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VOLUNTARY EUTHANASIA BILL 2010 

Second Reading 

Resumed from 20 May. 

HON NICK GOIRAN (South Metropolitan) [3.43 pm]: I rise to oppose the second reading of the Voluntary 
Euthanasia Bill 2010. In doing so, I want to acknowledge that all members, regardless of how they vote, are 
motivated by a sense of compassion for people in difficult health circumstances. I also want to acknowledge that 
all members recognise that when we have debates on health issues, it is very important that we look beyond just 
physical health and look also at mental health issues, which have been sidelined in health debates over many 
years. I wish to acknowledge in my introductory remarks that there are a great number of arguments against 
voluntary euthanasia. Accordingly, in trying to formulate my comments by way of contribution to today’s 
debate, I thought it would be useful to the house for me to momentarily return to my former profession and 
address the debate from a legal perspective. I have no doubt that other members will take the opportunity to 
address the debate from other useful perspectives including, but not limited to, the physical, the psychological 
and the ethical. Accordingly, in the little time I have this afternoon, I would like to offer this proposition to 
members: that it is a legal impossibility to protect against involuntary euthanasia when voluntary euthanasia is 
legalised. 

I want to unpack that proposition a little by looking at the legal concept of “duress”. It is a concept that derives 
from contract law and in my view it is incredibly important that we understand that we are actually debating the 
introduction of a euthanasia contract between a doctor and a patient. In my view, it would be grossly 
inappropriate for us to not consider basic contract law principles when considering euthanasia contracts. 

Consent is also one of the requirements for a valid contract; unless there is consent, there can be no agreement 
and no contract between the parties. Even if consent is given, contract law can provide that consent may not been 
given freely, or may have been gained by mistake or under pressure. I will quote from Paul Latimer’s Australian 
Business Law, thirteenth edition. He defines duress as — 

Duress means pressure or compulsion to force a person to do something against their will. A contract 
made under duress is voidable by the person coerced. 

It is interesting to note that in the Voluntary Euthanasia Bill 2010, under clause 9, “Procedure following 
agreement to assess a request”, there is a vast list of criteria that needs to be determined by the medical 
practitioner. I particularly want to draw the attention of the house to clause 9(2), which in part states — 

(b) that the applicant’s request is not wholly or substantially referable to, or wholly or 
substantially a symptom of, a state of clinical depression; 

(c) that the applicant’s request is not wholly or substantially referable to a desire by the applicant 
to cease to be a burden to family, friends or others; 

(d) that the applicant does not appear to be acting under duress; 

(e) that the applicant has made his or her request — 

(i) freely and voluntarily; and 

(ii) with full knowledge of the consequences; 

(f) that the applicant’s request is not the result of external pressure; 

Although I acknowledge the efforts of those who have drafted this bill to address the issue of duress and undue 
influence, which are basic contract law principles, it is impossible to legislate in these areas. There is a key 
difference between a voluntary euthanasia contract and a commercial contract. To give an example, if I enter into 
a commercial contract with somebody and put him under pressure and exercise duress, so that he is under duress 
when he signs the contract, he will have the opportunity after the event to go to a court of law and seek redress. 
In this situation, there is no possibility for a victim of duress in a euthanasia contract to seek any redress after the 
event. That is why I say that it is legally impossible for us to provide sufficient safeguards. 

I know that Hon Robin Chapple, who is the proponent of this bill, has spoken at length about the safeguards and 
how this is, in his view, amongst the best legislation of its kind in respect of safeguards. However, I still ask the 
question: how do we protect a person from entering into a contract under duress? All we have in this situation is 
a clause that provides that the doctor must assess whether he or she thinks that the person is acting under duress. 
What happens if the doctor gets it wrong? If members think that there are never any issues of medical negligence 
in Western Australia, I would suggest that they talk to the medical insurance indemnity industry. In my former 
profession, I acted in a number of medical negligence cases and, generally speaking, the results of medical 
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negligence are not always death, so there was some provision for us, as legal representatives, to go to the courts 
to seek some compensation and redress, to try to put those people back into the situation they were in before the 
negligence occurred. We do similar things when seeking redress for people who have entered into contracts 
under duress or undue influence. In this case, it is impossible to do that. In that regard, I make the comparison 
between what we would regard as safeguards in a euthanasia contract and what we would regard as safeguards in 
our criminal justice system. As a community, in Western Australia we do not support capital punishment. One of 
the reasons that people in general do not support capital punishment is the lack of safeguards. What do I mean by 
that? In the criminal justice system, if somebody is found guilty of a crime, a number of safeguards are in place. 
First, the police have to investigate the crime. This will involve having an interview with the accused. The 
accused has the opportunity to be represented. If the police feel that they have sufficient evidence, the matter 
goes to a court. A jury will consider the matters of fact and the judge in attendance will look at the matters of 
law. At the end of the day, if there is a guilty verdict, that person still has the opportunity, remembering that he 
or she has been legally represented throughout this process if he or she wanted to be, to go to the Court of 
Appeal in the Supreme Court. A full process is then undertaken. If that is insufficient, the case then goes to the 
High Court.  

As a society, we say that despite all those things, that is insufficient. There is still the prospect of somebody such 
as Andrew Mallard being wrongfully found guilty of a crime, and if we had capital punishment, that person 
could be wrongfully put to death. We say that that is unsatisfactory. We cannot tolerate that. One of the reasons I 
am voting against this bill today is that if the criminal justice system does not have enough safeguards to protect 
someone from being innocently put to death, certainly two medical practitioners signing somebody’s death 
warrant cannot possibly be a sufficient safeguard. The standard is, with respect, chalk and cheese. The criminal 
justice system has far more safeguards in place, and we say that that is not sufficient.  

I want to address the issue of medical negligence a little further. Yesterday I received an email from a doctor. It 
is instructive for me to read the content. It states — 

I am a doctor, and it is sometimes useful to get first hand stories for such debates. Last year I was 
working as a medical officer in a coronary care unit of a private Perth hospital. … I was involved in 
caring for a patient who had several complications following a procedure. A lovely lady; she was 
elderly, but had been living independently.  

Her condition was complicated, and deteriorated such that she became unconscious. We knew her 
kidneys were failing - according to blood tests and she was producing very little urine. However, it 
looked like she had had a stroke.  

The specialist agreed her condition was terminal, and such was discussed with her family. She was 
comfortable, and her family were not distressed so no further investigations were done to confirm she 
had had a stroke, as it might have distressed her to undergo the scans, as well as deleteriously affect her 
failing kidneys.  

Her understanding family actually commented to me that they had been through the same situation 
twice previously, where they thought she was going to die, but had recovered.  

It was agreed to adopt a palliative approach, and she was transferred to the palliative ward.  

The specialist did not even want her to receive fluids, as he thought it would only prolong her life, when 
she was clearly terminal. This decision in itself was ethically a difficult one.  

As I had been very involved in her care and in family discussions - admitting her and getting know her, 
and then indeed breaking the news of her poor condition - a few weeks later, I asked the specialist about 
the outcome of the case. He replied that she had, much to his great astonishment, actually fully 
recovered, and been discharged home. We were both astonished!  

Indeed, the case reinforced for me the difficulty in predicting death, even for experienced and well-
regarded, well-intentioned clinicians. If euthanasia had been legal, this lady would certainly have 
qualified.  

In fact the decision to withhold fluids so as not to prolong her life was controversial, and one that I 
personally was not entirely comfortable with, but I was not responsible for final management decisions. 
I am glad the law protected me, from being involved in more active measures, else she would not be 
alive today - and is very happy to be so!  

I use that email as an indicative piece of evidence from a practitioner in Western Australia about some of the 
complications in trying to predict someone’s death. As you would be aware, Mr President, under this bill, in 
order to qualify, somebody must have a terminal illness that defines that he or she will likely pass away in the 
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forthcoming 24 months. The case that I referred to a moment ago is one of many examples in which medical 
practitioners do not have a crystal ball and cannot be certain about who will or will not die in the forthcoming 24 
months.  

I want to take the opportunity to look at some of the research on this matter. I will start with Leon Cass, who 
wrote a piece entitled “I Will Give No Deadly Drug: Why Doctors Must Not Kill”. It is found in the instructive 
book, The Case Against Assisted Suicide: For the Right to End-of-Life Care. In essence, if I can summarise in 
accordance with my notes, the ideal of rational autonomy, which is presupposed in this bill, is rarely obtained in 
actual medical practice since illness invariably means dependence and dependence means relying on advice from 
physicians and family. For those who are seriously ill or hospitalised and for those who are treated by physicians 
who know them little or not at all, many choices for death by the so-called autonomous patient will not be truly 
free and fully informed. Physicians hold a monopoly on the necessary information on prognosis and alternative 
treatments and their costs and burdens. I found that comment by Leon Cass to be very useful in considering this 
matter because what he says is quite right: physicians do hold a monopoly on the information. In this case, we 
assume that the two practitioners, who I note do not necessarily need to be specialists or psychiatrists to 
determine whether a person is in a depressive state, hold all the information and the options. If those two get it 
wrong, the person is not aware of his or her full rights under the act.  

I also want to look at some comments made by Cohn and Lynn. They wrote an instructive piece entitled 
“Vulnerable People: Practical Rejoinders to Claims in Favor of Assisted Suicide”, which was found in that same 
publication that I referred to earlier. They note that patients may assume that they are making independent and 
informed decisions when really their choices are guided by the usual course of care undertaken by the institution 
they find themselves in and by the healthcare professionals within that institution.  

In the lead-up to this debate, I and a couple of other members of this place attended St John of God Murdoch 
Community Hospice. Those members may comment on that in their contributions. It was instructive to note that 
some patients we spoke to were certainly in a terrible state prior to obtaining the correct and necessary form of 
treatment. Prior to that, their mindset would have, in all likelihood, made them want to avail themselves of the 
provisions we are speaking of in this place.  

I will also quote from Foley and Hendin, who are the key editors of that particular publication. They say that 
patient autonomy is an illusion when physicians do not know how to assess and treat patients’ suffering, and the 
choice for patients becomes either continued agony or a hastened death. Under this bill, physicians will be 
expected to inform patients of the nature of the patients’ terminal illness and their prognosis, the forms of 
treatment that are reasonably available and the risks associated with those treatments. But there is no requirement 
in the bill that these physicians be knowledgeable enough to present those alternatives in a meaningful way or to 
consult with someone who can. How safe are the so-called safeguards contained in the bill? Although there is a 
checklist of safeguards that medical practitioners must consider before approving the request, the bill does not 
contain any criteria or agreed-upon standards for identifying whether a person is of sound mind or what may 
make a patient incapable of such a decision. We must rely on a medical practitioner who has been registered for 
five years but who does not have any specialist skills in psychiatry or who has not necessarily had any 
experience in oncology or palliative care to make these determinations. Lest it sound as though my contribution 
is all negative with regard to doctors, I acknowledge at this point the tremendous contribution that our doctors 
make to the health system in Western Australia, particularly those who are involved in the palliative care 
industry. My criticism is not directed at any particular individuals in our medical industry; it is simply to 
recognise that people in the medical industry are fallible. Just as our criminal justice system is fallible, so our 
medical industry is fallible. To sentence somebody to his or her death wrongfully would be unacceptable. 

I also want to look at some other aspects involved in the euthanasia debate, in particular the issue of the transfer 
of power. There has been a lot of talk in this debate about patients having autonomy and being able to make the 
decision themselves, but in the bill the power is being transferred to the medical practitioners who are involved 
rather than to the patients. It is instructive to note some of the other comments that have been made by people 
who have done an enormous amount of research in this area. I note that an article by Diane Coleman from the 
Not Dead Yet organisation can also be found in the publication that I referred to earlier. According to my notes, 
she says that in the face of the harsh realities of our society, even the strongest advocates for euthanasia must 
admit that abuses will occur in the implementation of the right they seek, despite the inclusion of so-called 
safeguards. In my view, if the result of these abuses is the wrongful death of the patient, what remedy does the 
patient have? As I mentioned earlier, unlike in contract law whereby the contract can be voided, the patient is 
already dead. It is clear that the problems associated with the safeguards and the implementation of them are 
unsurmountable and the consequences far too serious. The guaranteed outcome is the wrongful deaths of some 
vulnerable Western Australians. 
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In my contribution I will also look at what some other jurisdictions have done in this area, because much is 
spoken about other jurisdictions. I turn firstly to the United States and to the state of Oregon. A radiation 
oncology specialist by the name of Kenneth R. Stevens Jr reported that in 2009 in Oregon none of the 59 people 
who died from assisted suicide had a psychiatric evaluation, and during the previous three years only one per 
cent of patients—that is, two of the 168 patients—who died from assisted suicide had a psychiatric evaluation. 
The Oregon health department officials expressed concern in 2009 about the worrisome trend over the years in 
the decline in requests for formal psychiatric evaluation. They stated that the decline in formal evaluation raised 
concerns that depression remained undiagnosed in some patients who requested and received a prescription 
under the Oregon Death with Dignity Act. Oregon Health and Science University researchers reported in 2008 
that 25 per cent of patients requesting assisted suicide were depressed. In my view, there is a total failure in this 
bill to address this type of problem, which is being addressed and experienced in Oregon. 

The second jurisdiction I turn to is the Netherlands. It is instructive to note that, according to at least two sources, 
which I will quote in a moment, since euthanasia became widely tolerated in the Netherlands and despite so-
called precise guidelines, thousands of patients have had their lives intentionally shortened without an explicit 
request. In many cases, euthanasia has been applied even though alternatives were available and the patient’s 
suffering was not unbearable. A substantial majority of cases have not been reported as the guidelines have 
required them to be, but have been illegally certified by the physician as deaths by natural causes. Those two 
sources, interestingly, are Dr Keown from the 1997 federal Senate committee report and Carlos Gomez, who 
wrote the 1991 publication Regulating Death: Euthanasia and the Case of the Netherlands. It is also instructive 
to note from one of those authors, Herbert Hendin, about whom I spoke earlier, that the Dutch experience 
suggests that the requirement that a second medical practitioner also assess the patient fails as a safeguard, as 
these practitioners are likely to be colleagues of the first physician and their evaluations are likely to be pro 
forma. This is the experience in other jurisdictions, so my view is that there is a total failure in this bill to address 
these problems, which continue in the Netherlands. 

I turn now to the issue of the extension of the application in the Netherlands. It is a concern that over the years 
the Netherlands has moved from assisted suicide to euthanasia; from euthanasia for people who are terminally ill 
to euthanasia for those who are chronically ill; from euthanasia for physical illness to euthanasia for 
psychological distress; and from voluntary euthanasia to involuntary euthanasia. The Dutch Supreme Court has 
upheld the assisted suicide of the non-terminal, supporting the death of an otherwise healthy 51-year-old woman 
who was clinically depressed. It has also applied the defence of necessity to authorise the application of lethal 
injections for handicapped infants. In particular, I draw members’ attention to the latest report from the Dutch 
government, which was released only last month, in August 2010. It indicated that the number of reported cases 
of euthanasia or assisted suicide rose 13 per cent in 2009 and now total about two per cent of all deaths in this 
European nation. This newly reported increase follows the 10.5 per cent rise in 2008.  

At the same time as this government report was released, the Dutch Association for a Voluntary End of Life 
reported that it wished to set up a Swiss-style euthanasia clinic that would make it easier for people to be killed 
or to kill themselves. The killing services will not be limited to those who are terminally ill, but are planned to be 
extended to anyone who wishes to end his or her life regardless of his or her age or medical condition. I refer 
members who are interested to this report, which is dated 12 August 2010. I can imagine what some members 
will be thinking and what Hon Robin Chapple will probably say in response to my contribution: that we do not 
need to worry about what has happened in the Netherlands; it will not happen here because our safeguards will 
be better and there is no chance of our safeguards being loosened in any way. When Hon Robin Chapple 
concludes this debate at some point in the next few days, I would like him to explain the following comments 
that he made in WAVES News in February 2010 — 

I realise this is a very restrictive Bill. However, it was my intention to draft a restrictive Bill. This is 
because a restrictive law has the best chance of being passed by the current Western Australian 
Parliament. I know many readers will be disappointed that this Bill does not go further, does not apply 
to more people and does not allow for administration of euthanasia by a person other than a medical 
practitioner. But this law is a good start, and a step in the right direction. 

I would like Hon Robin Chapple, when he responds to this debate, to explain what he means when he says that 
this law is a good start and a step in the right direction. In all of the information I have found and from what I 
have heard on this matter—in fact, I had the opportunity to debate the matter with the honourable member this 
morning on ABC radio—the member goes to great pains to persuade each and every one of us in this place that 
these are very good safeguards, that they are as good as we are going to get, but he also says, “…this law is a 
good start, and a step in the right direction.” No doubt the member will explain that at a later stage, but it 
suggests to me that this bill is a start and we will see exactly what happened in other jurisdictions. We would 
start with certain limitations and, year after year, we would extend the reach of the legislation so that more and 
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more people could apply for voluntary euthanasia. In one respect that would be the case; otherwise, why would 
this bill discriminate against the rest of the people of Western Australia and allow only a small category of 
individuals to be able to apply? If we are said to be lacking compassion because we do not pass this bill, there 
ought to be an argument, logically, that it should apply to everyone or, at the very least, to as great a number of 
people as possible. No doubt the honourable member will clarify that for us at a later stage.  

I also want to take the opportunity to look at how this type of legislation affected palliative care in the 
Netherlands. There is an instructive article by Zylicz, which is titled “Palliative Care and Euthanasia in the 
Netherlands: Observations of a Dutch Physician”. That article is found in the same publication that I referred to 
earlier. According to this physician, the easier expedience of assisted suicide or euthanasia in the Netherlands 
has undermined the incentive for physicians to learn to provide the quality of palliative care that should be 
available to terminally ill patients. What I found most shocking in my research was that Dr Els Borst, who was 
the Dutch Minister of Health responsible for guiding the euthanasia law reform legislation through the Dutch 
Parliament in 2001, stated at that time that euthanasia was a form of healing, and that was an integral part of 
palliative care. She wrote in 1992 in a publication titled “Euthanasia: The Good of the Patient, The Good of 
Society” that the doctor who grants the patient’s request for euthanasia acts as the healer par excellence. Dr Borst 
has more recently stated that it was wrong to legalise euthanasia before palliative care was improved in the 
Netherlands. Dr Borst was recently quoted as having said that in the Netherlands they first listened to the 
political and societal demand in favour of euthanasia, and obviously this was not in the proper order. The article 
stated that Dr Borst said that more should have been done to legally protect people who wanted to die natural 
deaths.  

It would remiss of me if in my contribution today I did not mention the jurisdiction closest to us that has already 
passed this type of legislation; that, of course, is the Northern Territory. In particular, I encourage members of 
this place, before concluding the debate and before casting their votes, to consider this article, which I am going 
to seek leave to table in a moment, titled “Seven deaths in Darwin: case studies under the Rights of the 
Terminally Ill Act, Northern Territory, Australia”. It is co-authored by three practitioners: David Kissane, 
Annette Street and Philip Nitschke. It is quite instructive. If members take the opportunity to look at the research 
on those seven deaths in Darwin, they will see that one of the seven was a natural death. But, of the remaining 
six, four people suffered from depressive symptoms, yet they were euthanased. In a further one of those six 
deaths, the person did not even have a terminal illness. I bring that to the attention of members, because I will 
not stand for mistruths. In that regard, what I cannot stand is the suggestion that safeguards are infallible and that 
we can guarantee that medical practitioners will comply with the terms of the act, just as we cannot guarantee 
that people will not enter into a euthanasia contract while in a depressive state or under some form of duress or 
otherwise. The evidence from the Northern Territory tells us otherwise. As I said, it would be instructive if 
members were across that particular document, and I seek leave to table it accordingly.  

Leave granted. [See paper 2490.] 

Hon NICK GOIRAN: In the remaining time, I want to quickly make mention of Dr Nitschke, who is one of the 
co-authors of the document I have just tabled. I note that on 31 August 2009 Dr Nitschke, who was involved in 
the euthanasia applications, was examined by the Tasmanian Joint Standing Committee on Community 
Development, which at the time was considering the Dying with Dignity Bill 2009. Dr Nitschke was questioned 
about certain breaches, to which I alluded earlier, and in particular a case about the breach of a requirement in 
the Northern Territory for an assessment by a qualified psychiatrist. In response to the suggestion that the 20-
minute cursory examination of one of the patients by a psychiatrist was a breach of the act, Dr Nitschke stated 
that it was his preference that euthanasia legislation not include the requirement of psychiatric assessment at all. 
His reasoning to the joint standing committee was that he would not involve a psychiatrist at all. Dr Nitschke’s 
evidence states — 

The psychiatrist, of course, was of the opinion that he did the job properly. Some people say he couldn't 
possibly do so in 20 minutes. There were certain humanitarian concerns. This was a man who was just 
about dying in the wheelchair and we held him in the wheelchair there while this consult went on. He 
should have done it two months earlier but he refused to do it two months earlier because he thought he 
might fail it, so he left it to the last minute when he was just about dead. Then, perhaps you could say 
that this compassionate psychiatrist gave a rather cursory assessment of his capacity. So maybe it was a 
breach but it was a breach that was motivated, I would say, by compassion. 

I was bewildered when I read that evidence to the joint standing committee, because if that is going to be the 
approach of one or, let us say, only two doctors in Western Australia, of which I have no doubt whatsoever Dr 
Nitschke will be one, we do not really need to worry too much about these safeguards. If there are compassionate 
reasons to discard them, according to him that is okay. More instructive than that, Dr Nitschke says that he 
would prefer that there was no psychiatric assessment. My question therefore to members is: does this bill 



Extract from Hansard 
[COUNCIL - Tuesday, 21 September 2010] 

 p6877b-6883a 
Hon Nick Goiran; Hon Ljiljanna Ravlich 

 [6] 

require a provision for a psychiatric assessment before a person is entitled to proceed with a euthanasia contract? 
I trust that members of this Legislative Council can see that euthanasia is not a practice that can safely be 
legalised and regulated. This Parliament should follow the Parliaments of Tasmania, Victoria, South Australia, 
the United Kingdom, France, Canada, Arizona, California, Connecticut, Hawaii, Maine, Michigan, New 
Hampshire, Lamont, Wisconsin and Wyoming, which have all, in recent times, refused to pass euthanasia 
legislation. We should not join a small minority of jurisdictions around the world that have legalised euthanasia, 
dramatically altering medical practice through the legislative process, and with dire consequences for people 
suffering from depression, the elderly, the socially isolated and other disadvantaged persons in their 
communities. 

Very briefly, in the few minutes that I have left, I just want to touch on palliative care. I am sure that some other 
members will be touching on it, so I will restrict my comments in that regard to avoid repetition. I would 
particularly like to quote from Dame Cicely Saunders, who said — 

Those of us who think that euthanasia is wrong have the right to say so but also the responsibility to 
help to bring this relief of suffering about. 

Dame Cicely Saunders is the founder of the modern hospice movement. She has repeated that statement in 
numerous publications. I would be quite happy to supply that to members at a later stage, should they be 
interested. I do not proffer it to suggest that palliative care is the solution to the euthanasia debate, but I do 
believe that it is not just to stand in this place and simply say an emphatic no without proffering a proactive 
suggestion. I do not deny that some people with terminal illness suffer, but I again quote Dame Cicely in saying 
that the great majority need not do so. Surely, the first priority for this Parliament is to assist in the improvement 
of palliative care services in Western Australia to ensure that the great majority of Western Australians need not 
suffer with life-limiting illnesses and conditions, rather than to provide for legalised euthanasia because we 
cannot guarantee the quality of medical care within our society. 

Our current social culture marginalises death and the dying process and, therefore, creates needless suffering. 
Patients in the final stages of chronic illness and who are dying are rushed into hospitals and placed in intensive 
care wards, where hope is held out that the medicine can work its magic, and families and friends are not told 
that the patient is dying, because it is too hard for a doctor to tell those people that there is no more that can be 
done. To admit that medicine can do no more to save a patient’s life should not be viewed as a failure. We have 
reached a point in our society where it is believed that if medicine cannot provide all the answers to suffering, it 
should at least be able to provide people with a lethal injection. But we now have an opportunity to show respect 
for patient autonomy and offer good palliative care to all Western Australians. In my view, it is about providing 
real choices for real care at the end of life. 

I conclude with a final quote from Diane Coleman, president and founder of Not Dead Yet, in The Case Against 
Assisted Suicide: For the Right of End-of-Life Care, where, according to my notes, she said — 

There are, perhaps, two essential reasons for which society should reject the arguments being made by 
assisted suicide and euthanasia proponents: First, as human beings, by now we should know ourselves 
and each other well enough to recognise that people, whether individuals or corporations, cannot be 
trusted with the right to kill other people, especially people who are socially devalued. The problem is 
big enough already without making it legal and easier than it already is. 

Second, we have no idea what it would be like to live in a society that welcomed and accommodated 
each individual, regardless of his or her abilities and disabilities. We should try that first—respect 
everyone by according them real dignity and real human rights. People will feel much better if they do 
not have to fear being devalued and disrespected, or abandoned by families, friends and health care 
resources, with nowhere to turn and no one to turn to for support. We can do better than that. In the 
meantime, the right to a natural death is sufficient. The right to be killed, or to kill another, is premature 
at best. 

HON LJILJANNA RAVLICH (East Metropolitan) [4.26 pm]: I rise to oppose the Voluntary Euthanasia Bill 
2010. I think it behoves me to explain through the Parliament to the constituency why I do so. There is no doubt 
that being a member of Parliament carries with it some challenges. There is no doubt that some decisions that we 
make and the changes we cause are easier to do than others. This is one that particularly challenges us. It is one 
that challenges our thinking. It is one in which we have to search deep into our souls to find the reasons why we 
are making the decisions we are making and why we will cast our vote in the way that we eventually will. 

I think it is fair to say that we do not live in a consequence-free society, so every action that we take and every 
decision we make will lead to some sort of reaction. There is no safeguard about some of the reactions being 
negative on some occasions. I must admit that I have found it particularly difficult to prepare for this debate, 
especially without self-reflection. I had to ask myself: who am I; what do I stand for; what are my experiences; 
what are my values; and what do I think at my core is the right thing to do? It has been quite a soul-searching 
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exercise. I guess, like others, I can only conclude after doing all that that I am just a bundle of contradictions—
probably like everybody else in this place. 

Hon Giz Watson interjected. 

Hon LJILJANNA RAVLICH: Yes, I am. I think probably the same can be said for every one of us sitting in 
this chamber, because certainly in my case, and I think for most of us, I can understand why people may hold a 
view contrary to the one that I hold. I can understand why Hon Robin Chapple, holding the views and the depths 
of feeling about his own personal experience, particularly that experience that was driven by watching the 
suffering of his mother, feels compelled to come into this place to try to address that issue of suffering. I guess 
through this legislation he is also trying to address the issue of the suffering of others, but in doing so, I have to 
say that each of us has a different perception of death and dying. Often it is a perception that is, as much as 
anything else, coloured by the culture we are from, the environment that we have been raised in and probably a 
whole lot of other things. This is not a simple issue and there is no right or wrong. The great thing about being a 
member of this chamber is that over the years history has demonstrated that we can hold differing views on 
issues and have good debates about those issues and still walk outside the chamber and continue to have positive 
relationships with one another.  

Having been born in what is now known as the Republic of Croatia, I come from a culture in which death is 
celebrated because it is a part of life. Croatia celebrates the Day of the Dead on 1 November every year. People 
attend church, light candles for those who have passed and take flowers to gravesites. I spend a lot of time at the 
gravesites of my mother and father in Australia. When I go back to Croatia, I spend a lot of time at gravesites, 
because that is customary.  

Debate interrupted, pursuant to temporary orders.  

[Continued on page 6892.] 
 


