specifically for regional and rural Western Australia through the royalties for regions program. Prior to 
that, the Barnett government spent something like $14.5 million on palliative care programs across the whole state; 
that was announced in 2009. Some of those money allocations were for regional Western Australia, but most of it 
was spent in the metro area. I have consulted widely on this matter. I will not mention any names, but I have 
spoken to palliative care doctors who specialise in this field. I will give members a breakdown on 
a region-by-region basis. Members need to understand that the WA Country Health Service is organised into seven 
regions in regional Western Australia: the Kimberley, the Pilbara, the midwest, the goldfields, the wheatbelt and 
the south west and great southern. I will inform members of the breakdown of the regions after a great deal of 
research by my office. The goldfields has a regional coordinator and clinical nurse in palliative care at the health 
service based at Kalgoorlie. Perth specialist physicians in palliative care visit Kalgoorlie 11 times per annum, 
which is less than once a month, and the average number of patients they see on each visit is eight. In Esperance, 
which is another large regional centre, a specialist palliative care doctor makes two visits per annum. At present 
in Esperance there is no equipment for telecoms outside an outpatient clinic. People who are homebound or 
ward-bound cannot be seen at Esperance at any other time. The great southern health service is based in Albany. 
A regional coordinator, clinical nurse and a palliative care physician reside in Albany and attend the clinic in 
Albany. The Kimberley is a massive area that has a large Indigenous population and remote facilities. Nobody in 
the Kimberley specialises in palliative care. A telehealth review for the whole area is held monthly. In the midwest, 
a specialist physician visits Carnarvon and Geraldton on a monthly basis and there is telehealth for the rest of the 
region. In the Pilbara, the health service is based at the Hedland Health Campus and has a regional coordinator. 
A Perth specialist physician visits Hedland and Karratha twice a year. The Hedland Health Campus has one 
palliative care bed and that is it. In the south west, a regional coordinator, a clinical nurse and a resident palliative 
care consultant are based in Bunbury, which is good. In the wheatbelt, a regional coordinator and clinical nurse 
are based in Northam and the Perth specialist visits Northam, Narrogin, Merredin and Moora. He works 
from 7.00 am to 8.00 pm each monthly visit and sees about 10 patients. He also does some home visits and 
provides telephone consults for the rest of the month on his own time. 

Some of the comments that I have received from specialists in palliative care about this matter we are debating 
today include that specialist palliative care physicians who visit the regions say that GPs try to do their best to 
provide competent palliative care but often do not have adequate knowledge on the subject and only a handful of 
GPs provide home visits. There are a few GPs with some good basic skills. However, none has received palliative 
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care training beyond medical school and short education sessions offered by the visiting specialist doctors. 
Members who represent regional WA will understand that a lot of these GPs are overseas-trained professionals. 
We are more than happy to have them because if they did not come to regional Western Australia, we would have 
fewer GPs than we have now. But being overseas trained professionals is also an issue because they do not have 
the training that our locally trained GPs have in palliative care. 

Remuneration has been patchy and inadequate and the one specialist palliative care physician, who has now stopped 
covering the Geraldton midwest area as he had done for many years, used to end up subsidising and paying for his 
own trips to attend patients in areas such as Carnarvon. In Esperance, no home-care packaging or bed-centred care is 
provided, so patients have to go to the nursing home or to the hospital. This is not due to the lack of GPs visiting; it 
is just that there is no alternative for them. Of course, as I have said, GPs need to be retrained in this matter or at least 
brought up to speed to those of their peers who attend palliative care patients in the metro area. 

A person admitted to the hospital in Kalgoorlie—this is from the palliative care physicians—is cared for by the 
physician teams, who are mostly junior staff with no palliative care experience at all. It is not uncommon for 
a major issue to occur during the admittance. I will not go into the detail of the physical examination and some of 
the drugs that are given to the patients, but, quite frankly, as has been expressed to me, the process stresses the 
patients and most of the time what has taken place has to be rectified when they finally get in contact with the 
palliative care specialist. I am not saying that the nursing staff are not trying to do the right thing—they are—but 
they do not know what the right thing to do is. 

The social work support available to these people is limited, and that applies across the whole of regional and rural 
Western Australia. To put this into perspective, Western Australia had an estimated resident population of around 
2.5 million in June 2013. Of that 2.5 million, approximately 550 000 people resided in regional WA. A report to 
the World Health Organization, “Global Atlas of Palliative Care at the End of Life”, states — 

When considered as a percentage of total mortality, this report estimates that 37.4% of all deaths from all 
causes need palliative care. This is an average number and varies considerably by region and income 
category. In higher income countries with aged populations the percentage may exceed 60% of total 
mortality … 

Even if we land somewhere in the middle of that equation, we can surmise that 50 per cent of our state’s population 
would sometimes require the expertise of palliative care. For regional WA, 225 000 people are estimated to require 
palliative care. It is obvious from the situation in regional Western Australia that we are not even close to being 
able to provide an adequate service that people today need and should be able to expect. We need to strive towards 
putting in place finances that will deliver an exceptional service, or at least one that is equivalent to the service 
that palliative care patients receive in the metropolitan area. I think that the third paragraph of my motion is also 
extremely relevant to the matter. It calls on the Joint Select Committee on End-of-Life Choices to call in palliative 
care health professionals and ask them hard questions about how this issue can be rectified. 

I also ask the Joint Select Committee on End-of-Life Choices to look at palliative care provisions in nursing homes 
in regional Western Australia, because a lot of these nursing homes are not funded for palliative care. I do not 
know whether nursing home patients in regional Western Australia receive the palliative care required compared 
with private patients in the system or public patients who have taken the issue on themselves as a family. I think 
it is a serious matter and I look forward to hearing from the Parliamentary Secretary to the Minister for Health 
about it. As I said before, I also look forward to hearing government members who represent regional 
Western Australia putting their points of view on this matter and giving their support to this motion. There have 
been a number of issues affecting regional Western Australia on which those members’ silence has now become 
a deafening roar, and I believe this motion needs cross-party support. 

HON Dr STEVE THOMAS (South West) [10.40 am]: I thank Hon Jim Chown for raising the particularly 
important issue of palliative care, specifically in the regions. I will start by making some comments about palliative 
care in general. It is a very important issue, and it is a bit of a social taboo. We are not particularly good at talking 
about palliative care. It is one of those issues we kind of come across at the last minute. Although we spend most 
of our time trying to avoid talking about it and trying to live forever—I know that average ages are extending over 
time and it is expected that the current generation will live past 100—the reality is that we will all, at some point, 
face our ultimate demise, and the way in which we do so is absolutely critical. I suspect that all members, on both 
sides of the chamber, will have at least talked to somebody who has had an unfortunate experience of palliative 
care. The horror stories—I will not go into them in detail—are quite dramatic. 

Good palliative care makes the world of difference to people. Often it is not the person who is experiencing end 
of life who is the most profoundly affected. The horror stories we hear about poorly managed palliative care, 
particularly from the children of elderly parents who have reached the end of their life, are horrendous. This is 
a critical issue for everyone in this Parliament. It is an issue that will affect us all, one way or another. 
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I would like to start by talking about a good palliative care program. The St John of God Health Care Bunbury 
palliative care program has to be one of the best, certainly in Western Australia and, I think, in Australia. I will 
talk about it in a little more detail. The program is managed by Dr Carolyn Masarei, and it is an excellent program 
that provides a key and critical service to the people of the south west. I think St John of God Bunbury Hospital 
should be congratulated for its vision in that process. I will read to members how that palliative care program is 
defined on the St John of God website, because I think it is absolutely critical. It states — 

Our palliative care services support the physical, psychological, social and spiritual aspects of living with 
a life-limiting or terminal illness, including providing information, goal setting, and coordinating care. 
Palliative care acknowledges dying as a natural part of life and includes good end-of-life care, but for 
some patients palliative care interventions have actually been shown to prolong life too. 
We adopt a multidisciplinary approach involving a variety of health and social care professionals to help 
improve your quality of life. You are encouraged to be fully involved in the decision-making process 
when putting in place a palliative care plan. 

A palliative care plan is an absolutely critical part of where we all end up. Not so long ago, the federal government 
instituted end-of-life plans to give people the ability to have greater control over the end of their life, and I think 
that is a very, very good plan and something that we should make people more aware of. Of course, as 
Hon Jim Chown said, the services have to be provided and sometimes it is difficult to find those services. It is 
difficult to get palliative care specialists in regional areas, and I accept that; the numbers and the budget always 
dictate that. Good palliative care specialists are absolutely worth their weight in gold. In Western Australia we 
have fallen a bit behind in the provision of those services. We are very good at replacing our knees and elbows 
and various other joints, but we have not been particularly good at planning for the specialist field of gerontology 
as we age, and we are not very good at providing specialist services of palliative care. We do not do that particularly 
well, and when we see it done badly, we see awful results. But when we see it done well—St John of God Bunbury 
Hospital does it very well—it makes a magnificent difference to the welfare of people, the stress they feel going 
through that process, and the outcomes their families are left with. I think that is particularly critical. 
The alternatives to good palliative care have led to some of the conversations we have had in this place. I did not 
get a chance to speak in the debate on setting up a committee to look at end-of-life choices; it was a very busy 
debate, but I am pleased to be able to make a few comments on that now. In my view, when we start talking about 
actively taking our own lives, it is a reflection of the fact that we have not adequately managed palliative care. 
I think that a very good palliative care service should be the target of every government going forward. The 
alternative is to shortcut that process, and I am not a believer in that. As an interesting aside, I am probably, I hope, 
the only person in the chamber who has been actively involved in euthanasia—not of humans, of course, but of 
animals—and I have had more experience of that than anyone else in the chamber. 
Hon Alison Xamon: I’m glad you qualified that! 
Hon Dr STEVE THOMAS: Yes! 
Hon Simon O’Brien: We might still make use of you! 
Hon Dr STEVE THOMAS: Yes, I have not necessarily finished that career, so let us see where I end up! 
I can tell members that it is not as simple a process as they might think. When one has seen an adverse reaction to 
euthanasia drugs, one knows that it is not a very pretty picture. We have this idyllic view of what euthanasia looks 
like as opposed to palliative care. I understand that very human instinct of not wanting our relatives or ourselves 
to suffer and of wanting the pain to end. Because we have not done palliative care as well as we could have, for 
many, many years people have suffered and been in pain. Finding a specialist with the capacity to change that can 
be very difficult, particularly in regional areas, but if we could provide services that allow better outcomes in 
palliative care, we could take some of the heat out of the euthanasia debate. That is something that we have not 
managed to do as well as we should have. I have seen some very, very good examples of palliative care in which 
people go through the end-of-life process with dignity and respect and free from pain. It is hard to think of the 
process of passing away as being a positive one, but if people are prepared and their timing is reasonable and they 
are managed in a good way from a palliative care perspective, I actually think it can be as good an experience as 
possible. As was mentioned in the quote from the St John of God palliative care program, good palliative care can 
sometimes extend life beyond any expectation. We see that because the stress is relieved and it is managed and 
planned. It is done in such a way as to afford dignity to the patient and, probably just as importantly, to the family 
supporting the patient. That is why I think we need to do this better. 
It is a difficult thing to get specialists with that degree of skill into any community. To be honest, Western Australia 
does not have a particularly large population when we consider the land area it covers, so it is always going to be 
difficult to attract the standard and quality of professional to deliver those good outcomes. But that does not mean 
that we should not try, and it does not mean that we should not give it our absolutely best go, because to my mind, 
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the alternatives that have been tossed around and discussed for many, many years are by far second-grade 
responses to what should in the long term be hopefully first-rate palliative care services. 
I thank Hon Jim Chown for a particularly good motion. This is an important issue. I hope we can manage to do 
this better over time, and it will improve over time as we learn more about the science and as we better understand 
the nature of the illnesses that lead to end of life and the associated pain. I think we can do it better, and I think 
palliative care will hopefully start to be the focus for dealing with these issues into the future.  

HON ALISON XAMON (North Metropolitan) [10.49 am]: I rise on behalf of the Greens to indicate our support 
for this motion, and I thank Hon Jim Chown for having brought this matter on. It is a very important discussion to 
be having, and a very timely one as well. It is particularly timely because we have a committee looking into 
end-of-life choices. I reflect that a similar committee in Victoria, which ultimately produced for the Parliament an 
inquiry into end-of-life choices, actually ended up with a number of recommendations on palliative care rather 
than the issue of physician-assisted suicide. That reflects how important it is to ensure that we have discussions 
around palliative care when we are also talking about the issue of end-of-life choices. 

I am aware of, and have spoken previously in this place about, the very serious concerns about the lack of 
resourcing for appropriate palliative care within our regions. That is highly problematic. I understand that there 
are three streams to the provision of palliative care within the regions: firstly, consultative regional teams made up 
of nurses, social workers and allied health people who are led by general practitioners to provide the palliative care 
itself; secondly, Palliative and Supportive Care Education, or PaSCE, which is funded by the Department of Health 
but delivered through the Cancer Council of Western Australia, provides formalised training to GPs and primary 
health providers—I echo the concerns raised by Hon Jim Chown about the need to ensure that GPs who are new 
to the country and who were potentially not trained in Australia receive specialised training around palliative care; 
and, thirdly, the health department runs a clinical support line providing high-level clinical support and, every 
quarter to six months, palliative consultants travel to the regions to provide clinical support for complex cases. 
I am advised that people who work within palliative care think that the model is good—that it is going down the 
right track—but that there is just not enough money to be able to deliver the extent of services that people in our 
regions are entitled to expect. 

Concerns have been raised—I know this is an issue in which my colleague Hon Robin Chapple takes a very keen 
interest—that in the Kimberley, palliative care is largely provided by phone and, in that case, by only one officer. 
I think we can all agree that that is a concern. It has also been raised with me directly that there is particular concern 
about the provision of palliative care to Aboriginal people living in remote communities, and that too many people 
are not receiving the level of palliative care they require. It is devastating if they are taken off country at the point 
of dying to receive palliative care. Being removed from one’s home is not good for anybody, but I think it is 
particularly concerning for Aboriginal people. 

It has also been raised with me directly that there is a key bit missing in the provision of palliative care in regional 
areas; that is, in educating the community and consumers about their end-of-life options. Palliative Care WA is 
provided with some resources to work with the metropolitan area on this, but nothing has been made available for 
the regions. Last week, as part of Dying to Know Day, Palliative Care WA coordinated nine events in collaboration 
with regional palliative care teams and local community champions, but it did that with absolutely no budget. It 
managed to raise $1 000 in sponsorship to cover the licensing fee to screen the documentary A Time to Live, which 
is the first time it has been screened outside the UK, but no resources were provided to be able to do that. Local 
palliative care professionals were on hand to talk with people afterwards. They said that they managed to reach 
out to 240 people, so they were really happy with that, but it is a real problem that money is not being made 
available for that to happen more broadly. 

People are particularly concerned about ensuring that clear instruments are in place to facilitate end-of-life 
planning, such as advance health directives, because they are simply not being used as widely as they need to be. 
It is deeply concerning to me and the Greens that people within our regions are simply not getting access to the 
information in the same way as people in the metropolitan area. Even then, more needs to be done within the 
metropolitan area. That indicates how far behind that is. What we do know is that palliative care works best if 
people are referred as early as possible and not within the last few days of their lives, which happens far too often. 
We know that around 80 per cent of an individual’s health dollars is spent in the last 12 months of life. What that 
means is that people are often receiving very expensive and invasive treatments when they do not necessarily want 
them. More generally, the use of advance care planning and the conversations that lead to them are of benefit to 
the community more broadly. In fact, emergency physicians are often the biggest supporters of these plans, so it 
really does make all the difference in an emergency situation. 

I want to make some comments around the budget. Unfortunately, there is no breakdown by region for palliative 
care within the budget papers at the moment. I am hoping that we will be able to get more detail about that during 
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estimates. I note that one of the line items on funding to aged and continuing care services, which includes 
palliative care, declines markedly in the forward estimates. I would appreciate an explanation of that if that is 
possible. In addition, in the provision for public and community health services, funding is also trending down in the 
forward estimates. That line item also includes funding to non-government organisations for public and community 
health purposes, and that is the likely pool of money that funding for organisations like Palliative Care WA would 
most likely fit within. I am concerned about that. If that is the case, we have gone entirely in the wrong direction. 
Maybe there is some magic pool of money elsewhere that I am not aware of—I am quite happy to hear that if that 
is the case—but simply looking at what has been made available in the budget papers, it does not look on the face 
of it like there is any sort of investment in this area; in fact, it is going completely in the opposite direction. 

I have spoken in this place on the issue of euthanasia. Members may know that I have a pretty nuanced view 
around this, which has probably developed even further from my work with the disability sector since I last spoke 
in this place on the matter. The one thing I want to really stress is that even if people ultimately support the choice 
for people to be able to end their own lives at the point at which they are terminal, we still need to look at the issue 
of genuine choice. Providing appropriate palliative care services is an absolutely critical part of that choice. We 
know that a lot of the time, people will seek to end their lives earlier because they fear the lack of support that 
might be available to them at the end of life. Even for those people who support that, palliative care is a critical 
part of the spectrum of choice. I do not know what is going to happen to me at my end, but I know that if I am at 
the point of having palliative care options, I would probably want to eke out every minute that I can with my 
children, to be perfectly honest, so I am one of those people who would like that choice. Yet, too often, people are 
denied that. That is even more the case for people who live in rural and remote parts of Western Australia. That is 
entirely problematic. We know that there are whole areas around palliative care that are still drastically 
underfunded and that this is particularly pronounced within our regions. I thank the honourable member for having 
brought this motion on for debate. It is hopefully just the beginning of what I think needs to be a far more 
comprehensive discussion.  

HON ALANNA CLOHESY (East Metropolitan — Parliamentary Secretary) [11.00 am]: I thank 
Hon Jim Chown for bringing this motion before the house. It is an important motion that deserves our full consideration. 

There will not be time during this debate to follow up some of the facts Hon Jim Chown quoted and to specifically 
answer his questions, but I will have a discussion with him behind the Chair because some of his so-called facts 
need clarification and are not as accurate as what I understand the picture to be. Rather than going into the detail 
of the individual statements now, I will do some double-checking and get back to the member. 

Many members criticised cuts in funding — 

Hon Jim Chown: I didn’t say that; I did not mention cuts in funding. I actually want more funding for regional 
Western Australia. 

Hon ALANNA CLOHESY: Okay. 

I acknowledge that a lot of work is going on in this area and I want to start by acknowledging the people who work 
in palliative care throughout rural and regional Western Australia through the WA Country Health Service and 
other teams. We know that it is difficult work and it is important to acknowledge the work they do in making sure 
that Western Australians, particularly those in rural and regional areas, are given dignified life choices. 

It is not only visiting specialists who attend rural and regional areas on scheduled appointments; indeed, a lot of 
other healthcare professionals work in this area and display extraordinary empathy, compassion and understanding. 
I am sure members acknowledge that the issue is magnified for those who live in rural areas. The healthcare 
professionals’ support of patients and their families through the hardest period of a patient’s life extends beyond 
clinical care into the community, and that is to be commended. 

It is our wish that all people in this state are given the option to die at home in familiar surroundings with loved 
ones by their side and in as little pain as possible. Certainly, palliative care staff work towards that goal as much 
as possible but other services are also available. A lot of good planning and care is required at an end-of-life 
situation. It requires support from healthcare service providers and I acknowledge that work. 

The government has provided recurrent funding of $2 235 912 per annum for the rural palliative care program 
beginning in the 2018–19 financial year so there is good funding for that program. The program employs 
19.3 full-time equivalent staff across rural regions to provide palliative care through direct care, consultation and 
education and training. The 19.3 FTEs comprise a mix of specialist nurse managers, clinical nurses, senior social 
workers, Aboriginal health workers and administrative assistants. 

Hon Jim Chown: Where are they based? 

Hon ALANNA CLOHESY: I will get those details for the member shortly. 
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Palliative care medical input is provided by palliative care physicians in the south west and great southern—as 
Hon Jim Chown noted, that includes Esperance—and by visiting palliative care physicians in other regions. In 
2016, the regional palliative care program received 1 410 referrals, of which 99 per cent were for adults. 
Interestingly, 65 per cent of referrals related to a malignant condition. The percentage of malignant conditions has 
increased by 14 per cent since 2015–16. Ten per cent of referrals were for Aboriginal people. As at June 2017, 
there were 736 patients in the RPCP and its teams cared for 1 035 patients who passed away in 2016–17. Of those, 
347 people died in a palliative care unit or hospice, 331 died in hospital, 181 died at home, 125 people died in aged 
care and 37 people died in Perth. Those are the specifics of the RPCP. In 2016–17, the WA Country Health Service 
recorded 970 inpatient episodes in palliative care across all hospitals, of which 88 per cent were provided in 
regional resource centres and district health services with a significant proportion provided in district health 
services. WACHS provided approximately $6.34 million per annum for inpatient palliative care services in those 
facilities. In 2016–17, WACHS recorded more than 17 000 service events for non-admitted palliative care clinics. 
Most of that activity—94 per cent—was also provided in regional resource centres or hospitals and district health 
services. It also provided $5 million worth of non-admitted palliative care services in those facilities. It is worth 
noting that a large number of residents in WACHS hospitals also received end-of-life care. In addition to those 
two parts of the program and the inpatient program that I referred to, a number of residents in hospital received 
end-of-life care but are not counted as part of the palliative care service events or episodes because they are located 
in residential care facilities at which transition into the palliative phase commences after active treatment ceases 
and the patient either moves to another facility or passes away. 

I turn now to the part of the motion that refers to skills and to some of the education and training that is being 
delivered and has been delivered, particularly in the last 12 months. As at June 2017, staff at RPCP delivered 
202 education training session to 1 525 attendees. In 2016, 46 medical specialists training sessions were held with 
more than 250 medical attendees. That is a lot of medical education and training. They also delivered 31 palliative 
care medical specialist mentoring and training sessions while rural palliative care staff completed 291 visits and 
327 videoconference or teleconference sessions with regional smaller towns, so some work is occurring in that area. 
As at 13 June, 48 per cent of those 736 palliative care patients were in smaller regional towns, outside regional centres. 

Other education and training is also being provided in rural regions, which I hope addresses some of the member’s 
concerns about skills. This includes the Program of Experience in the Palliative Approach, which is conducted in 
rural and regional areas. As the honourable member mentioned, the program is provided by the Cancer Council 
Western Australia. Funding for the program is provided by the Australian government, which is confirmed to June 
2020. PEPA provides supervised clinical placements for generalist health and aged-care workers with specialised 
palliative care services and free education workshops. Placements and education are routinely provided for 
workers in rural areas. 

Another program, called Palliative and Supportive Care Education, is funded by the state government and also 
provided by the Cancer Council. It provides palliative care education for health professionals, healthcare workers 
and palliative care volunteers across Western Australia. The program provides monthly videoconference education 
sessions to enable clinicians in rural areas to access education. It also provides tailored education to meet specific 
requirements of individual services across metropolitan and rural areas. It also works closely with clinicians in the 
rural palliative care program to support the provision of education in rural areas. 

Decision Assist is another national program that provides education, resources and advisory services to support 
aged-care staff and general practitioners in palliative care and advance care planning. Four workshops are 
scheduled across Western Australian rural regions in October 2017—right now. Multiple palliative care 
resources are also available online through websites such as CareSearch and Palliative Care Australia’s online 
education resources. 

Palliative Care Western Australia, which does a great job providing information, support and advocacy across 
WA, has a symposium coming up in regional Western Australia on 2 and 3 November. The symposium is called 
“Compassionate Communities”. The important part about it is that the Compassionate Communities approach 
recognises that care for each other during loss and crisis is not just a task for health professionals or social services; 
it is everyone’s job. That is the point of the symposium. I think it is important for people to be made aware of the 
symposium so I hope members have the opportunity to take that information to their constituents. 

Health providers in rural areas also have telephone access. Although the member thought that was not the most 
appropriate way to provide information, it is an important way and part of what we might see as a continuum of 
provision of information and education. There are a number of telephone advisory services including the 
Silver Chain rural telephone nurse advisory service and the palliative care medical advisory service. The evaluation 
of these programs is getting closer; it is due soon. That is being done by the WA Cancer and Palliative Care 
Network. We look forward to receiving the evaluation of those services. 
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The government is deeply committed to supporting palliative care health providers in rural and remote areas of 
Western Australia. 

HON COLIN de GRUSSA (Agricultural) [11.14 am]: I am pleased to rise today on behalf of the National Party 
to speak on this important motion brought to the house by Hon Jim Chown and I thank him for raising it. This 
motion is in part about bringing a level of fairness and equity to the delivery of services for regional communities 
so that members of the public, patients and families can access a reasonable level of service in the town where 
they reside. We all know—numerous studies have been done around the world—what happens for not just patients 
but also families when people are able to recover or be treated in their own communities. We know that delivers 
better outcomes for families and friends who are able to spend time with those people in their last days. Just two 
weeks ago, a close family member passed away and my brother-in-law was not able to get to Perth to be with him 
in those last moments of his life. That was quite tragic but it is the reality of being eight hours away from the 
service that he needed. 

To give a bit of context, we are not only talking about elderly people. However, I will refer to the “Ageing in the 
Bush” report that was done by the Regional Development Council under the stewardship of Terry Redman, the 
former Minister for Regional Development. Some of the numbers in the report were quite interesting. Overall, 
non-metropolitan regions of Western Australia have an older population profile than the state as a whole and they 
are consequently further advanced in encountering increasing needs for aged care. As a result, their palliative care 
needs are probably higher out there too. Also interestingly, the projected growth rate for the older population in 
regional Western Australia is greater than in metropolitan areas. There is a pressing need to address current issues 
and prepare for future demands. It is imperative for the economic and social viability of regional Western Australia 
to reduce the number of older people who have to leave their homes to access the care they need. To give some 
context in terms of numbers in this report, the projected growth in the population aged 70-plus years from 2011 to 
2026 is 100 per cent. That is significant; the number of people aged 70-plus will double in those years. The 
projected growth in the number of people aged 85-plus years during that same period is 124 per cent. The number 
of elderly people is increasing in our regional areas and, as a result, their need for care and health services, 
including palliative care, will increase. It is quite clear that this is an important issue and it will require considerable 
thought and effort from government. I encourage not only this government but also all members to be actively 
involved in pushing the case for improving access to regional and rural palliative care. 

I also want to refer to a 2014 report called “Palliative Care Services in Australia”. It outlines the geographic 
distribution of palliative care in residential aged-care facilities. The interesting statistic is that compared with the 
major cities, the inner regional and outer regional areas of Australia have more patients in palliative care than they 
do in other care in aged-care facilities. Again, this very clearly highlights the need for us to make sure that we 
work hard to deliver services that are accessible to people in regional Western Australia. 

Hon Jim Chown talked a little about those who work in this field. I want to acknowledge the people who work in 
this field because it is a very demanding job and I want to personally say thank you to them for the work they do. 
Interestingly, almost nine in 10 full-time equivalent specialist palliative medicine physicians—that is 90 per cent—
work in major cities. In fact, for full-time equivalents per 100 000 head of population, outer regional and very 
remote areas are not even counted; there are no statistics for them. The inner regional area FTE figure is 
0.4 per 100 000 head of population, which is half that of the major cities. Again, it points to the need to improve 
the staffing resource in those areas. 

I am certainly very proud to be part of the Nationals team, who in government put a lot of investment into 
telehealth. Telehealth offers an opportunity to provide access to these services remotely without the need for 
specialists to be there all the time. There is obviously still a need for visiting specialists in many cases. This is 
a program that improves patient outcomes and the ability to access specialist care, such as palliative care. In fact, 
the Rural Doctors Association of Western Australia even goes as far as to say that telehealth needs to be treated as 
a core regional health service. In other words, it is a core provision of regional health services that provides an 
opportunity to get specialists into the regions without them having to physically travel there. Outcomes from 
telehealth use are very high and many people say that it is as good as a face-to-face appointment and have been 
very satisfied with its outcome. It is a great way to provide access to palliative care when we cannot get specialists 
out there. It requires, of course, good communications and internet infrastructure in the hospitals and that is 
something that certainly needs government investment to continue. 

I probably do not want to say too much more; my voice is struggling a little today with a bad dose of the man flu. 

A member interjected. 

Hon COLIN de GRUSSA: It is the worst time, I agree, honourable member. 

Hon Donna Faragher: It is a wonder you’re not in hospital yet! 
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Several members interjected. 

Hon COLIN de GRUSSA: I am not far off that, thank you. Perhaps we will bring a motion to the house! 

Several members interjected. 

The ACTING PRESIDENT: Members! 

Hon COLIN de GRUSSA: Thank you, Mr Acting President. 

In closing, I want to say that I think it is very important that we continue to invest in palliative care in regional 
areas and improve the way it is delivered. That will involve a combination of things. In some cases it will need 
specialist visitations to those areas. It will also need a heck of a lot more investment in and delivery of telehealth 
services around the state. We also need to make sure we deliver aged-care services around the state. It is obviously 
something this government does not prioritise because it has cut funding and projects from the aged-care space in 
regional areas, and that is very disappointing. We need to ensure we all push hard to make sure those things 
continue. Thank you again, Hon Jim Chown, for bringing this motion to the house. 

HON NICK GOIRAN (South Metropolitan) [11.23 am]: I am pleased to rise to support the following motion 
moved by Hon Jim Chown — 

That this house— 

(a) expresses concern for the lack of ongoing funding for regional and rural palliative care 
health professionals; 

(b) notes that increased funding is needed generally but in particular to help train and equip 
health professionals with the necessary skills to deliver modern palliative care to 
regional and remote patients; and 

(c) further notes that the Joint Select Committee on End-of-Life Choices is presently 
inquiring into the role of palliative care in our state and calls on it to inquire into this 
current need for more regional and rural palliative care funding. 

I know that a couple of other members want to speak so I will try to be brief. I commend Hon Jim Chown for 
bringing the motion to the house. Like him, I am concerned about the lack of ongoing funding for the regional and 
rural palliative care professionals and I wholeheartedly agree with him that increased funding is needed. Members 
may be aware that I co-chair the Parliamentary Friends of Palliative Care with the member for Girrawheen, 
Margaret Quirk, MLA, and have done so for the past two Parliaments. The objects of our group are — 

• to facilitate communication between people and organisations working in palliative care and Members of 
Parliament; 

• to provide opportunities for Members of Parliament to learn about palliative care needs and services and 
the issues involved in palliative care provision; 

• to increase awareness and raise the profile of palliative care in the community generally; and 

• to promote an understanding of palliative care in accordance with the World Health Organisation’s 
definition of palliative care, noting in particular that palliative care “intends neither to hasten or postpone 
death”, and that this definition of palliative care has been endorsed by Palliative Care Australia and 
Palliative Care WA. 

I have great respect for the professionals working in this field. They are the most genuine of medical professionals 
whose primary aim is to help the dying and chronically ill to live as best they can with the time they have left. The 
last briefing the palliative care group had in Parliament was provided by medical practitioner Dr Derek Eng, the 
head of palliative care at St John of God Subiaco Hospital. He made a number of points, but in particular, he made 
the following two points. First of all he said that funding is misdirected. He raised the point that palliative care 
providers aim to provide care that aligns with the best wishes of the patient. However, health funding is often 
aimed towards the unnecessary prolonging of life, contributing towards a spiral of inappropriate use of medical 
resources that is often not in the best interests of the patients. I mention this today because today’s debate brought 
forward by Hon Jim Chown centres around funding. Perhaps misdirected funding could be redirected towards 
much-needed palliative care services in regional and rural WA to improve quality of life rather than undesired 
prolonging of life. 

The second point made during the briefing was that there are regional and rural staff shortages. Dr Eng indicated 
that within the next few months, palliative care physician services will not be available in the midwest, Geraldton, 
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the goldfields and the wheatbelt areas due to staff burnout and retirement, and that other major country services 
may receive only monthly visits at best by a palliative care physician. As Hon Jim Chown has expressed in this 
motion, increased funding is needed, especially to help train and equip health professionals to deliver modern 
palliative care to these areas. What does palliative care look like in the regions? My understanding is that it is very 
GP-centric due to the lack of palliative care specialty in regional and remote areas. Understandably then, the burden 
falls on the local general practitioners. 

Hon Jim Chown: And nursing staff. 

Hon NICK GOIRAN: And the nursing staff. The decisions a GP has to make about the best palliative care options 
for the patient are difficult and made more complex by the fact that the clinical care required may be a great 
distance from the patient’s family. The view of Rural Doctors Association of Australia President, Ewen McPhee, 
was set out in an article in the Kalgoorlie Miner titled “Palliative care ‘burden’ on doctors” in which he is quoted 
as saying — 

“While the best clinical option for palliative care may be 400km away in a large centre, this may mean 
the patient has less access to family support at a time in their lives when they really need it.” 

What should the government’s focus be? I think there should be two things in particular. The first is that patient 
choice should include treatment location, and the second relates to funding. On the first point about location, the 
reality is that some palliative care patients are forced to choose between either being near to family and friends or 
having access to necessary clinical care. This choice and the complexities that surround it should continue to be 
this government’s major focus. Increased and ongoing funding should continue to be a priority for this important 
area of healthcare. 

There is insufficient time to cover all the achievements of the previous government in this area of palliative care. 
I will make two brief points about the past calendar year of 2016. In April 2016, the former Liberal–National 
government’s royalties for regions program invested $4.788 million to open the Albany Community Hospice to 
meet its increasing demand for palliative care. In November last year that same government committed over 
$13 million to improve access to aged care in regional Western Australia with a key focus on improvement of 
palliative care services. I think that the new government should look to New South Wales, which recently 
committed over $100 million over four years to palliative care services in regional New South Wales, which 
includes extra training for 300 nurses, 30 new palliative care nurses and six additional palliative care specialists in 
regional New South Wales services to extend to remote communities. 

Hon Jim Chown mentioned the Joint Select Committee on End-of-Life Choices. As members would be aware, 
I am a member of that committee. I wholeheartedly agree with the sentiment of his motion that the committee 
should be inquiring into the current need for more regional and rural palliative care funding. In particular, I note 
and draw to members’ attention that the terms of reference that were authorised by this house and given to that 
committee, which is constrained to work only within the terms of reference, includes — 

(a) assess the practices currently being utilised within the medical community to assist a person to 
exercise their preferences for the way they want to manage their end of life when experiencing 
chronic and/or terminal illnesses, including the role of palliative care; 

I draw to members’ attention—hopefully they can mention this to their constituents—that the closing date for 
submissions to that committee is Monday, 23 October. It is imminent. I encourage members to make a submission 
if they want to do so or encourage their constituents to do so. Having said all that, I thank Hon Jim Chown for his 
motion, which I support. 

HON COLIN TINCKNELL (South West) [11.32 am]: I commend Hon Jim Chown for this valuable 
non-government business motion. Hon Rick Mazza from the crossbench has previously discussed this issue at 
length. I wanted to make a short, quick statement. Similar to death, palliative care is a difficult subject. Not many 
people like to think about it, talk about it or even plan for it but it is something that many of us will experience. 
We will need it when we will be at our most vulnerable and bare and at a time when we are most in need. 

Not just as members of Parliament but as human beings, we should be advocating for the best possible care 
available for those who need our help the most. In all areas of life, we have identified that training and equipment 
makes such a huge difference to the level of services provided. It is no secret that the regional areas have often 
been overlooked for funding and budgets in all areas. However, this is one area we should be looking at closely, 
making sure that our elderly are well cared for and can see out their final days in comfort. I support this motion. 
I also call on the Joint Select Committee on End-of-Life Choices to inquire into palliative care, especially in the 
regional and rural areas. 
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HON DARREN WEST (Agricultural — Parliamentary Secretary) [11.33 am]: I would like to respond to the 
motion as a regional government member. I thank Hon Jim Chown for bringing it on. It is a very important subject, 
as we all agree. It certainly crosses party lines across the chamber. It is important that we provide good palliative 
care to people in Western Australia. We all know from when the opposition was last in government that it has its 
challenges and we are finding that out ourselves. 

I would like to start by acknowledging all those people who choose to work in the palliative care sector. It is not an 
easy area to work in; it is always challenging to attract and retain staff to work in that area. I thank them all because 
of the important role that they play. I also thank those who train them. It is important that we have a new generation 
of staff coming through in the important field of palliative care. We also need to remember that the government has 
a role in investing in that training, and we are doing that. We are certainly working to attract and train more staff into 
this important sector. It is always a challenge in remote areas to staff all kinds of jobs, positions and occupations in 
the regions. We all know that. I thank all those who choose to put up their hand and do the work. 

I know that Hon Colin de Grussa touched on the changes in technology that have led to telehealth and how much 
of a game changer this can be. Specialists anywhere in the world can now appear on a TV screen and help 
practitioners with the decisions they need to make, whether it be in accident, emergency or other areas of medical 
need. That is certainly something that regional Western Australia will benefit from more than the metropolitan 
areas. It is right that all governments continue to advance those technologies. I also have some views about how 
they might be used more broadly in government service delivery but it is certainly proving to be most successful, 
especially in the Agricultural Region where we have lots and lots of small hospitals and the doctors that we need 
are not always on call. Telehealth enables those services to be provided. 

We always want more as consumers or users of public services, especially in health. I cannot let the situation pass 
by without thinking about the next debate we are going to have in the house. These services cost an awful lot of 
money. We are reviewing sustainable health at the moment because in the last 10 years the cost of delivering health 
services across the state has tripled and it will continue to rise. It is for that reason that governments need alternative 
revenue streams. Later today it is looking like $400 million from an alternative revenue stream that cannot be 
afforded by those who are asking for it will be lost. 

Several members interjected. 

The ACTING SPEAKER: Order, members! Hon Darren West will be heard in silence. 

Hon DARREN WEST: I am just making the point that the honourable member is quite rightfully on the other 
hand asking for more to be diverted into this important area in regional Western Australia while removing 
a potential source to fund those services. I am just putting that out there now so that everybody knows that these 
services cost an awful lot of money and will continue to do so. Governments need to raise revenue to deliver 
services and provide infrastructure and projects. 

Hon Jim Chown: Or cut expenditure. 

Hon DARREN WEST: I listened to the honourable member in silence. 

Several members interjected. 

The ACTING SPEAKER: Order, members! The debate has been relatively civil so far and I expect it to remain 
so. Hon Darren West has the call, and interjections should cease. 

Hon DARREN WEST: I thank the honourable member for the motion and for shining a light on this important 
issue. I agree with him. It is the least that we can do for those who have been chosen to represent the state and the 
regions. Of course this is an important issue to the government because it has more regional MPs than any other 
party, so of course it is important to us. We have 13 regional MPs spread right across the state working hard in all 
areas. Issues relating to health services are always raised with us through our offices. Of course we want to provide 
more health services right across regional Western Australia. The provision of better education services and better 
police services and all those things is the primary role of government. We will continue to strive for better services 
in that area because the least that we can do as elected members is make the end of life as pleasant an experience 
as we can for the patient and those around them. I just make that point.  

The other point I raise is that as far as I am concerned there is no link at all between good quality palliative care, 
wherever it may be needed, and the committee and the discussion that will ensue about end-of-life choices. To me, 
these two things are not linked. I think it is important to note that regardless of people’s personal circumstances or 
choices, naturally, of course, they should be offered the best palliative care outcomes that we can provide. 



Extract from Hansard 
[COUNCIL — Thursday, 12 October 2017] 

 p4638b-4648a 
Hon James Chown; Hon Dr Steve Thomas; Hon Alison Xamon; Hon Alanna Clohesy; Hon Colin De Grussa; 

Hon Nick Goiran; Hon Colin Tincknell; Hon Darren West 

 [12] 

The services cost money and are quite willingly paid for by the taxpayer. It is the government’s role to enhance 
the services in the best way we can. I thank the member for moving the motion today. It is an important area that 
I think has general agreement. But the government is in a challenging position and we want to make it so that in 
the future the state can afford to provide these and other important services. 

HON JIM CHOWN (Agricultural) [11.40 am] — in reply: I thank all members for their contribution to this 
motion. Obviously it has hit a nerve and is relevant. 

Motion lapsed, pursuant to standing orders. 
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