
Extract from Hansard 
[COUNCIL — Thursday, 25 May 2017] 

 p572b-580a 
Hon Nick Goiran; Hon Alanna Clohesy; Hon Martin Aldridge; Hon Rick Mazza; Hon Robin Chapple; Hon 

Alison Xamon; Hon Martin Pritchard; Hon Diane Evers 

 [1] 

PALLIATIVE CARE 
Motion 

HON NICK GOIRAN (South Metropolitan) [10.05 am]: I move — 
That this council — 
(a) recognises that this is National Palliative Care Week; 
(b) acknowledges the ongoing efforts of Palliative Care Australia and Palliative Care WA; 
(c) notes this year’s theme is “You matter, your care matters. Palliative Care can make a difference”; 

and 
(d) calls on the state Labor government to build on the momentum created by the former Liberal–

National government with particular emphasis on — 
(i) raising awareness and understanding about palliative care throughout the community, 

including amongst health professionals; and 
(ii) increasing accessibility to palliative care, especially in regional Western Australia. 

It is an honour to move the first non-government business motion in the fortieth Parliament. I thought it would be 
useful, particularly for the benefit of those members who were sworn in on Monday and are in this place for the 
first time, to make the point at the outset that certainly with regard to any motions that I have moved in the last 
two Parliaments, whether that be in private members’ business, or in non-government business, as is the case now 
that I am on this side of the chamber, it has generally been a motion on which there can be some bipartisanship 
and cooperation across the chamber. That has usually been the spirit and intention in which I have moved a motion. 
I was interested to hear a few of the inaugural speeches that were made during the course of this week, which 
seemed to implore members to try to work on areas on which we have commonality. Certainly in politics, there 
will be times to be political—that is inevitable in this profession that we are in. But I agree with those members 
that wherever possible we should try to strive to work together on areas on which we see eye to eye, and I believe 
one such area is palliative care. That certainly has been the approach taken with the last couple of Parliaments in 
which I have had the privilege of serving. Also, at the outset, I acknowledge the National Party and its gracious 
gesture to allow me to move this motion this week, noting that ordinarily it would have had the opportunity today 
to move a motion so I thank it for the opportunity. The reason for that, of course, is that this is National Palliative 
Care Week. I have moved this motion to ask the house to recognise that. National Palliative Care Week is 
coordinated by Palliative Care Australia and at a local level by Palliative Care WA. As I mentioned in the motion, 
the theme for this year is — 

You matter, your care matters. Palliative care can make a difference. 
The intention this year is to raise awareness that palliative care can be offered in aged-care facilities for those 
suffering chronic illness to ease their pain. Together with Labor’s member for Girrawheen, Margaret Quirk, MLA, 
in our role as co-convenors of the bipartisan Parliamentary Friends of Palliative Care, over an extended period we 
have had the privilege to get to know palliative care specialists and physicians who are passionate about easing 
the suffering of terminally and chronically ill people in our community. Palliative care has always been a holistic 
term. It is defined by the World Health Organization as — 

… an approach that improves the quality of life of patients and their families facing the problem 
associated with life-threatening illness, through the prevention and relief of suffering by means of early 
identification and impeccable assessment and treatment of pain and other problems, physical, 
psychosocial and spiritual. 

A gentleman by the name of Professor Matthew J. Loscalzo is a sought-after speaker and writer and he has 
pioneered initiatives seeing to the physical, mental, emotional, spiritual and social and needs of patients, their 
loved ones and their caregivers. He says — 

Palliative medicine is the continuation of the long struggle to accept life on its own terms, honestly and 
openly. Taking its place in academic medicine, this new subspecialty will enable future generations of 
physicians to gain generalist-level palliative medicine skills while advancing knowledge in the field and 
fulfilling our promise to patients and their families that we will not abandon them when our treatments 
fail and that, at all times, we will do all we can to relieve their suffering. 

That statement encapsulates the aim of palliative care—that is, to relieve suffering. The palliative care speciality 
recognises that suffering comes in many different forms and when an interdisciplinary approach is taken with 
palliative care, the patient benefits. Through my interaction with palliative care specialists, it has been interesting 
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to learn that palliative care is a relatively recent medical discipline, being approximately only 50 years old. It began 
with the pioneering work of Cicely Saunders, who was in the United Kingdom in 1959 and wrote her first major 
medical research paper titled “The Management of Patients in the Terminal Stage”. This was published in a major 
series on cancer in a major publication that for the first time drew attention to the end-of-life needs of terminally 
ill patients. From there, the hospice movement began to gain momentum, rapidly developing in the 1960s, which 
led to defining treatments in these hospices as palliative care. In Australia, palliative care is even more recent than 
in the United Kingdom and a specialist by the name of Dr Will Cairns from Queensland says — 

Over the past 20 years, palliative medicine in Australia and New Zealand has emerged from an informal 
network of enthusiasts to become a fully recognised specialty with a comprehensive training program. 

The Australian and New Zealand Society of Palliative Medicine was crucial in developing the credibility of 
palliative medicine, which was necessary to recognise palliative care as a specialised practice. Once it was 
recognised as a speciality, efforts turned to the development of training pathways to have a defined pathway into 
palliative medicine. Once this was achieved, the next step was for government to recognise the speciality. Members 
may be surprised to note that palliative care as a speciality was recognised by the federal government in November 
2005, only 12 and a half years ago. Six months later the speciality was finally listed in the Medicare Benefits 
Schedule. Once this was activated in June 2006, this signalled that the job of full inclusion of palliative medicine 
in the health system was complete. Efforts are now continuing to raise awareness within the community, 
particularly amongst the elderly, of the support that is available through specialised palliative care. 

Even though palliative care has come a long way since the 1960s in the United Kingdom, and more recently in 
Australia, there is still much to do. As an example of a recent advancement in understanding the needs of terminally 
ill patients, I want to spend a moment addressing a relatively new concept called demoralisation. Demoralisation 
is different from depression as it is not necessarily a psychiatric condition; rather, the condition is characterised by 
distress and a sense of incompetence that results from uncertainty about which direction to take. Feelings of 
hopelessness, despair and even suicidal tendencies are possible symptoms of demoralisation. 
I came across a story of a man with colorectal cancer who suffered from demoralisation. After physicians 
recognised this issue, they investigated its cause. They discovered that he had pain in his lower back and was not 
taking the appropriate amount of medication because he was fearful of becoming addicted. After these concerns 
were addressed, the team increased his pain medication. Subsequently, the patient’s mood improved and he no 
longer displayed symptoms of demoralisation. Of course, not every case of demoralisation is this simple. However, 
simply having a description for this condition and recognising it as a mask for something else triggers the palliative 
care team to investigate what other physical, social or psychological conditions may be causing the demoralisation. 
Understanding this as a normal response to a terminal issue can help to validate the patient’s feelings of 
helplessness and then be encouraged and supported. Differentiating it from depression also supports the patients 
in that they are not being diagnosed with another condition. It is normal and it can be addressed. 
The recent emergence of literature on demoralisation and its application in practice demonstrate that although 
palliative care has come a long way, significant developments are still being made today. Indeed, the Australian 
and New Zealand Society of Palliative Medicine, Palliative Care Australia, and physicians and specialists across 
the nation are trying to strive for better ways to: firstly, care for the sick; secondly, alleviate suffering; thirdly, 
communicate to, listen and understand patients, caregivers and families; fourthly, build stronger interdisciplinary 
teams; and, fifthly, improve training. In my role as co-convenor of Parliamentary Friends of Palliative Care, 
I attended the annual Palliative Care WA breakfast on Tuesday this week. I was encouraged by all the good work 
that is being done in this healthcare area. Indeed, significant developments have been made in WA, such as the 
advanced care planning workshops, which have now been expanded to regional areas. I anticipate that the 
parliamentary secretary for health might inform us more about that shortly. However, as I continue to emphasise, 
much more is needed. 

An upcoming initiative in palliative care in Western Australia is the development of the compassionate 
communities model, which is based on the compassionate communities model in the United Kingdom. This model 
acknowledges that a shortcoming of the care of those who live at home with life-limiting illness is that service 
providers cannot be with them 24 hours a day. In order to provide the social, emotional and spiritual support that 
is not always available through the service provider, the compassionate communities model activates formal and 
informal networks to ensure that people are not isolated within their communities. 

As well as these positive initiatives, I was also made aware of some significant challenges that were identified by 
a woman named Zoe, who addressed her comments to the keynote speaker at Tuesday’s breakfast, 
Hon Roger Cook, MLA, Minister for Health. Zoe is a social worker at Fiona Stanley Hospital and works in 
palliative care in the acute setting. I might say for the benefit of Hansard that I will be quoting a little from what 
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Zoe said on Tuesday in accordance with my notes. She opened her comments by saying that she helps people to 
live well until they die. She continued, according to my notes, to state — 

“Advanced Care Planning is a big part of that, hearing what the patient’s wishes are. We have an amazing 
service in Silverchain hospice for people who want to go home to die, and we can support them in that.” 

However, she went on to state, according to my notes — 

“A lot of the issues we come across is where patients have particular issues and we’ve discussed it in their 
Advanced Care Plan but it’s actually not possible because we don’t have the resources. Things like the 
aged care assessments where we try to get services or people to allow them to stay at home as long as 
possible and support their families and carers yet there’s been changes in the legislation and the way that 
happens and now we have more difficulty getting the palliative care patients actual services because of 
things like prognosis, so while yes it’s incredibly important that we have these discussions and that we 
try and support patients and their families, we’re actually hitting a lot of brick walls when we’re trying to 
help patients to live well until they die.” 

That was a where-the-rubber-hits-the-road comment. Zoe is at the coalface, trying her best to meet the patient’s 
wishes to live well until they die; however, a lack of resources seems to be getting in the way of that. 

In the May 2013–14 budget, the then Liberal–National government announced increased funding for palliative 
care services of $19.513 million over the four-year forward estimates. At that time it was estimated that by 2016–
17 annual spending on palliative care would be $40.5 million. The additional funding was to be directed to, firstly, 
expanded regional palliative care services, $10.22 million; secondly, the statewide paediatric palliative care 
services, $1.93 million; thirdly, palliative care services provided under contract by Bethesda Hospital, 
$3.79 million; and, fourthly, implementation of the continuum of the end-of-life framework, $3.56 million. It is 
my intention today to lodge questions on notice to ascertain the quantum of that four-year funding by the now 
former government. Although much was accomplished in this area in the term of the former government, as I say, 
much more remains to be done. My view is that the new Labor state government should build on the momentum 
established by the former Liberal–National government. As in all areas of state responsibility, there is 
understandably a demand for greater resourcing; however, the consistent feedback that I have received is that an 
increase in resources should be prioritised in two key areas. Firstly, we need to raise awareness and understanding 
about palliative care not only throughout the community, but also amongst health professionals. It remains an 
interesting irony that there are health professionals with a limited understanding of palliative care, so although the 
community at large needs to be better educated that palliative care exists and is available, that also needs to extend 
to the health professionals whom the community relies upon. Secondly, the prioritisation of resources should also 
go to increasing accessibility to palliative care throughout the state, especially in regional Western Australia. I have 
no doubt that some members who represent the regions will have something to say about that. 

With those words, I commend the motion to the house. I also encourage members to promote National Palliative 
Care Week, and to speak to either me or the member for Girrawheen if they would like to join the 
Parliamentary Friends of Palliative Care. 
HON ALANNA CLOHESY (East Metropolitan — Parliamentary Secretary) [10.26 am]: I thank the 
honourable member for bringing this motion to the house and I acknowledge the theme for National Palliative 
Care Week, which is “You matter, your care matters.” I urge honourable members to ponder this thought that 
Umberto Eco eloquently expressed on the need to, and I quote, “meditate early, and often, on the art of dying to 
succeed later in doing it properly just once.” What do we actually mean when we say “doing it properly”, and 
dying as best as one can? For most this means dying at home in familiar circumstances, surrounded by people who 
love them and whom they love, with as little pain as possible. The Cicely Saunders Institute in London has 
produced research that shows that dying at home is more peaceful for family and helps them in the grieving process. 
Sadly, the dream of dying at home and the reality diverge. The Grattan Institute report entitled “Dying well” 
reveals that 70 per cent of Australians would prefer to die at home but that less than 14 per cent actually do; the 
majority die in hospital—that is, 54 per cent—followed by 34 per cent who die in residential aged care. The 
percentage of Australians who die outside their home is double the rate of many comparable countries such as 
New Zealand, Ireland, the United States and France. That information is also found in the Grattan Institute report. 

We know that with good planning and good care outcomes can be different. The Silver Chain palliative care service 
in 2013–14 helped two-thirds of its patients to be able to die at home. Why so few people die at home to die well 
brings us back to the theme of palliative care week: “You matter, your care matters.” It is about taking personal 
responsibility, to the extent that that is possible, about what our end-of-life care wishes look like and talking to our 
loved ones about it earlier, particularly before we lose the capacity to discuss these issues. Further to the fear of 
dying in a strange place or alone, one of the great stresses around dying is the cost of a funeral. The average 
Australian funeral costs $6 000—five months’ pay for someone struggling to live on a disability support pension. 
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I am proud that Labor actually fought hard to save the state government funeral scheme from being cut. This 
scheme is vital for those people who cannot afford it and whose families cannot afford it. 

The choice to die at home is often lost to poor end-of-life planning. Of course, like birth plans, things do not always 
go to plan, but at least the patient’s wishes are known. We know that in the absence of knowing what our wishes 
are around end-of-life care, family members and clinicians tend to err on the side of caution, and undertake 
life-extending interventions such as intubation and resuscitation. I know: I have experienced that personally in my 
own family. This results in more invasive procedures at end-of-life care, more hospitalisations surrounded by 
strangers or more expensive care that the patient might not necessarily want. One of the best ways of preventing 
unwanted end-of-life interventions—the honourable member mentioned them—is via advance health directives. 
Good palliative care does not necessarily mean throwing more money into palliative care. Advance health care 
directives do not cost a cent and, in fact, can save the health system money by avoiding unwanted treatments. 
Advance health directives are a formal legal document expressing a person’s wishes about their end-of-life care, 
giving patients greater control about what treatments they do and do not want in their end-of-life care, where they 
want to be, who they want around them et cetera. Advance health directives are not voluntary euthanasia; they 
simply allow people to plan their medical care in advance. Anyone over 18 capable of giving informed consent 
can make one. I share the member’s desire to raise awareness about palliative care both in the community and 
among health and aged-care staff. By raising awareness, we can increase the percentage of people with advance 
health directives. WA Health has a number of education and training resources to help people with advance health 
directives. 
Talking About End of Life is a training program designed for the residential aged-care sector to encourage 
aged-care staff to have this discussion with patients and families early. I acknowledge the efforts of Palliative Care 
WA and Palliative Care Australia to help us talk about death. Palliative Care WA and Palliative Care Australia 
both use humour to break down barriers around discussions on death. Palliative Care Australia has some fantastic 
conversation starters in their Dying to Talk package, which provides prompt cards with cues of things to consider 
when talking about our end-of-life care. Are You Good to Go? is a series of community workshops that WA Health 
has funded Palliative Care WA to run in both metropolitan and regional WA to encourage end-of-life care 
planning, including advance health directives, nominating enduring power of attorney, organ donation wishes 
et cetera. Last week, community workshops were held in Mandurah and community workshops will be held in 
Busselton on 14 and15 June and in Geraldton on 21 and 22 June. I share the member’s desire to raise awareness 
about palliative care options among health professionals. Remarkably, clinicians are sometimes able to predict 
within a month’s accuracy when one of their patients will die, but they are often still reluctant, as are patients, to 
raise the subject with them directly, unless directly asked. The values and practices of palliative care are now 
integrated into Australian undergraduate medicine curricula and, hopefully, this will result in some changes. 

Finally, I recognise the valuable role of the WA Country Health Service’s rural and regional palliative care teams 
in all seven WACHS regions, the goldfields, great southern, south west, midwest, wheatbelt, Pilbara and the 
Kimberley. A big, sparsely populated state such as ours poses both challenges and opportunities for innovation 
and better use of technology. WA’s 76 telehealth sites provide exciting possibilities, enabling videoconferencing 
consultations with patients in isolated and remote communities who would have previously faced a long wait for 
a visiting clinician, or would have had to travel to a larger regional centre or even to Perth. 

As I said, Palliative Care Week is a good opportunity for all of us to reflect on the art of dying or a good death, as 
Umberto Eco tells us. I acknowledge the important work being carried out by family members, friends, and 
aged-care and healthcare professionals in this state. 
HON MARTIN ALDRIDGE (Agricultural) [10.34 am]: I would like to thank Hon Nick Goiran for bringing 
this motion to the house. It was a pleasure for the National Party to make non-government business time 
available today to discuss this important matter, and timely, obviously, given we are dealing with 
National Palliative Care Week this week. I also thank Hon Alanna Clohesy for her contribution and, hopefully, 
to some extent, I can add to that, particularly from a regional context given this motion addresses some of those 
issues. 

Obviously, delivering healthcare services in regional and remote Western Australia is difficult and achieving parity 
is something that is probably too difficult to do. But trying to improve and modernise services to make sure they 
suit the requirements of regional people and are as efficient as possible is very important, and palliative care is no 
exception. In my electorate of the Agricultural Region, a range of care services are offered, often by government, 
some by the private sector and others by non-government organisations. In the main, particularly in the wheatbelt, 
these types of services are offered most consistently, along with aged-care services, by the WA Country Health 
Service. These small hospitals are multipurpose service sites, which is a funding model struck between the 
commonwealth and the state to fund what otherwise would probably be unviable, small hospitals to maintain. They 
offer emergency, acute and aged-care options as well as palliative care, as patients reach the end of life. A federal 
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government review is underway into MPS funding, and the outcome of a review into the MPS funding model is 
making many people in regional health nervous. One of the motivations for doing this is a move towards 
consumer-centred care and its funding model associated with the provision of aged-care services across Australia. 
Intertwined with this is an aged-care funding model built into the MPS funding for small country hospitals. It is 
intertwined and we are nervously awaiting the outcome of the federal government’s review of the MPS funding 
model and the impact it may have on the sustainability of small hospitals throughout regional Western Australia 
and, indeed, regional Australia. 

Although on face value consumer-centred care may seem a very reasonable approach to take, in a regional or 
remote context, the challenge is often one of market failure resulting from thin markets and great distances. That, 
essentially, is why the MPS model was created. If we applied the typical activity-based funding model we see in 
major, largely metropolitan, or regional-centre hospitals, many of these small-town hospitals could not survive or 
at least could not continue to provide the level of services we currently experience in small towns. How we improve 
consumer outcomes through competition and service delivery is difficult given the competing interests of an MPS 
versus a consumer centred–care funding model. The MPS is not perfect and anyone who works in and around 
regional health service delivery will acknowledge that. But without some type of model that accommodates 
challenges faced by regional service delivery, many of those services would quickly fail. Other parts of my 
electorate that are typically outside the wheatbelt and the great southern face different challenges. They often do 
not have the same historical investment in small-town hospitals. Rather than see a hospital every 50 kilometres or 
in half an hour’s travel, we see hospitals every hundreds of kilometres. That is typical of what we see north of 
Perth, heading towards Geraldton—a greater scarcity of health infrastructure—as opposed to perhaps travelling 
east to Merredin or Kalgoorlie where much more significant health infrastructure has been built and maintained 
over many, many years. This results in cases in which some of the more challenging areas of service delivery in 
aged and palliative care have been closer to Perth in the peri-urban fringe. Members might not expect that. They 
might think that the more remote areas of the state are some of the more challenging areas to provide services for, 
but my experience has been that regional people who live 50 kilometres from major metropolitan hospitals such 
as Joondalup Health Campus are often the ones who are more challenged by their local health services delivery, 
including palliative care. 

There are often cross-border or cross-boundary jurisdictional issues between the metropolitan health services and 
the WA Country Health Service, which provides coverage to the rest of the state. Often, the transition between the 
metropolitan health service and the country health service is far from seamless or smooth. Patients who live on the 
peri-urban fringe and have to travel to visit metropolitan GPs or receive care from metropolitan specialists are 
often discharged and referred back to their communities with no understanding of the services available in their 
homes or the communities where they live. They may be in relatively close proximity to the metropolitan area. 
People often return without the support they need to care for their loved ones. I have seen this time and again. 
Often, a friend of the family will call my office or call their local member to say a person is really in dire straits 
because they do not know what to do, where to turn or how to navigate the system. 

The Wheatbelt Development Commission did an interesting piece of work called the “Ageing in the Bush” report 
on behalf of the Regional Development Council. The report considers a whole range of aged and palliative care 
issues that relate to regional and remote Western Australia. It notes that only five to six per cent of people will find 
themselves in a residential aged-care facility. When I travel around, the focus is often very much on residential 
care and the need to quickly build more of it, as the population is ageing but, as Hon Alanna Clohesy mentioned 
earlier, the statistics show that most people are ageing in their homes. However, they often reach a point when 
specialist palliative care services are required. 

Western Australia faces a rapidly ageing population with the number of people aged 70 and over projected to 
double by 2026. This increase will be more prominent in our regions where the number of people aged 85-plus 
will increase by over 124 per cent. These figures are based on data from the Western Australian Planning 
Commission and the Australian Bureau of Statistics. We all know that people want to age close to home and their 
families and communities. That is particularly the case in small country towns where people often have close 
connections to their community as they have played a large role in the evolution and creation of their community 
over their life. Often, a disconnection from the community ends up in a less-than-positive experience for them and 
their family who supported them. It is important to design services to achieve this. Hon Alanna Clohesy talked 
about emergency telehealth and telehealth. More specialised services need to be delivered through emergency 
telehealth. At the moment, it is largely limited to emergency physicians but paediatricians, burns specialists and 
palliative care specialists need to be available through ETS. It is the same with telehealth. We need to start 
extending telehealth to mental health services, social support services and a whole range of other functions to be 
able to deliver some of the services in these thin markets. 
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If a person can be retained close to their home, I believe it really has a marked impact on their experience and their 
family’s experience as the person reaches the end of life. Having recently said goodbye to a grandfather late last 
year who benefited from palliative care services provided at Kalamunda Hospital, in the time I have remaining 
I want to close by recognising the work of the people who work in palliative care in our government and 
non-government systems. They do an amazing job supporting their patients and their families, often under very 
trying circumstances. They did a great job supporting my grandfather, my family and me as we went through the 
experience. 
HON RICK MAZZA (Agricultural) [10.44 am]: First, I would like to thank Hon Nick Goiran for bringing this 
motion to the house, particularly in National Palliative Care Week. I want to cover paragraph (d)(ii) of the motion 
that relates to country people dealing with the end of life. Of course, death is a part of life and I am sure many 
people in this chamber have had to deal with family members and loved ones when they reach the end of life, but 
it is not always the elderly. Particularly in country Western Australia, the people can be quite young when they 
reach the end of life. In my case, my sister-in-law had a very aggressive liver cancer at the age of 33. She passed 
away at a young age and left a very young family. More recently, my mother-in-law died from melanoma at not 
even 70 years old. The difference between people living in the country and those in large regional centres or the 
city is quite significant. The family and friends within a local community have to do a lot more. My wife spent 
many hours on the road—sometimes seven or eight-hour round trips—to pick up her mother to take her to 
a specialist in either Bunbury or Perth. They would stay the night and then come home again. A lot of travel was 
involved. The patient assisted travel scheme is very helpful with the cost of that. My wife’s father is legally blind 
and has very limited sight so there was extra pressure to be able to look after him as well. 

My mother-in-law and sister-in-law were both very stoic, typical country people. They wanted to stay home until 
the very end. They wanted to be with their families. They did not want to be in a hospital. They stayed at home 
for a long time. My wife and friends had a system, but it was sometimes very difficult, particularly with 
medications. If it was a weekend and help was needed with medications or whatever the case was, it was not easy 
to get hold of a nurse who was in charge of that case. At times, there was a lot of stress. They both stayed home 
until the eleventh hour. They could not pass away at home because the services were just not there at 
Lake Yealering or Wickepin. At the eleventh hour, the ambulance was called and, of course, out there, they are 
mainly volunteer ambulance personnel. I feel for them too because most of the volunteer ambulance personnel 
have grown up in the town. They have played sport with and socialised with these people. They have been part 
of the community so it is very difficult for them to pick up the person and take them to hospital knowing full well 
that they will not return. In both these cases, they were taken to Narrogin Hospital. Narrogin Hospital has two 
palliative care wards. There is a shared room where a family can stay and care for their loved one before they 
pass away. Fortunately for my wife, in both cases, only one palliative care room was being used but I can imagine 
it would be quite difficult to accommodate two or more people. I have no doubt that there are difficulties in the 
country. In saying all that, the staff who are involved, even with their limited resources, are absolutely wonderful. 
The care at Narrogin Hospital was fantastic. The amount of empathy and those sorts of things to help out families 
is fantastic. In closing, palliative care is very important and the country has challenges. The people who are 
involved do a great job but more can definitely be done. I think the more we can do to assist these people at the 
end of life, the better, but there are obviously the problems of trying to provide for distance and costs, as 
Hon Martin Aldridge laid out. With that, I look forward to listening to other speakers. 
HON ROBIN CHAPPLE (Mining and Pastoral) [10.48 am]: The recent Australian Institute of Health and 
Welfare report “Admitted patient care 2015–16” indicates a number of issues, many of which bring some concern 
but also show that an increasing percentage of people entered into palliative care over that period. It states that 
about half of the 155 600 people who passed away in Australia were admitted patients in hospital. The ageing 
population and the emergence of chronic disease are leading to more and more people needing palliative care, 
and obviously in my area that is especially so amongst Aboriginal people. It is very difficult for many Aboriginal 
people to get the level of palliative care that they need on country. We have to remember that relationship to 
country is incredibly important for Aboriginal people. To pass away on country is also very important. 
Hospitalisation in many cases means that people are transferred from Tjuntjuntjara, Balgo or wherever and end 
up in a Perth metropolitan environment where palliative care is available. However, we have to remember that 
social responsibility for Aboriginal people to get the services they require. I worked with one of the palliative 
care nurses in the Kimberley a few years ago. There was such a dearth of palliative care support that a lot of that 
palliative care was actually delivered over the phone and not by any personal interaction. I am going to stand 
here today and speak on behalf of the many people who either are not present in this chamber or do not have their 
voice heard on the aspects of palliative care. 

If we look at some of the statistics, we can see that they are really quite interesting. I turn to the 
Australian Institute of Health and Welfare report. Palliative care, as we know, is delivered by people with clinical 
speciality in that area. I will just turn to the relevant part of the report—no, I will deal with another part first. The 
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report refers to the modes of separation in 2015–16. We need to understand that “separation” means either being 
moved out of palliative care or passing away. Twenty-five per cent of the people were discharged home. That 
25 per cent of people does not apply to Indigenous people; they cannot be discharged home. I am minded of 
Juniper Numbala Nunga in Derby, which is an aged-care facility mainly for Aboriginal people, where they carry 
out a process of palliative care but it is a phone-in system—they do not actually have a palliative care nurse there. 
If things get serious, the person is usually sent off to Derby Hospital, but it cannot cope, so they are then sent off 
to Broome Hospital, which also cannot cope, and then down to Perth. I have to say that in many cases the separation 
occurs in that process. We also have to remember that of those people whom I referred to as being separated, 
62 per cent passed away in a hospital. Very few of even the European or general population actually got the ability 
to go to a home hospice or somewhere like that; they were retained in hospital and eventually passed away there. 
Palliative care forms an incredibly important part of end-of-life services. I have worked with many in that area of 
palliative care over my years in this place. We have to acknowledge that the specialists who work in this area do 
an outstanding job, but in talking to them I have heard much frustration about this issue that palliative care, as an 
emerging form of end-of-life care, is not given the level of support that it needs. As Hon Martin Aldridge 
identified, there are issues in the peri-urban area, but I would go even further: remote communities, such as 
Tjuntjuntjara, Kiwirrkurra, Kunawarritji, Balgo, Mulan and many other places, have an ageing population that just 
wants to sit quietly on country and pass away quietly on country, but that also wants to be given the ability to 
access the sort of palliative care that we, to a large degree, take for granted. 
HON ALISON XAMON (North Metropolitan) [10.54 am]: I rise to also indicate my support for the motion that 
has been put forward by Hon Nick Goiran and to express my support for the timing of this motion considering that 
it is National Palliative Care Week. I am also pleased to hear that there seems to be unanimous support within this 
chamber for this motion. That is as it should be. I will make the observation that I have been exposed to thinking—
really wrong-headed thinking in my opinion—that opposes the use of palliative care. More specifically, it has been 
suggested to me in the past that palliative care is wrong because it interferes with God’s will that people need to 
suffer as Jesus suffered. I say that because I see this as a disturbingly misguided interpretation of the Scriptures 
and utterly lacking in any understanding of compassion, but I wanted to bring to the attention of this house just 
how disturbed some extremist views can be in this space. I am really pleased that those sorts of misguided views 
do not seem to be shared here, and that there is a very important and shared understanding of the need for palliative 
care. 
I have had two experiences with loved ones who have required palliative care. The first was my grandfather, who 
died of cancer, who received palliative care at the St John of God Murdoch Community Hospice. Unfortunately, 
for the last six weeks of his life he suffered enormously. That was greatly distressing for not only him but also the 
family. The other experience I have had was this year with one of my best friends, who died of cancer relatively 
quickly. He received palliative care at home. I have to say that it was as good a death as I think one can get. He 
was surrounded by loved ones; it was handled absolutely beautifully by the Silver Chain staff who were there, and 
his young child was involved through that process and was held and cared for. It was an example, I think, of what 
we hope to strive for here in terms of the delivery of palliative care. Although it was incredibly heartbreaking, he 
was genuinely held in love as he passed away. I certainly acknowledge that we have ever-improving palliative 
care standards and I am hoping that as technology goes on, we will get to utilise it more and more, because the 
experience of a good death is not just for the person who is dying but for all the people who are around that person 
when they die as well. It is the desire, more often than not, that people want to be able to die in their own homes. 
I am also going to have a bit of a shout out to the palliative care nurses. When I was an industrial officer with the 
Australian Nursing Federation I remember negotiating on behalf of palliative care nurses. A tougher bunch of 
people would be hard to meet. I think that take-no-prisoners, no-nonsense attitude comes with people who work 
in the area of life and death. These are people who really had an idea of what was important and what was not. 
They are incredibly strong people. My huge gratitude goes to them for the sort of work that they do. But we always 
need more services. We have heard today particularly about the need for Aboriginal people to be able to die on 
country, and we have heard about the need to ensure that people in regional areas are not denied the opportunity 
for appropriate palliative care as well. We want to ensure that when people seek options, for example, around early 
death through euthanasia, this is never done because of a lack of services. For me, that is the ultimate travesty. 
Nobody should ever be driven to the point of wanting to hasten their death simply because resources have not been 
made available and they feel as though they have no other option. 
I thank Hon Nick Goiran for raising the issue of demoralisation. I think it is a really misunderstood or little-known 
element around the intersection with the desire to die and needs further exploration. I hope it is something that we 
will explore more in this chamber within a range of debates. It is important to distinguish between demoralisation 
and depression. Although it is not related to palliative care, I would also like to draw this chamber’s attention to 
the level of demoralisation that is often felt by people with disability who may feel as though they need or want to 
die simply because of a lack of services or because they have been left to feel as though their life is worthless or 
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that they are a burden. That is a great travesty and it is something that we need to talk more about. The issue of 
demoralisation as opposed to depression as a mental illness is a really underexplored area and one that we need to 
get our heads around further. 

If people are avoiding appropriate palliative care and are looking for other solutions to die because they do not 
understand the nature of pain management—they fear it or are worried about addiction, as Hon Nick Goiran 
pointed out as an example—or there is just sheer uncertainty about what is likely to come, that is a problem. I hope 
members will support this motion. We will all ultimately die. We do not know when that will be and, ordinarily, 
we do not know the circumstances by which we will die. One thing I hope is that the best type of death we can 
have is one in which we are able to be surrounded by our loved ones and to be as pain free as possible. Ensuring 
an appropriate investment in palliative care services is an important part of how we can ensure that this occurs. 

HON MARTIN PRITCHARD (North Metropolitan) [11.02 am]: I take the opportunity to congratulate the 
Deputy President on taking his role. He will be a worthy addition to the performance of the house. 

I ask for the indulgence of the mover of this motion because I want to talk about something personal to me; it 
does not speak directly to the motion. I hope the mover will give me a bit of latitude. I often get up and speak 
about my family, much to their chagrin, but it is important that we bring things back to a very human level in 
this chamber, particularly now that it is televised or streamed to a computer. It gives people an opportunity to 
see things that happen within the chamber—not just the question time that is often shown on TV and commented 
upon. Many things that happen in the chamber allow us to work together. I said in a previous speech that I fully 
understand that we are all here for the right reasons. We may disagree about how we achieve objectives, but in 
my view we are all here for the right reasons. 

I want to relay a situation regarding my parents—my father and my stepmother, whom I think of as a mother. 
I am very lucky to have a pair of mothers and a pair of fathers. My biological father is 87 years old. He was 
a bricklayer at a time when bricklayers wore a pair of thongs and a pair of shorts and that was pretty much it. 
He also happened to be English, blond and blue eyed with very fair skin. As members can imagine, as he has 
moved into his ageing years he has suffered greatly from skin cancer. I often suggest that he should offer himself 
to Cancer Council Australia as an advert for the Slip, Slop, Slap! campaign, as it was in my day. He has suffered 
greatly from skin cancers and lesions. The only saving grace is that it has not internalised; it has not gone to 
any of his organs so it just remains on his skin. We have a lot of interaction with Royal Perth Hospital and 
Silver Chain. I want to take the opportunity to talk briefly about the fantastic staff at Royal Perth Hospital and 
its different units. The sun has also affected my father’s vision and, unfortunately, his hearing has gone as well. 
He is in a reasonably bad way. I want to take the opportunity as a bit of a shout-out, as a previous speaker 
mentioned, to talk about the jobs that the different units at Royal Perth Hospital do, what the people from 
Silver Chain, who visit his home three times a week, do, and what Dr D’Souza from Lockridge Medical Centre 
does to allow my parents to maintain some dignity and some opportunity for continued independence within 
the home. 

We are a combined family of six children. A reasonable burden falls upon the children to take our parents out 
of the home, to take them shopping and to attend medical appointments. A reasonable burden falls upon the 
children, but we are all of a working age and it is not always possible. We also do not have the expertise. I want 
to thank the Silver Chain nurses who come out — 

The DEPUTY PRESIDENT: Order! Hon Samantha Rowe knows not to pass between a member speaking and 
the Chair. She must have been distracted. 

Hon MARTIN PRITCHARD: I saw that out of the corner of my eye and tried to ignore it, but I am glad the 
Deputy President did not. Standards must be maintained. 

A reasonable burden falls upon the children, but we are of a working age. It is very difficult for us to always 
be there when things need to be done. We also do not have the expertise that is provided by Silver Chain and 
the doctors and suchlike. They do a magnificent job. I had better not say how old my stepmother is. I think 
she is still 61, but I am not sure whether that is right. It allows my parents to have dignity and a modicum of 
independence. Every opportunity needs to be taken to thank those service providers—all those I have met go 
beyond it being a job. If members saw some of the cancers that people from Silver Chain have to deal with 
and dress every couple of days, they would understand that they do not do it for the pay; they do it because they 
provide a very decent service. It allows people to maintain their dignity and to remain at home when they can. 

Lockridge Medical Centre is a very busy centre. I am sure Dr D’Souza has not placed himself there for the 
money either. He looks after that community in an extraordinarily passionate way. I would like to say a big 
thankyou to him. 
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Royal Perth Hospital is an ageing facility and needs money spent on it. Seven years ago my father had to go 
into the highest care there. We thought that we were going to lose him but since that time, with the services that 
were provided, he has been able to return home and has been able to maintain his independence to some extent. 
I think that is a great thing. My last shout-out is to my stepbrothers, my biological sisters and my stepsister. 
I thank them very much for all the help they give to our parents. That help has allowed them to have that quality 
of life that they have been able to enjoy over the last seven years. I hope it goes on for a lot longer. I thank the 
mover of the motion for the indulgence. My contribution does not particularly address the issue but, for many 
reasons, this was an opportunity that I could not let go past. 

HON DIANE EVERS (South West) [11.11 am]: I want to say how interesting it is that so many of us in this 
room are affected by palliative care. If we went out to the general population, I think we would find that many 
people have had similar personal experiences. I want to take this opportunity to comment on the one experience 
I had with the Albany Community Hospice. It provided very compassionate care for my father-in-law as he was 
passing away. It was an amazing experience and a lovely story that I will not go into here. My other comment is 
how lucky we are to be in Australia for this. When his wife was dying, a relative of mine in the US had to pay for 
palliative care at a very high rate for the many weeks that she suffered. It was very unfortunate. I really appreciate 
that this motion has been put forward to make sure that palliative care continues and that the quality of care that 
I experienced in the Albany regional care system is available to people in other regions. As Hon Martin Pritchard 
said, it really comes down to the staff in those situations. You just cannot find better people than those who are 
interested in helping people at that stage in their lives. 

HON NICK GOIRAN (South Metropolitan) [11.12 am] — in reply: I thank members for their contributions to 
the debate on this motion this morning. In particular, I thank Hon Martin Aldridge, Hon Rick Mazza, 
Hon Robin Chapple—who are away on urgent parliamentary business—Hon Alanna Clohesy, 
Hon Alison Xamon, Hon Martin Pritchard and Hon Diane Evers. I thank each of those members very much for 
their contributions to the motion by speaking of their own personal experiences of palliative care with family 
members. I think I heard Hon Alison Xamon say that one day we will all die in this place. Hopefully, not in the 
chamber! Although, if I can joke about it for a moment, sometimes it might feel like that. 

Hon Alanna Clohesy: It’s good to joke about it. 

Hon NICK GOIRAN: That is right, Hon Alanna Clohesy. 

People in the palliative care industry want us to talk about this topic. It is something that we do not do well in our 
western culture. Other cultures, for whatever reason, are far more comfortable when talking about death. I was 
greatly moved this week when I heard Zoe, a young lady from Fiona Stanley Hospital, talk at the palliative care 
breakfast about her experience working in the industry. She talked about working with patients in order that they 
live well until they die. To me, that is the appropriate dignity that we should give to people at the end of their lives. 
I am indebted to the medical professionals who work in the area of palliative care. As I mentioned in the motion, 
I want to acknowledge the ongoing efforts of Palliative Care Australia and Palliative Care WA, in light of it being 
National Palliative Care Week. 

As I outlined at the beginning of my motion, it was my intention that today’s motion, being the first 
non-government business motion moved in the fortieth Parliament, would be one on which members from all 
parties could unite and speak of one area of commonality. I think that the debate this morning achieved that. To 
the newest members of the chamber, rest assured that it will not always be like this. There will be more than a few 
bruising political debates. I am pleased that this has not been one of them. In my experience of the last eight years, 
the government and the opposition have recognised each other’s achievements when they have been in 
government. I am happy to give my commitment this morning that every time the state Labor government has 
a win in palliative care, I will be happy to acknowledge it. I will watch with great interest. I was pleased that in 
the last term of Parliament there were opportunities for the opposition to recognise the momentum built by the 
then Liberal–National government. Earlier, I outlined some of the funding announcements that were made in the 
2013–14 budget and indicated that it was my intention to lodge several questions on notice about those. I am 
pleased to indicate that I have now done that. I will wait with interest to find out what the outcome of those funding 
announcements were from 2013–14 but it was pleasing to note that there will be an additional $40 million spent 
across four different areas. 

I will conclude, having thanked members for their contributions to the debate and the spirit in which it has been 
held this morning. I encourage members to join the Parliamentary Friends of Palliative Care. For the newer 
members in the chamber, that is a group that was formed in 2012 as a bipartisan group. I have been pleased to 
work with the member for Girrawheen, who is very passionate about this area. Indeed, she was also with me on 
Tuesday at the breakfast for National Palliative Care Week. It is a demonstration that members from all political 
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parties are able to come together and work on an area that they are all passionate about and that there need not be 
needless political pointscoring on palliative care. There are many other areas in which that can be done. I am 
pleased that in my experience over the last eight years, that has not been the culture in this place and I encourage 
all members to ensure that continues. I thank members for their contributions to the debate on this motion. 
I commend the motion to the house. 

Motion lapsed, pursuant to standing orders. 
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