
Submission to the Joint Committee on End of Life Choices 

1. The Role of Palliative Care.  

i. Relation of established Palliative Care Prgrammes to VAD.  
I have previously addressed this in a brief paper published in MJA Insight in  
February 8, 2018.  I attach the text below (Appendix 2).  

ii. Co-operatiom not Competition 
My concern has been to help Palliative Care and Voluntary Assisted Dying find 
complementary and not competitive roles in the care of dying persons.  The historic 
legacy, that has inspired Palliative Care in Catholic institutions over centuries, ought 
not lead to refusal to apprise a dying patient of the opportunity to access VAD, or to 
facilitate a referral to where it may be assessed.  

iii. Palliative Care as a valued ancillary for VAD  
The common demonstration of skilled, compassionate, and continuous attention to the 
full range of a patient needs and concerns characteristic of Palliative Care make its 
practitioners among the best of those equipped to manage VAD appropriately.  

Ambivalence and uncertainty not infrequently attends requests for VAD, and a 
Palliativre Care practitioners are well prepared to offer a sympathetic readiness to 
explore a final decisions with patient and family. .  

2. An Unhurried Process 

i.  The Victorian Example 
The need for an un-hurried and comprehensive approach to the preparation of 
legislation to allow VAD. As indicated in the attached paper, the Victorian 
Government considered all aspects of VAD through a period of three years, and 
allowed wide consultation throughout.   

Naturally, I am in favour of drawing upon the work done in Victoria and elsewhere, 
and suggest that it will not be necessary for South Australia to start from scratch and 
take just as long.  However, it is important to bring the SA population along with the 
process, and this will be achieved through offering drafts for comment, facilitating 
focus groups to meet for exchange of views and reflection of opinions, and  

ii.   Unhurried Introduction of VAD 
Once finally drafted and approved by Parliament, implementation of the Victorian 
legislation was delayed a further twelve months to achieve wide approval of how its 
practice would proceed.  A further reason for an unhurried momentum for the 
introduction of VAD is the desirability of Federal agreement to consider nation-wide 
law. Victoria allows VAD only to persons resident in the State for at least twelve 
months.  VAD legislation, as much as any other deserves national uniformity. 

ii. Unhurried assessment process for VAD.  
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Legislation should ensure a similar cautious process for the assessment of a request 
for VAD, requiring repeated requests, the agreement of two trained  physicians and 
the lapse of a minimum period of……… before implementation.  

3. Ethical and Religious Principles and Norms 
i.    The Request must be Voluntary 
 ‘Voluntary’ is the key word with ethical force running through legislation for and 

practice of VAD. The expressed wishes of the patient must be repeated, written and 
reviewed to protect against any uncertainty or external pressure on the patient.  

 ii.    Transparency  
‘Transparency’ is the second key to ethical principle for VAD. It is linked with a 
requirement for privacy. The Panel considering Victorian legislation strove seriously 
to write an acceptable and workable balance between the two.  

  iii.   The Impermanence of Ethical and Religious Norms 
Social and religious expression, whether sounded within or largely latent within the 
community, influence accepted social norms and government decision-making 
regarding public behavior. Some law, but more commonly views founded in 
religion, may be expressed in absolute terms – some actions are always wrong, 
never permissable. These include Biblical commandment – ‘Thou shalt not kill’ –or 
a humanist reverence for life.   

  iv.    Absolutist Views and Societal Norms 
Absolutists are likely to remain unchanging in all circumstances, describing Assisted 
Dying as ‘killing’ and always forbidden. 
Generally accepted societal norms are not absolutist; personal perceptions of them 
differ, and they vary over time and from one culture to another; they are rarely 
universal or unchanging.  In our largely secular and multi-ethnic nation, we should 
be cautious of certainty in setting standards for what is permissible or acceptable 
across the community and into our future. While acknowledging rules and 
regulations that governed our past, we need to be ready to respect diversity of  views.  
I feel that is directly relevant to any preparation of safe legislation to introduce VAD.  

4.    Assisted Dying and Chronic Disease – the ‘Slippery Slope’ 

i.    The limitation of VAD to Terminal Disease 
Opponents of VAD point to the risk of a loosening of safeguards that restrict the 
operation of VAD to disease likely to cause death in six to twelve months. 
The increasing numbers of elderly persons in Australia and overseas, and the 
recently-noted deficiencies in institutional care available to meet their needs, 
inevitably raises questions of whether VAD should be available to selected very 
elderly who suffer dementia, major disability or are ‘tired of life’. 

ii.    Overseas example 



Switzerland is the only country where the practice of VAD virtually on request, is 
allowed.  A relatively permissive culture has allowed a social, rather than a legal 
acceptance of VAD.  All other jurisdictions require a person requesting VAD to be 
certified as having a terminal illness causing unbearable suffering, and demand 
satisfaction of a set of safeguards to protect the public from any act of assistance 
outside the law.  Process 

iii. Protection from The ‘Slippery Slope’ 
The ‘Slippery Slope’ is an objection to VAD commonly raised by those who cannot 
countenance VAD in any situation.  They claim that once in place, the laws will be 
more literally interpreted, doctors will ignore safeguards, families will dissemble and 
cheat.  Victorian laws are comprehensive and extremely rigorous; they allow no 
deviation from careful professional practice compliant with the law, and backed by 
serious sanctions for misdemeanors.  The law allowing VAD can only be changed by 
Parliament. I have no fear of a ‘slippery slope’. 

Ian Maddocks, Jiuly 30,, 2019.



Appendix 1:  

Personal Background, Ian Maddocks 

I entered medicine through religious conviction, intending service as a medical 
missionary. The Korean War closed openings for that work, and I had church blessing to 
take appointment with the Health Department of Papua New Guinea (PNG), which was 
then an Australian colony, as an alternative. During 14 years (1961 – 1974) in PNG I was 
a specialist physician and lecturer, later Foundation Dean and Professor at the University 
of Papua New Guinea. During 6 years I share d those duties with a village project, living 
at Pari, a village close to Port Moresby, and providing primary care for its 1,000 people.  

On returning to Australia in 1975, I felt some discomfort with the ways medical care was 
developing in Australia, particularly its emphasis on special and hospital delivery of care. 
I shared a part-time appointment as a Consultant at the Flinders Medical Centre with 
general practice from our home in North Adelaide. 

In 1978, I was much moved by an article in the Guardian Weekly by journalist Victor 
Zorza, describing the death of his daughter in a hospice in UK. He wrote of how the high 
quality care that his dying daughter had received there, had enabled her to care for her 
parents as they struggled with their anxiety and grief. I became an advocate for hospice 
and Palliative Care, and with a small group of colleagues began to explore ways of 
introducing it throughout Australia. 10 years later I was appointed Professor of Palliative 
Care at Flinders University, introducing post-graduate courses and awards to allow 
practitioners to qualify as Palliative Care specialists. In subsequent years I was founding 
President of both the Australian Association of Hospice and Palliative Care and the 
Australian and New Zealand Society of Palliative Medicine.   

During this time, while promoting the wider recognition and availability of Palliative 
Care, I opposed moves to allow Assisted Dying, regarding them as a distraction from the 
more urgent need to establish effective care for the dying. Now, however, with Palliative 
Care widely available, I see VAD as a further necessary step, offering relief to a very 
small number of patients whose circumstances render ineffective the care available to 
them. 

After retirement from Flinders in 1999, I continued to provide specialist Palliative Care to 
several private hospitals and undertook extensive home consultations, supporting the 
families of dying patients and the visiting nurses who cared for them. It was this work 
which led to my being chosen as Senior Australian of the Year in 2013.   

When the Victorian Government established a Working Party to guide preparation of 
legislation to introduce Voluntary Assisted Dying, I was invited to be a member, and 
worked with that group in fortnightly meetings from February 2017 to February 2018. 



Current Personal Stance on Ethical and Religious Issues. 

In the 1990s I visited a Buddhist temple in Southern Thailand where the Abbot had 
established a Hospice for AIDS patients. At that time, all persons with AIDS died within 
a year or so. He had formulated a number of rules for his patients, including daily 
attendance at the temple for meditation and prayer, and strict avoidance of meat, but said 
the most important therapy was the loving kindness they should show to one another.  

His example was compelling, and I felt, consistent with the reported teachings of Jesus 
Christ. I no longer attend Christian worship, but I retain a serious interest in religion and 
the spiritual aspects of human existence, regarding them as important for communities 
and individuals.  

My ethical approach to VAD has been situational: I ask what discomforts, concerns and 
needs can be recognized for patient and family, and how best they can be met with loving 
kindness and with the resources available, that will now, for some, include VAD.  

Ian Maddocks, Jiuly 30,, 2019.



Appendix 2   
Palliative Care and Assisted Dying

A Bill was passed in the Parliament of Victoria on December 3rd, 2017 to allow 
Voluntary Assisted Dying1.. It brought that State alongside jurisdictions in several nations 
or individual States of Europe and North America where similar legislation has been 
effected. In recent decades over 20 previous attempts in Australian State Parliaments to 
legalize ‘euthanasia’ (as it is commonly termed) have failed, usually not progressing to a 
Second Reading. In the Northern Territory, in 1995, such a law did pass, but was 
overturned in the following year by the Federal Parliament.  

In Victoria, the Bill came to the Parliament with a number of salient advantages. It was 
introduced not by a private member (as had usually been the case in earlier attempts), but 
by the incumbent Labour Government with the full support of the Premier and Cabinet. 
Over the previous two years, the issue of Assisted Dying had been under close 
consideration, first by a Committee of the Legislative Council, which had undertaken 
wide consultation and detailed review of many related issues. The Committee’s final 
Report made numerous recommendations, including that Palliative Care Services be 
strengthened, and that the law be changed to allow Assisted Dying2..  

Subsequently, further advice was sought by the Minister for Health and Community 
Services from an Expert Advisory Panel of seven members, which met regularly through 
the first half of 20174.. The Panel’s report in June 2017 presented 66 recommendations 
and 68 safeguard provisions; these established a framework for the drafting of the Bill3.. 
The Minister presented the Bill to Parliament in September 2017 as a comprehensive and 
complete package, embodying a conservative approach, with stringent, detailed 
requirements making it resistant to amendment. It was agreed that all members be granted 
leave to speak to the Bill, and an individual conscience vote was allowed by all parties.  

Assiduous preparation did not protect the Bill from intense controversy and objection in 
the Media and in the Parliament. Debate in the Legislative Assembly stretched through 
26 continuous hours into the next morning and considered over 100 proposed 
amendments, all of which were rejected when the Bill finally passed, by 47 to 37 votes. It 
went to the Legislative Council where debate again required night-long sittings. Several 
relatively minor amendments were agreed, touching on matters of timing and referral, 
and on the safe-keeping of the lethal dose of medication to be employed. The amended 
Bill returned to the Lower House, and was passed without further change.  

The successful passage of the Bill in Victoria is a tribute to the prolonged preparation and 
detailed consultation it received. It did, nevertheless, disappoint many established 
advocates of euthanasia in its clear exclusions, its stringent and restrictive eligibility 
criteria, and its necessary diligent processes of referral and reporting. Relatively few 
dying persons will be eligible to access Voluntary Assisted Dying. Continuing protest 
must be expected also from the many individuals and special interest groups that have 
been consistently adamant in opposition.  



The legislation now enters an Implementation Phase, and will not be proclaimed until 
details are finalised on how Voluntary Assisted Dying will operate in practice. Delay into 
2019 will allow interested parties to consider how the availability of Voluntary Assisted 
Dying will affect individual decision-making, professional practice and institutional 
policy.    

Much opposition to the Bill warned of a deleterious effect that legislation would have on 
Palliative Care Services, and carried considerable weight with politicians. It claimed that 
Assisted Dying would be seen as a cheap and quick alternative to Palliative Care.  
Spokespersons for Palliative Care Services voiced strong objection in their own account, 
commonly along one or more of these lines: 

x Palliative Care’s charter is to ensuring comprehensive comfort to dying persons 
with no interventions to either extend or shorten life;  

x The provision of appropriate comprehensive care for a dying patient is a special 
skill. Only Palliative Care services are equipped to do it effectively and the 
Assisted Dying alternative threatens loss of that expertise;  

x A focus on Assisted Dying risks leaving gaps in Palliative Care services and 
persons unable to access their care will feel forced to rely on Assisted Dying; 

x The Government promotion of Assisted Dying is a search for a cheap option, 
saving expenditure on Palliative Care; 

x The introduction of Assisted Dying is an affront to Palliative Care, implying 
unjustly that its services cannot adequately meet the needs of dying patients;  

x The public is better served by an urgent strengthening of Palliative Care than by 
investing in Assisted Dying; 

x Assisted Dying runs counter to the values consistently affirmed by Palliative Care 
to sustain quality of life, and never to kill; 

x Assisted Dying will lead inevitably to a ‘slippery slope’, and vulnerable persons - 
poor, disabled and disadvantaged individuals – unable to access expensive health 
care, will be encouraged to request Assisted Dying by families and by doctors 
prepared to bend the rules. 
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