Policy Document

Voluntary Assisted Dying
Background
The Australian Medical Students’ Association (AMSA) is the peak representative body for
Australia’s medical students. AMSA believes that all communities have the right to the highest
attainable standard of health and quality of life. Accordingly, AMSA advocates on issues that
impact local, national and global health outcomes. Voluntary assisted dying (VAD),
encompassing both euthanasia and physician-assisted dying (PAD), is becoming increasingly
important and relevant within the health sphere. At the time of writing, both are illegal in all
Australian jurisdictions, and so adopting a measured position on voluntary assisted dying is
integral to progressing and improving how we care for people nearing the end of their lives.
Although the Victorian Labour government passed legislation to legalise VAD in November
2017, it is yet to come into effect. While AMSA recognises its limited clinical expertise in this
field, as future doctors we have a vested interest in any VAD legislation. Furthermore, VAD
has the potential to impact many individuals, and as such discussions surrounding it require
diverse perspectives from different members or groups in our community.
Definitions
Euthanasia:
The word euthanasia comes from the Greek words eu and thanatos, and translates roughly to
English as ‘good death’. It describes the practice of intentionally ending a life in order to relieve
suffering [1]. This policy concerns voluntary euthanasia, which is performed with a patient’s
informed consent. Euthanasia may be active - a deliberate act undertaken to end a patient’s
life - or passive - omission of an action which would reasonably be expected to keep the
patient alive [1]. It may also be voluntary - at the request of a competent patient - or nonvoluntary - at the request of a surrogate decision-maker [1]. In the medical profession, passive
euthanasia is commonly accepted as ethically permissible, in ‘futile’ circumstances [2].
Consequently, there is a perception of a strict moral delineation between passive and active
euthanasia. Nonetheless, ethical questions can be asked regarding the difference between an
action and an omission of an action. Such a discussion is outside the scope of this policy. This
policy concerns voluntary active euthanasia, which is performed with a patient’s informed
consent.
It is important to note that other actions made by a medical practitioner may lead to a patient’s
death but are not considered euthanasia. Specifically, doctors may prescribe a dying patient
morphine to relieve suffering, but at doses that are likely to accelerate their death [3]. This is
known as the ‘double effect’, i.e. where an action causes both morally ‘good’ and ‘bad’ effects
to occur and is neither strictly illegal nor considered unethical within the medical profession [3].
Assisted Dying:
Assisted suicide is any suicide committed by a person with aid from another person.
Physician-assisted dying (PAD) is a subset of assisted suicide, whereby the patient’s death is
enabled via means (for example, a drug) or by information (for example, how to use a drug) by
a medical practitioner [1]. This is distinct from euthanasia as it is the patient taking the final
action that will end their life, rather than the clinician. PAD becomes more complicated when
the individual is physically unable to take the steps to end their own life. This is the case in
conditions such as locked-in syndrome and other neurological conditions (such as
amyotrophic lateral sclerosis) where the patient is still cognitively competent yet cannot control
their own movements.
Palliative Care:
The World Health Organization (WHO) defines palliative care as an ‘approach that improves
the quality of life of patients and their families facing the problem associated with lifethreatening illness’. Palliative care, amongst other things, ‘provides relief from pain’, ‘affirms
life and regards dying as a natural process’, and ‘intends neither to hasten or postpone death’
[4].

Safeguards:
Safeguards in relation to VAD legislation refers to any conditions that are in place to ensure
that the intention behind VAD legislation is properly implemented. Safeguards are designed
with the express intention of protecting potentially vulnerable populations, which includes, but
not limited to, people with disabilities, the elderly, those with mental health problems and
patients from low socioeconomic backgrounds.
While in depth discussion of safeguards is beyond the scope of this policy, a few examples are
given to demonstrate what an optimum VAD policy would consider. The following examples
are taken from the Victorian Voluntary Assisted Dying Bill 2017 (see appendix 1 for full bill):
1. The person must be diagnosed with a disease, or medical condition that is incurable,
advanced and will cause death within the next 12 months.
2. No one can request VAD on someone else’s behalf - the person in question must
request access.
3. The person must be assessed by two separate independent medical practitioners.
4. A review process must be established, with a board that is responsible for monitoring
the actions of VAD activity that is occurring under legislation.
Other countries that have legalised VAD have implemented safeguards with varying degrees
of stringency - see Global Perspectives for more details.

Perspectives on VAD
VAD is a complex issue with great significance in moral philosophy and public debate. There
are a wide range of important arguments both for and against. If VAD were to be legalised in
Australia in the future, it is necessary to explore all arguments in order to ensure appropriate,
well considered legislation is created.
Moral Perspectives
There are three main moral arguments in support of VAD. These involve the ethical principle
of autonomy, compassion for those who are suffering, and the suggestion that it is already
current practice. Concurrently, there are three main arguments against VAD. These include
the sanctity of life principle, concern for vulnerable populations, and the argument that it
contradicts the intrinsic role of a doctor.
Arguments for VAD:
Autonomy is the right of competent individuals to make informed and voluntary decisions
about their own care and is a central argument for the legalisation of VAD [5]. VAD allows
individuals with life-limiting illness to choose to die on their own terms, preserving their
autonomy. Public support for terminally ill patients to be allowed to legally end their own lives
with medical assistance has been increasing over the past four decades [6] and data from
2017 suggest that 85% of Australians support allowing a doctor to perform euthanasia [7]. By
offering patients the opportunity to choose death, their autonomy is respected, and fears and
uncertainty surrounding their death can be reduced [8]. This returns a measure of control to
those who may feel they no longer have control over their life, illness or death.
Another primary argument in support of VAD is concern for quality of life and compassion for
those enduring irremediable pain and suffering. Advocates for VAD believe that when a
competent person makes a voluntary and enduring request for assistance in dying, it is wrong
to ignore these requests. Studies have demonstrated that patients perceive a good death as
quick, with minimal suffering and on their own terms [9,10]. It is inevitable that there will be
both ‘good natural deaths’ and ‘bad natural deaths’ regardless of even the best palliative care
provided. For example, the Parliamentary Committee inquiry into end of life choices, which
prompted the Victorian Voluntary Assisted Dying Bill 2017, concluded that palliative care in
Victoria was not adequate to deal with the pain and suffering of a small percentage of
individuals at the end of their life [11]. Therefore, the argument holds that persons who have
incurable illness that generates unrelenting, intolerable and profound suffering should have the
right to choose to die in a manner acceptable to them.
Finally, while VAD is currently illegal in Australia, it is difficult to empirically quantify the extent
to which it is being practiced. However, there is limited evidence to suggest that it is being

practiced surreptitiously in some clinical settings [12-14]. One such study conducted in 2007
found that despite the current illegality of the actions, more than one-third (35%) of Victorian
doctors who had received a request from patients to hasten death had taken active steps to
end a patient’s life (via prescription or injection of lethal drugs) [14]. This was most commonly
justified by persistent and untreatable pain, terminal illness, incurable conditions, or infirmities
of old age [14]. These studies suggest that there is demand for VAD and it is being practiced
in an unregulated, potentially dangerous manner [13,14]. Legalising VAD would theoretically
provide regulations, guidelines and safeguards, therefore protecting patients from malpractice
and doctors from prosecution.

Arguments against VAD:
An overarching moral objection to VAD is the ethical principle of ‘sanctity of life’, which affirms
that the taking of human life is intrinsically wrong. Some proponents view this principle as an
axiom that requires no further justification [15], holding primacy over other ethical principles
that may support VAD (such as respect for patient autonomy). A variant of the sanctity of life
principle is espoused by individuals from various religious faiths [16]. It is important to
acknowledge, however, that religious beliefs are incredibly diverse and certain views will not
be held by all individuals that ascribe to a particular religion.
Another predominant argument against VAD is a concern for potentially vulnerable
populations who might experience internal and external pressure to end their lives [17].
Indeed, the central idea supporting VAD that some lives are worth living and others are not, is
deeply divisive and may be regarded as stigmatising. It’s suggested that fear of being a
burden on family or society may drive individuals to end their lives prematurely, or conversely,
the fear of being offered VAD prematurely may prevent potentially vulnerable people from
seeking medical services that they require [18]. Individuals arguing against VAD on these
grounds also consider it plausible that the family or carers of a potentially vulnerable person
may coerce the individual to seek VAD against their will [19].
There are also widespread moral reservations regarding the role of the doctor in providing
euthanasia and PAD. Opponents consider any involvement in actively ending a person’s life
as a violation of the Hippocratic Oath which states “I will not give a drug that is deadly to
anyone if asked [for it], nor will I suggest the way to such a counsel” [20]. Many modern
medical associations however, including the AMA, have adopted the World Medical
Association's (WMA) Declaration of Geneva which does not make such specific reference to
assisted dying. Instead, it states more broadly “I will maintain the utmost respect for human
life” [21]. Whether the act of assisting in, or actively ending, a person’s life when they are fully
consenting and experiencing intolerable suffering is in fact a “harm” is a separate subject of
debate.
Lastly, the ‘slippery slope’ argument relates to the perceived inevitability that voluntary
euthanasia will inevitably lead to involuntary euthanasia, particularly in vulnerable populations
[22,23] Proponents of this argument describe an absence of barriers to prevent a downward
spiral once voluntary euthanasia is legalised, however this is not supported by evidence. A
recent cross-party Victorian parliamentary inquiry supported that properly drafted legislation
can draw a fixed barrier across the slippery slope in that they found “no evidence of
institutional corrosion or the often cited ‘slippery slope’” [11].
Pragmatic Implications
Pragmatic arguments against VAD are not concerned with the moral permissibility of the act
(of actively ending a life), but rather with the complex factors that may limit the practicality of
legalising any form of euthanasia or assisted dying.
The following table represents a number of salient pragmatic arguments against VAD along
with possible solutions or safeguards for these arguments which are part of either the Victorian
Voluntary Assisted Dying Act 2017, or from the implementation of such legislation by other
foreign governments.
Pragmatic arguments against VAD
Difficulty ensuring adequate
safeguards for potentially vulnerable
populations, such as those with
mental illness or disabilities that they
may experience direct or indirect
pressure to end their life [18,19].

Possible solutions/safeguards
A person is not eligible for access to VAD only
because the person is diagnosed with a mental
illness or has a disability [24].
It is an offence for a person by dishonesty or undue
influence, to induce another person to make a
request for access to VAD [24].

Difficulty in predicting the course of
serious illness, despite best medical
expertise, thus the possibility of
prematurely ending a life.

Challenges of defining
competency/capacity and
intolerable/untreatable suffering in the
eyes of the law, such that objective
decisions can be made regarding
who is eligible for VAD.

The need to invest more in palliative
care services [25], such that fewer
people experience intolerable
suffering at the end of life and the
need for VAD is reduced.

The need to protect the values and
beliefs of doctors and other health
professionals who conscientiously
object to any act of VAD.
The difficulty in ensuring that any
legal VAD services are accessible to
all who seek them (for example,
should services be provided as part
of the public healthcare system).

The inclusion or exclusion of
psychiatric conditions, severe

A person is eligible if they are diagnosed with a
disease, illness or medical condition that is
expected to cause death within weeks or months,
not exceeding 6 months, and is causing suffering to
the person that cannot be relieved in a manner that
the person considers tolerable [24]. Furthermore,
this assessment requires significant medical
expertise to complete. For example;
1. Two coordinating and consulting medical
practitioners are required to complete
independent assessments regarding VAD
eligibility.
2. They must hold a fellowship with a
specialist medical college, be a
vocationally registered general practitioner,
have 5 years of experience as a
consultant, have relevant expertise in the
disease, illness or medical condition [24].
A person is eligible if they have decision-making
capacity in relation to VAD. If either registered
medical practitioner are not satisfied this eligibility
is met, the request and assessment process ends
[24].
A person is eligible if the disease, illness or medical
condition is causing suffering to the person that
cannot be relieved in a manner that the person
considers tolerable [24]. This latter safeguard
implies that the decision is a subjective one based
on the patient’s experience of suffering. If the
patient states they are suffering in manner that
cannot be relieved in a tolerable way, this is
enough to satisfy an objective assessment by a
medical practitioner.
As a condition of passing the Voluntary Assisted
Dying bill in Victoria, the Labour government
announced an additional $62 million funding
package for better end-of-life choices, including
$19 million for palliative care. This funding will be
allocated over a five-year period and will be
reviewed [26]. The current 2018-2019 Victorian
State government budget commits $500million to
palliative care. This commitment recognises how
essential palliative care is when discussing VAD
legislation. [27]
A registered health practitioner has the right to
refuse to provide information, participate in the
request or assessment progress, or prescribe VAD
substances and are protected from litigation where
they are requested to assist with the process [24].
Accessibility of healthcare is not an issue specific
to VAD. Doctors must remain advocates for
equitable and accessible healthcare, including
investment in the areas that will deliver more
sustainable healthcare spending, reduce health
disparities, and improve health outcomes for all
Australians [28].
While there is currently no legislation regarding
accessibility, it is important that the implementation
of any VAD scheme be accessible from both a
location and cost perspective. More information
regarding this may become available when the
Victorian VAD bill becomes enacted in July 2019.
The disease, illness or medical condition must be
incurable, advanced, progressive and will cause
death.

disabilities, and non-terminal (but
untreatable) illnesses.
The doctor-patient relationship may
be affected by legal VAD, as patients
may not access services or disclose
information to their doctor due a fear
euthanasia will be recommended

A person is not eligible for access to VAD only
because the person is diagnosed with a mental
illness or has a disability [24].
A registered health practitioner must not in the
course of providing services to a person initiate
discussion with that person that is, in substance,
about VAD or in substance, suggest VAD to that
person [24].

VAD in the context of palliative care and end-of-life care
It is important to consider the place of VAD within existing palliative care services. As per the
definitions stated in this policy, VAD and palliative care are often considered distinct treatment
options of the end-of-life care continuum [29,30].
In this policy, and in many areas across the world, VAD is no substitute for, or replacement of,
palliative care. Instead, VAD is to be a considered and well-thought-out option in the context of
a patient's end-of-life care and in conjunction with palliative care. Palliative care aims to affirm
life and intends to neither accelerate or delay death [31], however supports dying as a natural
life process. In most countries, including Australia, palliative care remains the standard of care
for all patients nearing the end of their lives. However, VAD has the potential to be applied in
cases of terminal illness that cause profound and unchangeable systemic, psychological and
physical suffering. Non-pain related reasons for patients who are seeking a hastened death
are typically the result of a loss of control, loss of hope, and loss of meaning in life or sense of
burden to others [32,33]. Therefore, much of the justification for VAD lies in circumstances
where the suffering described by patients can only be relieved by death, as all other options
have been exhausted or the patient refuses treatment [29,33].
In countries that have accepted VAD, there seems to be no detriment or impact on the effect
on palliative care services [34]. Moreover, there is a general global trend that in jurisdictions
where VAD is legal, palliative care specialists are in support of VAD [33]. Therefore, it is well
regarded that palliative care services will be involved in all VAD cases and not discontinued
until the moment of death.
On the other hand, palliative care specialists in jurisdictions where VAD is illegal tend not to be
in support of VAD [33]. In Australia, Palliative Care Australia reinforced in their 2016 position
statement (at the time of writing this policy, it was currently under review) that ‘palliative care
does not include euthanasia or physician assisted suicide’ and they commented that there is
not enough research surrounding the topic [35].
Perspective from the medical profession
Doctors have an important voice in debates around any legislation on VAD, especially as if
legalised in all states Australia, doctors are likely to be deeply involved in the process.
Unfortunately, there is a large deficit of peer-reviewed research surrounding the attitudes of
Australian medical professionals towards VAD. The most recent formally published data was a
2007 survey of Australian general practitioners and specialists from Victoria, which revealed
that 53% of doctors believed VAD was appropriate in the right circumstances [14]. More recent
indicators of Australian doctors’ overall opinion towards the involvement of the medical
profession in VAD has relied on informally published opinion polls. In 2016, an AMA member
survey of 4000 Australian medical professionals (from a pool of 13,000 members) found that
38% of doctors believed doctors should be involved in VAD, while 50% thought they should
not be involved, and 12% were undecided [36]. Furthermore, an Australian Doctor poll of
approximately 370 medical practitioners in 2016 demonstrated that around 65% of doctors
supported a change to the law on PAD if strict safeguards were enforced [37]. However, as
data drawn from both of these surveys was not published in peer-reviewed journals, it should
noted that this is opinion poll data.
In countries where euthanasia and/or PAD are currently practised legally, medical
professionals are generally supportive of it [38-40]. However, medical professionals in these
countries still vary on their willingness to be involved in VAD, some still personally object to the
practice due to fear of their own incompetence or opposing personal attitudes towards VAD
[33,39]. Moreover, the opinion surrounding VAD has the potential for change; in Belgium for
example, support for PAD increased from 78% in 2002 around the time of the legislation
recently passing to 90% in 2009 [41].

Legality of VAD
VAD in Australia
At the time of writing, VAD is illegal within all Australian states and territories. However,
prosecutions are rare [9]. VAD was briefly legalised in the Northern Territory in 1995-1996
(becoming the first jurisdiction in the world to do so), however the Bill was overruled by the
Federal government soon after [2]. Victoria’s state government passed the Victoria’s Voluntary
Assisted Dying Bill 2017 in November 2017 (see Appendix 1). The bill is intended to come into
effect from mid-2019, making VAD legal within Victoria under certain circumstances. It should
be noted that Victoria’s Liberal opposition may repeal the bill if elected in the late-2018 state
election.
The passing of Victoria’s Voluntary Assisted Dying Bill has been met with a variety of
responses from various groups. In a statement on its website, the AMA expressed ‘grave
concerns’ over the final bill, and reiterated their 2016 policy statement, which states that
‘doctors should not be involved in interventions that have as their primary intention the ending
of a person's life' [42]. However, they clarified that they do not ‘describe doctors who support
or participate in Euthanasia or Physician Assisted Suicide as unethical’ [42]. Disability
advocates have also expressed concerns about the bill, citing a lack of access to more
fundamental healthcare services as a priority over the legalisation of VAD [43]. Similarly, some
Victorian palliative care doctors have suggested that adequate resourcing of palliative cares
services takes primacy over the introduction of VAD, as well as expressing pragmatic
concerns [44]. By contrast, the Royal Australian College of General Practitioners (RACGP)
welcomed the bill and deemed its safeguards appropriate [45].
Outside of Victoria, there is a continued push for the legalisation of VAD. Notable introductions
of VAD bills have recently occurred in Tasmania, New South Wales, and South Australian
state parliaments, with the New South Wales and South Australian bills both being defeated
by only one vote [46-48].
Global practices of voluntary assisted dying
In this section, we detail some of the global practices around VAD. Through understanding the
practices of other jurisdictions, we gain insight into how they have navigated policy challenges,
dealt with potentially unforeseen practical implications of the policy, responses to the policy
and the deeper moral/ethical implications of voluntary assisted dying policy in practise.
As of 2017, few jurisdictions worldwide have legalised euthanasia and/or PAD. Both
euthanasia and PAD can be legally practised in the Belgium, the Netherlands, Luxembourg,
Colombia, and Canada. Further, PAD, but not euthanasia, is legal in seven US states and in
Switzerland [24] (a more extensive list can be found in Appendix 2). It is important to
acknowledge that, due to both an absence and an underreporting of statistics, there is a lack
of clarity in discerning just how widespread such practices currently are. In 2008, while PAD
was not legal it was nevertheless occurring in other European nations, including England,
Wales, France, Italy, Spain, Norway, Denmark, and Sweden [41].
Cultural differences and norms are crucial in guiding discussion and legislation with respect to
VAD. The framing of discussions around VAD differ considerably between countries, as
different cultures have markedly different attitudes towards death and dying. In order to
develop proper safeguards for VAD in Australia, it is important to take note of the trends
occurring in other nations following the legalisation of euthanasia and/or PAD. For example,
the legalisation of PAD in Switzerland has led to the creation of what has been viewed as
‘suicide tourism,’ where visitors travelled to that country for the sole purpose of suicide [49].
Most notably, 104 year old Australian scientist, David Goodall, travelled to Switzerland in May
2018 for PAD, believing he had no need to “continue life” [50]. The Victorian Voluntary
Assisted Dying Act, however, states that VAD is only eligible for residents of Victoria for at
least a year [51].
Below we have highlighted some of the key jurisdictions where VAD has been legalised and
identify some of the obstacles encountered.
The Netherlands
The Netherland's 2002 Termination of Life on Request and Assisted Suicide (Review
Procedures) Act established grounds for assisted suicide with non-prosecution for physicians

[24]. Review committees in Netherlands found an increase in approved euthanasia on the
basis of mental illness and dementia [52]. Although a case can be made for the use of
assisted dying for severe mental illness, the status quo in the Netherlands has in the past
been viewed as concerning due to the lack of transparency and legislation that regulate
assisted dying for mental illness [53,54]. The quality of end-of-life decision making and due
care has also been a concern, considering the increase of deaths as a result of euthanasia
from 1.7% in 1990 to 4.5% in 2015 [52]. It is important to note, however, that the increasing
trend is partially due to a greater awareness towards euthanasia from both patient and
physician perspectives.
US
In the United States, PAD is legal in Vermont, California, Washington, Colorado, Oregon,
Hawaii and Montana [24]. Practices differ in each state and are regulated by state
governments. In Oregon, critics have raised concerns of patients diagnosed with Alzheimer's
and dementia being able to choose to starve to death, allowing for an elected health care
representative to act on behalf of the patient [55]. In contrast, Montana’s judicial model has
raised concerns for the lack of clear statute that outlines safeguards for the physician and the
patient [24].
Belgium
The Belgium Act on Euthanasia (with its amendment in 2014) allows both adult patients and
competent minors as assessed by a secondary psychiatric or specialist physician to access
VAD, effectively abandoning the age criterion. This contrasts with other countries such as
Canada, USA or even Victoria where it is restricted to adults only [56]. Controversy surrounding
this legislation was the sign for many that Belgium had started down the slippery slope of
assisted dying being extended and potentially abused [57]. The reason for the Belgium senate
to rule in favour of extending assisted dying laws was to dispose of age-based discrimination,
as minors may be psychologically mature to an equal degree [58]. Their suffering should
therefore be recognised as just as real as any other competent individual [58]. Despite this
controversy, public opinion in Belgium for the extension of the law still shows a majority for the
support of the extension of the legislation [59].
Canada
The Parliament of Canada enacted Bill C-14, an amendment to the Criminal Code to permit
medical assistance in dying, which became legal as of June 2016 [60]. This legislation bears
great similarity to the Voluntary Assisted Dying Act 2017 in Victoria, in that it permits medically
assisted dying for citizens with a grievous and irremediable medical condition causing
enduring and intolerable suffering who consent to an assisted death [60]. It stipulates that
minors and mentally ill patients are barred from accessing assisted dying and the futility of
advanced directives in all cases [60]. Critics have raised concerns regarding the
unconstitutional conditions required for accessing voluntary assisted death [61]. In stipulating
that a patient’s natural death must be "reasonably foreseeable" or condition "incurable", has
said to challenge the constitutionality of current law as it excludes people with long-term
disabilities, and those with "curable" medical conditions whose only treatment options patients
may find unacceptable [61].

Position Statement
AMSA believes individuals with an incurable physical illness that creates unrelieved,
unbearable and profound suffering should have the right to choose to die with dignity in a
manner acceptable to them, and should not have to suffer beyond their wishes. AMSA, in
principle, supports legalising VAD. Despite VAD being practiced in a global context, as VAD
legislation is yet to come into effect in any Australian state it is possible that there are
unforeseen practical consequences of legislation. AMSA therefore, in principle, supports a
well-researched legal framework with appropriate safeguards which considers balanced input
from all interested parties and best practices in other jurisdictions.
AMSA believes that any future Australian legislation on VAD should strongly consider:
1. Including eligibility criteria that is non-discriminatory towards, and has an appreciation
of the subjective nature of incurable, unbearable and unrelenting suffering;
a. Consider, understand and learn from the potentially unforeseen practical and
ethical implications of VAD policy in other jurisdictions, especially regarding
legalisation of VAD for those with mental illness and minors;

2.

3.

4.
5.

6.

b. Ensure VAD services, if implemented, are accessible to all relevant patients
and cannot be contradicted by other legislation or the constitution.
Enforcing adequate safeguards in order to protect vulnerable populations and ensure
the limited and appropriate use of VAD;
a. Safeguards should include instituting a reporting regime to monitor the use of
VAD;
b. Safeguards should strike the right balance between adequate protection of
vulnerable populations and regulatory burden, as to not prolong the patient’s
suffering and hence defeat the intended purpose of regulated VAD.
Medical professionals should be able to enforce their right to conscientious objection
in regards to VAD and should not be subject to judgement from within or outside of the
health profession for any views they might hold;
a. By this token, legislation should ensure that no individual, group or
organisation shall be discriminated against due to legal participation or nonparticipation in the assisted or supported death of a sufferer;
b. Any conscientious objection should not jeopardise patient autonomy, or limit
patient access to legal and appropriate health care services that they are
seeking;
i. To ensure equal access, all practitioners who refuse to provide a VAD
service to a patient, need to provide an effective referral, including a
verbal handover as well as a written referral, to a secondary doctor
that is willing to facilitate the VAD service.
Actively involving medical professionals (including palliative care specialists) in the
design and adoption of any VAD legislation.
Maintaining high quality, accessible palliative care services as an essential component
of end of life care;
a. VAD should not replace or be a substitute for high quality palliative care;
b. Efforts should be made to ensure that any VAD legislation should not alienate
people from palliative care service.
Based on issues faced in the US, ensure prevention of the abuse of de-facto judicial
law with transparent regulation.

Policy
AMSA calls upon:
1. Australian federal and state governments to:
a. Ensure that appropriate safeguards are able to be implemented before any
legislation on VAD is proposed;
b. Ensure any VAD legislation is evidence-based, taking into account data and
perspectives from overseas jurisdictions where this is legal;
c. Protect potentially vulnerable people, through a series of rigorous safeguards,
so that any access to VAD is strictly limited to the intended population only;
d. Consult and engage potentially vulnerable people (including, but not limited
to, people with disabilities, elderly people, people with mental health problems
and disadvantaged populations), so that policy adequately addresses the
needs and concerns of those it impacts;
e. Measure and monitor any use of VAD programs, including providing statistics
to the greater public while ensuring due process is adhered to;
f. Ensure funding to palliative care services is prioritised in conjunction with
legislation for VAD;
g. Ensure that the views of the general public remain central to the VAD debate
and any relevant legislation;
h. Actively involve medical professionals (including palliative care specialists) in
the design and adoption of any VAD legislation;
i. Continue to obtain up-to-date information on the views of both medical
professionals and the wider public on this issue;
j. Ensure medical professionals’ right to conscientiously object to provide VAD
to patients is upheld, as long as access is not unjustly compromised.
2. Medical professionals to:
a. First and foremost, abide completely and entirely by state or federal
legislation, and the principles behind such legislation;

b. Assist patients in their suffering or illness as part of appropriate palliative
and/or end-of-life care;
c. Ensure patients are fully informed about all treatment options - curative and
palliative - before being eligible for VAD;
d. In the event that VAD is legislated:
i. Reserve VAD for only cases where all other viable and acceptable
treatment options have been exhausted;
ii. Ensure, to the best of their ability, that the true intention of patients
seeking VAD are upheld in all circumstances;
iii. Not discriminate against patients seeking VAD, or against doctors
who choose to perform (or not to perform) related services within the
boundaries of the law;
e. Continue to engage in constructive debate both with individual patients and
publicly on this topic, formally and informally.
3. Royal Australasian College of Physicians (RACP), Royal Australian College of
General Practitioners (RACGP), and other bodies involved in the training of
professionals involved in end-of-life care to:
a. Continue to provide high quality training and support surrounding end of life
care for training and member medical professionals;
b. Provide appropriate information on VAD legislation to physicians involved in
these services;
c. Not discriminate against medical professionals based on their stance
regarding VAD;
d. Provide expert opinion where appropriate to the national debate surrounding
VAD and end-of-life care;
e. Ensure all medical students and junior doctors are exposed to all VAD
legislation during their training and are made aware of their rights, obligations
and choices regarding VAD.

Appendices
Appendix 1
Victoria’s VAD bill and subsequent act are both quite substantial and have deliberately specific
wording, and to summarise them effectively would risk miscommunicating their nuances.
Victoria’s Voluntary Assisted Dying Bill 2017 can be found here:
https://www.parliament.vic.gov.au/publications/research-papers/download/36-researchpapers/13834-voluntary-assisted-dying-bill-2017
Victoria’s Voluntary Assisted Dying Act 2017 can be found here:
http://www.legislation.vic.gov.au/Domino/Web_Notes/LDMS/PubStatbook.nsf/f932b66241ecf1
b7ca256e92000e23be/B320E209775D253CCA2581ED00114C60/$file/17061aa%20authorised.pdf

Appendix 2
Legislation permitting euthanasia and assisted suicide has existed in:
Netherlands since 2001 (Termination of Life on Request and Assisted Suicide Act)
• In The Netherlands, legislation mandates that assisted suicide may only be legally
administered voluntarily by physicians for unbearable suffering for which there is no
other reasonable solution. Under the Act, physicians require the written approval of
another independent physician. Concerns of a ‘slippery slope’ have been raised with
an increase in deaths over the last decade. Hence, safeguards must be implemented
in proposed legislation to ensure that voluntary assisted dying is only permitted for
terminally ill patients, similarly outlined in the Victoria's Voluntary Assisted Dying Act.
Belgium since 2002 (Belgian Act on Euthanasia; Act amending the Belgian Act on
Euthanasia)
• In Belgium, we have a country which has one of the more progressive and liberal
legislations enacted to legalise euthanasia in the world. The Belgium Act on
Euthanasia was brought into ‘power’ in May 2002, where the legislation extended
euthanasia to adults only, suffering from either psychiatric/physical disease of an
incurable nature. In the ten years following legalisation in Belgium, the number of
reported euthanasia cases increased from 0.2% to 1.7% of all deaths; and palliative

care teams were increasingly consulted about euthanasia requests. However,
international debate became more prominent on Belgium euthanasia law with its
controversial amendment in 2014 to extend the legislation to include euthanasia for
competent minors, effectively abandoning the age criterion. As such, the current
legislation extends euthanasia to include both adult patients and competent minors as
assessed on a case by case basis and by a secondary psychiatric or specialist
physician.
Canada since June 2016
• In Canada, it had been previously illegal for physicians to assist or carry out
euthanasia under the federal Criminal Code. However, in 2014 Quebec was the first
province to pass legislation to legalise voluntary assisted death for patients at the end
of life. Closely following that, in February 2015, in the case of Carter, the Supreme
Court of Canada struck down the criminal prohibition of assisted suicide found in the
federal Criminal Code on the grounds that it infringes the rights of competent adults. In
the following year, the Parliament of Canada enacted an amendment to permit
medical assistance in dying, which became legal as of June 2016. This legislation
bears great similarity to the Voluntary Assisted Dying Act 2017 in Victoria, in that it
permits medically assisted dying for Canadian citizens with a grievous and
irremediable medical condition causing enduring and intolerable suffering who
consent to an assisted death. It stipulates that minors and mentally ill patients are
barred from accessing assisted dying as well as advanced directives not being
allowed. For the more nuanced issues pertaining the legislation, such as advanced
directives and conscientious objection, each state has guidelines and court rulings
that have set a precedence for future decisions/actions.
USA
• Oregon in 1994 passed The Death with Dignity Act, becoming the first US state to do
so. Since then, assisted dying practices have been founded on Oregon's legislation.
Specifically, a 2010 review of standardised reporting allowed for the collection of
information regarding the circumstances of death using prescribed drugs. In March
2018, Oregon's House Bill 4135 passed to establish a Advance Directive Adoption
Committee to allow for an advanced directive form to be used in Oregon.
• Vermont since 2013 (the Patient Choice and Control at the End of Life Act). Under
this law, competent adults who have been diagnosed with a terminal illness, and who
are reasonably expected to die within six months, may request a prescription for a
lethal substance from a physician.
• The End of Life Option Act, which was passed in California on October 2015 in an
extraordinary session called by the Governor, is very closely modelled on Oregon’s
Death with Dignity Act, and would allow physician-assisted suicide for terminally ill
California residents over the age of 18, who have the capacity to make medical
decisions. The Act also creates a felony offence of pressuring someone to make a
request, or forging a request. The Act is due to come into force on 1 January 2016
and will expire after ten years unless extended. It is subject, however, to potential
legal challenge through an attempt to petition for a ballot referendum.
• Washington since 2008 (also known as the Death with Dignity Act) PAD
Switzerland
The law in Switzerland is unique in that whilst there is no specific legislation on assisted
dying, assisted suicide is legal in the absence of selfish motives under s.115 of the Swiss
Criminal Code. Anyone who incites or assists another to commit suicide for selfish motives
will still be liable for conviction for murder.
Luxembourg since 2009 (Law on the Right to Die with Dignity).
Colombia reaffirmed a 1997 court decision to legalise assisted dying in 2015, outlining strict
safeguards to protect patient vulnerability and physicians against prosecution.

References
1. Voluntary Euthanasia. Stanford Encyclopedia of Philosophy. 2017 [cited 3 August 2017].
Available from: https://plato.stanford.edu/entries/euthanasia-voluntary/
2. Euthanasia - the Australian law in an international context. Parliament of Australia. 1997
[cited 22 August 2017]. Available from:
http://www.aph.gov.au/About_Parliament/Parliamentary_Departments/Parliamentary_Libr
ary/pubs/rp/RP9697/97rp4

3. Watt H. Double effect reasoning: Why we need it. Ethics & Medicine: An International
Journal Of Bioethics [serial on the Internet]. (2017, Spring2017), [cited May 26, 2018];
33(1): 13-19. Available from: Health Business Elite.
4. Definition of Palliative Care. WHO. 2017 [cited 3 August 2017]. Available from:
http://www.who.int/cancer/palliative/definition/en/
5. Bernheim JL, Deschepper R, Distelmans W, Mullie A, Bilsen J, Deliens L. Development of
palliative care and legalisation of euthanasia: antagonism or synergy? BMJ : British
Medical Journal. 2008;336(7649):864-867. doi:10.1136/bmj.39497.397257.AD.
6. Entwistle VA, Carter SM, Cribb A, McCaffery K. Supporting Patient Autonomy: The
Importance of Clinician-patient Relationships. Journal of General Internal Medicine.
2010;25(7):741-745. doi:10.1007/s11606-010-1292-2.
7. Roy Morgan Research Ltd. It’s Official: Australians support assisted dying or euthanasia.
Melbourne, Victoria: Roy Morgan Research Ltd; 2017 [cited 2018 May 19]. Available from:
http://www.roymorgan.com/findings/7373-large-majority-of-australians-in-favour-ofeuthanasia-201711100349
8. FactCheck Q&A, Do 80% of Australians and up to 70% of Catholics and Anglicans
support euthanasia laws? [Internet] The Conversation; 1 May 2017 [updated 9 May 2017;
cited 17 Aug 2017]. Available from: http://theconversation.com/factcheck-qanda-do-80-ofaustralians-and-up-to-70-of-catholics-and-anglicans-support-euthanasia-laws-76079
9. Russell, P. Life issues: 'Bring it on': Euthanasia doctor dares police to prosecute him
[online]. News Weekly, No. 2925, 07 Jun 2014: 16-18. Availability:
<http://search.informit.com.au/documentSummary;dn=627978213949722;res=IELAPA>
ISSN: 0726-7304. [cited 19 Oct 17].
10. Elsayem A, Curry III E, Boohene J, et al. Use of palliative sedation for intractable
symptoms in the palliative care unit of a comprehensive cancer center. Support Care
Cancer. 2009;17(53). https://doi.org/10.1007/s00520-008-0459-4
11. Parliament of Victoria Legal and Social Issues Committee (2016). Inquiry into end of life
choices: Final Report. [online] Melbourne: Parliament of Victoria, p.xvii. Available at:
https://www.parliament.vic.gov.au/file_uploads/LSIC_pF3XBb2L.pdf [Accessed 7 May
2018].
12. Kuhse H, Singer P, Baume P, Clark M, Rickard M. End-of-life decisions in Australian
medical practice. Medical Journal of Australia. 1997 Feb 17;166(4):191-6.
13. 13. White B, Willmott L. How should Australia regulate voluntary euthanasia and
assisted
suicide?. 2012
14. Neil DA, Coady CA, Thompson J, Kuhse H. End-of-life decisions in medical practice: a
survey of doctors in Victoria (Australia). Journal of medical ethics. 2007 Dec 1;33(12):7215.
15. Glover J. Causing death and saving lives: The moral problems of abortion, infanticide,
suicide, euthanasia, capital punishment, war and other life-or-death choices. Penguin UK;
1990 Jun 28.
16. Petrusica, B. Culture of Life and Culture of Death. Theological Reflection on Suicide and
Euthanasia on Films, sociology study. August 2016; 6(8):508‐515 doi: 10.17265/2159‐
5526/2016.08.003
17. George RJ, Finlay IG, Jeffrey D. Legalised euthanasia will violate the rights of vulnerable
patients. Bmj. 2005 Sep 22;331(7518):684-5.
18. McPherson CJ, Wilson KG, Murray MA. Feeling like a burden to others: a systematic
review focusing on the end of life. Palliative medicine. 2007 Mar;21(2):115-28.
19. Battin M. Voluntary euthanasia and the risks of abuse: can we learn anything from The
Netherlands?. Law, Medicine and Health Care. 1992 Mar;20(1-2):133-43.
20. Miles SH. The Hippocratic oath and the ethics of medicine. Oxford University Press; 2005
Jun 2.
21. World Medical Association. WMA declaration of Geneva. International Journal of Person
Centered Medicine. 2015 Mar 16;4(3):157.
22. Verbakel E, Jaspers E. A Comparative Study on Permissiveness Toward Euthanasia:
Religiosity, Slippery Slope, Autonomy, and Death with Dignity. Public Opinion Quarterly.
2010; 74(1):109–139. https://doi.org/10.1093/poq/nfp074
23. Lewis P. The Empirical Slippery Slope from Voluntary to Non-Voluntary Euthanasia. The
Journal of Law, Medicine & Ethics. 2016:35(1); 197-210. doi:10.1111/j.1748720X.2007.00124.x
24. Caley Otter. Voluntary Assisted Dying Bill 2017: Parliament of Victoria; 2017. Available
from: https://www.parliament.vic.gov.au/publications/research-papers/download/36research-papers/13834-voluntary-assisted-dying-bill-2017.
25. Palliative Care Australia. Pre-Budget Submission 2017-2018 Quality of Life: Important to
the End. Available at: https://static.treasury.gov.au/uploads/sites/1/2017/06/C2016052_Palliative-Care-Australia.pdf

26. Australian Broadcasting Corporation [Internet]. Melbourne VIC: Willingham, R; 2017 Nov
14. Euthanasia: Victoria’s Voluntary Assisted Dying Bill likely to pass with amendments;
[cited 2018 May 23]. Available from: http://www.abc.net.au/news/2017-11-14/euthanasialaws-likely-to-pass-in-victoria/9148928
27. Victoria State Government. Victorian Budget 18/19 Getting Things Done. State Capital
Program. Melbourne VIC: Victorian State Government; 2018 May. 178. Report no: 4.
Available from: https://s3-ap-southeast2.amazonaws.com/budgetfiles201819.budget.vic.gov.au/2018-19+State+Budget++State+Capital+Program.pdf
28. Medical Board of Australia (2014). Good Medical Practice: A Code Of Conduct For
Doctors In Australia. [online] Melbourne: Medical Board of Australia. Available at:
http://www.medicalboard.gov.au/Codes-Guidelines-Policies/Code-of-conduct.aspx
[Accessed 10 May 2018].
29. Campbell R, Connolly J, Cross J, Davies M, Davies F, English V, et al. End-of-Life Care
and Physician-Assisted Dying Project. London; 2015.
30. Bernheim JL, Deschepper R, Distelmans W, Mullie A, Bilsen J, Deliens L. Development of
palliative care and legalisation of euthanasia: antagonism or synergy? BMJ [Internet]. BMJ
Publishing Group; 2008 Apr 19 [cited 2017 Aug 22];336(7649):864–7. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/18420693
31. Wright DK, Fishman JR, Karsoho H, Sandham S, Macdonald ME. Physicians and
euthanasia: a Canadian print-media discourse analysis of physician perspectives. C open
[Internet]. 2015;3(2):E134-9. Available from:
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=4565169&tool=pmcentrez&rend
ertype=abstract
32. Herx L. Physician-assisted death is not palliative care. Curr Oncol. 2015;22(2):82–3.
33. Cohen-Almagor R. First do no harm: Pressing concerns regarding euthanasia in Belgium.
Int J Law Psychiatry [Internet]. Elsevier Ltd; 2013;36(5–6):515–21. Available from:
http://dx.doi.org/10.1016/j.ijlp.2013.06.014
34. Emanuel EJ, Onwuteaka-Philipsen BD, Urwin JW, Cohen J. Attitudes and Practices of
Euthanasia and Physician-Assisted Suicide in the United States, Canada, and Europe. J
Am Med Assoc [Internet]. 2016;316(1):79–90. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/27380345
35. Euthanasia and Physician Suicide Position Statement. Palliative Care Australia. 2016
[cited 3 August 2017]. Available from: http://palliativecare.org.au/wpcontent/uploads/dlm_uploads/2015/08/20160823-Euthanasia-and-Physician-AssistedSuicide-Final.pdf
36. Euthanasia: AMA says invest in end of life care [Internet]. 2016. Available from:
https://ama.com.au/ausmed/euthanasia-ama-says-invest-end-life-care
37. Smith P. Half of doctors back assisted suicide. Australian Doctor [Internet]. 2016 [cited 26
May 2018]. Available from: https://www.australiandoctor.com.au/news/half-doctors-backassisted-suicide
38. Van Marwijk H, Haverkate I, Van Royen P, The AM. Impact of euthanasia on primary care
physicians in the Netherlands. Palliative Medicine. 2007 Oct;21(7):609-14.
39. Oliver P, Wilson M, Malpas P. New Zealand doctors’ and nurses’ views on legalising
assisted dying in New Zealand. The New Zealand medical journal. 2017 Jun
2;130(1456):10.
40. Kouwenhoven PS, Raijmakers NJ, van Delden JJ, Rietjens JA, Schermer MH, van Thiel
GJ, Trappenburg MJ, van de Vathorst S, van der Vegt BJ, Vezzoni C, Weyers H. Opinions
of health care professionals and the public after eight years of euthanasia legislation in the
Netherlands: a mixed methods approach. Palliative medicine. 2013 Mar;27(3):273-80.
41. Sercu M, Pype P, Christiaens T, Grypdonck M, Derese A, Deveugele M. Are general
practitioners prepared to end life on request in a country where euthanasia is legalised?.
Journal of medical ethics. 2012 Jan 1:medethics-2011.
42. Euthanasia and Physician Assisted Suicide. Australian Medical Association. 2016 [cited 3
August 2017]. Available from: https://ama.com.au/position-statement/euthanasia-andphysician-assisted-suicide-2016
43. Wallace C. Euthanasia a choice for people with disability? It's a threat to our lives
[Internet]. The Guardian. 2017 [cited 19 May 2018]. Available from:
https://www.theguardian.com/commentisfree/2017/sep/27/euthanasia-a-choice-for-peoplewith-disability-its-a-threat-to-our-lives
44. Nightingale T. Doctors warn Victoria against legalising euthanasia [Internet]. ABC News.
2016 [cited 19 May 2018]. Available from: http://www.abc.net.au/news/2016-1205/doctors-warn-against-euthanasia-move/8091718
45. RACGP welcomes moves to allow terminally ill Victorian patients to die with dignity and
respect [Internet]. The Royal Australian College of General Practitioners. 2017 [cited 19

46.
47.
48.

49.
50.
51.
52.
53.

54.

55.

56.
57.

58.

59.

60.

61.

May 2018]. Available from: https://www.racgp.org.au/yourracgp/news/mediareleases/racgp-welcomes-moves-to-allow-terminally-ill-victorian-patients-to-die-withdignity-and-respect-(1)/
Voluntary Assisted Dying Bill 2016 (Tas). Accessible at:
http://www.parliament.tas.gov.au/bills/Bills2016/pdf/73_of_2016.pdf
Voluntary Assisted Dying Bill 2017 (NSW). Accessible at:
https://www.parliament.nsw.gov.au/bills/Pages/bill-details.aspx?pk=3422
Voluntary Euthanasia Bill 2016 (SA). Accessible at:
https://legislation.sa.gov.au/LZ/B/archive/voluntary%20euthanasia%20bill%202016_hon%
20steph%20key%20MP.aspx.
England V. Asia's attitude to assisted suicide. BBC. 2009.
Mao F. David Goodall: Australian scientist, 104, ends life 'happy'. 2018. Available from:
http://www.bbc.com/news/world-australia-43957874.
Euthanasia and Law in Europe. NEJM. 2008;360:1915
van der Heide A, van Delden JJ, Onwuteaka-Philipsen BD. End-of-life decisions in the
Netherlands over 25 years. New England Journal of Medicine. 2017 Aug 3;377(5):492-4.
Janssen A. The new regulation of voluntary euthanasia and medically assisted suicide in
the Netherlands. International Journal of Law, Policy and the Family. 2002 Aug
1;16(2):260-9.
en Veiligheid MV. Euthanasia, assisted suicide and non-resuscitation on requestEuthanasia-Government.Ministers of Justice and of Health WaS. Termination of Life on
Request and Assisted Suicide (Review Procedures) Act. 2002.
Public Health Division Centre for Health Statistics. Oregon Death with Dignity Act 2017
Data Summary 2017. Available from:
http://www.oregon.gov/oha/PH/PROVIDERPARTNERRESOURCES/EVALUATIONRESE
ARCH/DEATHWITHDIGNITYACT/Documents/year20.pdf.
Raus K. The Extension of Belgium’s Euthanasia Law to Include Competent Minors.
Journal of Bioethical Inquiry. 2016;13(2):305-315.
Jo S. Children and euthanasia: Belgium's controversial new law. Diversity & Equality in
Health and Care. 2015;12(1).
https://webarchive.oireachtas.ie/parliament/media/committees/justice/2017/penny-lewisassisted-dying-regimes-briefing-paper.pdf.
Lewis P. Assisted Dying Regimes. 2017. Accessed at:
https://webarchive.oireachtas.ie/parliament/media/committees/justice/2017/penny-lewisassisted-dying-regimes-briefing-paper.pdf
McDonald-Gibson C. Belgium Extends Euthanasia Law to Kids [Internet]. Time. 2018
[cited 24 May 2018]. Available from: http://time.com/7565/belgium-euthanasia-lawchildren-assisted-suicide/
Euthanasia and Assisted Suicide in Canada [Internet]. Lop.parl.ca. 2018 [cited 24 May
2018]. Available from: https://lop.parl.ca/content/lop/ResearchPublications/2010-68e.htm#a6
Martin S. Fight to the death: Why Canada’s physician-assisted dying debate has only just
begun [Internet]. The Globe and Mail. 2018 [cited 24 May 2018]. Available from:
https://www.theglobeandmail.com/opinion/sandra-martin-physician-assisted-deathdebate/article37742446/

Policy Details
Name: Voluntary Assisted Dying (2018)
Category: F – Public Health in Australia
History:
Adopted, Council 3 2017
Amended out of session, October 24th 2017
Reviewed, Council 2 2018 - adopted

