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Introduction 
Why we need the law to change 
Suffering at the end of Life 
A former Labor President of the Legislative Council, Hon Gordon Bruce, and a former Liberal 
Opposition Leader and Minister in the Olson Government, Hon Dale Baker, MP, were both 
diagnosed with Motor Neurone Disease (MND) after they left the Parliament. Both were 
advocates for Voluntary Assisted Dying (VAD)1. Motor Neurone Disease is a progressive, 
terminal, neurological disease. There is no known cure and no effective treatment. People with 
MND progressively lose the use of their limbs and ability to speak, whilst their mind and senses 
remain intact. MND affects your ability to control the muscles which control movement, 
speaking, breathing, swallowing; the neurones, or nerves, degenerate and gradually die. The 
average life expectancy after diagnosis is 2.5 years. People with MND commonly experience 
significant pain from their stiff joints and muscles; they have difficulty sleeping; they eventually 
cannot eat or speak; they can still think; over time, their family and friends watch as the 
suffering of their loved one increases day by day, and their body wastes away.  

Eileen Dawe kept a diary for the last 17 weeks of her life as she died of cancer. Eileen was 90 
years old and lived in the Adelaide Hills. Her daughters contacted SAVES in the last few weeks of 
her life on her behalf to ask if we could meet with her, hear her story and understand why she 
believed she should have the choice to end her suffering. Soon after her diagnosis in July 2015, 
Eileen Dawe wrote 

I have now received pain management medication for five weeks. Two weeks would have been 
sufficient for final goodbyes and an orderly exit.  

Should I be forced to take some violent action? Should I be branded a criminal because I don’t 
want my loved ones to watch me deteriorate into a pathetic, mindless, begging, slobbering 
parody of my former self? 

In all my ninety years of life I have never received any government welfare but have gladly 
contributed to those in need. Am I now being selfish in wishing to have some choice in the time 
and place of my own inevitable death? 

I wonder if politicians ever spare a thought for the suffering and prolonged death being 
experienced by many of our citizens not likely to be voting in future elections. 

Soon after her discharge from hospital in September 2015, Eileen Dawe wrote 

Over two months of pain relief. Not my choice. Another awakening to a day of medication. The 
threat of pain hanging over me as I wither away to that shrunken bundle being quietly 
discussed. My hearing and eyesight, along with comprehension deteriorate. The perplexed 
eyes of a stranger return my gaze. First moments awakening bring sadness and dismay with 
the realisation that my continued existence seems interminable. 

Then weeks before her death, the diary continues 

…My treatment consists of semi-starvation since release from hospital 11th September. Some 
days better than others. I have not suffered a great deal of pain, some few happy days. The 
question I ask [is] why must it go on for so long? I want to die, I am happy to die. Why drag out 

 
1 Note that the term Voluntary Assisted Dying (VAD) will be used to include voluntary euthanasia, physician 
assisted dying and other terms used in the discussion, except where a direct quote adopts a different term. 
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a long, long, long suicide? How many people have had it as good as me? How many in 
loneliness and agony, poverty and fear? Fear of pain is all I anticipate, or how long it will 
stretch the time ahead and the grief for those behind me. Some days I eat a little food – usually 
gives diarrhoea or lots of frothing from the mouth, slight vomiting. Sometimes very weak as I 
tire [but] sometimes very energetic. I love my little garden of plants that give me enjoyment 
and beauty like the birds beyond. I do hate the long, long farewell. I just do not have the life 
that was mine anymore. I am happy to go…2 

SAVES regularly holds public information sessions in Rundle Mall to promote discussion of end 
of life choice. Members of the public are invited to tell us their story and write to their local 
Member of Parliament to seek their support for legislation to allow voluntary assisted dying; to 
ask for some action to stop prolonged suffering at the end of life. People who stop to talk 
regularly tell of the terrible memories they have of a mother, grandmother, aunt, brother, 
friend or colleague who suffered at the end of their life as their incurable illness took hold. They 
tell us that the person was not going to recover, and all they could do was watch their mother, 
grandmother, aunt, brother, friend or colleague waste away. The impact of supporting that 
person through that time is still visible, often many years later. People consistently ask why the 
South Australian Parliament has been so reluctant to legislate for voluntary assisted dying; why 
South Australia is so different from other places, such as Victoria, where a more compassionate 
approach has been taken and people are allowed to seek assistance to die, allowed to legally 
seek help to stop their suffering.  

Elderly Suicide 
The Australian Bureau of Statistics (ABS) reports that the highest rate of suicide is among men 
aged over 85, at 39.3 per 100,0003. In 2015, the South Australian Coroner, Mark Johns, called for 
a public debate about the ‘isolated’ circumstances in which some older terminally ill Australians 
were ending their lives.4 In evidence to the Victorian Parliamentary Inquiry on End of Life 
Choices, Victorian Coroner, Caitlin English, stated that  

There is a cohort within the suicide group that it has been very difficult to come up with 
recommendations or comments that could contribute to the prevention (of that suicide). … 
These are people who are suffering from irreversible physical terminal decline or disease, and 
they are taking their lives in desperate, determined and violent ways. (p2-3) 

In evidence to the same hearing, Coroner John Olle, identified this cohort as 50 suicides per year 
between 2009 and 2012, where the person’s ‘death was foreseeable; (where there was) 
incurable, chronic disease but death not imminent; (and where there was) permanent physical 
incapacity and pain’5. Almost half of the 197 people identified in the four year period had 
cancer. One third of the people died from poisoning, with hanging the second most common 
option and firearms were involved in about 14 percent of cases. Coroner Olle provided 
harrowing stories of the circumstances in which people died and the impact on those who later 
found them. Anecdotal evidence suggests that there is every reason to believe the situation in 
relation to elderly suicide is similar in South Australia. 

 
2 Eileen Dawe, Diary entry, Nov 29, 2015 
3 ABS 3303.0, Causes of Death, Australia, 2017; while suicide is the leading cause of death for people aged 15-
44, the death rate per 100,000 is lower; for example, for males aged 15-19, the rate is 11.9 per 100,000. 
4 ABC online, Feb 6, 2015 
5 Standing Committee on Legal and Social Issues, Inquiry into end-of-life-choices, Oct 7, 2015, p3 
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Limitations of Palliative Care 
It is widely accepted that not all pain and suffering at the end of life can be relieved by medical 
intervention and that five to 10% of palliative care patients request a hastened death. For 
palliative care patients in the last two to three days of their life, one in five patients of Australian 
palliative care services experience moderate to severe pain, one in five patients experience 
moderate to severe dyspnoea (shortness of breath), while even more patients experience 
moderate to severe weakness and fatigue.6 It is estimated that overall, in approximately five 
percent of palliative care patients, medical interventions are unable to relieve the pain and 
suffering at the end of life: the treatment is either ineffective or intolerable7.  

The SA Government palliative care service is available to people with a progressive, life limiting 
illness, the aim of the program being to control symptoms, maximise function, maintain quality 
of life and provide comfort.8 The service can be provided in an institution or at home and is 
characterised by a team approach including doctors, nurses, pharmacists, social workers and 
other support staff as required. Being accepted into a palliative care program does not imply 
imminent death; on the contrary, a person can be in a palliative care program for many years, 
getting to know the staff and being well prepared for end of life choices, with the best support 
for the family, friends and the person at the end of life. Em Prof Ian Maddocks, AM, known as 
the ‘father’ of palliative care in Australia, views voluntary assisted dying as part of the 
continuum of care which would be provided by a palliative care team if VAD was a legal option. 
Writing in The Medical Journal of Australia prior to the passage of Victoria’s Voluntary Assisted 
Dying Act in 2017, Prof Maddocks wrote  

VAD can be good medicine if a request for assistance to die brings to bear an unhurried, 
thoughtful and comprehensive approach of the experienced clinician. To ensure full attention 
to informed consent, underlying disease, symptoms, prognosis, other options for care and 
support of family throughout, VAD needs to embrace that clinical dimension. Palliative care 
will continue to carry the greater responsibility to provide relief for those patients, and the 
demand on its services will continue to increase. VAD will provide only a very small part of the 
great mix of medical, social and political interventions that contribute to the public health. In 
countries where it is legal, VAD is available only to individuals fully capable of an informed and 
independent decision about the best management for them when the end of life is threatened 
by intolerable suffering.9 

Academic research in jurisdictions where VAD has been legal for many years reveals that 
investment in palliative care services invariably increases once VAD becomes legal. There is a 
more open discussion about end of life choice, more investment in planning the delivery of end 
of life services, understanding of the role of palliative care increases and the demand for 
palliative care services increases. Palliative Care Australia recently commissioned an analysis of 
palliative care services in Belgium, Netherlands, Oregon, Washington State and Canada - 
jurisdictions where VAD is legal, and has been, in some cases, for decades. The study concluded 
that “in jurisdictions where assisted dying is available, the palliative care sector has further 

 
6 Palliative Care Outcomes Collaboration, National Report on Patient Outcomes in Palliative Care in Australia, 
March 2015  
7 Maltoni, et al, Palliative sedation in end of life care and survival, a systematic review, April 20, 2012, 
https://www.ncbi.nlm.nih.gov/pubmed/22412129 
8 Government of South Australia, SA Health, Palliative Care Services 
https://www.sahealth.sa.gov.au/wps/wcm/connect/Public+Content/SA+Health+Internet/Health+services/Palli
ative+care+services/ 
9 Maddocks, I, Palliative Care and voluntary assisted dying: the common ground, Medical Journal of Australia, 
Feb 6, 2017 
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advanced”10. SAVES strongly supports palliative care, and aims to raise awareness in the 
community of the role of palliative care, not just for the last few weeks of life, but as part of a 
longer term treatment plan. Part of that longer term palliative care treatment plan would be the 
option for voluntary assisted dying when the suffering of the person becomes unmanageable. 

Religious support for compassion 
Religious support for VAD has been consistent and overwhelming in regular public opinion 
polls.11 Leading religious figures have expressed their support for compassion and care at the 
end of life by supporting voluntary assisted dying. For example, the former Archbishop of 
Canterbury, Lord George Carey, said “it would not be ‘anti-Christian’ to ensure that terminally ill 
patients avoid unbearable pain” and making VAD lawful would be “profoundly Christian and 
moral”. Archbishop Emeritus Desmond Tutu similarly supports compassion and care at the end 
of life, explaining in a statement on his 85th birthday in 2016 

Just as I have argued firmly for compassion and fairness in life, I believe that terminally ill 
people should be treated with the same compassion and fairness when it comes to their 
deaths. … Dying people should have the right to choose how and when they leave Mother 
Earth. I believe that, alongside the wonderful palliative care that exists, their choices should 
include a dignified assisted death. I believe in the sanctity of life. I know that we will all die and 
that death is a part of life. Terminally ill people have control over their lives, so why should 
they be refused control over their deaths? Why are so many instead forced to endure terrible 
pain and suffering against their wishes? I welcome anyone who has the courage to say, as a 
Christian, that we should give dying people the right to leave this world with dignity.12 

Rev Dr Craig de Vos, Minister at the North Adelaide Baptist Church, summarises the religious 
argument in the following terms: 

Some oppose voluntary assisted dying arguing that it’s wrong because it’s playing God. So is 
artificially prolonging life, and so is allowing people to suffer a horrific death when there are 
more humane options. In an enlightened society this is simply not good enough.13 

Peace of mind at the end of life 
Surveys of doctors in Australia consistently show that assistance to die is currently provided to 
patients, sometimes at their request, and sometimes without an explicit request. This assistance 
to die is provided with no accountability, no oversight and without safeguards for the patient. 
Since a 1987 survey of doctors reported that approximately one third of Australia’s doctors had 
administered excessive doses of medication with the intention to hasten death, subsequent 
surveys of different groups of medical practitioners in Australia have reported a similar 
outcome14. For example, a 1999 survey of 70% of Australia’s surgeons revealed that one third of 
those surgeons had administered excessive doses of medication – ie, greater than required for 
symptom control - with an intention to hasten death15. A 2006 update of the first 1987 survey 
showed that 94% of respondents agreed that it was ‘sometimes reasonable’ for a patient to 

 
10 Aspex Consulting, Experience internationally of the legalisation of assisted dying on the palliative care 
sector, Final Report 28 October 2018, p5 
11 SAVES Newsletter 46, June 19, 2017, 
https://docs.wixstatic.com/ugd/1062e1_2e448ccb3c7d4afeb2545f0c545043df.pdf 
12 Tutu, D, Washington Post, October 6, 2016 
13 SAVES Newsletter 36, Oct 17, 2016 
https://docs.wixstatic.com/ugd/1062e1_5931e1f786f641088bb4463a9b8223b7.pdf 
14 Neil, DA et al, J Med Ethics, 2007 Dec; End-of-life decisions in medical practice: a survey of doctors in Victoria 
(Australia), 33(12): 721–725. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2598223/ 
15 Douglas, CD et al, Med J Aust, 2001; The intention to hasten death: a survey of attitudes and practices of 
surgeons in Australia, 175 (10): 511-515.  
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refuse treatment, and 65% saw it as ‘sometimes reasonable’ for a patient to request drugs to 
hasten death. When compared with the 76% of doctors who reported having complied with a 
request to withdraw life sustaining treatment, the question arises about the limited control that 
patients currently have over their end of life choice.  

The current end of life choices for people are confusing and complex, with anecdotal evidence 
continually revealing an arbitrary system of access to different ‘choices’. The choices available 
include starvation and dehydration, hoping for your doctor to prescribe extra drugs to relieve 
pain which may also cause death, but if your symptoms cannot be relieved by drugs, then you 
don’t get that choice. Doctors report being reluctant to prescribe higher doses of drugs for fear 
of prosecution, either by the family or the institution where the patient is living, and on the 
other hand, family members, doctors and nurses report that there is no monitoring of end of life 
drug administration. There have been no prosecutions of a doctor in South Australia for 
assisting a patient to die. And palliative care is unable to offer a compassionate assisted death 
when there is no treatment option which will relieve the person’s suffering.  

Most health systems, including in South Australia, proclaim an ambition to achieve person 
centred care. The current law allows a patient to refuse further treatment, but prohibits a 
voluntary request from a patient for the administration of drugs to hasten death. The evidence 
from doctors themselves is that, in the absence of a legal choice for a patient to request the 
administration of drugs to stop their suffering at the end of life, some doctors are making the 
decision; it results in an assisted dying process with no accountability and which is not 
voluntary; it means some patients might have a sympathetic doctor who will administer more 
drugs, but others may not; it undermines the opportunity for patient centred care; and is a law 
in need of reform.  

The overwhelming reason voluntary assisted dying has been made legal in all 17 jurisdictions 
where it is now legal is to stop people suffering at the end of life; to show care and compassion 
to people who are suffering unbearably and have a progressive, life limiting illness. Knowing 
that there will be the choice to request voluntary assisted dying when your suffering becomes 
unbearable, and not having to rely on accidentally finding a sympathetic doctor to deliver a drug 
overdose, will provide peace of mind at the end of life.  

Terminology 
The Ministerial Advisory Panel on Voluntary Assisted Dying in Victoria (the Panel)16 provides a 
detailed explanation of the terms used when discussing different models of voluntary assisted 
dying around the world. In their ‘Note on Language’17 the Panel examines each of the terms 
used – euthanasia, assisted suicide, dying with dignity, assisted dying - and concludes that 
‘voluntary assisted dying’ is the most appropriate term to capture the person-centred approach 
intended in the end of life choice discussion. After examining all the terminology, the Panel 
recommended the use of ‘voluntary assisted dying’ because of the various misinterpretations 
which can emerge from other terminology. This submission will similarly use the term voluntary 
assisted dying (VAD). 

Submission Format 
The Joint Committee on End of Life Choices has invited submissions in four areas: current 
practices in medicine and palliative care to support people in their end of life choice; the current 

 
16 The Ministerial Advisory Panel on Voluntary Assisted Dying was established by the Minister of Health to 
advise on a framework for translating the recommendations of the Legislative Council Legal and Social Issues 
Committee Report on their Inquiry into End of Life Choices, which recommended in favour of legislation to 
allow voluntary assisted dying. 
17 Ministerial Advisory Panel on Voluntary Assisted Dying: Final Report, pp14-16 
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legal framework in Australia and overseas; any proposed legislative change, particularly the 
relevance of the Voluntary Assisted Dying Act (2017) in Victoria; any other matter. The following 
Sections 1 to 4 will address each of these Terms of Reference in turn, in the context of creating a 
person centred, caring and compassionate response to the repeated pleas from people who are 
suffering at the end of life, for a legal and equitable voluntary assisted dying reform in South 
Australia. 

 

Proposed Voluntary Assisted Dying 
Framework 
SAVES was established over three decades ago to advocate for compassion at the end of life and 
legal voluntary assisted dying. SAVES proposes that the core characteristics of an equitable and 
non discriminatory voluntary assisted dying framework include the 15 items listed below. The 
purpose and rationale for each item is contained in Sections 1 to 4. 
 

1. First medical assessment by the Coordinating Medical Practitioner (CoMP)  
2. Second medical assessment by a nurse practitioner or medical practitioner 
3. 1 witness to the signing of the request (not 2), with the same witness able to witness all 

processes associated with the voluntary assisted dying request process 
4. Criteria to include ‘death is reasonably forseeable’, with no specified time limit until 

death is expected 
5. Voluntary Assisted Dying be one of the options in a palliative care treatment plan which 

the palliative care team can discuss 
6. Dementia be a qualifying condition 
7. Voluntary Assisted Dying be permitted in an Advance Care Directive 
8. Provisions to protect participants from harassment 
9. 2 requests: 1 oral and written (first) and 1 final request 
10. Minimum of 7 days between first request and final request  
11. Disability Interpreter be defined and included 
12. Person to nominate self administration or medical practitioner/nurse practitioner 

administration at time of final request 
13. No Voluntary Assisted Dying Permit 
14. 12 months to establish VAD policies and procedures and appoint VAD Board 
15. CoMP reports to VAD Board after administration 

 
In addition to the 15 items (above) which would be included in legislation, SAVES endorses the 
appointment of Care Navigators to facilitate the voluntary assisted dying request process. The 
role of Care Navigator was developed during consultations on the implementation of the 
Victorian voluntary assisted dying law.   
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Section 1 
TOR (a) The practices currently being utilised within the medical community to assist a 
person to exercise their preferences for the way they manage their end of life when 
experiencing chronic and/or terminal illnesses, including the role of palliative care.  
 
 
Areas explored under this TOR encompass 
 

• Palliative care and its philosophical underpinnings 
• Religious beliefs and the doctrine of double effect 
• Symptoms associated with dying 
• Suffering not confined to terminal stage of a terminal illness 
• Reasons for requesting a hastened death 
• How palliative care responds to requests for a hastened death 
• Terminal sedation: ‘slow euthanasia’ 
• Serious flaws in the reality of dying in our community 
• Where people die compared with where they want to die 
• The importance of personal control 

Introduction 
How we die is an important ethical, social justice, and social policy issue. High quality end of life 
care is a critical measure of a compassionate society and an essential aspect of heath care 
systems. People expect care to be provided in a coordinated, seamless, and timely way when 
and where they need it. They seek not only appropriate care to support their physical, 
emotional and psychosocial needs, but also expanded end of life choices, including voluntary 
assisted dying (VAD).18 The vast majority of Australians endorse legislative change to the current 
law which can entrench futile and unrelievable suffering.19 Palliative care is the model for end of 
life care in Australia. 

Palliative care: Definition and philosophical underpinnings 
Palliative care is defined by Palliative Care Australia as 

…a person and family-centred care provided for a person with an active, progressive, advanced 
disease, who has little or no prospect of cure and who is expected to die, and for whom the 
primary treatment goal is to optimise the quality of life20  

This involves physical, emotional, psychosocial and spiritual care given by a multidisciplinary 
team to patients with life-limiting or life-threatening illnesses and their families.21 Modern 
palliative care has its roots in the hospice movement and Catholic healthcare tradition within 
which redemptive suffering is to be embraced.22 Dame Cicely Saunders, founder of the modern 
hospice movement, was philosophically opposed to VAD. She was a committed Christian and 
maintained that suffering could always be relieved with appropriate care.23 Palliative Care 

 
18 Hanrahan, 2019 
19 Cameron & McAllister 2016; Roy Morgan Research 2017 
20 Palliative Care Australia 2018 a 
21 Quest et al 2019; WHO 2018 
22 Power 2013 
23 Independent Newspaper, 2005 
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Australia has taken a neutral stance on voluntary assisted dying, developing ‘Guiding Principles’ 
for people working in a palliative care service where voluntary assisted dying is legal.24   

Palliative care: the challenge of intractable symptoms 
Suffering is not confined to physical experience or pain, and many symptoms experienced by 
people suffering life-limiting illnesses are more difficult for the medical profession to assess and 
treat. Even with the best palliative care, both dying and incurably ill people face a range of 
symptoms that are difficult to manage. This is widely acknowledged, including by Palliative Care 
Australia and the Australian Medical Association. While Australia’s palliative care is highly 
regarded it can never be completely effective due to intractable symptoms which arise from, for 
example, 

• cancer invasion of nerve-rich areas such as the abdominal cavity, chest cavity, spine, 
pelvis, or throat that leads to pain and, if in the pelvis, possible incontinence of urine 
and faeces. Cancer growth also leads to obstruction of swallowing, obstruction of the 
intestine, with vomiting and, ultimately, starvation  

• paralysing diseases of nerves supplying the muscles of the chest and throat that cause 
gasping or choking to death (such as with motor neurone disease)  

• mesothelioma (associated with asbestosis, which is incurable) which produces severe 
chest pain with each breath, causing difficulty in breathing and feelings of suffocation 

• difficult to treat neuralgia that causes experiences similar to electric shock, with 
stabbing, agonising and jolting pain25. 

This range of symptoms is indicative, not exhaustive, and reveals that suffering is not confined 
to the terminal stage of a terminal illness. While many people with a terminal or an incurable 
illness endure their symptoms, the gravity of symptoms lead to at least five per cent of this 
cohort requesting a hastened death by VAD. A small proportion of individuals living with the 
permanent consequences of a non-terminal illness also make such requests26. Recognising this 
reality, in 2011 the then President of Palliative Care Australia argued ‘In some ways I think let’s 
legislate it (VAD) and let it just find its place’27. 

Terminal sedation and the doctrine of double effect 
In Australia people may legally die slowly by palliative sedation and voluntary palliated 
starvation28. Palliative sedation is the use of medications intended to induce a state of 
decreased or absent awareness (unconsciousness) in order to relieve the burden of otherwise 
intractable suffering. Voluntary palliated starvation is a way in which a competent person may 
refuse to eat or drink and receive palliative care to relieve any pain, suffering or symptoms that 
she or he experiences from dying due to a lack of food and water. Dying through dehydration 
and starvation can take up to four weeks. 

These forms of sedation are sanctioned as long as the claimed intention of the doctor is not to 
directly hasten death29. Justification for the use of terminal sedation is governed by the doctrine 
of double effect. This is a principle which supports proportionate relief of suffering if the doctor 
does not ‘intend’ for death to occur; even if death is a foreseen and inevitable consequence of 

 
24 Palliative Care Australia, Voluntary Assisted Dying in Australia, Guiding Principles for those providing care to 
people living with a life limiting illness, June 2019 https://palliativecare.org.au/wp-
content/uploads/dlm_uploads/2019/06/PCA-Guiding-Principles-Voluntary-Assisted-Dying.pdf 
25 Maltoni et al. 2012; SAVES Newsletter 11, 2015, SAVES Factsheet 23, 2017 
26 Hunt, R, Senior Consultant, Central Adelaide Palliative Care Service, The Advertiser, 2016 
27 Blackwell 2011 
28 Queensland University of Technology n.d. 
29 Care Search 2018 
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treatment. This doctrine draws upon ‘the rule of double effect’, developed by Roman Catholic 
theologians in the Middle Ages as a response to situations requiring actions in which it is 
impossible to avoid all harmful consequences.  

Limitations of the doctrine of double effect 
There are many who regard the doctrine of double effect as seriously deficient, as its moral and 
legal validity relies on the claimed, but unprovable, intention of the doctor. Intentions are often 
ambiguous, contradictory, and are always subjective. In all other aspects of life people are held 
responsible for the reasonably foreseeable consequences of their actions. Although the doctrine 
of double effect provides a defence for doctors it does not take into account patient wishes. 
Ambiguity around use of the doctrine is continuing to cause serious concerns for both doctors 
and the broader community30.  

For patients with intractable suffering continuing medical treatment can sometimes be futile, 
and in some cases harmful. Requests for VAD can therefore be recognised as well founded; as 
are the current legal requests for withdrawal and refusal of life-saving treatment. Sound public 
policy should be based on working in a person’s best interests by acknowledging a right to self-
determination and bodily integrity, ensuring informed consent, determining that there are no 
less harmful alternatives acceptable to the individual, and by recognising the severity of 
suffering.31 There is also no social consensus on the ‘value of suffering’ or of ‘redemptive 
suffering’ which is sometimes invoked in order to maintain the legal status quo32. Only the 
patient can determine what level of suffering is bearable and whether or not it serves any 
purpose33. The lack of lawful access to VAD can also lead to the social risk associated with covert 
or ‘underground’ interventions which, being unregulated, can cause harm34. 

A diary of the final days of 90 year old Ms Eileen Dawe provided to SAVES in 2015 clearly 
articulates the lived experience of facing futile suffering. Eileen Dawe states ‘It is my wish to end 
my life whilst still able bodied and clear minded…My choice would be requested death by 
euthanasia’. Ms Dawe explains the wider ramifications of her suffering:  

Another morning as I lapse into all that I did not want to become. Perhaps my sanity is next to 
go. Pain is menacing…What egoistic monster would not allow another human a peaceful 
departure with friends and loved ones. I fear for those less fortunate than me and still dread 
what my, as yet unknown, end will be…Fear of pain is all I anticipate, or how long it will stretch 
the time ahead and the grief for those behind me. 

VAD and the ‘palliative effect’ 
The knowledge that VAD is available under an overarching legal framework can have a 
significant palliative effect. It allays anxiety over impending death and helps to prevent 
suicides35 For example, in Oregon where the Death with Dignity Act has been in operation since 
1997, a significant proportion of people qualifying under the Act feel secure enough to not fill 
their prescriptions pre-emptively. While a total of 2,217 prescriptions have been written in the 
21 years since the law was passed, only 1,459 people (65.8%) have died from ingesting the 
medications36. 

A dichotomy is often posed between palliative care and VAD based upon the founding religious 
 

30 Australia 21, Sept 22, 2017, Assisted dying-what does the evidence show? 
31 Bruce, Hendrix & Gentry 2006; SAVES Factsheet 23 Principle of Double Effect, 2017 
32 McGee et al, 2018 
33 Finnigan et al. 2019 
34 Magnusson, 2002 
35 Syme, 2016 
36 Oregon Health Authority 2019 
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values of the hospice movement and thereby contemporary palliative care. However, both are 
complementary concepts of care and both offer a palliative effect. They share compassion for 
suffering, respect for personal autonomy, and support a person’s own conception of dignity 
when facing death. This complementarity has been endorsed by research evidence over many 
years from jurisdictions that have introduced VAD laws. More recently, a commissioned report 
by Palliative Care Australia provided evidence on the intersection between VAD and palliative 
care, including the impact on palliative care services in those jurisdictions which have legislated 
for VAD37.  

The report shows that the implementation of VAD legislation leads to an increased focus on, 
and public policy attention towards, end of life care. It may also drive a stronger focus on 
upholding patient choice and autonomy, and may provide opportunities to introduce system 
improvements in palliative care. Another key finding is that there is no evidence of a ‘slippery 
slope’, or the contention that once VAD is introduced it will inevitably be broadened to apply to 
those for whom it was never intended. Instead, the report states that although there have been 
amendments to eligibility criteria over time, there is no evidence that VAD has substituted for 
palliative care due to an erosion of safeguards38. 

Data from other jurisdictions which allow VAD also supports the intersection between palliative 
care and VAD through the consistently high levels of patient involvement in palliative care 
services at the time of death through VAD. For example, 90.9 per cent of Oregonians and 88 per 
cent of patients from Washington State who elected VAD were enrolled in hospice care39. In 
Oregon, the nexus between palliative care and VAD is explained by the Oregon Hospice and 
Palliative Care Association:  

Oregon’s Death With Dignity Act went into effect in 1998. It no longer matters whether 
physician-assisted dying should or should not be permitted. It is a legal option in 
Oregon.  Oregonians need not choose between hospice and physician-aid in dying. Dying 
Oregonians can choose both from among the options on the end-of-life continuum of care.40  

VAD and equity: unintended consequences of a ‘two tier’ system 
The issue of health equity is not commonly raised as a consideration in respect of law reform to 
allow VAD. However, as one critique of the legal status quo argued in respect of unequal access 
to a peaceful death:  

The current two-tier system – a chosen death and an end to pain outside the law for those with 
connections, and strong refusals for most other people – is one of the greatest scandals of 
contemporary practice.41  

In Australia, as in other jurisdictions, the lack of access to VAD results in unintended 
consequences of unfairly discriminating between those with greater and lesser financial 
resources. People with personal connections and financial means are more able to elect VAD by 
travelling to the Dignitas clinic in Switzerland.  

 
37 Aspex Consulting, 2018, report prepared for Palliative Care Australia, Experience Internationally of the 
legalisation of assisted dying on the palliative care sector, Oct 28, 2018, https://palliativecare.org.au/wp-
content/uploads/dlm_uploads/2018/12/Experience-internationally-of-the-legalisation-of-assisted-dying-on-
the-palliative-care-sector-APEX-FINAL.pdf 
38 ibid 
39 ibid 
40 Oregon Hospice and Palliative Care Association, 2017 
41 Dworkin et al 1997 
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Choosing the place of death 
There is strong evidence that the Australian people desire genuine choice over the manner of 
and planning for death. A positive experience of dying depends on a place based context. 
Surveys consistently show that between 60% and 70% of Australians would prefer to die at 
home42; then as they become older or more sick, and in an environment where there is no 
choice of voluntary assisted dying, people become less likely to want to die at home. Once 
admitted to an aged care facility most people prefer to remain there for end of life care and not 
be transferred to a hospital. For example, a recent audit of Central Adelaide Palliative Care 
patients showed that 80% of people died at their preferred place of death.43 Terminally ill 
patients should be given choice and, as far as possible, be enabled to die at their preferred place 
of death. In those jurisdictions where VAD is legal, the majority of people are supported to die 
at home.  

Table 1  Place and Cost of Death 

PLACE OF 
DEATH 

NO. OF 
DEATHS 

% DEATHS COSTS 
($M) 

% COSTS COST PER 
DEATH 

Acute inpatient 51,759 35% 2,440 48% $47,142 
Residential care 50,866 35% 2,330 46% $45,807 
Sub-acute 21,470 15% 221 4% $10,293 
Community care 4,655 3% 77 2% $16,541 

 
A recent South Australian report has found that the percentage of people wanting to die in their 
own homes had increased to 75 per cent. However, only 14 per cent of people in Australia are 
able to do so, with 54 per cent dying in hospital and 32 per cent in aged care facilities.44 
Furthermore, the cost of dying at home is known to be lower than in hospital or in the high care 
section of an aged care facility, as revealed in the 2011 data on the place and costs of death for 
older people (Table 1)45. 

Section 2 will explore the different legal frameworks for VAD in the 17 jurisdictions around the 
world where VAD is legal. 

 
 

  

 
42 Duckett et al. 2015 
43 Hunt, R, Senior Consultant, Central Adelaide Palliative Care Service, pers com 
44 SA Government Health Performance Council 2018; Campbell, C 2018; Broad et al, 2013 
45 ibid 
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Section 2 
TOR (b) The current legal framework, relevant reports and materials in other 
Australian states and territories and overseas jurisdictions, including the Victorian and 
Western Australian Parliamentary Inquiries into end-of-life choices, Victoria’s 
Voluntary Assisted Dying Act (2017) and implementation of the associated reforms 
 
Current legal framework 
There are 17 jurisdictions around the world, including Victoria, where voluntary assisted dying 
(VAD) is legal. One in five people in the USA live in a state (or District) where VAD is legal. The 
state of Oregon was the first state in the USA to legalize VAD in 1998, through a Citizen Initiated 
Referendum, and has been followed by another seven states and Washington DC. Each state has 
modeled their legislation on the Oregon law. Canada legalized VAD in 2015 following a court 
order; the Constitutional Court of Colombia ordered that voluntary assisted dying be legal in 
1997, but it took until 2012 before Regulations were drafted to allow VAD; Belgium and the 
Netherlands legalized VAD within a few months of each other in 2002; Switzerland has 
permitted voluntary assisted dying since 1942.  

As shown in Table 2 (below), there are three different ways in which VAD has been made legal 
around the world: through a vote of the Parliament, through a Citizen Initiated Referendum, 
and through an order of the court. Countries which have a Bill of Rights are more successful in 
gaining the support of the court to order that VAD be permitted. A Citizen Initiated Referendum 
has been used in three USA states – Oregon, Washington, Colorado – after the Parliament 
repeatedly failed to pass legislation.  

In different jurisdictions around the world there are usually two descriptions of the way in which 
people access voluntary assisted dying: voluntary euthanasia (VE), where the drug is 
administered by a doctor; or physician assisted dying (PAD), where the person self administers. 
The model adopted in the USA is PAD, with the person self administering; in Canada, the 
legislation allows both VE and PAD, and in the first two years only five people have chosen self 
administration – the other 1977 people asked for a doctor or nurse practitioner to administer 
the drug; in Europe, both VE and PAD are available, with most people nominating VE, which 
means that a doctor will be present and administer the drug. Victoria’s Voluntary Assisted Dying 
Act nominates self administration as the preferred option, with VE available if the person is no 
longer able to self administer.46  

The other significant difference between Europe and the USA is the criteria relating to time of 
death. In Europe, the person needs to show that their suffering is unbearable and that there are 
no further medical interventions acceptable to the person which would make their suffering 
bearable. Similarly, in Canada, there is no specified time until death; the person must have an 
irremediable medical condition with the person’s natural death being reasonably forseeable. By 
contrast, in the USA, a doctor is required to state that the person has a terminal illness and 
death is expected within six months. The six month timeframe is understood to have been 
adopted because under USA health policy, a person becomes eligible for hospice care when it is 
determined that they have less than six months to live. The European and Canadian models 

 
46 Note that the literature indicates that where VE is an option, people may choose to delay using the drug, 
knowing that if they are unable to swallow the drug on their own, they can later receive medical assistance to 
administer the drug. 
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Table 2 Voluntary Assisted Dying Global Data 

Country/State Title of Act Year 
commenced 

VE  
or  

PAD * 

Population Number of 
Assisted 
Deaths 

% of 
Total 

Deaths 

Switzerland Article 115 of the 
Swiss Criminal Code 
(1942) 

1942/1980’s PAD 8.4m 956 
(2015) 

 

0.46% 

Oregon (USA) 
(CIR) 

Death with Dignity 
Act (1994) 

1997 PAD 4.2m 168 (2018) 0.005% 

Netherlands Termination of Life 
on Request and 
Assisted Suicide 
(Review Procedures) 
Act (2000) 

2002 VE and 
PAD 

17.0m 6585 (2017) 4% 

Belgium Act on Euthanasia 
(2002) 

2002 VE 11.4m 4337 (2017) na 

Luxembourg Law of March 16 
2009 on Euthanasia 
and Assisted Suicide 

2009 VE and 
PAD 

0.6m 14 (2011 & 
2012) 

0.16% 

Washington 
(USA) 

Death with Dignity 
Act (2008) 

2009 PAD 7.5m 164 (2017) 
 

0.0023% 

Montana (USA) Court rulings – 
Supreme Court ruled 
5-2, Baxter v 
Montana 

2009 PAD 1m No data na 

Colombia Court ruling 1997; 
Regulations 
approved 2012 

2012 VE 49.8m No data na 

Quebec – 
superceded by 
MAID 

Bill 52, An Act 
Respecting End-of-
life Care 

2014 VE and 
PAD 

8.4m No data na 

Vermont (USA) 
 

Act 39 
S77 Patient Choice & 
Control at End of Life 

2013 PAD 0.6m 29 (in first 4 
years) 

 

na 

California End of Life Option Act 2016 PAD 39.6m 374 
(2017) 

0.0013% 

Canada Medical Assistance in 
Dying Act 

2016 VE and 
PAD 

(99% VE) 

37m 1982  
(12 months 
2016- 2017) 

0.9% 

Colorado 
(CIR) 

Proposition 106, End 
of Life Options Act 

2016 PAD 5.7m 50 
(2017) 

0.0012% 

Washington DC 
(CIR) 

Death with Dignity 
Act 

2017 PAD 0.75m No data na 

Hawaii Our Care, Our Choice 2018 PAD 1.5m No data na 
New Jersey Medical Aid in Dying 

for the Terminally Ill 
Act 

2019 PAD 8.9m No data na 

Maine Death with Dignity 
Act 

2019 PAD 1.3m No data na 

Victoria, 
Australia 

Voluntary Assisted 
Dying Act (2017) 

2019 PAD, VE 
if PAD not 
possible 

6.4m No Data na 

*VE – drug administered by physician; *PAD – physician provides a prescription, but drug is self administered; 
CIR – Citizen Initiated Referendum 
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allow the patient to have more control in determining when their suffering is no longer 
bearable, whereas in the USA it is the doctor who determines when the person is eligible. 

Australia 
Northern Territory: Australia’s Northern Territory was the first jurisdiction in the world where a 
Parliament voted for Voluntary Assisted Dying, with the passage of the Rights of the Terminally 
Ill Act in 1995 (proclaimed in 1996). The Northern Territory Bill was introduced by the then Chief 
Minister, Hon Marshall Perron, MP, who has remained a lifelong advocate for VAD. Four people 
were able to use the provisions of the Northern Territory Act before the Commonwealth 
Parliament passed the Euthanasia Laws Act (1997), which removed the power of Australian 
Territories to pass laws in relation to voluntary euthanasia. This was a Private Members’ Bill 
introduced by Hon Kevin Andrews MP. There have been several attempts to repeal this Act, the 
latest being in 2018, but the law remains. 

Victoria: The Victorian Parliament passed the Voluntary Assisted Dying (VAD) Act in November 
2017. The VAD Act was introduced as a Government Bill after a recommendation in support of 
legalising VAD from the Legislative Council Social and Legal Issues Committee Inquiry into end of 
life choices, which reported in June 2016. The Government appointed a Ministerial Advisory 
Panel (the Panel) to consider the recommendations of the Inquiry and develop ‘a safe and 
compassionate voluntary assisted dying framework for Victoria’. The Panel consulted broadly, 
releasing an interim discussion paper in the process of developing the legal framework for VAD 
in Victoria. The Voluntary Assisted Dying Act (2017) was passed by both Houses in November 
2017 following marathon sittings in both Houses. The law came into effect on June 19, 2019. 
During the intervening 18 months extensive consultations were undertaken with all 
stakeholders, in public forums, and with focus groups to develop the policies, guidelines, forms, 
resources and procedures for implementation of the Act. This process was overseen by the VAD 
Implementation Taskforce chaired by lawyer Julian Gardner, AM, who was a member of the 
earlier Panel and is Deputy Chair of Alfred Health. 

Since the passage of the legislation in Victoria, both the Western Australian and Queensland 
Parliaments have announced Inquiries into end of life choice.  

Western Australia: The WA Joint Select Committee on End of Life Choices reported in August 
2018, recommending in favour of legalising VAD. The WA Government established a Ministerial 
Expert Panel (MEP) to provide expert advice on the development of voluntary assisted dying 
legislation47. The MEP reported in June 2019 outlining criteria for VAD in WA. The legislative 
framework recommended for WA was modelled on Victoria’s VAD Act (2017) with several 
important differences reflecting the population, geography and greater cultural diversity of 
WA.48 The four major differences recommended are for a nurse practitioner to be able to 
undertake the second medical assessment, that a doctor or health professional be able to 
initiate discussion about VAD as part of the end of life treatment plan, that a 12 month 
‘anticipated time to death’ clause be nominated, and that the usual WA drug management 
procedures apply, with no special VAD Permit required before the drug is prescribed. It is 
anticipated that a Bill to legalise VAD will be tabled in the WA Parliament later in 2019. This will 
be the first Bill to legalise VAD in the WA Parliament. 

 
47 It should be noted that Dr Roger Hunt, a senior South Australian consultant in palliative medicine and a 
Founding Fellow of the Australasian Chapter of Palliative Medicine, was appointed to both Victoria’s MAP and 
WA’s MEP. 
48 MEP Final Report, Exec Summary, p1 
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Queensland: In November 2018 the Queensland Parliament appointed an Inquiry into Aged 
care, end-of-life and palliative care and voluntary assisted dying. The Queensland Inquiry is 
currently engaged in public hearings around the state. 

Tasmania: There have been media reports about a future Bill potentially to be tabled later in 
2019.  

New South Wales: Following the defeat of the Voluntary Assisted Dying Bill (the Khan Bill) in 
2017, there are no current plans to introduce legislation to legalise VAD in NSW. 

South Australia: In South Australia, there have been 15 Private Members’ Bills tabled in the 
Parliament aimed at legalising voluntary assisted dying. The first Bill, the Voluntary Euthanasia 
Bill, was tabled by Labor’s Hon John Quirke in the House of Assembly in 1995; the most recent, 
the Death with Dignity Bill, was tabled by Liberal MP Dr Duncan McFetridge in 2016, and was 
defeated on the casting vote of the Speaker on November 17, 2016.49 

Relevant reports and materials 
International 
Internationally, the longest sets of reliable, comprehensive and publicly accessible data are 
from Oregon and the Netherlands; Canada now produces reliable and comprehensive data 
but from a more recent baseline. Over time, these data sets will provide comparable data 
on the three different VAD models in operation in different jurisdictions – the European 
model, the USA model and the Canadian model. 

Oregon: The Oregon Health Authority Pubic Health Division has published detailed annual 
reports on all aspects of Oregon’s Death with Dignity Act since physician assisted dying became 
legal in 1998.50 These reports are widely recognised around the world as having the most detail 
and the most evidence for analysis of the impact of VAD legislation. The reports consistently 
show that most patients were aged 65 years or older (79.2%), and most had cancer (62.5%). The 
21st Annual Report on activity in 2018, showed that 249 people received prescriptions under the 
DWDA Act and 168 people died from ingesting the prescribed medications, including 11 who 
had received the prescription the previous year. Figure 1 (below) summarises the most recent 
data from Oregon. 

Oregon also collects and publishes data on the age, gender, race, marital status, education, 
health insurance, underlying illness, where they died, end of life concerns, and any 
complications for the 1459 people who have died under the DWDA Act in Oregon since 199851. 
Other states also publish data which shows considerable consistency between all USA states. 

 

 
49 SAVES Factsheet 33, https://docs.wixstatic.com/ugd/1062e1_fe9d042cbe9741559137b30527f55a81.pdf 
50 Annual Reports, Oregon Death with Dignity Act, 
https://www.oregon.gov/oha/PH/PROVIDERPARTNERRESOURCES/EVALUATIONRESEARCH/DEATHWITHDIGNIT
YACT/Pages/ar-index.aspx 
51 Oregon had a population of 4.2m in 2018 compared with South Australia’s population of 1.7m in 2018 
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Canada: Canada legalised VAD in December 2016 following an order of the Supreme Court 
giving the Parliament 12 months to pass suitable legislation. Canada has published four ‘interim’ 
reports on the implementation of the Canadian Medical Assistance in Dying (MAID)52, with 
annual reports to commence in early 202053. The Annual Reports will provide more ‘robust’ and 
comprehensive data: “This expanded data set will contribute to better understanding requests 
for MAID, insight into the circumstances under which MAID is administered, and the reasons 
why requests for MAID may go unfulfilled”.54 The Canadian data is consistent with that from 
Oregon in relation to the age and underlying illness of those using VAD. As a result of the order 
of the Court giving 12 months to legislate, once the legislation was passed there were only four 
months remaining to develop and implement policies and procedures for MAID. Early reports on 
MAID reflect that urgency, with limited community awareness and participation of health 
authorities and medical professionals in developing the policies and procedures.  

Canada allows the person to select self administration or physician administration. Almost all of 
the 6749 people55 who have used the medication in the nearly three years since enacted - 
December 2016 to October 2018 - have chosen physician or nurse practitioner administration, 
with only six people selecting self administration. Approximately 5% of people have nominated 
nurse practitioner administration. In discussion at Victoria’s VAD Implementation Conference, 
May 2019, Ontario Community Palliative Care Nurse Practitioner Tanya Burr indicated that 
nurse practitioners were used more commonly in rural areas where there was less access to a 
VAD trained physician. MAID accounts for approximately 1.12% of all deaths in Canada. 

During debate on Bill C-14, the Medical Assistance in Dying Act, three matters were raised for 
further consideration: requests by mature minors; advance requests for MAID; and requests 

 
52 Reports covered the first 6 months (June 17-Dec 31, 2016), next 6 months (Jan 1 to June 30, 2017), next 6 
months (July 1 – Dec 31, 2017), then 10 months (Jan 1 – Oct 31, 2018) 
53 Regulations and guidelines for annual reporting on MAID, issued Nov 2018, 
https://www.canada.ca/en/health-canada/services/medical-assistance-dying/guidance-reporting-
summary/document.html 
54 Fourth Interim Report on Medical Assistance in Dying in Canada, April 2019 
https://www.canada.ca/en/health-canada/services/publications/health-system-services/medical-assistance-
dying-interim-report-april-2019.html  
55 Canada had a population of 37m in 2018 
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where a mental disorder is the sole underlying medical condition. In December 2016 the Council 
of Canadian Academies was asked to independently report on these three items. Reports have 
been received and tabled (Dec 2018). The Canadian legislation requires the operation of the 
MAID law to be reviewed in the year commencing June 2020, where it is anticipated these 
matters will be addressed. 

Netherlands: Since the law was passed in 2002, the Netherlands has published Annual Reports 
from the Regional Euthanasia Review Committees; the first was for the year 2002 and the last is 
for the year 201756. For the previous three decades, voluntary assisted dying (through physician 
administration) was allowed through court decisions. The five Regional Review Committees 
were established in 1998. In 2017, 6,585 deaths were notified to the Regional Review 
Committees (RRCs); 95% were through physician administration and 250 cases were self 
administration; 80% of deaths occurred at home; 85% of notifications were by the GP. 
Approximately 64% of people had cancer, 6% had a neurological condition, and 12% had 
multiple conditions, eg cancer and heart disease; 65% of people were aged over 70, three 
notifications were from minors aged 12 to 17; 166 people were in early stage dementia with the 
capacity to make an informed decision. In 2017, 4.4% of deaths in the Netherlands were from 
VAD. 

There is much publicity given to the more liberal criteria which apply in the Netherlands, 
allowing VAD for people with a psychiatric illness and the choice to request VAD in an Advance 
Care Directive for someone with dementia. In each request for VAD, doctors in the Netherlands 
are required to consider the ‘due care criteria’ before they proceed with a request. The due care 
criteria are listed in the Annual Report of the Regional Euthanasia Review Committees as 

a. be satisfied that the patient has made a voluntary and carefully considered request 
b. be satisfied that the patient’s suffering is unbearable and that there is no prospect of 
improvement 
c. have informed the patient of his or her situation and further prognosis 
d. have come to the conclusion, together with the patient, that there is no other reasonable 
alternative 
e. consult at least one other, independent physician, who must see the patient and give a 
written opinion on whether the due care criteria set out in (a) to (d) have been fulfilled 
f. have exercised due medical care and attention in terminating the patient’s life or assisting in 
his or her self administration.57 

 

Of the 6,585 requests for VAD in 2017, three were from people with advanced dementia and 81 
were from people with a psychiatric disorder. S2(2) of the Termination of Life on Request and 
Assisted Suicide (Review Procedures) Act “stipulates that if a patient aged sixteen or over who is 
no longer capable of expressing his will has made a written declaration requesting that his life 
be terminated, the physician may comply with this request”.58 The RRC Annual Reports explain 
the process used by physicians in considering requests for VAD and provide case histories 
showing the careful assessment process followed by doctors in these cases.  

 
56 Regional Euthanasia Review Committees Annual Reports, https://english.euthanasiecommissie.nl/the-
committees/documents/publications/annual-reports/2002/annual-reports/annual-reports 
57 Regional Euthanasia Review Committees Annual report 2017 Published by:  Regional Euthanasia Review Committees p 8 
58 Regional Euthanasia Review Committees Annual Report, 2017, Foreword 
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Australia 
Australia21 Roundtable: In January 2013, the independent not-for-profit think tank 
Australia2159 hosted a high level Roundtable in Brisbane on the regulation of voluntary assisted 
dying in Australia. Participants were supporters and opponents of VAD, such as palliative care 
physicians, religious representatives, nurses, lawyers, politicians, workers. The Roundtable 
report was launched by Emeritus Professor The Hon Peter Baume AC at Parliament House, 
Canberra. Professor Baume has been a practising clinician, public health academic, Senator, 
Federal Liberal Health Minister and Chancellor of the Australian National University. The report, 
The right to choose an assisted death: time for legislation? was authored by Dr Bob Douglas, an 
epidemiologist, and Professor Ben White and Lindy Willmott from QUT. 

The Australia21 report presents both sides of the argument and concludes in favour of 
legislative action to protect doctors and patients alike who wish to choose an assisted death. In 
launching the report Australia21 stated: Australia21 believes that the current law on voluntary 
euthanasia and assisted suicide is flawed. The law lacks coherence and there is a body of 
evidence that shows it is not being followed. Reform is needed.60 

White and Willmott: Prof Ben White and Prof Lindy Willmott, from QUT, are health law 
specialists who research and write about end of life decision making, including advance care 
planning. They have written extensively on voluntary assisted dying, wrote the background 
paper for the Australia21 Roundtable, and are frequently invited to comment on various aspects 
of VAD in Australia. Prof Willmott is now a member of the Board of Palliative Care Australia. 

Palliative Care Australia: Palliative Care Australia commissioned Aspex Consulting to review the 
delivery of palliative care services in six jurisdictions where VAD is legal. The conclusion was that 
there was evidence that investment in, uptake, and quality of palliative care services had 
increased over time after VAD became legal and that there was ‘no evidence to suggest that the 
palliative care sectors were adversely impacted by the introduction of the legislation’.61  

DyingforChoice.com: The DyingforChoice website is led by Neil Francis, former President of the 
World Federation of Right to Die Societies and Past President and CEO of Dying with Dignity 
Victoria. The website was established to provide easy access to the “facts, figures and 
arguments to counter and correct misunderstanding, misinformation and fear-mongering from 
opponents of assisted dying law reform”.62 The aim of the website is to promote an evidence 
based debate on VAD. 

Andrew Denton podcasts, publications: Andrew Denton, television presenter, host, producer, 
writer and comedian, first became actively engaged in the VAD debate in 2015 with the 
production of a podcast series, Better Off Dead63. Denton was active in South Australia during 
the debate on the two 2016 Bills, and the following year in Victoria with the passage of the 

 
59 Australia 21 website states: We promote fair, sustainable and inclusive public policy through evidence-
based research. We bring together experts, decision makers, business people, academics and ordinary 
Australians to tackle real-world ‘wicked’ problems. We focus on the issues, not the politics. 
60 Australia 21 website, https://australia21.org.au/research-archive/our-research/australians-in-society-
2/assisted-dying/assisted-dying-backgroundb/#.XSW0-C3L2u4 
61 Aspex Consulting, op cit for Palliative Care Australia, Experience Internationally of the legalisation of assisted 
dying on the palliative care sector, Oct 28, 2018, https://palliativecare.org.au/wp-
content/uploads/dlm_uploads/2018/12/Experience-internationally-of-the-legalisation-of-assisted-dying-on-
the-palliative-care-sector-APEX-FINAL.pdf 
62 Dying for Choice, http://www.dyingforchoice.com/about-us 
63 Better off Dead podcast, 2015-16, Wheeler Centre, Victoria, 
https://www.wheelercentre.com/broadcasts/podcasts/better-off-dead 
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Voluntary Assisted Dying Act (2017), which passed exactly a year after the defeat of the Dying 
with Dignity Bill (2016) in South Australia. Denton established the website GoGentleAustralia 
(GGA) which provides information and links to inform the ongoing debate. In 2016, GGA 
published The Damage Done64, which contains 150 emotional and powerful testimonies of the 
suffering currently endured by people at the end of life in the absence of legal voluntary 
assisted dying. The Damage Done opens with the story of Eileen Dawe, a 90 year old woman 
from the Adelaide Hills, who kept a diary as she died of cancer in 2015 (see Introduction to this 
submission).  

End of Life Choice Newsletters: SAVES has distributed the End of Life Choice Newsletter to 
South Australian MPs each sitting week since September 2014. Each Newsletter provides 
evidence to support the case for legalising VAD. Topics covered include stories of suffering at 
the end of life by people with incurable illnesses, the limitations of palliative care to control pain 
and suffering at the end of life, public support for VAD, elderly suicide, religious support, 
evidence to counter the misinformation spread by opponents of VAD, medical, nursing and 
paramedic perspectives, data from other jurisdictions, Parliamentary, consultancy and academic 
research and reports. The list of topics covered and the Newsletters is available on the SAVES 
website.65 

VAD Advocacy Groups: SAVES has an active and committed membership of workers, doctors, 
lawyers, nurses, paramedics – the whole range of professional groups; members come from a 
diverse range of age and cultural groups, and reflect the broad community diversity in gender, 
disability, and religious beliefs of people who support voluntary assisted dying. SAVES was 
instrumental in the establishment of seven Advocacy groups, three of which are now national 
organisations: Doctors for Assisted Dying Choice, South Australian Nurses Supporting Choices in 
Dying, Christians Supporting Choice for VAD, My Body My Choice, South Australian Voluntary 
Euthanasia Youth Advocates, Lawyers for Death with Dignity, Paramedics Supporting Choices in 
Dying. 

Victoria Parliamentary Committee: After 12 months of deliberations, the Legislative Council 
Legal and Social issues Committee of the Victorian Parliament released their Inquiry into end of 
life choices Final Report in June 2016. The eight person Committee recommended  

RECOMMENDATION 49: That the Victorian Government introduce a legal framework 
providing for assisted dying, by enacting legislation based on the assisted dying framework 
outlined in this Report in Annex 1, Assisted Dying Framework Summary  

The other 48 recommendations in the report related to palliative care and advance care 
planning. Two chapters of the eight chapter report examine palliative care services in Victoria, 
and two chapters are allocated to examining Advance Care Planning in Victoria. The emphasis 
on advance care planning reflected the confusing legal situation in Victoria which had not, at 
that time, adopted the national framework for ACDs66.  

The Inquiry Final Report contains references to the large body of work both in Australia and 
overseas which examine the arguments for and against voluntary assisted dying, the evidence 
base used to inform the debate, local data from Victorian stakeholders, many harrowing stories 
from people who anticipate having to endure unbearable suffering because there is no legal 

 
64 The Damage Done can be downloaded as a pdf file, https://www.gogentleaustralia.org.au/the_damage_done 
65 SAVES End of Life Choice Newsletter, 2014-2019, https://www.saves.asn.au/newsletters 
66 South Australia was the first state to update its legislation in relation to ACDs, in line with the new national 
framework, with the passage of the Advance Care Directives Act (2013) 
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voluntary assisted dying, as well as stories from family and friends of people who have suffered 
unbearably at the end of life, or have found a friend or relative who has ended their life on their 
own, often violently, because they could not endure any more suffering.  The Inquiry Final 
Report also noted the discrepancy between community attitudes and the law, with the courts 
being reluctant to prosecute those who assist someone to die, even though it was at the time 
illegal. One Justice commented  

Your actions do not warrant denunciation; you should not be punished; there is no need to 
deter you from future offences; and you do not require reformation.67 

Another commented 

These cases don’t sit comfortably in a court setting. The person goes out into society labelled a 
murderer when their motive has been compassion and love. Analysis of the case law on family 
and friends performing assisted dying illustrates a serious discrepancy between the law as it 
stands in theory and as it is applied in practice. While this may be necessary to achieve just 
outcomes on a case-by-case basis, it threatens to bring the law into disrepute.68  

In introducing the proposed framework for voluntary assisted dying the Committee states  

Assisted dying should be incorporated into existing end of life care processes in order to 
protect and support patients and ensure sound medical practice.  

The Committee’s research of jurisdictions that allow assisted dying shows that robust 
oversight, review and reporting will guard against abuse of the framework. The data from 
these jurisdictions, the academic literature, and what the Committee learned by meeting with 
doctors and other experts shows that the concerns about abuse have not eventuated. The 
eligibility criteria and safeguards are restricting access to only those who qualify, and 
protecting vulnerable people. 69 

In relation to safeguards, the Committee states 

The Committee’s recommended framework allows an adult, with capacity, who is at the end of 
life and has a serious and incurable condition which is causing enduring and unbearable 
suffering to request assisted dying.  

It is essential that the patient must be experiencing enduring and unbearable suffering that 
cannot be relieved in a manner which the patient deems tolerable. This is fundamental to 
patient-centred care and, while a doctor’s advice will be invaluable in assisting patients in their 
decision, in the shift towards patient-centred medicine the Committee believes it is not for 
others to decide what is and is not tolerable for a patient.70  

In relation to monitoring and review, the Committee recommended a statewide VAD Review 
Board similar to the Regional Review Committees in the Netherlands, to review every case of 
VAD.  

From the eight members of the Committee, there were two dissenting reports. 

The 444 page report contains a comprehensive list of international and Australian references to 
other Parliamentary Inquiries, academic research, reports from jurisdictions where VAD is legal, 
polling, evidence from key stakeholders and media reports. 

 
67 Inquiry into end of life choices Final Report, p 174 
68 ibid, p 175-6 
69 Ibid, p 216 
70 Ibid, p 217-8 
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Victoria Ministerial Advisory Panel: Following the tabling of the Inquiry Final Report, in 
December 2016 the Victorian Government appointed a multidisciplinary Ministerial Advisory 
Panel on Voluntary Assisted Dying (the Panel) to  

provide advice to government about how a compassionate and safe legislative framework for 
voluntary assisted dying could be implemented. This will include how it could be implemented 
in Victoria to provide access to eligible people while minimising risks to potentially vulnerable 
people.71 

Chaired by former AMA President, Professor Brian Owler, the Panel was given the responsibility 
to develop a safe and compassionate VAD framework for Victoria and provide the detail on how 
the recommendations of the Parliamentary Inquiry could be implemented. Matters to be 
addressed included the safe handling of drugs, the process for consent, monitoring processes, 
and training for health practitioners. The seven member Panel included expertise in nursing, 
law, disability, health administration and two palliative care specialists. The two palliative care 
specialists were both from South Australia: Em Prof Ian Maddocks, AM, the first Chair of 
Palliative Care in Australia, established at Flinders University, the first President of the 
Australian Association for Hospice and Palliative Care and the first President of the Australian 
and New Zealand Society for Palliative Medicine; and Dr Roger Hunt, a palliative medicine 
consultant who has been a pioneer of palliative care in South Australia, a Founding Member of 
Daw House Hospice and Founding Fellow of the Chapter of Palliative Medicine, and is Senior 
Consultant in the Central Adelaide Palliative Care Service. The Panel met fortnightly over several 
months, held public consultations around the state, received written submissions, and reported 
back to the Minister of Health within six months, as requested, in July 2017. 

The Panel recommendations on eligibility followed those of the Parliamentary Inquiry 

• an adult, 18 years and over 
• ordinarily resident in Victoria and an Australian citizen or permanent resident 
• have decision-making capacity in relation to voluntary assisted dying 
• diagnosed with an incurable disease, illness or medical condition, that 

– is advanced, progressive and will cause death 
– is expected to cause death within weeks or months, but not longer than 12 months 
– is causing suffering that cannot be relieved in a manner the person deems tolerable. 

In defining suffering, the Panel was clear that  

suffering has psychological, social and spiritual aspects as well as physical symptoms such as 
pain, breathlessness and nausea, and that loss of autonomy or control can also contribute to a 
person’s suffering. The Panel recognises that perceptions and judgements about suffering are 
inherently individual and subjective.72 

The request process recommended included 

• three separate requests 
• two medical assessments 
• a health practitioner not being able to raise or initiate a discussion on VAD with a person 

with whom they have a therapeutic relationship 
• all health practitioners to be able to conscientiously object to participating in the VAD 

process 

 
71 Terms of Reference, Ministerial Advisory Panel on Voluntary Assisted Dying, Final Report, p13 
72 Ibid, p20 
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• both medical practitioners to have training in managing VAD, both be Fellows of a 
College (or vocationally registered), and one have expertise in the patient’s underlying 
illness 

• a written declaration from the patient after assessments, witnessed by two independent 
witnesses, in the presence of the coordinating medical practitioner 

• a final verbal request at least 10 days after the initial request 
• a contact person to be appointed to manage unused drugs 
• final request not allowed on the same day as the second assessment 
• a VAD permit from the Department of Health and Human Services before the 

prescription can be written 
• medical practitioner to administer only if the person is physically unable to self 

administer or digest the medication and only if the person makes a verbal request in the 
presence of an independent witness. 

On oversight, the Panel recommended 

• protections and offences  
• the establishment of a statutory Voluntary Assisted Dying Review Board 
• an 18 month delay between the Royal Assent to the legislation and commencement of 

the legislation (as recommended by the Parliamentary Inquiry) 
• medication monitoring 
• review of all procedures of the request process 
• monitoring and analysis of voluntary assisted dying data. 

 
The Panel documents 68 safeguards built into the process for request, management and 
administration of the VAD process.73  

On implementation, the Panel recommended that, if legislation was passed by the Victorian 
Parliament, an Implementation Taskforce be established to manage the (recommended) 18 
month period to commencement to develop the resources, processes and systems for 
implementation. This would include 

• reviewing the functions proposed in the Parliamentary Committee’s report for the new 
agencies proposed to clarify roles and responsibilities of both new and existing agencies  

• advice on the development of evidence-based resources, supports and guidelines to build a 
safe and compassionate voluntary assisted dying service system 

• engaging with key stakeholders to develop effective implementation strategies and 
resources  

• partner with professional colleges and bodies such as the Australian Medical Association, 
Australian Nursing and Midwifery Federation, relevant professional colleges, pharmacy 
bodies, and consumer, carer and service representatives in developing resources and 
guidelines 

• ensure there is sufficient time to allow health practitioners and services the ability to build 
capabilities, models of care and organisational responses.74 

The Panel reviewed practices and models in many overseas jurisdictions in preparing the 
recommendations on the process for implementing person-centred, safe and compassionate 
voluntary assisted dying in Victoria. The Panel report contains extensive references to the 
different models and data on outcomes in different jurisdictions. 

 
73 Ibid, Safeguards summary, pp151-153 
74 Ibid, p25 
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WA Parliamentary Inquiry: The Parliament of Western Australia established a Joint Select 
Committee on End of Life Choices on August 23, 2017. The Report was laid on the Table of both 
Houses of Parliament on August 23, 2018. The eight member Committee held 81 public hearings 
around the State and had video conferences with officials from overseas jurisdictions (which 
were transcribed to facilitate public access). The Committee recommended in favour of 
legislation for voluntary assisted dying, noting that 

the Committee found that a predicted timeframe until death as an eligibility criteria can result 
in some individuals being unfairly excluded, and may not be clinically justified. People with 
progressive chronic or neurodegenerative disease may experience intractable suffering for 
months or years before they die. The committee has chosen not to ignore the suffering of these 
individuals.  

The committee has recommended that those who are eligible for voluntary assisted dying 
must be experiencing grievous and irremediable suffering related to an advanced and 
progressive terminal, chronic or neurodegenerative condition that cannot be alleviated in a 
manner acceptable to that person, where death is a reasonably foreseeable outcome of the 
condition. 75 

After 12 months of research, investigation and consultation, the WA Joint Select Committee 
found no evidence of the ‘slippery slope’ which opponents of voluntary assisted dying often 
argue is a reason to not allow legal voluntary assisted dying at all. The Chair of the Committee, 
Ms A Sanderson, MLA noted in her foreword to the WA Inquiry Report, 

We heard from those opposed to voluntary assisted dying about the dangers of a ‘slippery 
slope’. Proponents of this argument contend that once you introduce a scheme it will 
inevitably lead to expansion to include vulnerable groups such as children and those with 
mental illness.  

They assert that a particular course of action will inevitably lead to another action, with 
unintended consequences. In other words, it implies something out of control or 
unmanageable.  

The Committee finds no evidence to suggest this has occurred in the jurisdictions that have 
legislated for voluntary assisted dying. Each jurisdiction has its own unique legal framework 
resulting from considered legislative processes and court rulings in those countries. The 
Oregon legislation for example has never been amended in its 20 years of operation.76 

The foreword concludes “In the words of submitter Mr James Hindle ‘the ultimate act of 
compassion is surely to allow someone to choose to end their suffering, even when we want 
them to stay with us.’ “ 

The WA Inquiry Report, similar to Victoria, has a focus on palliative care services and advance 
care planning reform. 

The WA Inquiry provides an analysis of legislation and models in other jurisdictions and 
attempts at legalising VAD in other states of Australia. The WA Inquiry is remarkably silent about 
South Australia and the 15 Bills which have been tabled in the South Australian Parliament since 
1995 aimed at legalising voluntary assisted dying, more than in any other state. 77 Given the 

 
75 Ibid, pp212-14 
76 Chair’s Foreword, My Life, My Choice, Report of the Joint Select Committee on End of Life Choices, August, 
2018  
77 It should be noted that there is an error in the reference to Bills tabled in Australian State Parliaments in par 
6.8; the par omits the Death with Dignity Bill tabled by Dr Duncan McFetridge on October 20, 2016 in the 
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history of failure of Private Members’ Bills on VAD to succeed in Australia, the Committee 
recommended that legislation to legalise VAD be introduced as a Government Bill. 

The WA Inquiry recommended a model similar to Victoria with two key differences: 

Condition and time until death: the Committee adopted the criteria of an eligible condition 
being an advanced or progressive terminal illness or disease, chronic illness or disease, or 
neurodegenerative illness or disease, where death is a reasonably foreseeable outcome of the 
condition. In addition, the person’s suffering must be related to the condition, grievous and 
irremediable, unable to be alleviated in a manner acceptable to the person, and would be 
subjectively assessed by the person, not a third party. On the basis of the evidence to the 
Committee, they recommended that there be no requirement for an assessment of ‘time until 
death’. 

Assessment by medical practitioners: the Committee took the view that while two different 
doctors needed to assess each person, both doctors could be GPs and there was no requirement 
for one of the doctors to be a specialist or consultant in the underlying disease. A specialist 
referral would only be required if one of the GPs is unsure of one of the eligibility criteria. 

WA Ministerial Expert Panel: Following the tabling of the WA Inquiry Report, in November 2018 
the WA government announced it would introduce legislation to legalise voluntary assisted 
dying in WA. As recommended by the WA Parliamentary Inquiry, The Minister of Health 
established a 13 member, multidisciplinary Ministerial Expert Panel to assist in the development 
of the new legislation. The Expert Panel membership had four people with a palliative care 
background, including Palliative Care Physician Dr Roger Hunt from South Australia. The Expert 
Panel travelled around WA for public consultations, held webinars, received submissions, and 
reviewed a large body of local and international research. 

The Expert Panel had the benefit of the Victorian legislation as a model and 12 months of work 
developing implementation policies and procedures in Victoria. The Expert Panel noted the 
differences in geography and population between Victoria and WA, and the greater cultural and 
linguistic diversity in WA, with Aboriginal people, migrants and refugees accounting for 30% of 
the population. 

The key differences to the Victorian approach recommended by the WA Expert Panel were 

Medical assessments: one medical assessment can be performed by a qualified nurse 
practitioner. 

VAD as part of a palliative care package: a doctor or heath professional is permitted to initiate 
discussion on voluntary assisted dying with a patient. 

Condition and time to death: eligible conditions to be an illness, disease or medical condition 
which is advanced, progressive and will cause death, is causing suffering to the person that 
cannot be relieved in a manner the person considers tolerable, and death is reasonably 
foreseeable for the person within a period of 12 months. 

Request Process: first oral request, then first medical assessment, then written request, then 
second medical assessment, then third oral request for medication; at least nine days between 
first and third requests. 

 
South Australian Parliament, defeated at the Third Reading on the casting vote of the Speaker at 4.17am on 
November 17, ibid, p200 
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Authorisation for medication: The Ministerial Expert Panel did not recommend a permit prior 
to the writing of a prescription for the VAD drugs and recommended using existing mechanisms 
under the Medicines and Poisons Act (2014). 

Victoria’s Voluntary Assisted Dying Act (2017): In the 21 months since the passage of the 
Voluntary Assisted Dying Act (2017) in Victoria, three more states of the USA have also passed 
VAD legislation, Hawaii, New Jersey and Maine, the WA Government has developed its own VAD 
legislative framework, and early statistics on the operation of the Canadian legislation have 
become available. These developments provide insights and guidance on alternative ways of 
achieving the same end: compassion and care in a person centred end of life process, and the 
choice to end suffering. Victoria’s VAD Act provides one model for achieving this end; in Section 
3, SAVES will propose preferred amendments to the Victorian model to achieve the same end, 
but in a more equitable manner. Key features of the VAD Act are listed in Table 3 (below).  

Table 3: Victorian Act – key features 
• Disease, illness or medical condition which is  

• incurable  
• advanced, progressive and will cause death  
• expected to cause death within 6 months 

• has suffering which cannot be relieved in a manner that the person considers 
tolerable 

• 2 doctors to assess as eligible 
• Referred to psychiatrist if in doubt of decision making capacity 
• 2 independent witnesses to the written request 
• death within 6 months or 12 months for neurodegenerative dim 
• resident of Victoria for 12 months 
• minimum 10 days between first oral request and final request 
• must be self administration unless clinically assessed as physically unable to self 

administer 
• Coordinating Medical Practitioner must apply for and receive a permit from Dept 

Health and Human Services before prescribing the drug 
• Voluntary Assisted Dying Review Board – multidisciplinary expert Board 

membership to oversee and monitor all aspects of the Act 
 

Voluntary Assisted Dying Implementation Conference: In early May 2019 the VAD 
Implementation Taskforce hosted a two day VAD Implementation Conference prior to the June 
19 start date for VAD in Victoria. The Conference brought together health, consumer, religious 
and legal stakeholders, both supporters and opponents of VAD. Guest speakers from Ontario 
provided compelling insights into the early days of Ontario’s VAD system with presentations 
from Ass Prof James Downar, a palliative care physician and the first doctor registered to 
provide VAD in Ontario, Dr Dirk Huyer, Chief Coroner for Ontario, and Tanya Burr, a Community 
Palliative Care Nurse Practitioner. The Implementation Conference provided information on the 
policies and procedures which would govern voluntary assisted dying in Victoria, QandA 
sessions with all speakers, and workshops where policy and procedure details were clarified. 
Speakers consistently talked of the role of VAD being for the society to show compassion for 
people at the end of life and to stop their suffering. 

The chair of the Implementation Taskforce, Julian Gardner, AM, was clear about the challenge 
facing the Taskforce: planning for the introduction of a totally new program, with no precedents 



 

SAVES Submission Joint Committee on End of Life Choices 29 

from any other jurisdiction in Australia; establishing a new agency and Board; developing 
training modules; establishing new policies and procedures; engaging with stakeholders; raising 
community awareness. The Taskforce engaged in a major program of community consultation 
to develop resources and information packages. However, until the program commenced on 
June 19, the Taskforce had no way of knowing if all the plans and resources and staff training 
would be sufficient for the questions and situations which may arise after June 19. 

SAVES representatives at the Implementation Conference identified the following key learnings:  

Care Navigators: Victoria has created four positions for ‘VAD Care Navigators’. The Care 
Navigators have a crucial role in being the point of contact for people requesting VAD, friends 
and family, health professionals, health administrators – anyone who has a question or needs 
support to navigate the VAD system. Care Navigators will also have access to funding to support 
people, particularly in rural areas, who need to travel for a medical assessment or need support 
to identify a VAD trained medical practitioner. A particular concern was expressed by country 
based health professionals that there would be limited access to VAD because doctors had not 
registered. For example, with one or two GPs available in a regional area, if both are 
conscientious objectors, it would be difficult to manage the assessment process; country people 
are likely to have to travel long distances to complete the two assessments and the Care 
Navigators will be available to provide support and advice throughout the process. The role of 
Care Navigators was seen as essential to facilitate access for people in rural areas; two positions 
had been filled by May, with capacity for two more. There has been subsequent publicity to the 
effect that patients are finding it difficult to find a VAD trained doctor and that finding a VAD 
trained specialist is even more difficult.78 

Resources: Victoria has produced a large and comprehensive range of booklets, pamphlets, 
training modules for use by people requesting VAD and health professionals. The resources have 
been extensively tested with focus groups and stakeholders. All resources are available on the 
Vic Health website, as well as in hard copy.79 

Drug management: The Alfred Hospital has been made solely responsible for providing the 
drugs used for VAD. Prof Michael Dooley, Director of Pharmacy at The Alfred Hospital, explained 
that after the VAD Permit is issued, the Coordinating Medical Practitioner will send the 
prescription direct to the pharmacy where it will be held until the patient makes the final 
request. The patient will contact the pharmacy asking for the drug to be dispensed. The 
pharmacy will then contact the Coordinating Medical Practitioner before dispensing the drug. 
The pharmacy service is anticipating one or two requests for prescriptions to be filled per week. 
Staff from The Alfred will deliver the locked box containing the drugs to each person and the 
staff will explain exactly how to use the drugs. For country people, there may be up to a two day 
delay in the delivery after the request to fill the prescription, however, the drugs will be 
delivered to the person wherever they are.  

VAD portal: all processes with VAD will be managed electronically. The VAD portal has been 
specifically designed to manage all processes associated with VAD, from information provision, 
to doctor training and registration, to provision and submission of all forms.80  

 
78 ABC online, July 18, 2019 https://www.abc.net.au/news/2019-07-18/voluntary-euthanasia-patients-caught-
in-red-tape-bottleneck/11320626 
79 VAD portal and link to resources, https://www2.health.vic.gov.au/hospitals-and-health-services/patient-
care/end-of-life-care/voluntary-assisted-dying 
80 VAD portal, https://www.bettersafercare.vic.gov.au/about-us/about-scv/councils/voluntary-assisted-dying-
review-board/voluntary-assisted-dying-portal 
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Nurse Practitioners: Ontario authorises nurse practitioners to complete the second assessment. 
WA’s Ministerial Expert Panel has recently recommended that nurse practitioners also be 
authorised to complete the second medical assessment. The Ontario experience was that 
community palliative care nurse practitioners have a close, usually daily, relationship with the 
person, are familiar with the person’s illness and treatment regime, are often the first to discuss 
end of life plans with the person, and are aware of the deterioration in the person’s condition. 
As a result of their close relationship, the community palliative care nurse practitioner is usually 
the first person approached about VAD. Given their regular contact the nurse practitioner is 
able to complete the assessment with the least additional stress on the person. Speakers at the 
Implementation Conference frequently raised the difficulty for someone requesting VAD to find 
a VAD registered specialist. It was anticipated that this requirement could create potentially 
months of delay, adding to the suffering of the person. There was also the logistics of getting to 
the appointment when the person’s health was deteriorating. The logistical difficulties and costs 
of the second assessment by a specialist medical practitioner were identified as particularly 
discriminatory for people living in rural and remote areas and people with disabilities. 

An End of Life Choice is Good Palliative Care: In Ontario, VAD is now recognised as part of an 
integrated palliative care package. There is recognition that for a small group of patients, 
palliative care cannot provide relief from all pain and suffering at the end of life. For these 
patients, VAD is a rational choice at the end of life; a comprehensive palliative care service 
provides that end of life choice. This view was confirmed by other palliative care speakers at the 
conference. The Implementation Taskforce Chair, and Deputy Chair of Epworth Health, Julian 
Gardner, AM, said “our whole consideration of end of life services has picked up because of the 
need to consider VAD”81. Globally, approximately 80% of people receiving VAD were in the care 
of a palliative care physician, compared with an average of 40% of the general population 
accessing palliative care (in Canada)82. 

Faith based Institutions in Palliative Care Services: In Australia, the Federal Aged Care Act 
defines the Aged Care facility as the resident’s home; by contrast, a person in a hospice is not 
classed as living in their home. The outcome in relation to VAD is that a resident of an aged care 
facility has the same rights as a person living at home and a request for VAD must be 
recognised; a resident of a hospice does not have those same rights. The policies of an aged care 
facility remain valid, however an aged care facility has a responsibility to clearly explain their 
policy in their promotional literature. In Victoria, all health care services will have a choice of 
their level of participation in  VAD: Level A, a single service, providing information and VAD; 
Level B, a partnership, where people will be referred to a full service83; Level C, an information 
service only with the organisation providing information on request and bereavement support. 
Similar to Canada where 95% of palliative care services are provided by faith based institutions, 
a high proportion of aged care facilities in Australia are run by faith based agencies, many by the 
Catholic Church where the leadership has expressed opposition to VAD84. Hospice care in 
particular is provided by faith based institutions. Not for profits – principally faith based 
institutions – manage 55% of the 2,695 residential aged care facilities in Australia85, with 

 
81 Gardner, Julian, Morning Panel session, Day 2, VAD Implementation Conference, May 10, 2019 
82 Downar, James, Final Panel session, ibid 
83 Level B Partnerships are anticipated to be mainly a service which supports VAD, but either few doctors have 
been VAD trained or there is a high proportion of conscientious objectors among staff. 
84 While the leadership of the Catholic Church has expressed opposition to VAD, opinion polls consistently 
show that a majority of people identifying as catholic support VAD; see ABC Factcheck comment 
https://www.abc.net.au/religion/opposition-to-assisted-dying-in-australia-is-largely-religious-a/10095578 
85 Australian Government, Australian Institute of Health and Welfare, https://www.gen-agedcaredata.gov.au 
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approximately 285 residential aged care services registered in South Australia. The high 
participation rate of faith based institutions in the delivery of aged care and hospice care was 
seen as a barrier to people requesting VAD. 

Witnesses: A number of speakers questioned the process for medical practitioners needing to 
certify that witnesses were independent. The question was asked as to whether the medical 
practitioner needed to read their patient’s Will to confirm that the witness was independent. 
There was still some doubt about how much effort needed to be allocated by the medical 
practitioner to establishing the independence of any witness. The Ontario speakers also 
questioned the need for two independent witnesses. They discussed the difficulty for people at 
the end of life, dealing with an incurable illness, being asked to find two independent witnesses, 
and then additional independent witnesses for other processes in the Victorian system.  

Using their experience of working with people who requested VAD, the Ontario delegation took 
the view that the witness requirements in the Victorian legislation were discriminatory (given 
that two medical practitioners were already required to certify the eligibility of the person), 
excessive, and would create a barrier to people being able to access VAD. The requirement for 
an incurably ill person to now find two independent witnesses to their signing of a VAD request 
would constitute a discrimination against a person with an incurable illness to request VAD. A 
person with an extended family network who supported their request may be easily able to find 
the witnesses; a more socially isolated person without family support or an extensive support 
network, may not be able to source qualifying witnesses. This may particularly apply to a person 
with a long term disability. It was made clear that the longer a person has an illness, the more 
isolated they become and the smaller their support network becomes. Formal volunteer 
networks in, for example, aged care facilities or nursing homes, may come from a religious base 
and be opposed to VAD and these volunteers may not be prepared to assist in sourcing 
independent witnesses to a request for VAD. Speakers at the Conference asked about the 
purpose of so many witnesses when it would create a significant barrier for some people to 
request VAD. 

Harassment of health professionals: VAD became legal in Ontario in 2016, so their recent 
experience was relevant for Victoria. One of the unanticipated outcomes in Ontario was the 
harassment of medical practitioners who registered to provide VAD. The harassment extended 
to family members, including children in the schoolyard. There was discussion about the need to 
include regulations and penalties for harassment of participating officials. 

Voluntary Assisted Dying Board: the VAD Board established under the VAD Act has a major 
function in monitoring, compliance, safety, and providing six monthly reports to Parliament. 
Board members have a high degree of skills and expertise.86 The Board will review every VAD 
case on a monthly basis and anticipates up to 150 completed cases in a full year. The first report 
is due in August 2019. The VAD Board Secretariat, which manages all day to day functions, is 
located in Safer Care Victoria, the health quality assurance agency.87  

The VAD Implementation Conference provided important insights into the detailed operation of 
Victoria’s VAD Act which are explored and discussed in Section 3. 

  

 
86 VAD Review Board membership, https://www.bettersafercare.vic.gov.au/about-us/about-scv/councils/vad-
review-board/membership 
87 VAD Review Board role and function, https://www.bettersafercare.vic.gov.au/about-us/about-
scv/councils/vad-review-board 
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Section 3 
TOR c What legislative changes may be required, including consideration of:  
The appropriateness of the Parliament of South Australia enacting a Bill in similar 
terms to Victoria’s Voluntary Assisted Dying Act (2017); and An examination of any 
federal laws that may impact such legislation.  
 

The Victorian Parliament finalised the debate and passed the Voluntary Assisted Dying Act 
(2017) in November, 2017; the Act included specific provision for an 18 month planning and 
preparation stage prior to coming into effect (S2(2)); the VAD Act subsequently came into 
operation on June 19, 2019. The model provided by the VAD Act (2017) is for the most part a 
model which can be applied in South Australia. However, this submission highlights some 
provisions in the VAD Act which SAVES views as discriminatory against a person who meets the 
criteria for VAD. After analysing the VAD Act and exploring the impact of several provisions in 
the Act, and taking into consideration the evidence from the operation of VAD in the 16 other 
jurisdictions, SAVES proposes a number of important amendments to the Victorian VAD Act. We 
believe the changes listed below will improve the operation of the voluntary assisted dying 
process, remove discriminatory aspects of the current Victorian VAD Act and provide a more 
compassionate and practical response to people who may request VAD in South Australia.  

Summary: Amendments to Victoria’s Voluntary Assisted Dying Act (2017) 
Key amendments to the provisions of the VAD Act are: 

1. First medical assessment by the Coordinating Medical Practitioner (CoMP)  
2. Second medical assessment by a nurse practitioner or medical practitioner 
3. 1 witness to the signing of the request (not 2), with the same witness able to witness all 

processes associated with the voluntary assisted dying request process 
4. Criteria to include ‘death is reasonably forseeable’, with no specified time limit until 

death is expected 
5. VAD be one of the options in a palliative care treatment plan which the palliative care 

team can discuss 
6. Dementia be a qualifying condition 
7. Voluntary Assisted Dying be permitted in an Advance Care Directive 
8. Provisions to protect participants from harassment 
9. Minimum of 7 days between first request and final request  
10. 2 requests: 1 oral and written (first) and 1 final request 
11. Disability Interpreter be defined and included 
12. Person to nominate self administration or medical practitioner/nurse practitioner 

administration at time of final request 
13. No Voluntary Assisted Dying Permit 
14. 12 months to establish VAD policies and procedures and appoint VAD Board 
15. CoMP reports to VAD Board after administration 

A summary of each provision of Victoria’s VAD Act (2017), changes proposed by SAVES, and the 
arguments in support of the SAVES changes, are provided in Table 4. 
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Table 4: SAVES Proposed Amendments to Victoria Voluntary Assisted Dying Act (2017) 

Victoria’s VAD Act SAVES  Reason 
   

1. Title  
Voluntary Assisted Dying Act 2017 

Support Term ‘Voluntary Assisted Dying’ includes both self administration and physician 
administration  

2. The main purposes of this Act are – 
(a) to provide for and regulate 

access to voluntary assisted 
dying; and  

(b) to establish the Voluntary 
Assisted Dying Review Board 

Support VAD Review Board a positive initiative 

3. Commences June 19, 2019, 18 
months after Royal Assent 

Amend 
12 months after Royal 
Assent 

Victoria has developed policies and procedures, training modules and processes, 
which can be readily adapted for use in South Australia 

4. 10 pages of definitions Support 
Will depend on the 
final form of the SA 
legislation 

 

5. Additional 2 pages allocated to 
defining ‘decision-making capacity’ 
(S4) 

Support 
 

Comprehensive definition 

6. The Principles on which the Act is 
based (S5) – 10 of them eg every 
human life has equal value 

Support  

7. Process (S6) - lists 7 steps 
• First request – oral 
• Two doctors assess as eligible - 

coordinating medical practitioner 
and a consulting medical 
practitioner 

• Written request 

Amend 
• Amend to allow 

doctor and 
patient to 
complete first 
request and 
medical 

Aim of the legislation is to stop the suffering of people at the end of life.  

One doctor can complete the requirements for the assessment, check the eligibility 
criteria, confirm the diagnosis with the support of specialist reports, and if both 
parties agree, could undertake the medical assessment during the consultation 
when the person makes the first request. Most people (in other jurisdictions) who 
request VAD are already in a palliative care program and the palliative care team 
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Victoria’s VAD Act SAVES  Reason 

• Final request to coordinating 
medical practitioner – min of 9 
days after first (oral) request 

• Contact person appointed re 
drug disposal 

• Coordinating MP certifies all 
steps followed correctly, then 
complete final review form 

• VAD permit issued 

assessment in 
same 
consultation 

• Permit first oral 
request and 
written request 
to occur at the 
same time; ie, 
remove 
requirement to 
separate oral and 
written requests 

• First medical 
assessment to 
include specialist 
medical reports 
confirming 
person meets 
disease or illness 
medical criteria 

• Second 
assessment to be 
undertaken by 
medical 
practitioner or 
nurse 
practitioner  

• Final request 
minimum wait of 
7 days 

• No VAD permit 

will have access to the information required for the assessment. If the request is 
made to a GP, it may take longer to collect the information and the GP may elect to 
separate the oral and written requests. 

The disease trajectory for each person will be different; a person’s pain and 
suffering can escalate quickly. When a person reaches the point of unbearable 
suffering the process for requesting VAD needs to be compassionate and 
manageable by the person. The requirement for multiple consultations, multiple 
forms, multiple witnesses, may mean those who are well informed may apply early 
after their disease diagnosis, when they may not meet eligibility criteria, or do not 
apply at all as their disease progresses and they do not have enough physical or 
mental capacity to complete the VAD application process.  

 

VAD Permit: the CoMP would be obliged to assess eligibility and accurately report 
on the patient’s eligibility; there would be severe penalties for not following those 
legal obligations; the additional requirement for a VAD permit means that the likely 
impact is that the suffering of the person will be extended while administrative 
processes are completed. These additional administrative processes do not assist in 
the assessment of the person’s eligibility for VAD.  
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Victoria’s VAD Act SAVES  Reason 
8. Doctors can have conscientious 

objection to participate in any part of 
the VAD process (S7) 

Support  

9. Health practitioner cannot initiate 
VAD discussion, only respond to 
patient enquiry (S8) 

Amend 
VAD to be part of a 
comprehensive 
palliative care plan 

Following diagnosis, medical practitioners routinely discuss all legal treatment 
options with a patient, explaining the risks and probability of success. It is affirmed 
by palliative care practitioners that they cannot control all pain and suffering at the 
end of life. VAD is part of compassionate and person centred palliative care and 
needs to be part of the package of treatment options listed for discussion by the 
treating medical practitioner. The WA Ministerial Expert Panel has recommended 
that medical practitioners be permitted to ask a patient about voluntary assisted 
dying. 

It is also difficult to understand how a medical assessment could establish that the 
person has ‘capacity’ if they are not permitted to ask about voluntary assisted dying. 
A routine question when establishing a person’s mental health state is to ask “have 
you considered suicide”; if the medical practitioner is unable to raise the question of 
VAD, the mental health assessment cannot be completed. 

10. Eligibility Criteria (S9) 
• Over 18 
• Australian citizen or permanent 

resident 
• Lived in Victoria for 12 months 
• Have decision making capacity 
• Disease, illness or medical 

condition must have all of the 
following: incurable; advanced, 
progressive and will cause 
death; cause death within 6 
months; has suffering which 
cannot be relieved in a manner 

Amend 
In relation to time 
until death 
 

Support all eligibility criteria except in relation to a specified time until death. 

An estimate of a time until death will always be inaccurate. To achieve person 
centred care, the person requesting VAD needs to be in control of the decision 
about when their suffering has reached its limit and when they can request an 
assisted death. The aim of the VAD legislation is to stop suffering; the criteria for 
VAD therefore needs to address suffering, a criteria which only the patient can 
measure. When a person’s suffering becomes intolerable, or unbearable or 
unmanageable and unable to be made tolerable, or bearable, or manageable by 
further medical interventions acceptable to the person, then the person needs to be 
permitted to say they have reached their limit and satisfy the criteria.  
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Victoria’s VAD Act SAVES  Reason 
that the person considers 
tolerable 

• If it is a neurodegenerative 
disease – eligible if death 
expected within 12 months 

11. Not eligible if have mental illness or a 
disability and do not meet other 
criteria 

Support  

12. Commence on or before 19 June 2019 
(19 months after Royal Assent) 

Amend 
12 months 

12 months given the groundwork already completed in Victoria 

13. Coordinating MP (CoMP) – a GP or 
has fellowship with specialist medical 
college; one assessing medical 
practitioner must have 5 years 
experience after fellowship 
completed; one must have relevant 
expertise in the illness or disease 
expected to cause death (S10) 

Amend 
CoMP can be a GP or 
specialist 

One CoMP, who can be a GP with a fellowship, or a consulting specialist with a 
fellowship in a specialist medical college, both with five years’ experience. 

The medical assessment will be required to be supported by specialist medical 
reports confirming the diagnosis and prognosis. 

The requirement for one medical assessment by a medical practitioner, and a 
second assessment by either a medical practitioner or nurse practitioner, will 
remove the potential discrimination against people with a disability who will 
encounter additional difficulty in completing two medical assessments as a direct 
result of their disability. 

The WA Ministerial Expert Panel has also recommended that the second assessment 
be undertaken by a medical or nurse practitioner. 

Request process   
• Can only be made by the person 
• Can be verbal or by gestures 
• Within 7 days of First Request 

CoMP must advise person they 
accept or refuse the request 
(S13) 

• Once accepted, CoMP must 
record request in medical record 

• Support This potential waiting period will allow a medical practitioner who has not yet 
trained for VAD to consider their patient’s request, consider their relationship with 
their patient, consider their position in relation to VAD, undertake online training, 
and be available to support the person in their end of life choice. 

• The 7 day provision for the doctor to confirm whether they will take the role of 
CoMP will cause a delay in the request process, but if the doctor agrees to be the 
CoMP, will mean the person does not have to find another doctor and can be 
supported by a doctor they know.  
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Victoria’s VAD Act SAVES  Reason 
14. First Assessment – CoMP has to be 

trained first (S16-22) 
• If unsure about decision making 

capacity – refer for advice eg to 
psychiatrist 

• If unsure if the disease, illness or 
medical condition (dim) meets 
criteria – refer to a specialist in 
that area who can so determine   

• Accept the opinion of the 
referrals 

• If a neurodegenerative dim, then 
refer to a specialist and the 
specialist must provide a clinical 
report stating their 
determination 

• If assessed as eligible: CoMP 
informs person of all options etc 
– 7 items on the list (S19) 

• If person agrees, inform a family 
member of the VAD plan 

• Person is eligible if they meet 
eligibility criteria, understand all 
the information, clear that it’s 
voluntary, clear it’s an enduring 
request 

• Person is not eligible if any one 
of the 4 items (above) not clear 

• CoMP notifies person of outcome 

Support - except in 
relation to last item, 
referral for second 
consulting 
assessment; amend to 
a medical or nurse 
practitioner 

The first medical assessment will show whether the person meets the criteria. 

The assessment will be required to include supportive reports from medical 
specialists in the disease or illness or condition which is causing the person’s 
suffering. A person who has reached the stage where their suffering has become 
unbearable and is requesting voluntary assisted dying is likely to have difficulty 
attending medical appointments, making the appointments, ensuring they have all 
the paperwork ready for each appointment. The difficulty of finding a VAD trained 
specialist in your specific illness will mean the request is delayed. Once the specialist 
is identified, it is anticipated that an appointment would not be available for several 
months, which is the appointment experience for most specialists.  

The requirement for the second assessment to be carried out by a specialist in the 
illness is likely to extend the suffering of the person - who the first doctor has 
already established meets the VAD criteria - potentially by many months.  

The medical assessment can be confirmed by a nurse practitioner or other medical 
practitioner. 
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Victoria’s VAD Act SAVES  Reason 

• CoMP completes First 
Assessment Report; sends to 
Board within 7 days of 
completion 

• If eligible for VAD, CoMP now 
refers person for second 
consulting assessment 

15. Consulting Assessment (S23-S31) 
• Consultant responds to request 

for assessment – yes or no, many 
reasons why doctor could refuse 
request to be the Consulting 
Medical Practitioner (CMP) 

• Following provisions are almost 
the same as for the CoMP eg 
can’t do the VAD assessment 
unless trained, refer to a 
psychiatrist if unsure about 
decision making capacity 

• CMP refers person to another 
specialist if unsure whether 
disease, illness or medical 
condition meets the eligibility 
requirements, then adopt their 
report 

• If CMP assessment is yes you’re 
eligible, then CMD gives all the 
same info again (S28=S19) 

Amend 
Second medical 
assessment to be 
undertaken by a 
medical practitioner or 
nurse practitioner 

The first medical assessment will show if the person meets the criteria. 
This assessment will be required to include supportive reports from medical 
specialists in the disease or illness or condition which is causing the person’s 
suffering. 

The requirement for a second assessment to be undertaken by a VAD trained 
specialist in the underlying disease or illness will extend the suffering of the person 
while they identify the specialist and wait for the appointment, discriminate against 
people in rural and regional areas, people with a mental illness, and people with a 
disability. Each of these groups will face an additional burden in attempting to 
complete the second assessment as defined in the VAD Act.  

Given the level of responsibility accorded the position of nurse practitioner in the 
health system, and as recommended by the WA Ministerial Expert Panel, a VAD 
trained nurse practitioner, with appropriate length of experience post qualification, 
is qualified to complete the second assessment. A nurse practitioner is also likely to 
be more accessible to the person requesting VAD. 
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Victoria’s VAD Act SAVES  Reason 

• CMP must find person eligible for 
VAD if all 4 criteria satisfied 
(same criteria as for CoMP) 

• CMP notifies person of result and 
writes a report for Board and 
CoMP – Board must have report 
within 7 days of completing 
assessment 

• If ineligible, CoMP can refer to a 
second CMP 

16. CoMP may transfer their role to a 
CMP (S32-33) 
• Initially try the CMP reply within 

7 days 
• If no from the original CMP, find 

another CMP to do an 
assessment 

• If the second CMP assesses 
person as eligible, then they 
become the CoMP; assessment 
by first CMP now void 

Support 
Amend in relation to 
CMP – change to 
another CoMP 

Amend only in relation to the terminology in the absence of a CMP. The second 
CoMP could be one of the specialists providing the supportive medical reports in the 
VAD request or another GP.  

17. Person makes written declaration 
(S34-S36) 
• Declaration requests access to 

VAD – only if assessed as eligible 
by CoMP and CMP 

• Signed in front of two witnesses 
and CoMP, another person can 
sign for person if they can’t sign 

Amend 
• Remove 

reference to 
second 
medical 
assessment 
being by a 
consulting 

Re qualifications of persons undertaking medical assessments: see above 
 
Re one witness 
The role of the witness is to verify that the person requesting VAD is the person 
signing the form. The witness is not verifying any other aspect of the process. 
While the witness has no role in verifying the validity of any aspect of the VAD 
request, except that the person is the one signing the form, it is likely that the 
witness will request information about the purpose of the form and the person 
requesting VAD will feel obliged to explain that it is part of a VAD request. This is 
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Victoria’s VAD Act SAVES  Reason 
(can’t be one of the two 
witnesses though) 

• Witnesses cannot be will 
beneficiaries, owner or operator 
of health facility, provide health 
or professional care services to 
the person 

• One witness can be a family 
member 

• Witness statement defined (S36) 
• Witness of person signing on 

behalf of person – another 
statement to certify 

• All witness forms to be signed in 
presence of CoMP 

medical 
practitioner 

• Change to one 
witness 

likely to be create additional stress for the person because the response of the 
witness is unknown. The process of finding a witness, who is independent of the 
VAD request process, will create additional stress on the person requesting VAD at a 
time when they are already stressed due to their illness, disease or condition. The 
one witness can confirm the person requesting VAD signed the form. A second 
witness does not confirm anything else. As described above, finding one witness will 
represent a challenge; finding a second witness could be overwhelming. The 
requirement for a second witness will provide a potentially insurmountable 
challenge for: someone with a long term illness with, as a result, a small support 
network; someone living in a faith based aged care facility opposed to VAD; 
someone with a mental illness; someone with a disability; or someone who lives in a 
regional area. The requirement for a second witness could be argued to 
discriminate against a person with a long term illness, living in a faith based aged 
care facility, from a rural area, or with a disability.  

18. Final request (S37-S38) 
• Only if written declaration 

already complete 
• Person must make request to 

CoMP personally – verbally or by 
gestures 

• At least 9 days after first request 
(unless CoMP believes person 
will die sooner) 

• At least 1 day after CMP 
assessment 

Amend 
• Decrease to 7 

days after first 
request 

• Remove 
reference to 
second 
assessment 

Waiting period 
Participants in VAD in overseas jurisdictions consistently state that an extended 
waiting period has the effect of compounding their suffering. The small number of 
people who request VAD are, for the most part, already in a palliative care program 
and their prognosis is well known. Once assessed as eligible, medical practitioners, 
nurse practitioners, family and friends consistently state that a person centred VAD 
system would minimize the time until the drug is administered; that there is no 
public interest served by extending the time; that the staff, family, and friends who 
are supporting the person also suffer as they watch the person suffering. 
Stakeholders consistently explain that a compassionate VAD system would seek to 
minimize the time unto death once a VAD request is approved.  

19. Contact person (S39-S40) 
• Person requesting VAD appoints 

Contact Person – role is to return 
unused drugs to pharmacist 

Support 
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Victoria’s VAD Act SAVES  Reason 

• Return drugs within 15 days of 
death if person self administers 
or at request of person if they 
subsequently request doctor 
administration 

• Contact Person appointed using 
form – needs a witness, person 
and contact person 

• Can have another person signing 
on behalf of the person if they 
can’t write 

20. Final Review by CoMP (S41) 
• After final request, CoMP checks 

everything completed properly 
• Certifies everything correct 
• Provide to Board within 7 days of 

completion, with all other forms 

Support  

21. VAD Permit 
CoMP applies for a VAD permit (S47-
48) once final review form completed 

Delete The CoMP has previously confirmed that all criteria have been met; that all forms 
have been completed (final review). Medical and nurse practitioners are trusted to 
meet compliance requirements for other health policies, processes and procedures; 
there is no reason to assume they would not comply with all policies, processes and 
procedures of voluntary assisted dying. 

The VAD permit is an administrative process which has the effect of inserting a 
bureaucratic delay into a process where the objective is to relieve the suffering of a 
person whose suffering has become unbearable. 

22. Person can pull out at any time (S44) Support  
• VAD Permit (Part 4 S45-S48) - CoMP 

applies to Sec, Dept Health, for self 
administration or practitioner 
administration permit 

• Delete 
requirement for 
VAD permit 

• VAD Permit: 
• The VAD Permit process is an additional administrative process to check the 

paperwork has been completed correctly and approve either self administration or 
medical practitioner administration. 
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Victoria’s VAD Act SAVES  Reason 

• Attaches all documentation – Final 
Review form and all others 

• Names contact person; specifies the 
drug; confirm it’s voluntary; confirm 
person has decision-making capacity 

• Permits CoMP to prescribe and 
supply the drug 

• Permits person to obtain and store 
the drug 

• For practitioner administration: drug 
to be administered in presence of a 
witness; only if person physically 
incapable of self administration or 
digestion of drug and has decision 
making capacity; drug administered 
immediately after request for 
administration 

• CoMP cannot apply for doctor 
administration permit unless: 
S48 (3)(a) the person is physically 
incapable of the self-administration 
or digestion of an appropriate 
poison or controlled substance 
or drug of dependence 

• Permit patient to 
nominate self 
administration or 
doctor/nurse 
practitioner 
administration at 
time of final 
request. 

• Allow nurse 
practitioner 
administration 

• VAD trained health professionals complete the paperwork, as they are required to 
do for many other procedures on a daily basis; medical and nurse practitioners have 
established systems to ensure compliance with all legal obligations. There are 
serious penalties for anyone who does not follow a legally required procedure. The 
VAD training has a major emphasis on the legal requirements for a medical (or 
nurse) practitioner in the VAD request process. The CoMP is legally obliged to assess 
eligibility, accurately report on the patient’s eligibility, and ensure supporting 
medical documentation is complete. The additional requirement for a VAD Permit 
constitutes a bureaucratic delay which does not add value to the VAD request 
process. The requirement for a VAD Permit will have the effect of extending the 
suffering of the person requesting VAD. Other jurisdictions do not include such a 
permit system. There is no evidence of medical practitioner abuse of required VAD 
procedures or of unlawful practices in other jurisdictions which do not have a 
permit system. These administrative processes do not impact the medical 
assessment that the person meets all requirements for VAD. 
 
Self administration or doctor /nurse practitioner administration: 
The circumstances facing each person at the end of their life will not be known until 
that time comes; the disease trajectory for each person is difficult to define months 
ahead of the end of life; each person will face their own unique circumstances. At 
the time of the final request, the person will make a decision about self 
administration or practitioner administration. This decision will be informed by their 
physical capacity to self administer. As the disease progresses, self administration 
may become less of an option, and conversely, the person may delay the final 
request knowing that they have the choice of practitioner administration. Leaving 
the decision about self administration or practitioner administration to the person is 
a final act of a person centred approach to end of life care. 

In Canada, where the patient can select either self administration or doctor 
administration, all but five people in the first two years have selected doctor or 
nurse practitioner administration. Patients and their families say that this provides 
more confidence that the process will be safe and allows the person to relax, 
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Victoria’s VAD Act SAVES  Reason 
knowing that they will have support in the administration of the drug when their 
suffering becomes unbearable. The fear of constantly needing to think about when 
they should set the date is removed. 

Nurse practitioner administration: 
Nurse practitioners are already credentialled to deliver a wide range of health 
services; as the health professional likely to have most regular contact with the 
person requesting VAD, nurse practitioners are able to provide a caring and 
respectful end of life when given responsibility to administer the VAD drug. 

23. Secretary Dept Health issues VAD 
permit (S49-S56) 

• VAD permit for self administration 
or practitioner administration 
issued ‘within prescribed period’  

• Secretary may refuse if all criteria 
not met 

• Secretary notifies CoMP ‘as soon 
as practicable’ 

• Secretary notifies Board of 
decision - in writing, within 7 days 
of decision 

• VAD Permit must be in prescribed 
form 

• VAD Permit effective on day 
specified on permit 

• VAD permit cancelled when CoMP 
destroys unfilled prescription or 
pharmacist gives Board completed 
VAD substance disposal form 

• Can convert self administration to 
practitioner administration if 

Amend 
Delete all reference to 
VAD Permit 

VAD Permit is not required in any other jurisdiction where VAD is legal. 

WA VAD Ministerial Expert Panel recommended against the inclusion of a VAD 
Permit. 

• VAD trained health professionals complete the paperwork, as they are required to 
do for many other procedures on a daily basis; medical and nurse practitioners have 
established systems to ensure compliance with all legal obligations. There are 
serious penalties for anyone who does not follow a legally required procedure. The 
VAD training has a major emphasis on the legal requirements for a medical (or 
nurse) practitioner in the VAD request process. The CoMP is legally obliged to assess 
eligibility, accurately report on the patient’s eligibility, and ensure supporting 
medical documentation is complete. The additional requirement for a VAD Permit 
constitutes a bureaucratic delay which does not add value to the VAD request 
process. The requirement for a VAD Permit will have the effect of extending the 
suffering of the person requesting VAD. Other jurisdictions do not include such a 
permit system. There is no evidence of medical practitioner abuse of required VAD 
procedures or of unlawful practices in other jurisdictions which do not have a 
permit system. These administrative processes do not impact the medical 
assessment that the person meets all requirements for VAD. 
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Victoria’s VAD Act SAVES  Reason 
person has a permit but can no 
longer self administer (S53) 

24. Managing the drugs (S57-S63) 
• CoMP gives info to person – how 

to administer, store etc 
• Pharmacist to tell person all the 

same info 
• Pharmacist to lable everything, 

purpose of drug, to be stored in a 
locked box, return unused drugs 

• Pharmacist must record dispensing 
detail on VAD substance 
dispensing form and send to Board 
within 7 days 

• Record destruction of leftover 
drugs within 7 days 

Practitioner Administration (S64-S66) 
• Similar rules and procedures to self 

administration 
• Doctor to certify (S66(1)(a)) the 

person was physically incapable of 
the self-administration or digestion 
of the voluntary assisted dying 
substance; 

• Needs one witness to the request 
and administration 

• Witness and CoMP complete 
CoMP administration form 

• CoMP provides form to Board 
within 7 days of death 

Support  
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Victoria’s VAD Act SAVES  Reason 

Administrative arrangements   
25. Cause of Death (S67) 

MP who examines person after death 
reports to Registrar of Births, Deaths 
etc and Coroner that it was VAD, drug 
used, and specify underlying 
condition 

Support  

26. Review by VCAT (Victorian Civil and 
Administrative Tribunal) (S68-S74) 

Support Equivalent in SA the SA Civil and Administrative Tribunal 

• An eligible person (S68 (2)) can ask 
for a VCAT review of the process and 
decisions made during VAD request 

• VCAT can only rule on residency and 
decision making capacity – whether 
those criteria were met 

• VCAT must notify CoMP, Secretary 
and Board 

• Application suspended during VCAT 
review 

• CoMP and CMP can withdraw if 
VCAT says they had decision making 
capacity and CoMP said they did 
not; CoMP must transfer to another 
CoMP 

•  •  

27. Notifications to AHPRA (S75-S78) 
Can be reported to AHPRA for 
initiating discussion about VAD 
with patient or providing VAD 
service not in accordance with VAD 
Act 

Support  
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Victoria’s VAD Act SAVES  Reason 
28. Legal protection (S79-S82) if act 

according to VAD Act – any person, 
MP, paramedic 

Support  

29. List of offences (S83-S91) including 
life for wrongful use of the VAD drug; 
5 years for inducing someone to 
request VAD; 5 years for falsifying a 
form; 12 months if contact person 
does not return drugs 

Support 
 

 

30. VAD Review Board (S92-112) 
• Members and Chairperson 

appointed by Minister 
• No fixed number of Members 
• Max of 2 x three year terms 

• Oversees operation of all aspects 
of the VAD Act 

• Reports anomalies to Police, 
Registrar, Secretary (Dept Health), 
Coroner, AHPRA 

• Conducts research 
• Provide information 
• Consult with all stakeholders 
• Advise Minister and Departmental 

Secretary 
• Board can coopt person with 

special expertise to the Board –
approved by Minister 

• Subcommittees – Board can coopt 
people to subcommittees 

• Board receives all forms 

Support  
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Victoria’s VAD Act SAVES  Reason 

• Board notifies Secretary (Dept 
Health) when key forms received 
eg first assessment, final request 

• Board passes VAD substance 
disposal form to Secretary 

• Board notifies Contact Person 
within 7 days of notification of 
person’s death of responsibility for 
drug return 

• Provide annual reports within 3 
months of end of financial year 

• For the first 2 years, six monthly 
reports to Parliament – February 
and August  

31. Secretary approves training for CoMP 
and CMP 

Amend 
Remove reference to 
CMP 
Include nurse 
practitioner 

The second assessment to be carried out by a medical or nurse practitioner who has 
completed VAD training. 
 

32. Five year review of VAD Act – review 
of first 4 years during fifth year 

Support  

33. Board must provide publicly available 
statistical report 

Support  
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Federal laws that may impact VAD legislation 
Telehealth 
There is emerging evidence that the Victorian Government has encountered difficulty in 
implementing the policies and procedures developed to manage requests for voluntary 
assisted dying as a result of an unanticipated interpretation of Commonwealth laws on 
telecommunications. The Victorian Minister of Health has advised that no information 
about voluntary assisted dying can be communicated using a phone, through email, or using 
telehealth for medical assessments. These forms of communication are used for all other 
medical processes. Telehealth is widely accepted across Australia as a method for providing 
timely and efficient health services. Palliative care in South Australia currently uses 
telehealth for some consultations, both in metropolitan and regional areas.  

This matter needs to be urgently resolved in order for voluntary assisted dying to be 
available to people who are suffering at the end of life and are unable to travel to face to 
face meetings or consultations. For example, Care Navigators in Victoria have been advised 
that they are unable to provide information over the phone; all information about voluntary 
assisted dying needs to be provided in face to face meetings.88 This is a major impediment 
to the smooth functioning of the VAD system in Victoria. Care Navigators are a key feature 
of the VAD system in Victoria as the focal point for all information and support to all 
stakeholders about the program. Doctors registered for VAD have also been advised by the 
Victorian Government that they may risk prosecution if they use telehealth - phone or the 
internet - to undertake voluntary assisted dying medical assessments, because the 
consultation may be interpreted as ‘inciting suicide’.89 Family members of a person 
requesting voluntary assisted dying may also be caught under the same laws which were 
originally designed to counter cyber bullying. 

To ensure access to people in rural and regional areas of South Australia, it is essential that 
telehealth, phone and email services be available for use in a voluntary assisted dying 
process. Palliative care services need to have the full suite of technologies available in the 
delivery of their service.  

Import of drugs 
The Victorian Government has authorised one hospital pharmacy service in Victoria to 
supply all drugs used for voluntary assisted dying. The drug most often associated with 
voluntary assisted dying overseas, and used illegally until now, is Nembutal, generic names 
pentobarbital or pentobarbitone. Federal laws prohibit the import of Nembutal for use by 
anyone other than a veterinary surgeon. The Victorian Government has selected a different 
combination of drugs for use by voluntary assisted dying patients. Nembutal is known as a 
fast acting and effective drug and it would be useful if Commonwealth laws allowed the 
import of Nembutal for use in voluntary assisted dying.  

  

 
88 ABC online, July 18, 2019, https://www.abc.net.au/news/2019-07-18/voluntary-euthanasia-patients-caught-
in-red-tape-bottleneck/11320626 
89 The Age, June 26, 2019, https://www.theage.com.au/national/victoria/doctors-family-warned-they-could-
be-breaking-law-discussing-euthanasia-on-phone-internet-20190626-p521ks.html 
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Section 4 
Tor d Any other matters 
 
SAVES advocates for a change in the law to make voluntary assisted dying a legal option as part 
of a compassionate palliative care service in South Australia. In addition to the items identified 
in the Joint Committee TOR, SAVES has identified four further matters to be considered in 
developing a statewide, equitable and non-discriminatory voluntary assisted dying framework. 

i. a person be able to nominate Voluntary Assisted Dying in their Advance Care Directive 
ii. dementia be a criteria for Voluntary Assisted Dying and listed in an Advance Care Directive 

iii. provisions be included which protect people providing support services for voluntary 
assisted dying from harassment 

iv. the special needs of people with a disability who wish to access voluntary assisted dying 
be addressed 

 

Advance Care Directives 
In seeking to die with dignity, the overwhelming majority of people seek the dignity of choice 
and the dignity of respect for making their own decisions in the face of futile suffering. The 
Advance Care Directives Act (2013) in South Australia enshrines this principle.  

In the Objects of the Act, S9(a), it states  
to enable competent adults to give directions about their future health care 

S9(b) states 
to enable competent adults to express their wishes and values in respect of health care, … 
including by specifying outcomes or interventions that they wish to avoid  

In the Principles of the Act, S10(b), it states  
a competent adult can decide what constitutes quality of life for him or her and can express 
that in advance in an advance care directive  

and S10(e) states 
a person can exercise their autonomy by making self-determined decisions, delegating decision 
making to others, making collaborative decisions within a family or community, or a 
combination of any of these, according to a person's culture, background, history, spiritual or 
religious beliefs  

The Objects and Principles of the Advance Care Directives Act (quoted above) demonstrate an 
intention in the legislation of giving each person the ability to plan and control their end of life 
choices; of allowing a person centred approach to end of life decisions; and, specifically, of 
being able to nominate ‘outcomes or interventions that they wish to avoid’. The purpose of the 
Act is achieved by each person stating their end of life choice in advance of their end of life, 
when they have the capacity to consider their end of life choices.  

When the Advance Care Directive Act was debated by the Parliament, voluntary assisted dying 
was not a legal end of life choice. The Advance Care Directive Act permitted a person to 
nominate only legal end of life choices. S12 specifically disallows the Advance Care Directive 
from including any provision to carry out anything that is ‘unlawful’. When voluntary assisted 
dying becomes a legal choice, however, the Advance Care Directive Act would allow voluntary 
assisted dying to be nominated as an end of life choice; a person would be able to explain the 
circumstances when their medical treatment directive would be an assisted death. A person 
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considering their end of life plan will be able to request assistance to die, for example, when 
their suffering becomes unbearable and there are no further treatments available which are 
acceptable to the person which could alleviate that suffering.  

In the absence of the right to nominate voluntary assisted dying in an Advance Care Directive 
(ACD) and the circumstances in which a person would direct that it applies, all the current risks 
associated with not having the legal right to an assisted death as an of the end of life choice will 
apply. These include preemptive suicide, withdrawal of treatment, extended and unnecessary 
suffering for people at the end of their life, reduced accountability when medical teams assist 
someone to die without the safety net of legally sanctioned VAD. 

For example, the WA  Joint Select Committee on End of Life Choices argued that a person who 
has been diagnosed with a serious illness, injury or medical condition and who cannot direct 
that they have voluntary assisted dying at a future time, when they are no longer able to 
communicate, is effectively forced to either suffer or take pre-emptive action, ending their own 
life while they still have the physical and mental means. The WA Committee found that ‘the 
prohibition of a peaceful, assisted death has driven some terminally or chronically ill individuals 
to suicide using violent means90. 

Finding 34 
Some individuals who suicide under these circumstances are driven to take their lives early. All 
deaths under these circumstances are tragic and very often traumatic and distressing to 
family, friends and first-responders. 

A further risk when not being able to choose voluntary assisted dying through an Advance Care 
Directive is a person withdrawing or withholding lifesaving treatment such as dialysis and 
antibiotics, because they fear not being able to have final control over their end of life 
treatment. As a consequence the person will then die slowly from their underlying medical 
condition, with prolonged and unnecessary physical and existential suffering. Since its inception 
in 1983 SAVES has actively supported and advocated for community wide access to palliative 
care. It is widely acknowledged, including by Palliative Care Australia and the Australian Medical 
Association, that even optimal palliative care cannot relieve all suffering. Being able to choose 
voluntary assisted dying through an Advance Care Directive enables a person to end their 
suffering when it becomes grievous, unbearable and futile.  

The Netherlands has allowed the nomination of VAD in an advance care directive since their law 
was enacted in 2002. Prior to the law on voluntary assisted dying, a series of court cases had 
authorized voluntary assisted dying in the Netherlands since 1973, when a doctor was 
prosecuted for assisting her ill mother to die. In the intervening 30 years, the Royal Dutch 
Medical Association had developed guidelines and various enquiries had investigated the 
practice of voluntary assisted dying in the Netherlands. As a result of those three decades of 
experience, consultation, and investigation, the Netherlands law included provision to nominate 
voluntary assisted dying in an Advance Care Directive. Since the law was passed in 2002, the 
Netherlands has published regular data on the operation of their legislation; the review 
procedures are rigorous; and there is no evidence of abuse of the process.  

When considering a request for voluntary assisted dying through an Advance Care Directive 
there are specific guidelines to be considered by a physician in the Netherlands if the person is 
unable to directly communicate their end of life health care wishes. The following guidelines are 
listed in the Netherlands Euthanasia Code 2018 Review Procedures in Practice  

• How clear is the advance directive?  

 
90 Finding 33, Joint Committee on end of life choice, WA Parliament, p 
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• Did the patient reaffirm the advance directive when the patient was still decisionally 
competent?  

• All things considered, can the advance directive be said to express the patient’s will?  

• Do the patient’s behaviour and utterances in any way contradict the content of the 
advance directive?  

• Have the other due care criteria been met to the greatest extent possible in the given 
situation?91  

In the 17 years of reporting on the operation of VAD in the Netherlands, and the vast volume of 
analysis, comment and academic research on VAD in the Netherlands, the ability to nominate an 
assisted death in an Advance Care Directive has not emerged as a provision which has been 
either difficult to administer or a cause for concern.  

Dementia and Voluntary Assisted Dying 
Dementia Australia states that dementia is the chronic disease of the 21st century,92 and further, 
that it is a terminal condition.93 

An Advance Care Directive in South Australia allows a person to direct their future health care 
for a number of reasons, including dementia. The brochure Make your wishes for care clear 
today, in case you can’t tomorrow published by the Government of South Australia states in part  

There may come a time when you are unable to make a decision or properly communicate 
your wishes on how you’d like to be cared for or treated. It could be for a number of reasons 
including: an accident or mental health episode, dementia or similar condition, a sudden 
serious stroke or because you are unconscious or in a coma.94 

The reality of the devastating and terminal effects of dementia cannot be denied as a source of 
grievous and unbearable suffering. In early dementia a person still has decision making capacity 
and can foresee the inexorable, worsening progression of their dementia.  

D de Beaufort, Emeritus Professor of Medical Ethics, and Suzanne van de Vathorst, Professor in 
the Department of Ethics and Philosophy, both from Erasmus University in the Netherlands, 
state in their article “Dementia and assisted suicide and euthanasia”:  

From the moment the diagnosis is given one can be sure that it will never get better, only 
worse, and that one will for certain undergo a disintegration of the self, and that will inevitably 
and within a definite number of years lead to death. In the course of this process, much is lost. 
Why would one be obliged to undergo this? ……behaviour changes, forgetfulness, not 
recognizing ones loved ones, loneliness, the feeling of being lost in one’s own life and in the 
mazes of one’s own mind.95 

Dementia Australia represents the almost 450,000 Australians living with dementia and provides 
support, information, education and services for those living with dementia and the 
approximately 1.5m people involved in their care. Dementia Australia explains what it would be 
like for someone in end stage dementia, when they may experience  

delusional behaviour, obsessive behaviour and symptoms, anxiety, aggression, agitation, loss 
of willpower … Patients may begin to wander, have difficulty sleeping, and in some cases will 

 
91 Euthanasia Code 2018 Review Procedures in Practice Published by:  Regional Euthanasia Review Committees 
www.euthanasiecommissie.nl p 41 
92 https://www.dementia.org.au/media-releases/dementia_the_chronic_disease_of_the_21st_century 
93 https://www.dementia.org.au/planning-ahead/their-plans/end-of-life/dementia-as-a-terminal-condition 
94 Make your wishes for care clear today, in case you can’t tomorrow, Government of SA 
95 D de Beaufort and Suzanne van de Vathorst, Dementia and assisted suicide and euthanasia p1463-1467 
 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4929163/ 
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experience hallucinations. Along with the loss of motor skills, patients will progressively lose 
the ability to speak during the course of stage 7 dementia. In the final stage, the brain seems 
to lose its connection with the body. Severe dementia frequently entails the loss of all verbal 
and speech abilities and the person may also become  incontinent.96 

Article 5 of the Declaration of Human Rights, to which Australia is a signatory, states that “No 
one shall be subjected to torture or to cruel, inhuman or degrading treatment or punishment.”97 
SAVES, along with many members of the South Australian community, takes the view that to 
deny a person choice for voluntary assisted dying in circumstances of dementia is cruel, 
inhuman and degrading treatment. 

Writing in the USA in relation to dementia being listed in an Advance Care Directive, Professors 
of Philosophy, Menzel and Steinbock, have analysed the ethical questions around denying a 
person with dementia the choice of voluntary assisted dying through an Advance Care Directive. 
The harm is compounded if a person also has a terminal illness, and is denied access to an 
assisted death because of their dementia. Menzel and Steinbock comment that  

The whole point of making an ACD, a document which has legal force, is to have a means of 
ensuring that one’s wishes will be respected. To suggest that an ACD sometimes ought not to 
be followed seems inconsistent with the rationale for having ACDs in the first place.98  

They	further	argue	that		
The insistence on contemporary competence (capacity) is problematic. It means that someone 
who has dementia is ruled out as a candidate for voluntary assisted dying, even if she is 
terminally ill and suffering terrible and unrelievable pain. It also rules out individuals with 
strong and unwavering desires not to end their life in dementia.99 

The Netherlands allows for dementia as a criteria under their euthanasia law as well as through 
an Advance Care Directive. The Netherlands Regional Euthanasia Review Committee directs the 
following points for physicians to consider in a request for euthanasia from a person who has 
dementia: 

• Is the patient still capable of determining and expressing his or her will?  
• If not, is there an advance directive?  
• Is the patient still able to communicate at the point when euthanasia is to be performed? If 

not:  
- is the situation clearly specified in the advance directive?  
- is the patient experiencing unbearable suffering?  
- are there clear signs that the patient does not wish his or her life to be terminated?  

• In addition to the independent physician, has a physician been consulted who is an expert in 
the field, or is the independent physician himself or herself an expert in the field?100 

 
96 https://www.dementia.org/stages-of-dementia - 2019 
97 https://www.humanrights.gov.au/our-work/commission-general/universal-declaration-human-rights-
human-rights-your-fingertips-human Convention 9 (no page number) 
98 Menzel, P & Steinbock, B, Advance Directives, Dementia and Physician-Assisted Death, Journal of Law, 
Medicine and Ethics, June 1, 2013, p496 
https://www.researchgate.net/publication/267211720_Advance_Directives_Dementia_and_Physician-
Assisted_Death_with_Bonnie_Steinbock_Journal_of_Law_Medicine_and_Ethics_41_2_summer_2013_484-
500_httponlinelibrarywileycomdoi101111jlme12057abstract 
99Ibid, p 484  
100 Euthanasia Code 2018 Review Procedures in Practice Published by:  Regional Euthanasia Review Committees 

www.euthanasiecommissie.nl p 46 
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The small number of cases of voluntary assisted dying in the Netherlands which are of people 
with dementia confirms the care and adherence to protocols by physicians when assessing 
requests for euthanasia from people suffering with dementia. The most recent Netherlands 
Euthanasia Code 2018 Review Procedures in Practice reports that, in 2017, 2.6% of assisted 
deaths in the Netherlands were people with dementia (169 of 6585 deaths), with almost all of 
the cases (166) being people in the early stage of dementia when they still had the capacity to 
make a decision. 

Dementia is an illness which affects an increasing proportion of the population. It is important 
that people suffering from dementia not be excluded from the provisions of a voluntary assisted 
dying law, and that their wishes, as documented in an Advance Care Directive, be respected. 

Protection from Harassment 
Recent experience from the introduction of voluntary assisted dying in Canada shows that 
participants and their families have been harassed by extremist opponents of voluntary 
assisted dying. Regardless of privacy laws, it is anticipated that opponents may discover the 
location of doctors who are VAD registered, other health professionals, patients who have 
requested VAD, or institutions where VAD is permitted, and undertake public protest action 
at locations where VAD participants - or their families - work or reside. It is important that 
such action be made illegal and that penalties for such intimidation or harassment are 
included in VAD legislation. 

Provision for People with a Disability 
People with a disability who wish to request voluntary assisted dying face particular 
disadvantage when they also acquire an incurable illness. They are not only dealing with the 
day to day challenges of managing their disability, but now have the added difficulty of an 
incurable illness. If a person with a disability decides to request voluntary assisted dying, 
under the provisions of the Victorian VAD Act, it is expected that they would encounter such 
significant obstacles that a case can be made that the Victorian VAD Act discriminates 
against people who have a disability.  

For example, consider the case of Yvonne101, who has been living with MS for 20 years and 
was then diagnosed with breast cancer. Yvonne is in a wheelchair and is totally dependent 
on other people for all aspects of daily living – food preparation and eating, personal care, 
transport to appointments, household management, communication. After undergoing 
many months of chemotherapy, Yvonne’s prognosis is unclear. As a result of living with MS 
for so long, and gradually losing her independence, confidence and quality of life, Yvonne 
has periods of depression and takes prescription drugs. The additional burden of breast 
cancer and the cancer treatment has impacted the drugs she takes for MS and depression. 
Yvonne is concerned that if her breast cancer prognosis becomes terminal, and there is no 
further acceptable treatment, she will have difficulty making a request for voluntary 
assisted dying. Yvonne has considered but rejected the idea of moving to Victoria, partly 
because of the difficulty of finding a new medical team who would understand her needs, 
new carers, having no family or support network, and the difficulty of finding a VAD trained 
doctor and specialist. So Yvonne will be staying in South Australia.  

Yvonne knows that the cancer treatment may result in a more rapid progression of her MS; 
that she is likely to become even more dependent on her partner and her medical team to 
relieve her suffering. It is already difficult getting to appointments, managing from day to 

 
101 Yvonne’s story is based on a real person, with her name changed to protect her privacy. 
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day, just surviving, and she is worried that all the restrictions and processes involved in 
requesting VAD will make it impossible to even ask. Finding two doctors, finding the 
witnesses, deciding the right time to request VAD; what if her MS escalates and she is 
unable to swallow any medicine; what if she is assessed as lacking the capacity to make the 
decision – a misunderstanding because of her communication difficulties with MS; should 
she request VAD earlier while she is sure she will be able to self administer; what if she can’t 
find the second specialist doctor, as required in Victoria, and it takes months to get an 
appointment – and then she is too ill to travel; what if where she lives in the country there is 
no local GP who will support her request. Yvonne has concluded that there are too many 
hurdles. Voluntary Assisted Dying, as provided in Victoria, has been designed to exclude 
someone like her. 

Analysis of the Victorian Act from a disability perspective reveals the additional challenges 
which legislation modelled on Victoria’s VAD Act presents. To remove the potential for 
discrimination against someone with a disability when requesting VAD, future legislation to 
legalise voluntary assisted dying needs to include specific provisions directed at ensuring 
additional and direct support is available to a person with a disability if they make a request 
for VAD. For example, a person with aphasia102 – a difficulty in reading, writing, speaking 
and understanding, a common outcome from a stroke, with some people having difficulty 
with all four methods of communication – may be unable to reliably and clearly express 
their request for voluntary assisted dying. The person may know exactly what they want to 
say, but under stress in a medical consultation the wrong words may come out and their 
request is unclear. In such circumstances, a ‘disability interpreter’ could interpret for the 
person. The ‘disability interpreter’ could be a friend, relative, health professional, carer – 
someone who knows how the person communicates and is able to ‘interpret’ on their 
behalf, with the information then being confirmed in discussion with the person with 
aphasia.  

 
102 Aphasia can affect up to 10,000 people in South Australia at any one time; there may be recovery over 
time, but for others it may be a permanent communication loss; the person has not lost their intelligence, but 
they have difficulty communicating their thoughts, especially under stressful conditions such as when 
requesting voluntary assisted dying. 
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