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SUBMISSION TO END OF LIFE CHOICES INQUIRY WESTERN AUSTRALIA
FROM: Rev Ken Devereux

1. Thank you for the opportunity to make a contribution to the Select Committee on End of Life
Choices within Western Australia. This is a very important and timely subject for exploration and
re-evaluation in the light of contemporary values and experience. Both the Law and the Medical
Profession are expected to uphold the dignity and inherit worth of every person’s life and to
safeguard and defend the quality of that life.
1.1. However, the quality and meaning of each person’s life are not necessarily protected and
respected just by extending the length of a person’s life when a person has moved into the
final stages of life and their existence has become dominated by extreme pain or
overwhelming distress or loss of capacity. Whilst I am personally committed to caring
lovingly, respectfully and compassionately for other people until the natural close of their
life, and believe that our society must similarly seek to care respectfully and
compassionately for every member of society until their natural death occurs, I do think
that the laws of Western Australia should be amended to allow for the possibility of medical
support being available to enable a person who is already close to death to die peacefully,
with dignity, and preferably in the company of those who love and care for them.
1.2. Thoughtful and responsible guidelines and procedures must be established to monitor and
authorise requests for such medical support for the closing of a life. These procedures must
also give professional discretion to allow appropriate medical personnel to respond to such
requests without them being considered as accessories to an illegal act or a crime.
1.3 I am a Christian and believe that this position is not outside the range of reasonable
contemporary Christian belief, even though it may appear to directly contradict traditional
orthodox Christian beliefs about the sanctity of life. I believe God has entrusted human
beings with a capacity for freedom of thought and will and that is consistent with many
understandings of individual autonomy. At the same time we have a responsibility to look to
the good of the whole community and the wider society and must value life, and defend and
sustain the quality of life for the whole social fabric in the best ways possible.
1.4 Christians are also called not only to attend to their own welfare and personal choices, but
also to care about and respect other people, especially those who are vulnerable to hurt or
exploitation or those who are suffering or approaching death. This includes respecting the
rights of people who make different choices from their own, including choices about how
they would like to end their life, in so far as they are not endangering the life or well-being of
others in the process.
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BACKGROUND

2.1 Human life is precious and within Australia’s pluralistic and multi-faith society this must be
promoted through family life, education, government and other formal and informal means.
Diversity of thought and opinion, freedom of religion and freedom of political persuasion must
also be respected within the bounds of a compassionate, democratic and law-based framework.
This has been significantly shaped by our Judeo-Christian heritage and the Westminster legal
tradition. However, consciously and unconsciously, we are also open to change. This occurs
through complex interactions between formal social organisations and informal personal
interactions, growth and experience.
2.2 The alleviation of pain and suffering is central to medical care and the core business of hospitals,
and in large measure this can be achieved. The development of Palliative Care and Palliative
Medicine has been very important in relieving pain and suffering in the final stages of many
people’s illness and life and it is important for governments and health service providers to
extend these services within hospitals and the wider community. This can often achieve a
positive balance that juggles bodily frailty and pain interwoven with meaningful care and the
most comfortable physical environment possible, alongside positive family and social support
and constructive community engagement that works towards a ‘good death’.
2.3 However, as numerous newspaper and media accounts have portrayed for years, and
organisations such as ‘Go Gently Australia’ have recounted, some people can experience a high
and sustained level of pain and distress that is not adequately able to be managed by current
palliative medicines or techniques. It is especially for these extreme cases that the introduction
of medical support for the dying phase needs to be authorised and provided.
2.3.1 This is by no means a new subject on the public agenda. The issues have been around for many
years and debate has occurred in many parts of the world, especially in the Western world as
the benefits of medicine and social environmental conditions have overcome diseases and other
factors that previously tended to cause early death. We are living longer and often the final
years or decades of life can accumulate multiple comorbidities which can create complex
difficulties for individuals, families and health carers.
2.3.2 A research article on ‘Attitudes and Practices of Euthanasia and Physician-Assisted Suicide in
the United States, Canada and Europe’ in 2016 concluded that euthanasia and physicianassisted suicide are increasingly being legalized, yet remain relatively rare, and commonly
involve patients with cancer. There does not appear to be widespread abuse of these
practices after legalisation1.
“Currently, euthanasia or physician-assisted suicide can be legally practiced in the
Netherlands, Belgium, Luxembourg, Colombia, and Canada (Quebec since 2014, nationally as
of June 2016). Physician-assisted suicide, excluding euthanasia, is legal in 5 US states
(Oregon, Washington, Montana, Vermont, and California) and Switzerland. Public support for
euthanasia and physician-assisted suicide in the United States has plateaued since the 1990s
(range, 47%-69%). In Western Europe, an increasing and strong public support for
euthanasia and physician-assisted suicide has been reported; in Central and Eastern Europe,
1

Journal of the American Medical Association JAMA. 2016;316(1):79-90. doi:10.1001/jama.2016.8499
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support is decreasing. In the United States, less than 20%of physicians report having
received requests for euthanasia or physician-assisted suicide, and 5%or less have complied.
In Oregon and Washington state, less than 1% of licensed physicians write prescriptions for
physician-assisted suicide per year. In the Netherlands and Belgium, about half or more of
physicians reported ever having received a request; 60% of Dutch physicians have ever
granted such requests. Between 0.3%to 4.6%of all deaths are reported as euthanasia or
physician-assisted suicide in jurisdictions where they are legal. The frequency of these deaths
increased after legalization. More than 70%of cases involved patients with cancer. Typical
patients are older, white, and well-educated. Pain is mostly not reported as the primary
motivation. A large portion of patients receiving physician-assisted suicide in Oregon and
Washington reported being enrolled in hospice or palliative care, as did patients in Belgium. In
no jurisdiction was there evidence that vulnerable patients have been receiving euthanasia or
physician-assisted suicide at rates higher than those in the general population.

2.4 The Damage Done2 is a moving collection of personal stories relating people’s close and personal
encounters with serious life limiting illnesses and conditions which share a common thread of
calling for legal, medical, social and spiritual actions that can help relieve the distress,
helplessness and suffering experienced by numerous Australians with untreatable or terminal
illnesses. By doing so this will also bring a measure of comfort and solace to their families,
friends and carers. The stories recounted in this collection are very genuine, moving and
poignant to the inquiry.
2.4. The Victorian Legislative Council Parliamentary Inquiry and Report 3 has provided a wealth of
information, analysis and recommendations that would be very important for the current
Western Australian Inquiry to study. Since it is so recently completed it is very timely for the
West Australian investigation to benefit from. Whilst some of the Victorian legislation and
community details will differ from the WA context, none-the-less, I am sure that much of the
research will still be relevant to us and the international and Australian community and
professional trends will be applicable here. This will be an economic and time-saving benefit to
the present Inquiry.
2.4.1 John Olle, the Victorian Coroner4 presented moving testimony to the Victorian Legislative
Council Inquiry about people who killed themselves in a variety of horrible and lonely ways in
order to end suffering which they felt was intolerable and sustained yet unable to be adequately
controlled by available medical or other support. Sadly people try to poison themselves with
medicines or other accessible chemicals, or to hang themselves, or use equipment such as nail
guns or chain saws to finish their life and their agonies. At times they succeed in lonely and
distressing conditions, at other times they may have exacerbated their injuries and suffering.
Inevitably, other people are also traumatized by discovering the results of such activities and
families and professionals previously involved will be affected by the tragedy of the occurrence.
In summary the Coroner said, ‘people who have invariably lived a long, loving life
surrounded by family die in circumstances of fear and isolation’ and that, ‘The only
assistance that could be offered is to meet their wishes, not to prolong their life.’5

2

The Damage Done, Ed Glenda Downing, Published by Go Gentle Australia in 2016. See also website
gogentleaustralia.org.au
3
PARLIAMENT OF VICTORIA Legislative Council Legal and Social Issues Committee, Inquiry into end of life
choices Final Report: 2016 and Summary Booklet
•

4

The Australian September 24, 2016
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2.4.2 The Victorian Legislative Council Inquiry into End of Life Choices concluded after
thorough international visits and research, that “instances of assisted dying are rare, even in
jurisdictions where it is legal. Assistance in dying is, in the vast majority of cases, provided to
people in what would otherwise be the final weeks of their lives.” This is important to note.
Often opponents of such schemes have been concerned that to make such procedures legal
was to open a floodgate of avoidable requests.
2.4.3 The Core values for end of life care recognized in this report are well considered and
provide a sound basis for Western Australian considerations too.6
Every human life has value
Every individual person has inherent value.

Open discussion about death and dying should be encouraged and promoted
Death is an inevitable and natural part of life. It is human nature to fear death, however by
acknowledging our own mortality through open discussions with health practitioners and family we
can plan for our death.

People should be able to make informed choices about the end of their life
An adult with capacity has the right to self-determination. This is a fundamental democratic
principle which should be respected. Information on end of life choices must be clear and
accessible.

End of life care should be person-centred
The focus of medical treatment has shifted in recent times from a ‘doctor knows best’ mentality to
patient-centred care. End of life care should be no different.

End of life care should address the needs of families and carers
The end of a person’s life is a very stressful time for their families and carers, and can take a toll
on their physical and mental health. End of life care services should extend to and provide
assistance to families and carers during this difficult time.

Pain and suffering should be alleviated for those who are unwell
Not all treatment is beneficial for those at the end of life. Treatment provided to a 20-year-old
may not be appropriate for an 80-year-old. The goal of end of life care should be to minimise a
person’s pain and suffering.

Palliative care is an invaluable, life-enhancing part of end of life care
Palliative care provides much needed pain relief for people during the end of their life, and
provides comfort to their loved ones and carers. Palliative care often prolongs life.

High quality end of life care should be available to all people in all settings
People should be able to plan for death in their preferred setting.

Each person should be entitled to core rights in end of life care
All forms of discrimination in end of life care should be ended as far as possible, whether based on
geographical location, physical condition, ethnicity or wealth.

Vulnerable people should be supported and protected
End of life care should focus on relieving pain and suffering. Safeguards need to be in place to
ensure that vulnerable people are not pressured or coerced into making decisions that they do not
want to.

The law should be coherent and transparent

6

Ibid, Box 1.1 p.xxi
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Health practitioners and patients should be fully aware of their legal rights and responsibilities in
end of life care.

The law should be followed and enforced
The purpose of end of life legislation should be to provide for end of life choices for patients
and protection for doctors. Breaches of laws should be penalised appropriately.

2.4.5 Advance Health Directives provide a formal, consultative and legal way in which people can
offer personal views on how they would like to be cared for or treated if certain circumstances
arise later in their life, and this must be able to include end of life provisions, subject to the law.
Sample wordings could be made available to help people express some common choices in
consultation with their loved ones and medical practitioner.

2.5 The current WA Criminal code appropriately sets out to defend all human life, however, in
the present context it is important that revisions be set in place urgently in order to allow for
responsible medical interventions to assist those dying as the end of life approaches or severe
suffering makes it acceptable. The former Commissioner of Police has pointed out7 that:
Section 273 of the Criminal Code Compilation Act refers to the deliberate acceleration of
death…a person who does any act or makes any omission which hastens the death of another
person who, when the act is done or the omission is made, is labouring under some disorder or
disease arising from another cause, is deemed to have killed that other person.
Section 279 of the Criminal Code goes on to say that if a person unlawfully kills another person
and intended to cause the death of the person, then they have committed murder and face a
sentence of life imprisonment.
Doctors and other medical or ancillary staff involved in the care of people near the end of life
need to be protected if they are responsibly and faithfully carrying out procedures that are
designed to gently conclude a person’s life within the legal framework. Medical personnel
should be allowed conscientious objection freedoms to abstain from involvement in carrying out
such wishes from a patient, however, they should still be responsible to refer the client to
alternative support services. Whilst doctors traditionally assert the principle of ‘doing no harm’
as a rationale for refusing to participate in deliberately bringing about the end of a patient’s life,
I do not consider that it is doing harm to respectfully bring about a gentle and safe closure to life
if that has been requested and agreed to within the appropriate future safeguards and
procedures. Emotional, pastoral and spiritual support should still be provided through or in
conjunction with palliative care service to such people.

2.6 Whilst it is difficult to draw lines in the sand, it is important to consider provisions that relate to
people who are not necessarily within the last months or year of their natural death. Various
enduring health conditions and disabilities that lead progressively to decline of muscle or brain

7

Don’t blame police for investigating euthanasia OPINION: WA Police Commissioner Karl O’Callaghan, The
West Australian Monday, 29 August 2016
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functioning can create anxiety in the person concerned. Whilst I am always keen to protect and
value them for the whole of their natural life, some people with severely life limiting scenarios
ahead of them may choose to request procedures for peaceful dying be set in place in the event
of severe deterioration. The case of Christian Rossiter in 2009 offers one illustration8:
Perth quadriplegic Christian Rossiter has died after succumbing to a chest infection, five weeks after a
court granted him the right to refuse food and water.
Mr Rossiter, 49, died in a Perth nursing home early on Monday morning, his brother Tim Rossiter said in a
statement.
"I thank all those who have made Christian's life, in his final years, as comfortable and as dignified as
possible including Brightwater, the Disability Services Commission, Perth Home Care Services, Father Mark
Walker and the support from the Australian public," Tim Rossiter said in a statement.
The Seven Network reported that Mr Rossiter had refused medical treatment for the infection.
His lawyer John Hammond said Mr Rossiter had been in a lot of physical discomfort.
"Death I suspect comes as quite a relief for Christian," Mr Hammond told Seven.
"I think Christian will be remembered as someone who was very brave and took up a fight which will give
a lot of people comfort. Essentially he won the right to refuse food and medication so he could die if he
wanted to."
In August, West Australian Supreme Court Chief Justice Wayne Martin handed down a landmark ruling
which effectively gave Mr Rossiter an avenue to die by starving to death.
A series of injuries had combined to make Mr Rossiter a spastic quadriplegic last year, and he described
his life as "a living hell".

2.7. The protective consultative guidelines and procedures that will be proposed as safeguards for
the benefit of the community and the individual and family and friends must be clear without
becoming so cumbersome and bureaucratic that they deter or prevent someone from exercising
them in a timely fashion when they become relevant.
3. Christian and other religious viewpoints have been prominent and appropriate participants in
community debate over the subjects in question. There is great diversity among leaders and
people of these faiths, and it is inappropriate to assume monolithic consistency across such
groups and individuals.
3.1 I would like to draw attention to various Christian thinkers, leaders and spokespersons who
have conscientiously drawn on their religious heritage and their contemporary awareness of
human frailties and suffering before concluding that they support some form of voluntary
assisted dying.

8

Quadriplegic who won the right to refuse treatment dies; Media report: The West Australian
September 21, 2009
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3.2 In his book Playing God: Ethics and Faith, Andrew Dutney9 has followed earlier controversy
and public debate in Australia and elsewhere, before concluding:
“The belief that Christians and churches are united and unambiguous in their opposition to
voluntary euthanasia is false. There is in fact strong support for voluntary euthanasia among
both nominal and active church members. There are also numerous Christian thinkers and
theologians who have set out to show that holding Christian faith and doctrine is consistent
with supporting voluntary euthanasia. Liberal theology has been dominant in Christian
statements of support for voluntary euthanasia, identifying autonomy and personal freedom
as integral to the ‘image of God’ in the human person, and emphasising human partnership
with God in decisions about death. More recently some post-liberal constructions of
Christian faith have introduced new emphases in the patterns of Christian support for
voluntary euthanasia, especially the inherent relationality of the human person and the
communal nature of Christian existence.
“None of this is to say that Christians should support particular initiatives to legalise
voluntary euthanasia – only that they may.”
3.3 A valuable resource document has been prepared for Uniting Church members of the
Victoria-Tasmania Synod, representing a wide range of issues involved. One contributor who
expresses much of my own thought is Rev Gordon James Bannon:
“Love is stronger than death”
Love is born
With a dark and troubled face
When hope is dead
And in the most unlikely place
Love is born: Love is always born. (Michael Leunig)
It may seem strange to begin this conversation by quoting a Leunig prayer about birth and
love, but I believe that love should be at the centre of this conversation about assisted dying.
This prayer also encapsulates for me that acts of love are sometimes fraught and difficult
and painful, yet love can still be born in those spaces of darkness and hopelessness. I want to
ground my argument in the teachings of Jesus who told us to live by two basic
commandments. “Love the lord your God with all your heart mind and soul and to love your
neighbour as yourself”.
These two commandments are supposed to sum up all the ‘law’ and the second in particular
gives me a guide to moral behaviour when I relate to the issue of assisted dying. My
argument is focussed on allowing people to find a way to end their own life when faced with
a painful and prolonged death. It is an argument for people to take their own lives only
when it is their will and when other pathways to a peaceful and dignified death have been
exhausted.
Sadly, the current law of the land and our ethics, defines this act as illegal both by the
person themselves and by those assisting. This puts both the person wishing to die, and
those wishing to care for them (in many cases doctors and nurses) in the position of either
9

Playing God: Ethics and Faith, Andrew Dutney, HarperCollinsReligious, East Melbourne, Vic 2001, p.144
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acting deceitfully to enable a dignified and peaceful death (and thereby becoming a criminal)
or to mindlessly prolong a life of agony and distress to fulfil the law.
A passive form of euthanasia is already happening in hospitals everywhere as medical
practitioners find a way to surreptitiously end life by withholding medical intervention or by
giving pain relief at a dosage which is likely to end life. It is wrong that these medical
practitioners or relatives (or the person themselves) has to do this in a way which has them
being seen as performing an immoral and illegal act. When they are helping someone die in
accordance with their wishes and in a manner that brings relief to their suffering, then I
believe they are acting with mercy and with love. I would go so far as to say that they are
showing the love and mercy of God in such acts.
If we are to live a compassionate life, I believe that can mean not standing in the way of
someone finding a way of ending their own life if they are in unbearable pain. I find myself
asking, what does the parable of the Good Samaritan mean in this context? If I am travelling
with someone who is facing months or years of unbearable pain and I am able to open the
way for them to die and end their suffering, then I feel that it can be a loving act to enable
their death. Arguably, to do nothing or to take away the sufferer’s power over their own life,
is (at best) to be like the priest and walk by on the other side of the road, and at worst, to be
one who continues their suffering needlessly. As the parable implies, not to act, is still to act.
As far as I am aware the Bible does not explicitly forbid suicide. St Augustine used the
argument that suicide was illegal because it was against the 6th commandment. (I find it
interesting that very few of those who make this theological argument are pacifists.)
This is an argument still used against assisted dying, yet the sixth commandment actually
forbids murder, which I would argue is quite different to either the taking of one’s own life
or assisting another to end their suffering. Pope John Paul II has said that suicide or assisted
dying are a rejection of God’s gift of life and love. This to me implies an image of God as one
who is happy to stand by and watch someone suffer horrible and long-lasting pain rather
than be given the gift of a merciful and peaceful death. John Paul’s very statement implies
that whilst life is a gift, death is not. Yet in death we are promised a greater union with the
divine and, as people of faith, we believe that death is not an end. Part of our faith is the
understanding that life is a journey with God that does not have death as an absolute end,
but a pathway into a different way of being with God. This does not mean that we are to
seek death, but it also means that we are asked not to fear it. Some opponents to assisted
dying see euthanasia and suicide as mortal sins which have God condemning them to eternal
punishment. I do not believe that suicide is a mortal sin and I do not believe that the
scriptures portray a God who wants us to suffer needlessly. I do not believe in the kind of
Divine being who condemns a person to eternal damnation for taking their own life, but
rather see the divine as looking with mercy and love on those who suffer. I know that the
issue is not a simple one and I have sympathy for those who are concerned that any change
in the law is the ‘thin edge of the wedge’ in regards to the value of human life. And I feel
strongly that it is vital to set legal boundaries that guard as much as possible against abuses
of any law that allows a person to end their own life. Nevertheless it seems wrong to stand
by and let someone suffer an agonising death when we are able to alleviate their suffering
and it is their will to do so. As the writer of the Song of Solomon so famously said “Love is
stronger than death.” No more starkly is that statement portrayed than in the agony of
considering the death of someone we love, yet at times I believe that to allow death can be
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an act of greater love than to prolong a life of great agony.10

4. This is a personal submission which does not claim to represent either the Uniting Church in
Australia, within which I have been an ordained minister of the word for many years, nor the
public hospital within which I have been a Chaplain in the Pastoral Care Service for the last five
years. Out of these privileged opportunities of serving people, the community and God, I
respectfully submit my thoughts and conclusions.

CONCLUSION
I commend the members of the Inquiry into End of Life Choices for accepting this challenging project
and I pray that through consideration of this and other submissions and consultations a timely
report with recommendations will be able to be presented for the consideration of the Western
Australian Parliament in the next year. I urge the Inquiry to be as expeditious as possible and to
listen responsibly to the passionate voices from all points of view, without becoming bogged down
in excessive consultation or procrastination in order to present a workable proposal that supports
the changes to the law that will allow caring and responsible acts to be taken to peacefully bring to a
close lives that have been overcome by chronic brutal pain and suffering when so requested.

Kenneth David Devereux

10

Gordon Bannon is a Uniting Church Minister of the Word, and the Presbytery Minister – Pastoral Care for the
Loddon Mallee Presbytery, Victoria. Gordon is also an Ambassador for Dying with Dignity Victoria. Quoted in
Voluntary Assisted Dying/Suicide: CONSULTATION PAPER for Uniting Church Synod of Victoria and Tasmania
Presbyteries, Congregations and Individuals, Justice and International Mission Unit Synod of Victoria and
Tasmania Uniting Church is Australia, September 2017
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