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Hearing commenced at 11.00 am 
 
Dr TIMOTHY KOH, 
Chair, Royal Australian College of General Practitioners, examined: 
 
 

The CHAIR: I want to welcome Dr Timothy Koh, chair of the Royal Australian College of General 
Practitioners in WA; thanks very much for coming this morning. On behalf of the committee, I would 
like to thank you for agreeing to appear today to provide evidence in relation to the end-of-life 
choices inquiry. My name is Amber-Jade Sanderson, and I am the chair of the inquiry. We have 
Hon Dr Sally Talbot, MLC; Reece Whitby, MLA; Dr Jeannine Purdy, our principal research officer; 
Hon Colin Holt, MLC; Hon Nick Goiran, MLC; and Hon Robin Chapple, MLC. We do have 
Simon Millman, MLA, joining us very shortly. The purpose of today’s hearing is to discuss the current 
arrangements for end-of-life choices in WA and to highlight any gaps that may exist. It is important 
that you understand that any deliberate misleading of this committee may be regarded as a 
contempt of Parliament. Your evidence is protected by parliamentary privilege; however, this 
privilege does not apply to anything you might say outside of today’s proceedings. I advise that the 
proceedings of this hearing will be broadcast live within Parliament House and via the internet. Do 
you have any questions about your appearance here today? 

Dr KOH: No. 

The CHAIR: Before we begin our questions, which I understand we sent to you in advance, did you 
want to make a brief opening statement? 

Dr KOH: No. It is a pleasure to be here and to represent GPs across Western Australia to answer 
some of these questions, which are good questions. 

The CHAIR: Okay, great. We will start with advance care planning. You have before you our 
questions that we have sent to you. Do you want to just address us on this topic in relation to those 
questions? 

Dr KOH: Sure. GPs really do see advance care planning as an important activity and it has become 
increasingly prominent over recent years. I guess part of the problem with advance care planning is 
that we are not seeing a lot of patient awareness of it. The comments I had from GPs were that you 
do not see a lot of patients coming in and actually asking for an advance care plan. Most of it is 
initiated by the GP and it is usually initiated at check-ups or at the onset of key diagnoses. Routinely, 
we would see a lot of 75-year-old people for yearly check-ups and we would introduce the topic 
then, or often at the onset or the very early stages of degenerative diagnoses, so very early dementia 
and neurodegenerative conditions we would often have these types of conversations with patients 
and their relatives. That is the general sort of experience we have with advance care plans. 

The CHAIR: Do GPs receive continuous training in advance care planning? 

Dr KOH: We do receive continuous training, but it is really directed by the GP to where they need 
to be working and what they see as a priority. It is available, but it is up to the GP to find their own 
areas of need. That is what they do. 

The CHAIR: Do you think that GPs generally are familiar with both common law and statutory health 
care directives? 

Dr KOH: I think they are familiar with the functionality of it rather than the written law. I think they 
understand what it means in practice, but I think a lot of GPs would probably struggle with that 
question on its own because we are not really legally familiar. 
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The CHAIR: Can you give us an idea of how GPs would incorporate advance care planning discussions 
into your practice? Are there particular triggers for these discussions and are the discussions able 
to be billed under Medicare? 

Dr KOH: As I said before, it is really at the routine check-ups that we tend to introduce it as a topic 
and at the onset of significant diagnostic events, basically. There is Medicare billing, but not 
specifically for advance care planning—it is just part of the general consultation Medicare billing. It 
is really up to the GP really as to whether they want to push that or not. 

The CHAIR: Do you think that advance health care directives would be more effective if there was a 
central registry in WA? 

Dr KOH: It is a really good question. I thought a lot about this and I asked a lot of people. My first 
instinct is to say, “Yes, absolutely; it sounds logical having a central register that anyone could 
access”, but it would mean the awareness and resourcing of it. It would have to be available 
24 hours a day. For example, if an elderly person arrived in an emergency department at 3.00 am, 
it would have to be really accessible. You would think it would have to be electronically available, 
and with that, of course, comes the privacy risks and a whole lot of other things to think about. My 
first instinct is to say, in principle, yes; the practice of it I am not so sure about. Like all medical 
records, they run out of date, they change and the bureaucracy that sits behind it is quite extensive, 
actually. 

Hon NICK GOIRAN: Yesterday we heard about a product called My Health Record. Apparently, 
advance health care directives can be registered on that. Is that something that you have accessed 
before? 

Dr KOH: My Health Record is the national electronic health record. It has an extensive history. In 
essence, there have been issues with the uptake of it. That relates to the way it has been set up and 
brought in. As of January next year, that becomes opt-out, so the vast majority of Australians will 
have a My Health Record. I think GPs and other doctors will be increasingly operating in My Health 
Record. I have had a very small number of patients who have asked for a My Health Record. It is 
often a lot of these patients—patients with dementia, where they might present to hospital and not 
be able to actually explain what their health issues are. I think it is a worthwhile perhaps repository 
for advance health directives. To be honest, not many people are using it in its full functionality. It 
probably relates to the fact that the crowd of people have not moved into it yet, so without that 
depth of data there, it is actually not very functional. In practice, we do not use it very much at the 
moment. I think it might change in January or beyond, though. 

Hon NICK GOIRAN: From January, every Australian will be on the system unless they elect not to be 
on there. GPs would have access to that 24/7? 

Dr KOH: Yes, absolutely. 

Hon NICK GOIRAN: And also hospitals? 

Dr KOH: Hospitals will. I am less certain, though, as to what happens in hospitals. Certainly 
emergency departments, I know, will. GPs and 24/7—our notes are kept in the practice. Often, 
palliative patients are out in the community, so it is not always quick. A lot of GPs are on cloud-
based products, where we can look it up on mobile devices, but it is not uniform and it is not the 
majority. 

Hon NICK GOIRAN: With this My Health Record, is there a username and password? Do you log on 
to this system and then you can access your patient’s data? 

Dr KOH: Correct. 
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Hon NICK GOIRAN: So you should be able to do that wherever you are in Western Australia at any 
given time. 

Dr KOH: Yes. 

Hon ROBIN CHAPPLE: Just further on that, you have indicated that you do not think the take-up has 
been good and it might get better. Is there something about the process that you feel might be 
restrictive? 

Dr KOH: There has been a lot that has been extremely restrictive about it. I think there has been a 
real learning journey as to bringing that along. I think they are probably on the shoulder of quite a 
significant change in usage. I think the opt-out part is the very significant thing. The opt-out is a 
significant issue for Australians in general, because it has all sorts of privacy implications as well, 
having health records online. There is actually quite extensive public debate on that at the moment. 

Hon ROBIN CHAPPLE: Thank you. 

The CHAIR: In what circumstances do GPs consider that they are not bound by an advance health 
care directive? 

Dr KOH: Really, not many at all is the short answer. I was thinking through this. Perhaps in a life-
threatening emergency where you were not aware of it—if a patient was brought in and you just 
did not have time to check for the information. If someone collapsed on the street, I would not ask 
for the advance health directive; I would just resuscitate them. They would be the times that I would 
not. 

The CHAIR: We note in your submission that you referred to the “silver book”, and the silver book 
is online. Is it provided to your members to provide guidance and directions for care of people in 
aged-care facilities? 

Dr KOH: Yes. 

The CHAIR: It is. The book was last published in 2004 and there have been some changes to the 
legislation since then. Is there a more updated version? 

Dr KOH: There will be. The process of producing these guidelines is actually quite time-consuming 
and resource intensive. I think you make a good point—2008, and it is now 2017—so we could 
probably hurry things along. I think our new edition is due out next year. We are probably going to 
move to a more live document type of process. There is actually really extensive work that goes into 
these guidelines. It often takes years of production. I think the point is fair and we will take it on 
notice. 

The CHAIR: Does the college have any other mechanisms for updating GPs on current law? 

Dr KOH: We have communication channels with all GPs. We try to keep them fairly clean and clear. 
We try not to bombard our members with lots of information, because there are lots of people who 
want to push information to GPs. With regard to changes, I think particularly if there are significant 
changes to advance care planning, we would be really happy to work with anyone to actually 
improve the knowledge. 

The CHAIR: Do members have questions on the advance health care directive? Hon Dr Sally Talbot. 

Hon Dr SALLY TALBOT: Thank you. Do you incorporate information about advance health directives 
in your, I will not say standard consultations, but consultations where you think it might be 
appropriate—if somebody is an older person or somebody who has chronic conditions? 

Dr KOH: Yes, we very much try to. General practice is a long journey with patients. We really try to 
have these discussions somewhere along the way. It does not happen every time we see someone. 
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It might happen once a year or less frequently than that. Generally speaking, as our patients age, 
we try to have these pragmatic conversations around the future and what things could change in 
health. 

Hon Dr SALLY TALBOT: Do many patients actively resist the idea of making an advance health 
directive? When I say “actively resist”, I do not necessarily mean the inertia where you might say to 
somebody, “Have a think about doing this”, and they just do not do it. Do you find that anybody 
says, “No, I’m not interested in doing that”? 

Dr KOH: Actually, very few. I raise it in the exact same way that you just mentioned, which is that I 
ask people to think about it. If they think about it and they do not want to pursue it, I am quite 
comfortable with that as well. 

Hon Dr SALLY TALBOT: So they do not raise any philosophical objections to it? You are not finding 
anything that inherently puts people off the idea of doing them? 

Dr KOH: No, because fundamentally it is about giving people choices. No, I do not think so. People 
do want choice. So, no. 

Hon Dr SALLY TALBOT: My last question is: do you provide assistance for people to do it? If there is 
an older person, or an older couple perhaps, would you say, “If you want some help, go and speak 
to the nurse”? 

Dr KOH: I would be very careful about that, because I think it has to be the person’s will and intent. 
I think you could quite easily contaminate people’s views on what is acceptable and what is normal. 
I would not routinely push that. If someone does not have the capacity to do that, then you just 
cannot do the document, basically. 

The CHAIR: We will just move to palliative care. Do you want to address us on this in relation to the 
questions that we have sent? 

Dr KOH: I am happy just to take the questions. 

The CHAIR: Do you think the role and availability of palliative care is well understood by the 
community? 

Dr KOH: Generally speaking, I think it is pretty variable and perhaps even poor. I do not think people 
really contemplate what palliative care is until they are actually affected by it, usually by a family 
member. 

[11.15 am] 

The CHAIR: Why do you think that is? 

Dr KOH: I think it is a discussion that a lot of people do not want to have, basically—whether that is 
because it is taboo or they just do not like thinking about. Yes, it is not something that people 
routinely sort of contemplate. 

The CHAIR: In your experience, are the current palliative care services in Western Australia 
adequate; and, if not, where do you think the shortfalls are? 

Dr KOH: I think palliative care services in Western Australia are brilliant, to be honest. I think we are 
really well served and we have a number of wonderful services. The one that I interact with and 
most GPs would interact with the most is Silver Chain. But I think we are really well served. Thinking 
through where we are less well served, perhaps in the remote and rural areas, perhaps in the hard-
to-reach Indigenous communities. So really where there are, I guess, other factors which really 
relate to access. 
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The CHAIR: So, do you think the current services are sufficient to accommodate the preferences of 
patients in WA? 

Dr KOH: I think there are some sort of little shortfalls. Speaking to a few of my palliative care peers, 
some of them felt that we could have more availability of hospice-type beds, because they felt that 
there was at times some pressure on those beds becoming available, to avoid people actually going 
to a tertiary hospital and through an emergency department. But, generally speaking, I think we are 
very fortunate and well served by our palliative care services. 

The CHAIR: Just focusing on vulnerable groups and I will run through the list for the purposes of 
Hansard, do you think the current palliative care services in WA meet the needs of the following 
groups and on what basis have you come to that view: the CALD communities; people living in aged-
care facilities and disability residential care; people living in rural and remote areas; Aboriginal and 
Torres Strait Islanders; children and young people; patients suffering non-malignant chronic illness; 
people with mental illness generally and people detained involuntarily under the Mental Health Act; 
and prisoners and others in detention? 

Dr KOH: Just explaining my background, I am a full-time GP. I work in outer metro northern Perth. 
I practise in palliative care. I look after my own patients with the help of Silver Chain, so I have a 
reasonable amount of experience with palliative care, although it is not my main area of interest, 
perhaps. I have spoken to a lot of palliative care doctors and aged-care facility doctors and got advice 
on it, so that is where the body of my opinion comes from. Most of these communities are actually 
very well served. The ones that I would be perhaps more concerned about would be the really 
remote rural communities, the Aboriginal communities. The ones I am not sure and am not really 
able to comment on are prisoners and those in detention. 

The CHAIR: Would you say that cancer sufferers generally have better access to palliative care 
compared to other patients with chronic or life-limiting diseases? 

Dr KOH: I think their access is the same. The way they access is at times different. I think being 
diagnosed with cancer very often brings up an end-of-life conversation with people, whereas being 
diagnosed with a terminal chronic condition like, say, emphysema often does not bring on that 
conversation. So, it is often a different way that patients look at things and that doctors look at 
things, and I think that is why you see that variation between cancer and non-cancer patients. But 
their access is actually equitable and, I think, perhaps the failure is the conversation is not happening 
early enough and the referral to the services is not happening early enough. 

The CHAIR: How do you think WA’s palliative care services compare to other Australian 
jurisdictions? 

Dr KOH: I think they are high performing. 

The CHAIR: Are there protocols for prescribing opiate or derivative or any other sedating or pain-
relieving medications for the purposes of palliative care? 

Dr KOH: There is not so much protocols, but there is general education for all doctors practising in 
palliative care on analgesia prescription and general pathways to manage pain. 

The CHAIR: In what ways do you think palliative care could be better integrated across WA health 
services? 

Dr KOH: Once again, perhaps more hospice beds so that people are not going to a hospital and an 
emergency department. 

The CHAIR: Would you say that the WA health system has been responsive to community demand 
for palliative care? 



End of Life Choices Thursday, 14 December 2017 — Session One Page 6 

 

Dr KOH: Yes, I think so. 

The CHAIR: Is palliative care able to be practised by any doctor? 

Dr KOH: Yes. But, generally speaking, they need more training and there are functional aspects to 
it. You need to be availability 24 hours a day, potentially, so you really need to be linked in with one 
of the palliative care services. 

Hon NICK GOIRAN: I think you mentioned that you have practised yourself in palliative care and, 
according to my notes, you said that you treat your own patients with help from Silver Chain. Have 
you had the need to refer a patient to a palliative care specialist? 

Dr KOH: Yes. I do, at times. It depends on a number of factors. It depends on how they start their 
journey of diagnosis with a terminal diagnosis. It depends on things like whether they have private 
health insurance and which sort of medical system they have come through, basically. 

Hon NICK GOIRAN: Are there sometimes patients who require that level of specialty that a GP 
cannot provide and hence you need to refer to them to a specialist? 

Dr KOH: In that regard, I sort of see Silver Chain as very much a specialist service and whether you 
have a GP or a non-GP working in a service, to me, it does not matter that much. The need to see a 
palliative care specialist specifically I think is probably less common. It would be really people with 
perhaps very difficult to control pain with very specific conditions. So, generally speaking, I think a 
service like Silver Chain is able to manage the needs of most patients that it encounters. 

Hon NICK GOIRAN: So GPs and Silver Chain combined could deal with most patients in 
Western Australia? 

Dr KOH: I believe so. 

Hon NICK GOIRAN: But there would be some hard cases where a palliative care specialist would be 
required. 

Dr KOH: Yes. 

Hon NICK GOIRAN: Are you able to inform the committee if there is any consensus approach to that 
referral process as to when a GP should engage a palliative care specialist? 

Dr KOH: There is not a consensus. I think the services and GPs talk on a regular basis about what 
works and what does not work. A lot of the feedback we get from the palliative care services are, 
“Can you refer in as early as possible?” Some of the time I think GPs try to refer in early and they 
get pushed back and they are told it is too early. There is a bit of to and fro, so it is a mobile border 
we are crossing all the time. 

Hon NICK GOIRAN: Last question on this point just in terms of this referral process: is there any 
protocol or guidelines, specific professional development, that would help to ensure that there is a 
consistent approach in Western Australia to when a GP would refer to a specialist? 

Dr KOH: There are no guidelines. There is education on a regular basis throughout various sources 
in Western Australia and most GPs are encountering palliative patients regularly, so it is definitely 
an area of need. But I think that there is education out there. So, it is up to the GPs to access it. 

The CHAIR: That leads on to my next question: do you think GPs generally see palliative care as a 
core part of their work? 

Dr KOH: The answer is I think they do. It is just choosing to what extent they want to practise it. So, 
I think, a lot of patients engage with a service like Silver Chain but still come to see their GP, and I 
would still call that practising palliative care. It is just not the process of visiting someone and being 
with someone in their home as they die, basically. 
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The CHAIR: Do GPs receive training to equip them to discuss end-of-life care with their patients? 

Dr KOH: Yes. We do receive training on communications and there are discussions. Once again, that 
is at the foundation of training. It is up to GPs along the way to actually work out where they need 
their own education and that is the journey. 

The CHAIR: Do you think GPs need more support from the WA health department in order to 
provide palliative care; and, if so, what kind of support? 

Dr KOH: I think, generally speaking, they feel pretty well supported. I had a conversation with one 
palliative care GP who felt there were aspects of prescribing schedule 8 or opiate medicines that 
were quite difficult and schedule 8 prescribing has changed in the last year—the requirements. So, 
I think that was the only feedback that I got. 

The CHAIR: Can GPs access Medicare for end-of-life planning discussions with patients? 

Dr KOH: They can just through normal Medicare services. 

The CHAIR: For normal appointments? 

Dr KOH: For a normal consultation. The shortfall, I believe, is the fact that conversations with carers 
and relatives are not covered by the Medicare schedule and for someone, say, in a nursing home, 
most conversations are really with the family rather than the patient, particularly if someone is with 
advanced dementia. So, that is quite tricky. 

Hon NICK GOIRAN: So a patient with dementia, when you are treating that person, would there 
need to be a substitute decision-maker? 

Dr KOH: Yes. So, there needs to be effectively a guardian. 

Hon NICK GOIRAN: Present during the consultation? 

Dr KOH: Depending on what you were doing, but generally speaking yes. 

Hon NICK GOIRAN: So you are able to then discuss with that substitute decision-maker all the things 
that you would need to discuss with the patient themselves. 

Dr KOH: Yes. In fact, quite often the way it transpires is you actually tend to remove the patient 
from the room because it is quite uncomfortable talking about someone’s end-of-life care with them 
in front of you in a very paternalistic way. It has a funny feeling, I guess. 

Hon NICK GOIRAN: That consultation then with the substitute decision-maker is covered by the 
medical schedule. 

Dr KOH: That is where the grey is, because my understanding of the schedule is that you need to be 
with the patient. 

Hon NICK GOIRAN: As long as they are in the room, it is okay? 

Dr KOH: Yes. But it is that process of once again have the conversation with someone in the room 
where you are talking about them, but not actually inviting them to participate in the conversation. 

The CHAIR: A recent report, “Life Before Death”, states that patients with non-malignant chronic 
conditions are less likely to have conversations with their doctor about their prognosis and 
survival—I think you mentioned this a little earlier—in part because their deaths are unpredictable. 
Do you think that is an accurate assessment; and, if so, how would RACGP respond? 

Dr KOH: I think it is accurate. There is a complexity there and I do not really have an answer to how 
we should respond. I think, generally speaking, you are talking about a wide array of conditions—
chronic respiratory conditions, chronic cardiac conditions, neurodegenerative conditions—and I do 
not know that a one-size-fits-all approach is going to necessarily work. 
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The CHAIR: The same report challenges some of the recent research around people’s preferences 
of where they wish to die. It is fairly out of date. Do you think that people would prefer to die at 
home? 

Dr KOH: Yes. In my experience, I think they generally do. I think there are specific situations where 
people want to be in hospital. But they often relate to things like how much family support they 
have and who is able to sort of look after them at home, basically. 

The CHAIR: In your experience, how many of those people are to be able die at home who wish to? 

Dr KOH: Of people who wish to, how many are able to? I think the majority are. There often is a last-
minute realisation that they cannot cope at the very heavy lifting stage of it, which is often the very 
last phase of life, but actually it surprises you that people adjust and cope. 

The CHAIR: Do you think that access to palliative care by those in residential aged-care facilities is 
suboptimal? 

Dr KOH: It is variable, but there are actually very good services for people in aged-care facilities and 
it depends on a number of factors, including the service that is engaged; the actual facility itself is 
often well equipped to deal with end-of-life care; the GP involved. There is a number of factors. 

The CHAIR: Obviously, this work probably extracts quite an enormous cost from those who work in 
it, not least GPs, in comparison to other areas of health care. Are there additional supports for GPs 
working in palliative care? 

[11:30 am] 

Dr KOH: Not really. I think there is a lot of collegiate support amongst people who do practise in 
palliative care, but it is relatively informal. It is also a really enjoyable part of work and I think, 
generally speaking, people do it for this idea of service to their patients. 

The CHAIR: We will talk a bit about the limitations of palliative care. Generally speaking, what do 
you think the limitations of palliative care are, both systemic and medically? 

Dr KOH: My general comment is I think palliative care is actually very effective in the vast majority 
of people. There is a minority of people who suffer with a range of different symptoms from pain to 
agitation. The suffering is also suffering of patients’ families and watching your family, so it is almost 
an existential suffering and there is no treatment for that. It is part of the journey of end of life. That 
is the really difficult part. So when we talk about these sort of figures of if it is 100 per cent effective, 
I do not even understand what 100 per cent effective means. Is that 100 per cent effective for the 
patient’s journey? Are they pain-free? Most of the time they are, but often the suffering that a 
relative has when, say, their spouse dies is a much deeper suffering than seeing pain or irritability. 
It is the suffering of losing your loved one and that actually affects your opinion of whether it is a 
good journey or not. 

Hon NICK GOIRAN: Further to that, is it common in your experience that the family members find 
the journey—I will describe it as a journey—more painful than the patient themselves? 

Dr KOH: Yes, that often happens. I do not think it is specifically just the journey of end of life. I think 
that is reflective of what comes when you actually contemplate the end of someone’s life and your 
interactions with the person over a long period of time. I think it brings up grief and other forms of 
suffering, basically. So, yes, the suffering is not just the patient; it is the family as well. 

The CHAIR: Are the current laws too constraining on health professionals providing palliative care? 
What do you think could be improved? 
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Dr KOH: I do not think so, actually. I think there is room to operate and do what needs to be done 
for patients. Most of the palliative care doctors I talked to are not worried about the laws. They are 
really worried about meeting the needs of patients and having the resources. 

The CHAIR: Do you think the laws are clear? 

Dr KOH: I do; as clear as they can be, really, which is, there is space to operate as a doctor and 
actually know that if you do the right thing by patients with regard to treating symptoms and serving 
patients, you are not at risk in what you are doing. I think the questions you have coming up probably 
delve into that a little bit more. 

The CHAIR: Are you aware of the Palliative Care Outcomes Collaboration? 

Dr KOH: I was not aware of it and I have not had a chance to look it up, because I did not get much 
time, but I have some questions myself around it. Some of these figures, I do not even know whether 
the 90 per cent benchmark relates to all patients in hospital or just palliative patients in hospital. 
I think a 90 per cent benchmark for post-operative patients is very reasonable, or patients in a 
hospital bed. Our patients have complex diagnoses. There are in the community. They do not have 
24-hour care, like you do in a hospital. They are my thoughts around it. I do not know that I can 
comment on whether it is reasonable or not. I do not really have much more to say than that. 

The CHAIR: The figures are only related to palliative patients or hospitals and communities. Do you 
not have a view of why those benchmarks might be different? 

Dr KOH: The only thing I can think of is that in the community, you do not have that 24-hour 
attention and care, and it probably encompasses rural communities where there are really 
limitations to access. So, it is different being in a hospital bed in a tertiary hospital in the middle of 
Perth compared to being in Wyndham. 

Hon NICK GOIRAN: Further to that, it might assist the witness if we indicate that yesterday we had 
a public hearing with the Department of Health and they had the same troubles with the statistics 
and the lack of clarity. Indeed, they referred the committee to PCOC if we wanted to get the 
information. 

Dr KOH: I can only apologise that I did not research it. 

Hon NICK GOIRAN: I think your response is entirely consistent with the Department of Health. 

The CHAIR: Yes, it is. 

Regarding refusal of medical treatment, what, in your view, is the refusal of medical treatment? 
When is a patient or the person authorised to make a treatment decision on their behalf entitled to 
refuse medical treatment? 

Dr KOH: I think refusal of medical treatment happens quite frequently, actually. It comes back to 
this idea of who makes the decision. In general practice, the way decisions get made is it is a shared 
decision-making model where your GP informs you of the benefits and risks of something and then 
you have the decision to make. If a patient refuses treatment, that might be quite a reasonable 
decision based on the analysis of benefits and risks or costs. So, that is what I would define as refusal 
of medical treatment. It can happen when patients are competent and able to make decisions for 
themselves, or they have elected someone to do it on their behalf. 

The CHAIR: We are talking about palliative care specifically. 

Dr KOH: Sure. 

The CHAIR: Your comment that it happens fairly frequently, is that in the palliative care setting? 
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Dr KOH: In the end-of-life setting; patients often opt out of treatments like chemotherapy or 
oncological treatments because the costs of the suffering that comes from those intense treatments 
is not worth their suffering in quality of life. These decisions do happen in palliative care because, 
in essence, we balance out this issue of quality of life versus quantity of life and that is the active 
decision-making that is happening all the time. I think that is happening, generally speaking, in an 
informed way. Some patients do not want to be informed. They just want to say, “Can you just do 
what you think is right?”, but the vast majority of people actually do want to be informed on the 
processes. 

Hon ROBIN CHAPPLE: Just on that, that level of information, do you proffer that or is it in response 
to a request from the patient? Hypothetically, if you have somebody who has bowel cancer and it is 
going to spread and all the rest of it, do you proffer information about what the implications of that 
might be in terms of their suffering or whatever? Does that help make them make a decision or do 
they come to you? I am talking more broadly, not you specifically. 

Dr KOH: I think at the big decisions, yes—absolutely. Most GPs would actually discuss the choice 
and the options and the pros and cons. Generally speaking, patients perhaps tend come with one 
pathway in mind a lot of the time. I think it is the role of the doctor to explain the choices and the 
implications for the very big decisions. For the smaller decisions, perhaps less so: whether I use this 
medication to treat nausea versus another one, usually people just want their doctor to decide that 
for them as to their own experience. 

The CHAIR: Would you say that the arrangements relating to refusal of medical treatment are well 
understood and respected by GPs consistently in WA? 

Dr KOH: I think so, yes. 

The CHAIR: On what basis is refusal of medical treatment distinguished from conduct which might 
otherwise be a suicide attempt? 

Dr KOH: Generally speaking, they are really two different entities, basically. Refusing medical 
treatment usually does not bring about your demise very quickly at all. Anyone who wanted to 
commit suicide really would not entertain that as a way to end their life. I think that is the distinction 
that I would see. It is not a quick way of ending your life. It often involves suffering as well. If 
someone wants to end their life, generally speaking, they go about it in a different way. 

Hon NICK GOIRAN: Further to that, this issue of refusal of medical treatment, the alternative to not 
having a system of law in Western Australia which enables a patient to refuse medical treatment is 
to do away with informed consent, so you either have refusal of medical treatment or you have a 
regime of forced medical treatment. I struggle with how that can be connected with a suicide 
attempt because this is talking about informed consent. A suicide attempt has nothing to do with 
informed consent whatsoever. 

Dr KOH: Correct. 

The CHAIR: It is linked with the Rossiter issue; there is a link there, which is why I want to pursue it. 
I think I know the answer to this question: do you think that permitting the refusal of medical 
treatment compromises efforts to reduce suicide generally in the community? 

Dr KOH: No. 

The CHAIR: Based on the feedback you receive from GPs, is the relationship between health 
professionals and patients compromised by permitting the refusal of medical treatment? 

Dr KOH: No. 
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The CHAIR: Are you aware of any concerns that vulnerable people are being influenced or coerced 
into refusing medical treatment? 

Dr KOH: This is actually a repeated question throughout the tranches of questions. I have done a lot 
of asking around and, generally speaking, the answer is no. We do not see it and I think if there was 
a feel that coercion was happening, most GPs feel that they would be able to really detect that and 
they would just stop the process then and there, basically. 

The CHAIR: The refusal of medical treatment can include refusing artificial hydration and 
nourishment, as in the Rossiter case. In your assessment, is this issue now clear for GPs? 

Dr KOH: I think a lot of GPs are not aware of the Rossiter case but I think there is in palliative care, 
and people who practise in palliative care, they are aware of it, so I think there is awareness where 
there needs to be. 

The CHAIR: Would you say the practice is implemented consistently in WA? 

Dr KOH: In practice, I do not think this happens frequently. It really happens on a case-by-case basis, 
basically. I think the theory of it is there now and that would guide us. 

The CHAIR: Do GPs report incidents where medical treatment is refused? 

Dr KOH: Generally speaking, no. We work on our own notes system, which is usually contained 
within the practice. We do not work like a hospital where we have accidents and incidents and so 
forth that require reporting. 

Hon ROBIN CHAPPLE: If somebody has refused medical treatment—that is, hydration or whatever—
and the person subsequently demises as a result of that, is there no requirement to advise the 
coroner of that process? 

Dr KOH: Generally speaking, no. 

Hon ROBIN CHAPPLE: Yet, you could actually identify that the person had passed away because of 
refusal? 

Dr KOH: Potentially, yes. 

The CHAIR: We will move to palliated starvation and dehydration. Do GPs treat patients at home or 
in residential aged-care facilities who have refused nourishment and hydration? 

Dr KOH: Yes is the answer. In practice, I think it is worthwhile explaining what is common and what 
is not. People often do not feel like eating as they move to a terminal phase of their life. Whether 
you call that refusal of nourishment or just the practicalities of having a cancer and end-of-life care, 
that is common. The desire to stop drinking is actually a very primal reflex and it is really hard to not 
drink, basically. So the refusal of hydration is less common, I find. The Rossiter case highlights a very 
specific situation where a person had to be fed by another person but, generally speaking, we do 
not encounter the refusal of hydration. It is not a very comfortable thing, is probably how I would 
put it. 

Hon ROBIN CHAPPLE: If somebody did make a decision to refuse—I take on board your point; I 
would not like to go more than a few hours without a drink of water—where do you sit in that in 
terms of your Hippocratic oath? 

[11.45 am] 

Dr KOH: I am actually quite comfortable with the idea that if someone refuses to drink, then that is 
their choice and their will, provided they are competent and able to make that decision. 
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Hon ROBIN CHAPPLE: You would enable that person to be comfortable during that process through 
medical intervention? 

Dr KOH: Yes, absolutely. I think the palliative care approach is really just around managing patient 
symptoms to diminish suffering at the end of life. But if someone said that they specifically did not 
want hydration throughout their end-of-life phase, I would respect that. 

Hon ROBIN CHAPPLE: You would just go about making them comfortable during that process? 

Dr KOH: Yes, manage pain, manage irritability, agitation, nausea and so forth. 

Hon ROBIN CHAPPLE: Thank you. 

The CHAIR: Would that include the withdrawal of artificial nourishment and hydration? 

Dr KOH: If they specifically stated that was their will, then I would respect that. 

The CHAIR: Can I ask: in your experience, how frequently has that occurred in your practice? 

Dr KOH: Once again, people often just say, “I don’t want to eat any more; it makes me feel ill; I don’t 
really feel like swallowing; it makes me feel uncomfortable.” We let that happen. That is a sign that 
someone is going to probably die fairly imminently. 

The CHAIR: In the instance when someone is being artificially nourished and they request that that 
be withdrawn, how common is that in your practice? 

Dr KOH: Less common. I would probably interrogate the reasons they were saying that because that 
indicates to me that someone is suffering and you would want to try to understand and help with 
that suffering. 

The CHAIR: I think we have touched on this. Can patients be treated with pain relieving or sedating 
medication until they die? 

Dr KOH: Yes. 

The CHAIR: In what circumstances can a GP provide pain relief to a patient who is refusing 
nourishment or hydration? 

Dr KOH: Providing pain relief to someone who is not swallowing is routinely done. Not swallowing 
happens in the vast majority of people towards the end of life, so we use infusions via pumps usually. 

The CHAIR: If you are with a patient and you are interrogating that person on why they want to 
refuse that and they say, “Because I want to die”, would you accept that as a reason in your practice 
and provide them with as much comfort as possible? 

Dr KOH: Generally speaking, yes. I think you have to accept that there is existential suffering there 
and that it is genuine suffering. 

Hon ROBIN CHAPPLE: I want to pop back to question 14 when we were talking about the 
prescription of opiate or derivative or pain relieving. We heard yesterday that it is very difficult to 
make a decision about the level of medication that can be administered at these times because of 
the individual’s ability to—they might have been on morphine for a very long time or an opiate for 
a very long time, therefore, you will need a very large dose to keep them comfortable. Other people 
require only a small dose. Can you provide us with any sort of guidance of how you go about that or 
is it just keep on giving a little bit until such time as you realise that that patient is now comfortable? 

Dr KOH: Yes. Generally speaking, if it is initiation, it is really starting low and hydrating up, so a 
stepwise approach. Conversion from, say, someone who has been swallowing medication to 
injectable medicines is often a little bit more fraught and it requires a bit of caution. It is balancing 
the fact that you do not want people to be in pain and you do not want people to be overly affected 
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by the medication. I think that the art of palliative care is to try to get that right. I think there is 
variation between practitioners in palliative care as to how that happens. 

Hon ROBIN CHAPPLE: Thank you. 

The CHAIR: Would you say the relationship between GP and a patient is compromised by the 
permitting or supporting of palliated starvation? 

Dr KOH: No. 

The CHAIR: Do GPs report incidents when they administer pain relief to their patients who are 
undergoing palliated starvation? 

Dr KOH: No, they do not report to me. 

The CHAIR: I think I know the answer to this. Are you aware of any concerns that vulnerable people 
are being influenced or coerced into agreeing to palliated starvation? 

Dr KOH: No. 

The CHAIR: And are you aware of any concerns that substitute decision-makers for vulnerable 
people are being influenced to agree? 

Dr KOH: No. 

The CHAIR: Can you describe to us what terminal sedation is and do GPs provide terminal sedation 
for patients near end of life? 

Dr KOH: Terminal sedation is really the provision of sedative medicine at the last phase of life, and 
it is to treat usually the symptom of agitation or sometimes seizures. People often become quite 
restless towards the very last phase of life and the sedation is to relieve that. 

The CHAIR: Can the practice of terminal sedation hasten death? 

Dr KOH: Yes. This is a really good question. The short answer is: we are dealing with medicines that 
can stop you from breathing, basically, so, in theory, yes. But I do not think it is so much an issue—
there is not the immediacy of you start a medicine and someone dies immediately; it is usually a lot 
more protracted than that. Often with the question of, “Well, is that just the disease and when 
someone was going to die or is that the effect of the medication?” I do not think we really know. 

The CHAIR: In practice, how is terminal sedation distinguished from conduct that might otherwise 
be an offence under the Criminal Code? 

Dr KOH: In practice, we are just treating the symptoms, so this is not setting it up as a sort of way of 
committing euthanasia as far as I can see, basically. There is probably a distinction between those 
two things, I think. We are really looking at the patient and the needs of the patient and treating 
those needs but not with the intent of bringing about the end of someone’s life. 

Hon Dr SALLY TALBOT: Can we just tease that out a bit? 

Hon ROBIN CHAPPLE: You talked about two things there which I would like to go back on a little bit. 
You talked about the last phase of life. We discussed this a little bit yesterday. I am trying to put 
some time lines around the last phase of life. There were some answers yesterday but to a degree, 
a lack of clarity. Is the last phase of life 24 hours or a week? I am most probably asking you a very 
difficult question here. Is there some understanding of what the last phase of life is in a time line or 
is it just the immediacy? 

Dr KOH: If you would ask me, I would define it in my patients as where I would not be surprised if 
someone passed away within, say, a day. That would be how I would define that phase. On the 
practice of sedation, people are often on sedatives as infusions for days and longer, actually. I would 
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still define that as the last phase of life. It is really unpredictable and that is why I think you get that 
degree of push-back. This is a question relatives often ask us: “When will mum or dad pass away?” 
It is really hard to actually say; it is very unpredictable. We would like it to be predictable, but it is 
just not. 

Hon ROBIN CHAPPLE: You used the term “in some cases a lot more protracted”. Can you explain 
what you were talking about there? 

Dr KOH: I have seen patients go for days and longer, really surviving on nothing, essentially having 
no nourishment and very little fluid; they are not awake and they just continue to exist. I guess that 
is the point of the difference between palliative care and euthanasia, basically. If someone is not 
visibly suffering in that state, that is, I think, reasonably acceptable, basically. I think that causes 
existential suffering for people watching it—family members and so forth. That is very painful. But 
in that state, I do not think a lot of doctors would seek to intervene to actually bring about the end 
of life; we are just trying to manage the symptoms through that phase. 

Hon ROBIN CHAPPLE: I will come on to that a little bit more. 

Hon Dr SALLY TALBOT: I want to come back to your comment about euthanasia being different from 
terminal sedation. One would hope it is because it is about doctors terminally sedating people 
whereas euthanasia is illegal. Can you tell us, in your professional terms, what is the difference? 

Dr KOH: Once again, I think that terminal phase care is really about treating patient’s symptoms, 
whereas my belief of euthanasia is that it is just bringing about the end of someone’s life in a 
peaceful way. But it is actively bringing about the end of someone’s life, whereas I think terminal 
sedation is just being focused on the needs of the patient. 

Hon Dr SALLY TALBOT: I certainly do not want to put words in your mouth, but that is an interesting 
way of describing euthanasia as “actively bringing about the end of someone’s life”. Could you say 
that terminal sedation was passively bringing about the end of someone’s life? 

Dr KOH: I do not think so. I think terminal sedation is really prescribing medication that treats the 
symptom but acknowledging there is a cost that comes with it. 

Hon Dr SALLY TALBOT: You have been very consistent on that point, thank you. 

Hon NICK GOIRAN: You just got asked: is the phrase “terminally sedating someone”? Can you just 
clarify that for me, because I had understood that the concept of terminal sedation was that the 
patient is terminal; they are going to die. No-one has a crystal ball and we do not know when that 
is going to happen. As part of relieving that terminal patient’s suffering, there is a sedative that is 
given to the person. I think you said that it is common for them to be agitated. I presume that that 
is something quite different from “terminally sedating” someone. In other words you are providing 
a sedative to terminate that person. They are two different things? 

Dr KOH: Yes, I think we have understood the nomenclature in a different way, perhaps. I would say 
it is the provision of sedatives in the terminal phase of life as opposed to terminating someone’s 
life, which goes back to the same question around euthanasia. I think, in practice, what I described 
is probably what happens. It is not done with the intent of bringing about the end of someone’s life. 

Hon Dr SALLY TALBOT: Does anyone actually request terminal sedation? When you are talking to 
someone who has just had a diagnosis that suggests they will die within 12 months, does anyone 
say, “Can you make sure that I am sedated in the terminal phase of my life”? 

Dr KOH: Not really, no. Not commonly. Never that I have sort of encountered. I have encountered 
people who have requested to be euthanased, but I have not had people come to me and say, “I’d 
like to be terminally sedated.” We are probably dancing around this nomenclature, which is: what 
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do people say when they want to bring about the end of their life? It is really how we define the 
term. 

Hon Dr SALLY TALBOT: What do they say? 

Dr KOH: When patients ask to be euthanased? 

Hon Dr SALLY TALBOT: Yes 

Dr KOH: They ask if I could intervene in the extreme suffering and bring about the end of life, 
basically, and the answer is, that is not what doctors do. 

Hon ROBIN CHAPPLE: I do not think it will be common but you have obviously had people who said, 
“Doc, we know what’s coming; I just want to go off peacefully without too much pain, too much 
suffering”, whatever. How many people have come to you with —I do not want hard figures, but 
give us some rough idea. 

Dr KOH: It is relatively uncommon but it does happen. I think people react to this conversation 
around end of life in different ways. I think, generally, there is actually a broader conversation to be 
had with the public around: what does end of life mean? 

Hon ROBIN CHAPPLE: People who come to you with that request, have you considered them to be 
of sound mind, rational or frightened? 

Dr KOH: I think, generally speaking, they are of sound mind but they do not understand the journey 
of palliative care a lot of the time and of end of life. Really what that conversation sparks is a 
conversation around palliative care and the implications of end-of-life care. 

The CHAIR: Is consent sought for patients to be terminally sedated? 

Dr KOH: The answer is not from the patient, usually because it is based on need. They are often 
restless and at a lower level of consciousness, so it is usually with the guardian or family member. 

Mr R.R. WHITBY: Dr Koh, you experience the minority requesting euthanasia, what is the 
motivation; what is the reason? 

[12 noon] 

Dr KOH: I think there are probably a lot of reasons. Generally speaking, I would say people do not 
want to see their families suffer a lot of the time and to go through that painful journey of watching 
them deteriorate. I think the worry of someone who is dying is very often the worry of what will this 
mean for my family and what are the implications, and they do not want to see that suffering happen 
in a protracted and uncomfortable way. 

Mr R.R. WHITBY: I take it according to their condition, they are given what some of the symptoms 
would be down the track. Does it vary according to the condition that you might get these requests, 
and is there a concern about being unable to contain the suffering and the dignity and those sorts 
of issues? 

Dr KOH: Yes, absolutely, particularly around, say, the neurodegenerative conditions—so, rapidly 
advancing dementia. That really requires a lot of discussion and education with the patient around 
the possibilities, I suppose. 

Mr R.R. WHITBY: Have you had a patient who has got to a point where there has been an inability 
to—how often are you in a situation where you really cannot ease that pain in an acceptable way? 

Dr KOH: It depends on what sort of pain we are talking about. Generally speaking, pain as a 
sensation can usually be treated very effectively the majority of times, but the suffering that is 
there—people suffer and it is part of the journey of end of life. My conversation with people around 
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suffering and the suffering that might be induced upon your family as a result of end of life is actually 
most often family members want to be there for the end of life and they want to be part of that 
journey. It is not always the case, but with supportive families, there is actually a ritual and a rite of 
passage that comes with the end of life. My observation is it is the beginning of a healing process 
for people to actually look after someone through their last phase of life. 

The CHAIR: Would you say the relationship between GP and patient is compromised by the practice 
of terminal sedation? 

Dr KOH: No. 

The CHAIR: Do GPs report incidents where they administer terminal sedation? 

Dr KOH: No. 

The CHAIR: Are you aware of any concerns that vulnerable people are being influenced or coerced 
into agreeing? 

Dr KOH: No. 

The CHAIR: Are you aware of any concerns that substitute decision-makers of vulnerable people are 
being influenced to agree to terminal sedation or exploiting their position? 

Dr KOH: No. 

Hon ROBIN CHAPPLE: Earlier on, you talked about if somebody was particularly distressed or upset, 
you would need to talk to their guardian or family. Is that done with a form of legal authority from 
the patient or, if the patient is in that very last distressed state, you go to the guardian? I am trying 
to work out what authority the guardian or the family member has to have a discussion with you 
about how you treat Joe, who is obviously in a very distressed state at the end of their life. I am 
trying to look at the legality of that. 

Dr KOH: It is a really good question. Ideally, it is black and white and there is a guardianship paper 
that explains that there is a surrogate decision-maker and it is very, very clear. In practice, the vast 
majority of people do not have such paperwork, and what we do is we work with families and usually 
family members appoint a person to actually decision-make or they have a decision-making body to 
make those decisions. We would generally ask whether there is someone who is a guardian, but you 
need to be able to operate when there is not as well. 

Hon ROBIN CHAPPLE: It fits that area of not being particularly black and white again. 

Dr KOH: Yes. 

The CHAIR: Can you talk to us about the doctrine of double effect, what it is and how it is different 
from the provision of the Criminal Code which applies in WA? 

Dr KOH: This I did need to research and I went about it. In essence, it is trying to bring about a good 
effect but recognising that the cost might be a bad effect. The way to perhaps simplify it even further 
is it is this ability to provide quality of life to patients at perhaps the expense of quantity of life. That 
is how I would simplify it. 

Hon ROBIN CHAPPLE: Just on that again, you obviously deal with this area within palliative care. 
When it comes more to general GPs, there is sort of anecdotal evidence that it is practised. Is that 
your understanding? I am not talking necessarily within palliative and I am obviously not asking for 
names or a pack drill. 

Dr KOH: This is the interesting thing. There is an assumption that it is very black and white. Actually, 
most decisions are quite grey in medicine. When we decide to start people on blood pressure 
medicine, there is the benefit, which is treating people’s blood pressure to reduce the risk of heart 
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attack and stroke, but we know there is a cost. A lot of people pass out from low blood pressure and 
can, for instance, break their hip. That in itself is a double effect. I might well be treating someone 
with the right intent but actually bringing about a bad effect. It is happening all the time in the vast 
majority of decisions. When you go back into the research on the doctrine of double effect, they 
talk about it in the context of surgery, where effectively surgery is the consented mutilation of 
someone to bring about the right effect. This is actually practised throughout medicine. It is long 
adhered to. I guess the question is: what defines it? You have to go about the practice with the right 
intent. The patient has to be well informed and understand that there are benefits and costs. They 
are the key components that I would see. 

The CHAIR: Generally, what medications are involved in cases where this doctrine might apply and 
in what circumstances are the medications increasingly administered? 

Dr KOH: I think we are particularly talking about narcotic analgesics and sedatives. 

The CHAIR: Is this recognised as good medical practice and is the consent of the patient required? 

Dr KOH: I would not describe it as good; I would say it is acceptable medical practice. Is consent 
required? Yes, it is—either that or their guardian carer. 

The CHAIR: Are there circumstances in which a GP can decide to administer such medications on 
the patient’s behalf? 

Dr KOH: I think in absolute emergencies or if you saw someone in extreme suffering, you would not 
just watch; you would act basically. 

The CHAIR: Would you say that increasing the amounts of such medications in these circumstances 
compromises the doctor–patient relationship? 

Dr KOH: No. 

The CHAIR: Are you aware of any concerns that vulnerable people are being influenced or coerced 
into consenting to higher or dangerous levels of pain relief? 

Dr KOH: No. 

The CHAIR: Are you aware of any concerns that substitute decision-makers of vulnerable people are 
being influenced into consenting to dangerous or high levels of pain relief? 

Dr KOH: No. 

The CHAIR: I am going to stop there. There are a couple more that we may send to you. I am just 
conscious of the time. Thank you for your evidence before the committee today. A transcript of this 
hearing will be forwarded to you for your correction of minor errors. Any such corrections must be 
made and the transcript returned within 10 working days from the date of the email attached to the 
transcript. If the transcript is not returned within this period, it will be deemed to be correct. New 
material cannot be added via these corrections and the sense of your evidence cannot be altered. 
Should you wish to provide additional information or elaborate on particular points, please include 
a supplementary submission for the committee’s consideration when you return your corrected 
transcript of evidence. The committee will write to you with any questions taken on notice during 
the hearing. In addition, we will include the proposed questions that we were unable to address due 
to the time constraints. Thank you very much. 

Dr KOH: Thank you so much for having me. 

Hearing concluded at 12.08 pm 
__________ 
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