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VOLUNTARY ASSISTED DYING BILL 2019 

Committee 

Resumed from an earlier stage of the sitting. The Deputy Chair of Committees (Hon Dr Steve Thomas) in the chair; 
Hon Stephen Dawson (Minister for Environment) in charge of the bill. 

Clause 53: Eligibility to act as administering practitioner — 

Committee was interrupted after the amendment moved by Hon Nick Goiran had been partly considered. 

The DEPUTY CHAIR: Honourable members, we are dealing with the Voluntary Assisted Dying Bill 2019, it might 
surprise you to learn. We are currently on clause 53 and dealing with an amendment moved by Hon Nick Goiran; 
that is — 

Page 33, lines 11 to 15 — To delete the lines. 

It seeks to delete clause 53(1)(a)(ii). 

Hon NICK GOIRAN: At some point, the debate so far seems to have evolved into a contest about who loves 
nurse practitioners most. I want to make it clear to members that that is not the point of this amendment. The point 
of this amendment is that we know from the evidence taken at the inquiry that decision-making capacity is inherently 
complex. We know from the evidence given by the Chief Psychiatrist that the stakes cannot be any higher than 
a decision made at this point. We also know that the Chief Psychiatrist provided this information to the special 
adviser on 14 November — 

- Psychiatrists and Geriatricians are by far best placed to assess capacity, but other doctors who are trained 
and have ongoing appropriate credentialing may be appropriate … 

In moving this amendment, I am seeking the highest standard possible. Decision-making capacity is best done by 
those practitioners. There was an opportunity during the select committee inquiry, with the ministerial expert panel 
and the special adviser as recently as 14 November to ascertain any different view from that of the Chief Psychiatrist. 
That has not been provided, so in the absence of that, this is the best evidence before us. 

Hon AARON STONEHOUSE: I seek clarification. Clause 53(1)(a)(ii) states — 

a nurse practitioner who has practised the nursing profession for at least 2 years as a nurse practitioner 
and meets the requirements approved by the CEO for the purposes of this subparagraph; 

That is very similar language to that used in clause 16(2)(a) and (b) in that there are some requirements approved 
by the CEO for the purposes of those paragraphs. What will be the requirements approved by the CEO for nurse 
practitioners? 

Hon MARTIN ALDRIDGE: I want to indicate that I will not support the amendment moved by Hon Nick Goiran. 
Members will be aware that in its final report, the ministerial expert panel recommended that in addition to what 
is in the bill, the consulting practitioner could also be a nurse practitioner, which is obviously a position the 
government did not accept around the settings of this bill. When we reflect on the members of the ministerial 
expert panel, from my cursory look, seven of them have specialist or extensive medical expertise. Although I did 
not write down the number of nurse practitioners operating in regional Western Australia—I think the majority are 
probably in metropolitan regions—I think there has been significant growth and opportunity for nurse practitioners 
to play a much more significant role than they do in the delivery of medical care across Western Australia. Indeed, 
we need only travel to Canada and the United States to see the breadth of scope that nurse practitioners play in 
those countries. Nurse practitioner anaesthetists and nurse practitioner surgeons are playing very active roles in 
medicine in North America. Although I am not convinced that nurse practitioners will necessarily play a big role 
in the early delivery of voluntary assisted dying, I think they will have a role to play in future years as we see more 
nurse practitioners practising. One of the difficulties for nurse practitioners is finding a job that recognises their 
skills and expertise once they qualify. For those reasons and reflecting on the recommendations of the ministerial 
expert panel, I am quite satisfied with retaining nurse practitioners as administering practitioners under the bill. 

Hon AARON STONEHOUSE: I am still waiting for an answer from the minister about what the requirements 
will be, as approved by the CEO, for nurse practitioners under clause 53(1)(a)(ii). 

Hon STEPHEN DAWSON: I am still seeking that advice; I am very happy to provide it to the honourable member. 
With regard to the figures referred to by Hon Martin Aldridge, I indicated that there are currently 248 nurse 
practitioners in WA, 43 of whom are practising in WA country health regions. That is just for the member’s information. 

In answer to Hon Aaron Stonehouse’s question, the bill requires all coordinating and consulting practitioners to have 
undertaken approved training prior to conducting any assessment. Only medical practitioners who have successfully 
completed the training will be able to take on the role of coordinating or consulting practitioner. The bill also 
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requires all administering practitioners—medical and nurse practitioners—to have undertaken approved training prior 
to conducting the role of an administering practitioner. Only practitioners who have successfully completed the 
training will be able to take on the role. The training for practitioners will be developed during the implementation 
period, in consultation with professional bodies and medical experts. More specifically, and in line with the 
Ministerial Expert Panel on Voluntary Assisted Dying’s recommendations, the training shall include the following 
key competencies: an overview of the legislation and its ethical and legal implications for practitioners; evidence 
of knowledge of best-practice palliative care; cultural competency, including understanding the perspectives of 
people from different beliefs and faiths; guidelines for end-of-life discussions; provision of support for families, 
or where to refer them for support; details of the voluntary assisted dying process, including the obligations of the 
practitioner at each stage; assessment, including eligibility, decision-making capacity, voluntariness and identifying 
coercion, particularly as it relates to groups such as people with disability or mental health issues; pharmacology 
and administration of the voluntary assisted dying substance; documentation and reporting requirements; death 
certification; and access to psychological and peer or mentoring support. 
I will leave that there. That is covered under clause 158, so perhaps if the member has further questions on that, 
we can deal with them when we get to that clause. 
Hon AARON STONEHOUSE: I am keen to talk a little bit more about the training requirements for the various 
practitioners because they are relevant to consideration of this amendment. The minister outlined what will be 
included in the training, and it was pretty comprehensive. Will there be training for administering practitioners 
that is directed specifically to their role? For instance, they do not necessarily need to know about all the steps in 
the process; their role in all this is fairly narrow. I have no doubt that nurse practitioners are very competent and, 
in many cases, perhaps more competent than doctors in some regards, when it comes to, for example, administering 
intravenous therapy. From my experience, their bedside manner is certainly better. My concern is about assessing 
capacity. Will there be different training for nurse practitioners acting in administering practitioner roles, that 
perhaps focuses on capacity assessment? Let us keep in mind that the nurse practitioner, as the administering 
practitioner, will come in at the end of this process. They have not been involved since day one, when the patient 
went into a doctor’s practice and asked for voluntary assisted dying. They do not have that relationship or rapport 
with the patient at this point. Their responsibilities are merely transferred to them by a coordinating practitioner. 
Can the minister give me any comfort that the training required would address the very different role that the 
administering practitioner would have in this instance? 
Hon STEPHEN DAWSON: Nurse practitioners will be trained to know and understand the entire process, but 
also will be provided training to enable them to carry out their obligations under the bill. 
Hon AARON STONEHOUSE: It is a bit tough for me, because I do not know what will go into that training. 
I understand that we will obviously have an 18-month implementation phase during which the training will be 
developed. It is very difficult to look at this amendment and consider whether it is appropriate for a nurse practitioner 
to act as an administering practitioner when we do not know what will go into the training and qualification of the 
people who will act in that role. I appreciate that the minister cannot really tell me too much at this point, but it 
does make it very difficult indeed to make a decision about the merits of this amendment. The role of the 
administering practitioner is fairly narrow. Some risk is involved. However, unless we are contemplating some 
kind of conspiracy and collusion between coordinating, consulting and administering practitioners, I think the risk 
is relatively small. 
With regard to the amendment put forward by Hon Nick Goiran, I am not sure that nurse practitioners need to be 
removed at this point. I am close to being convinced, but I am not quite there yet. Therefore, in this instance, I will 
not be supporting the amendment. I will be very keen to see what we can tease out when we get to the guidelines 
and the training that is involved for the various practitioners, because I am still not completely comfortable with 
what may or may not go into the training for those practitioners. I will not be supporting the amendment at this 
time, because I am not completely comfortable with this yet. I am not sure whether it is necessary to go as far as 
removing them entirely. 
Amendment put and negatived. 
Hon NICK GOIRAN: There is an amendment standing in my name at 468/53. I thank the honourable minister 
for drawing to my attention a more refined way of drafting this particular amendment. Therefore, I move the 
following, which is a slight variation of that amendment — 

Page 33, line 17 — To delete “training.” and substitute — 
training; and 

(c) the person is not a family member of the patient; and 
(d) the person does not know or believe that they — 

(i) are a beneficiary under a will of the patient; or 
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(ii) may otherwise benefit financially or in any other material way from the death of the patient, 
other than by receiving reasonable fees for the provision of services as the administering 
practitioner for the patient. 

By way of brief explanation, members will see that in my amendment 468/53, subparagraphs (i) and (ii) both start 
with the word “they”. That is lifted to the end of limb (d). There is also some movement of the word “and”. It is 
merely a drafting difference. Otherwise, the substance of the amendment is identical to 468/53 and has been moved 
for the same reasons as we have moved similar amendments earlier. 
Hon STEPHEN DAWSON: I indicate that the government is supportive of this amendment, for the reasons 
outlined by Hon Nick Goiran. 
Amendment put and passed. 
Hon AARON STONEHOUSE: I want to make some comments generally on this division, and I think clause 53 
is the appropriate place to do so. Perhaps the minister can give me some insight into the rationale behind making 
a provision for an administering practitioner. I apologise if this was canvassed in the debate on clause 1—I do not recall 
it being canvassed, but I may be mistaken—but the Victorian legislation and our own is based on the Oregon legislation. 
In my consultation with stakeholders, I was advised that there is no administering practitioner in Oregon; there is 
instead only self-administration of a voluntary assisted dying substance. When I was engaging with stakeholders, 
I asked them how that works, because it was put to me by advocates of this bill and of having an administering 
practitioner that there may be people who have various illnesses or diseases that will prevent them from being able 
to self-administer. The stakeholders advised me that if someone in Oregon has lost function of their arms, they can 
be given a straw to use to drink a voluntary assisted dying substance, and that if someone has some difficulty with 
swallowing, they can be given a stomach pump, which they probably would be using already to take food and water. 
They could insert the voluntary assisted dying substance into their stomach pump and receive it that way. There were 
several other methods to self-administer voluntary assisted dying substances, regardless of someone’s impairment. 
Given that the Oregon regime does not allow for practitioner administration and has been operating for quite some 
time now, where is the need for us to allow for practitioner administration? Was the Oregon situation examined 
and considered? Is there a circumstance that I am not aware of in which practitioner administration is the only 
option? I am concerned that practitioner administration could become something that is taken up by patients 
because it is easier and more comfortable for them, rather than because it is a medical necessity. That may certainly 
be their right, but if the intention is that it is there not as a rule but as an exception for medical circumstances, then 
it is a little concerning to me that, from my examination of the bill, it seems that anyone who is uncomfortable 
with self-administration can apply for a practitioner to administer a voluntary assisted dying substance for them. 
If patients are going down the route of practitioner administration because they are more comfortable with that, it 
really calls into question their conviction to some extent. Is this really what someone wants if they are unable to 
take that final act for themselves and would rather somebody else do it for them? I may be wrong in my assessment, 
but I am really interested to hear what the minister has to say on this, because it is something that has concerned 
me ever since I learnt of the provision for practitioner administration. 
Hon STEPHEN DAWSON: I am not sure what the honourable member’s question was in relation to that, so 
perhaps I can make some comments, unless there is something further that he requires. What I got from what he 
just said is that he has concerns with it. I am not sure whether he asked a particular question, but I indicate that, yes, 
there are circumstances in which a patient cannot self-administer. It could be to do with a person’s disability, for 
example, but it could also be to do with health conditions. 
Hon Simon O’Brien: With cancer of the oesophagus or something, it might be a little difficult. 
Hon STEPHEN DAWSON: There are examples. Certainly, someone could have a disability or a health condition 
that precludes them from self-administering. 
In relation to why a dual system was included in the bill—that is, self-administration and practitioner administration—
it is my advice that the public consultation that occurred in Western Australia supported a system that included 
both self-administration and practitioner administration. 
Hon NICK GOIRAN: That is not surprising at all. In fact, it goes to the very point that the honourable member is 
making. When practitioner administration is available, people choose it, and the data supports that. The two jurisdictions 
that I draw to the member’s attention are Oregon and Canada. As the member has quite rightly pointed out, Oregon does 
not allow practitioner administration. In Oregon, it is the assisted suicide regime and the person has to take the poison 
themselves. But in Canada, practitioner administration is permitted. I know that there was a lot of discussion about data 
earlier. In Oregon, deaths by assisted suicide accounted for 0.46 per cent of all deaths in 2018, so half a per cent of 
all deaths in Oregon were by way of this regime. When that is compared with the rate in Canada, which allows the 
two methods, the rate jumps up. In Canada, if we exclude Quebec, for the period from January to October 2018, on that 
data, the rate was 1.47 per cent, but if we include Ontario, the rate was 2.04 per cent and if we include Quebec, the rate 
was 1.9 per cent. This is the information from 2018–19. Every time we look at the data in those jurisdictions, we see 
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a very significant jump. The best way to understand and explain that is exactly as Hon Aaron Stonehouse has identified: 
it is because when those options are made available, people end up going towards practitioner administration. 
In another example that I can give members, notwithstanding the incorrect information that the Minister for Health 
provided to the member for Hillarys in the other place on 17 September 2019, I was very interested to see the 
dialogue between those two members and the response from the health minister suggesting that 95 per cent of 
patients in Canada choose the practitioner-administered version. I thought that I would check that and it was actually 
99.88 per cent. Almost everybody in Canada chooses it. Of the 5 085 deaths that occurred in the period 17 June 2016 
to 31 October 2018, 5 079 occurred by physician administration, while only six occurred by self-administration. 
That goes exactly to the point that the honourable member is making. 

Hon AARON STONEHOUSE: I thank the minister and I thank Hon Nick Goiran for giving a little bit of 
information. Perhaps rather than discussing the policy of having an administering practitioner, I might focus my 
questions on the criteria for practitioner administration. I think those questions might be more appropriate when 
we get to clause 55. I flag that I will have a little more to ask about it when we get to that clause. 

Clause, as amended, put and passed. 

Clause 54: Application of Division — 

Hon NICK GOIRAN: Looking at the bill, it seems to me that administration of schedule 4 and schedule 8 poisons 
may take place once the final review form has been completed but not necessarily lodged with the board. As 
the coordinating practitioner will have two days to lodge a copy of the final review form with the board under 
clause 50(4), is it possible that these schedule 4 and schedule 8 poisons can be administered and the patient’s death 
occur before the board has even received the final review form? 

Hon STEPHEN DAWSON: I am advised that it is technically possible, but it would be in very rare circumstances. 

Hon NICK GOIRAN: Why would it be so rare? The final decision would have been made and the patient would 
have let the practitioner know, so they would want to get on with it. The next thing that would need to happen is 
to make an administration decision. That could certainly happen on the same day. Why would the practitioner and 
the patient not do that as part of an ongoing conversation? It is highly unlikely that after the final assessment has 
been done, the practitioner and patient would go away, spend some free time apart, and then come back and say that 
they should continue this process. That is highly unlikely. It is much more likely and far more probable that this 
would be part of an ongoing conversation. If they made the administration decision and the patient said, “Let’s get 
cracking because I have made my final decision”, the coordinating the practitioner would say, “Yes, no problem. 
Let’s facilitate all this and go off to the pharmacist and make sure that you’ve got the substance”—and presto! 
Meanwhile, the board would know nothing about it. 

I am really concerned about this. A properly constructed safeguard would ensure that administration could not take 
place until the board had been informed of the final review. It makes a mockery of the narrative that somehow the 
board will perform a tremendous oversight role when the final review form has not even been provided to it and 
the patient is dead. At that point, the board would be able to do nothing. I asked the minister earlier about remedies. 
He indicated that remedies would be available only if the patient were alive and that once the patient was dead, no 
remedies would be available to him or her. The minister indicated that there would be nothing for the patient’s 
family. This is totally unsatisfactory. Clearly, a properly constructed safeguard needs to be put in place somewhere 
in part 4. I do not really mind where in part 4 the government wants to put it—the resources of government can be 
used to find that—but clearly a safeguard needs to be put in place so that the substance could not be taken, either 
by practitioner administration or self-administration, at least until the board had been informed of the final review. 
Is that something that the government would be willing to take on? 

Hon STEPHEN DAWSON: We do not propose to make that change. I said that it was technically possible because 
time would still be needed to prescribe and supply the substance. They would still have to make an administration 
decision and, as I said, dispense the medication. They may need to appoint a contact person and forms may need 
to be completed. It is unlikely, but it could happen. As I said in answer to Hon Nick Goiran’s question, it is not an 
amendment that we propose to make. 

Hon NICK GOIRAN: The whole point of having a house of review is to look at these unlikely scenarios because 
they could happen. When the minister says that it is unlikely but it could happen, that is exactly why we are here. 
If it was not likely and it could not happen, we would not need to have this discussion. It is our job to make sure 
that if there are any cracks or gaps in this legislation whatsoever, we plug them. The stakes could not be any higher 
than that. I know that we will recess at some point this evening, but I hope that cooler heads in government will 
take this on and realise it is entirely inappropriate, even for members who are supportive of this legislation. I would 
really love someone to explain to me why it is appropriate for us to leave this gap. We have identified it. The 
minister says that it is a technical possibility that is unlikely to happen, and we will leave it. Let us quickly make 
sure that we get this all done. We all know this bill will be passed in its entirety in the specified time line, by the 
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end of next week. If that is the goal, why would we not spend a moment to plug this gap? Are we just happy that 
the board will have no role? The patient will already be dead. The board will know nothing about the final review 
form and nothing will be able to be done. That should trouble members, irrespective of where they sit on this bill. 
I hope the government will take this matter on board in the coming days. 

Clause put and passed. 
Clause 55: Administration decision — 
Hon NICK GOIRAN: I notice that the practice guidelines that were issued in the Netherlands in 2012 include at 
page 14 — 

It is of the utmost importance that the patient is not conscious of the effects of the neuromuscular blockers 
administered … The medication and dosages included in these guidelines ensure that the risk of an 
insufficiently deep and insufficiently long-term reduction of consciousness is extremely low. However, 
the possibility exists that the coma induction medication has unknowingly been administered partly 
perivenously, which will result in a failure to achieve the desired effect. 

Is this one of the risk factors that the coordinating practitioner and the patient will discuss when deciding whether 
to make a self-administration or practitioner administration under clause 55(1), given that what we are talking 
about here is death by asphyxiation?  
Hon STEPHEN DAWSON: We cannot speak specifically to the risks associated with the Netherlands legislation. 
The medical protocol that will be used in Western Australia will be specifically considered by the clinical panel in 
Western Australia. 
Hon NICK GOIRAN: I am not surprised because, unfortunately, none of the so-called consultation that has 
happened over the last two years has looked at this stuff. We had a yearlong inquiry by the Joint Select Committee 
on End of Life Choices, and it did not bother to look into any of this. The panel of so-called experts that the 
government put together has not looked into this either, and now we find ourselves in a situation in which we are 
about to pass legislation and we are told that it will be looked at in the next 18 months. Picking up on the theme 
provided by Hon Aaron Stonehouse earlier, is it the expectation of the government that allowing patients to choose 
practitioner administration will impact on the rates of voluntary assisted dying in Western Australia so that we will 
see rates higher, in comparison with Victoria where practitioner administration is restricted? 
Hon STEPHEN DAWSON: Can the honourable member ask that question again, please? 
Hon NICK GOIRAN: This is really following up on the issues raised by Hon Aaron Stonehouse earlier. I will 
just pause for a moment to say, and this is not a criticism of the minister, that earlier today the Minister for Health 
criticised me and others for asking repetitive questions, and this is not the first time that I have had to genuinely 
repeat the question at the request of the minister. That is not a criticism; that is just me having a crack at the 
Minister for Health. 
Hon Stephen Dawson: I want to make sure that we give you an answer to your question, so if it is appropriate, 
I will do it. 
Hon NICK GOIRAN: I appreciate it. I only wish you were the Minister for Health. 
Is it the government’s expectation that allowing patients to choose practitioner administration will impact on rates 
of voluntary assisted dying in our state, such that we will see higher rates of voluntary assisted dying compared 
with Victoria, where practitioner administration is restricted? 
Hon STEPHEN DAWSON: We cannot speculate on that. 
Hon NICK GOIRAN: Clause 55(2) states — 

A practitioner administration decision can only be made if the coordinating practitioner for the patient 
advises the patient that self-administration … is inappropriate … 

Can we be assured that this clause will not result in a coordinating practitioner steering a patient into practitioner 
administration based on their own views of what method is preferred?  
Hon STEPHEN DAWSON: This clause is not about steering; it is about good clinical decisions and conversations 
between the practitioner and the patient. It will follow the constraints of good medical practice and, of course, 
there will be training in relation to this issue too. 
Hon NICK GOIRAN: Referring to clause 55(2), I am interested in what type of method is going to be, if you 
like, recommended by the practitioner given that practitioner administration can be made only if the practitioner 
has advised the patient that self-administration would not in effect be appropriate because they have some 
concerns, as can be seen at clause 55(2)(c), about “the method for administering the substance that is suitable for 
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the patient”. I am interested to know what preferred methods the government intends to recommend to practitioners 
as part of the guidelines and the training process. 
To give context, when we look at the experience in a couple of other jurisdictions, specifically the Netherlands 
and Canada, we learn this. The Netherlands guidelines state — 

Once the patient drinks the drink, the barbiturate is resorbed by the gastrointestinal tract. The faster the 
resorption, the higher the peak level. If the resorption rate is too slow, then a redistribution of the 
barbiturate will take place, resulting in an insufficient peak level. As a result, the patient fails to lapse into 
a coma or can come out of a deep coma. 

Even when anti-emetics are administered, the foul taste of the drink can sometimes cause vomiting. As 
a result, the whole dose is not taken. Another possible problem is that many patients use opioids at the 
end of their lives. Opioids result in slower gastrointestinal transit, which can mean it takes the patient 
longer to lapse into a coma. 

Due to the aforementioned unpredictability, this method is not the preferred method. 

That is what the Netherlands guidelines say. Contrasting that with Canada, its “Fourth Interim Report on Medical 
Assistance in Dying in Canada” states that Quebec’s legislation permits only clinician-administered MAID. 
MAID is of course its acronym for medical assistance in dying. In that context, minister, will some guidance be 
provided to practitioners about the preferred method? 

The CHAIR: What we are talking about now clearly sits within clause 57, not clause 55, but because we have 
invested a certain amount of time already in this, I will allow the minister to respond at this point so that we do not 
lose continuity. I want to try to keep members on the actual specifics of individual clauses. That is what the 
Committee of the Whole House expects me to do and that is what I will try to do.  

Point of Order 

Hon NICK GOIRAN: I seek clarification. My question relates to the method for administering the substance, which 
is at clause 55(2)(c); whereas clause 57 deals with self-administration. If I have misspoken in any way, minister, 
I want to be clear that I am not speaking at all about self-administration; I am interested to know about the methods 
recommended by the government as outlined at clause 55(2)(c). I apologise if I have confused the chamber. 

The CHAIR: Member, I do not think there is a point of order, but I hear your explanation. I do think that clause 57, 
“Self-administration”, which canvasses a range of matters, including self-administration and handling of the 
substance and so on, is a more appropriate place for this specific question. Nonetheless, it does receive a mention in 
clause 55(2)(c) as something that a practitioner would have regard for in providing advice, but it is not specifically 
about methods of self-administration. Be that as it may, I am not the minister at the table anyway, and we are 
proceeding with it. 

Committee Resumed 

Hon STEPHEN DAWSON: Thank you very much, Mr Chairman. You may not be the minister, but, of course, 
you are a very important part of this evening’s proceedings, so we take on board your advice. 

Hon Nick Goiran, advice will be provided to practitioners about the appropriate and approved protocols, but we 
are not recommending self-administration or practitioner administration. 

Hon NICK GOIRAN: I have two further questions on clause 55 before I move the amendment standing in my name. 
The first question relates to clause 55(3), which invokes a scenario in which a clause 55 administration decision 
can be made via proposed section 156. If that were to occur, what impact would section 474(29)(a) and (b) of the 
commonwealth Criminal Code Act have? 

Hon STEPHEN DAWSON: Conversations between the patient and the practitioner need to be in person. 

Hon NICK GOIRAN: I take it that an administration decision cannot be made in accordance with proposed 
section 156(2)(a), so should we be deleting that part of subclause (3)(b)? 

Hon STEPHEN DAWSON: This is a futureproofing clause. 

Hon NICK GOIRAN: If a practitioner or a patient who does not understand that this provision is in the legislation 
for futureproofing were to proceed to make the clause 55 request under proposed section 156 and were to fall foul 
of that, what would be the penalty? 

Hon STEPHEN DAWSON: There is no penalty for the patient. 

Hon NICK GOIRAN: What would be the penalty for the practitioner? 
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Hon STEPHEN DAWSON: The practitioner will be trained as part of the implementation phase in relation to 
this issue. 

Hon NICK GOIRAN: I will be moving to amendment 207/55 in a moment, but I have one further question. 
I make this observation on clause 55(3)(b). A practitioner could overlook that or maybe miss that part of the 
training. They are physically but not mentally present for that moment in the training. Hon Martin Aldridge has 
returned to the chamber from urgent parliamentary business and would be very interested in this discussion, 
because he has been pursuing the government for an extended time for advice on this issue. I draw to the attention 
of members that we have just learnt that clause 55(3)(b) has words in it to do with clause 156, which are in there 
for futureproofing, according to the government. When I asked what the penalty would be if an administration 
decision was made effectively by Skype or over the phone, I was told that apparently there would be no penalty 
for the patient. When I asked what the penalty would be for the practitioner, I was told that the practitioner would 
be shamed. I think that is just by way of an indication by the minister that actually they are going to breach 
commonwealth law, because we are going to leave clause 55(3)(b) unamended at the request of the minister, who 
wants it in there for futureproofing. In the event that a practitioner contravenes commonwealth law, it will not be 
because the chamber was unaware; it will be because the chamber agreed with the minister that it should be in 
there for futureproofing purposes. 

My final question on clause 55, before I move the amendment standing in my name, is: I note that clause 41 
requires the patient’s written declaration to be witnessed by two eligible witnesses; why does clause 55 not also 
include a requirement that the patient’s administration decision be witnessed? 

Hon STEPHEN DAWSON: It would be part of the medical consultation between the practitioner and the patient. 

Hon NICK GOIRAN: I move — 

Page 34, line 22 — To insert after “assisted” — 

dying 

Hon STEPHEN DAWSON: I indicate that we are supportive of this amendment. I have been advised that it was 
a typographical error and it makes perfect sense to include, and I am grateful for Hon Nick Goiran moving 
this amendment. 

Amendment put and passed. 

Hon AARON STONEHOUSE: I was just looking at the Hansard transcript of the debate in the other place on 
this clause. I wonder whether the minister can confirm for me my suspicion of what I have gathered from the 
discussion that took place down there. The language used in clause 55(1) is — 

The patient may, in consultation with and on the advice of the coordinating practitioner for the patient — 

(a) decide to self-administer … or 

(b) decide that a voluntary assisted dying substance is to be administered to the patient by the 
administering practitioner … 

This sounds like there is no requirement for a medical basis for that decision to be made, that it is merely a decision 
that a patient and a practitioner come to through some kind of discussion or consultation, but there is not actually 
a need for some kind of medical or physical impairment in the patient that requires them to have that substance 
administered by a practitioner. And I correct in that assessment? 

Hon STEPHEN DAWSON: There is no physical requirement. 

Clause, as amended, put and passed. 

Clause 56: Revocation of administration decision — 

Progress reported and leave granted to sit again, on motion by Hon Stephen Dawson (Minister for Environment). 
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