SUMMARY
1. INTRODUCTION
•

Our aim is to support MPs to make well-informed, principled and evidence-based decisions on the next
Tasmanian VAD Bill. Voluntary assisted dying laws are now long established, thoroughly scrutinised
laws. The number of laws is increasing because of overwhelming evidence they are needed, are
working safely and are highly valued wherever they have been passed.

•

This paper provides a relatively brief overview of the current situation involving voluntary assisted
dying legislation in Australia and overseas and some key issues. It includes links to reliable, trusted
sources of relevant information which are independent of DwDTas. All views and claims for and against
VAD legislation need to be checked against independent sources of accurate, relevant, reliable
information.

2. INCREASING ACCEPTANCE OF THE EVIDENCE - 20 JURISDICTIONS AND COUNTING
•

This section includes details of the 20 jurisdictions with a form of legal voluntary assisted dying; 16 of
them with specific legislation. New Zealand is likely to soon become the 21st .

•

The section includes links to the Victorian and WA Voluntary Assisted Dying Acts.

3. VAD LEGISLATION MEETS DEMONSTRATED NEEDS, WISHES AND SUPPORT ACROSS THE COMMUNITY
•

Legislation for doctor-provided voluntary assisted dying is a very rare political issue where support is
higher than for any other comparable issue, and the support is very high across the community across religious and political affiliation, age groups and gender in Tasmania, elsewhere in Australia
and in other comparable countries.

•

This section includes links to data on the high level of support for VAD generally, including among
Christians, and the likely significant support of doctors for a VAD option. It includes links to policies
and views of medical associations (RACGP, RACP and Canadian Medical Association) and to AMA
information including a survey report, showing it is likely a majority of its members support a VAD
option.

4. VAD LEGISLATION PROVIDES AN ESTABLISHED, SCRUTINISED, SAFE AND RESPONSIBLE OPTION
•

Multiple recent thorough reviews, including parliamentary inquiries, have gathered a massive amount
of evidence and the views of the community and experts. After carefully examining the evidence and
views, the reviews and inquiries have reached consistent conclusions about the need for, and the
safety and value of, a legal VAD option, as well as action on other end of life issues.

•

This section includes more details and links to reviews, such as the Victorian, WA and Canadian
reviews.

5. DIFFERENCES IN APPROACHES, DETAILS AND OUTCOMES NEED TO BE CONSIDERED
•

All the current VAD laws are working safely, but some have fewer unnecessary barriers and are more
effective in meeting people’s needs and wishes.

•

This section includes details of similarities and the differences between laws, with the least effective
being in the US (Oregon) approach and potentially in Victoria.

6. PALLIATIVE CARE, ADVANCE CARE PLANS AND VAD – ALL ARE NEEDED NOT ‘EITHER/OR’
•

VAD provides an additional, last resort end of life option, not a replacement for palliative care and
other improvements to end of life choice.

•

This section includes links to empirical palliative care data and Palliative Care Australia reports.
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1. INTRODUCTION
DwDTas has consistently argued for well-informed, principled and evidence-based decisions on voluntary
assisted dying legislation, based on the best available data and evidence, reasonable assumptions and
reasoned analysis and conclusions. This paper provides a relatively brief overview of the current situation
involving voluntary assisted dying legislation in Australia and overseas and some key issues. It includes links
to reliable, trusted sources of relevant information which are independent of DwDTas. Our aim is to
support MPs to make well-informed, principled and evidence-based decisions on the next Tasmanian VAD
Bill. All views and claims need to be checked against reliable independent sources of accurate, relevant,
reliable information. More detailed data is available on request.
Voluntary assisted dying laws are now long established, thoroughly scrutinised laws. The number of laws is
increasing because of overwhelming evidence they are needed, are working safely and are highly valued
wherever they have been passed. There are now 20 jurisdictions with a form of legal voluntary assisted
dying; 16 of them with specific legislation. New Zealand is likely to soon become the 21st.
Mike Gaffney, Independent Member in the Legislative Council, has been consulting widely on drafts of his
Bill, End of Life Choices (Voluntary Assisted Dying), which he intends to move in the Parliament in August.
His Bill is based on a principled and evidence-based approach and has all the components of a safe,
systematic, accountable and transparent legal framework. The approach it takes is consistent with more
effective laws, because it avoids unnecessary hurdles and barriers to access to VAD in other jurisdictions,
particularly Victoria, such as prognoses of 6 months to live and the requirement for one of the doctors to
be a specialist. DwDTas has recommended a number of improvements to drafts of the Bill.
We believe that a principled response to the issue of VAD requires acknowledgement and a response of
empathy, kindness and respect for the people whose needs and wishes are not met by current options, and
who are making voluntary, informed end of life choices for medically provided voluntary assisted dying
(VAD) to end their intolerable and unrelievable suffering and to achieve the best end of life they can in their
very difficult circumstances.
The WA inquiry report, My Life, My Choice, identified the two core reasons for voluntary assisted dying
legislation: Unnecessary suffering at end of life, and broad community agreement regarding individual
autonomy, form the basis for the Committee’s recommendation that the Western Australian Government
draft and introduce a Bill for Voluntary Assisted Dying.
The major omission from commentaries against VAD is acknowledgement of both these aspects and of the
people who will be eligible for medical assistance under the law. We have yet to find a single example.
What is also missing from claims against VAD laws is acknowledgement of all the components of the
systematic legal framework including the accountable system of independent monitoring, scrutiny and
public reporting to Parliament. Many fallacious and misleading claims made about feared risks of VAD are
based on poor quality, inadequate data and a misunderstanding or deliberate misinterpretation of the
data, even when the claims have been refuted repeatedly by every recent, thorough review, including the
Australian ones. Those reviews – and others - reached consistent, evidence-based and well-argued
conclusions about the effectiveness of safeguards and prevention of risks. For example, the Victorian
inquiry found: The Committee is satisfied, through its research into international jurisdictions, that assisted
dying is currently provided in robust, transparent, accountable frameworks. The reporting directly from such
frameworks, and the academic literature analysing them, shows that the risks are guarded against, and
that robust frameworks help to prevent abuse.
2. INCREASING ACCEPTANCE OF THE EVIDENCE - 20 JURISDICTIONS AND COUNTING
•

There is an increasing rate of acceptance by parliamentarians of the evidence of the need for
voluntary assisted dying (VAD) legislation and the effectiveness of safeguards to prevent feared risks.
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•

There are 20 jurisdictions with a form of legal voluntary assisted dying, all but one in Western liberal
democracies similar to ours. Over 200 million people live in the jurisdictions that have legal VAD.

•

Sixteen of those jurisdictions have specific legislation for doctor-provided VAD, passed by
democratically elected parliaments, with detailed requirements for eligibility, the significant roles and
responsibilities of doctors, and the monitoring, scrutiny and reporting of assisted deaths.
➢ Three in 2019 - New Jersey (US) (March 19), Maine (US) (June 19) and WA (Dec 19 –operative in
2021). (In November 2019, the New Zealand Parliament also passed the End of Life Choice Act
2019, subject to ratification by a national referendum at the same time as Sept 2020 election.)
➢ Other laws passed in chronological order: Oregon (1994 and came into operation in 1997), the
Netherlands (2002), Belgium (2002), Luxembourg (2008), Washington (US) (2009), Vermont (US)
(2013), California (US) (2015), Quebec Province in Canada (2015), Canada (2016), District of
Columbia (US) (2016), Colorado (US) (2017), Victoria (2017) and Hawaii (US) (2018).
➢ In three US States – Oregon, Washington and Colorado - the laws followed majority citizen ballots.
➢ In two jurisdictions, Montana State in the US and Colombia in South America, legal VAD relies on
court decisions. In Switzerland, the Criminal Code 1942 allows someone to assist a person to
suicide as long as it is not for selfish reasons. Commercial services, such as Dignitas, allow access to
assisted suicide by people from many countries including Australia. Assisted suicide is legal in
Germany as confirmed by a court decision in February 2020 but commercial services are not legal.

•

Over 50% of the laws have been passed in the last 4 years and this pattern of increasing acceptance is
similar to other social law reform for which there is majority support but some strong opposition.

•

The first Australian State to pass VAD legislation was Victoria. The Voluntary Assisted Dying Act 2017
came into operation on 19 June 2019. Comprehensive official information about the law and
implementation material is available at https://www2.health.vic.gov.au/hospitals-and-healthservices/patient-care/end-of-life-care/voluntary-assisted-dying.

•

In December 2019, WA became the second Australian State with the passing of its Voluntary Assisted
Dying Act 2019, which will come into operation in June 2021.

•

The number of laws is likely to increase in coming years – The Queensland Parliamentary inquiry
recommended a legislative scheme for voluntary assisted dying and a Bill is being prepared by the
State’s law reform body; a Bill is likely in SA; Parliaments in Portugal and Spain have had recent votes
to support VAD laws; and more laws are expected in other US States.

3. VAD LEGISLATION MEETS DEMONSTRATED NEEDS, WISHES AND SUPPORT ACROSS THE COMMUNITY
•

The most common reasons for the laws are shown by Parliamentary and community debates and
multiple thorough reviews, reports, articles and commentaries about VAD laws:
➢ to meet the needs of people with intolerable and unrelievable suffering caused by serious,
incurable medical conditions where there is no chance of recovery or improvement; and
➢ to respect people’s wishes for the end of their lives and their voluntary, informed choices made
in accordance with their own beliefs, values, what is important to them and their individual
circumstances.

•

The evidence is very clear that, despite the best skills and efforts of doctors and other health
professionals working in palliative and end of life care, some people experience intolerable suffering
that cannot be relieved adequately. There is reliable data and expert opinion (see section 6 below)
supporting this and many, many testimonials, as provided to inquiries such as the Victorian, WA and
Queensland inquiries into end of life choices and in the media. There have already been many
examples in the Tasmanian media and more that will be presented to the Parliament.

•

There is no evidence that doctors are providing VAD to people because they feel a burden, or have
been coerced or manipulated into requesting VAD. Most of the claims about people accessing VAD
because they feel a burden are based on an inaccurate and distorted interpretation of Oregon reports.
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•

The evidence is very clear that some people are taking desperate action including violent suicides
when they have serious illness and great suffering. Harrowing evidence about such suicides was
provided by State Coroners to the Victorian, WA and Queensland Parliamentary inquiries into end of
life options including that they constitute approximately 10% of all suicides.

•

Legislation for doctor-provided voluntary assisted dying is a very rare political issue because support is
so high, higher than for any other comparable issue and the support is very high across the
community - across religious and political affiliation, age groups and gender in Tasmania and
elsewhere in Australia and in other comparable countries. The ABC Vote Compass survey for 2019,
with 450,479 respondents, found 90% support, including 77% of Catholics, 76% of Protestants, and 71%
"other religion". The Roy Morgan poll in November 2017 found that 85% of national and Tasmanian
respondents said ‘yes’ to the question: “If a hopelessly ill patient with no chance of recovering asks
for a lethal dose, should a doctor be allowed to give a lethal dose, or not?". This is consistent with
other reputable polls over many years (see our paper Support for Voluntary Assisted Dying Law
Reform). Recent Tasmanian Bills reflect the wish of the community for this ‘last resort’ option.

•

The report of the 2018 Council on the Ageing (COTA) survey states: On the topic of assisted dying,
overwhelming support is evident, at 84% - with results highly consistent across all states and
territories. Some differences were found by religion, where support was highest among those with no
religion (95%), and lowest among those who identified as Baptist (53%) or Catholic (74%). The large
majority who would investigate VAD for themselves included 57% of Catholic participants and 46% of
Baptist participants. (See also Christians Supporting Choice for VAD on why Christian support is high.)

•

The proportion of doctors in Tasmania and across Australia who support and would provide VAD is
not known with any certainty. The data that is available, combined with substantial evidence from
overseas experience, indicate that it is reasonable to assume that a significant proportion of our
doctors support an option similar to the proposed End of Life Choices (VAD) Bill and the number of
doctors prepared to provide VAD will increase over time as awareness and trust in the law increases.

•

Medical associations around the world are reviewing their policies on VAD and many are adopting a
neutral or supportive stance after extensive consultation with their members. This includes the
Canadian Medical Association, which also consulted widely with the community as well as its members.
The CMA provides equal support for “conscientious participation and conscientious objection” by their
members under the law and has consistently advocated for patients as well as doctors.

•

Organisations representing nurses generally have neutral policies on VAD eg ACN, ANMWF, NSWNMA.

•

The Royal Australian College of GPs (80,000 members compared to app. 30,000 AMA members) has a
Position Statement on voluntary assisted dying legislation, that is fair, reasonable and patient-centred.

•

The Royal Australasian College of Physicians is the Australian medical association that has conducted
the most extensive consultation process before adopting a more neutral policy on VAD. In November
2018, the College published an updated policy, Statement on Voluntary Assisted Dying, which states:
The RACP respects and supports all its members and does not believe it is appropriate or possible to
enforce a single view on a matter where individual conscience is important. The RACP recognises that
legalisation of voluntary assisted dying is for governments to decide, having regard to the will of the
community, to research, and to the views of medical and health practitioners.

•

The AMA represents about 26% of doctors nationally (2018 figures), and probably a smaller proportion
in Tasmania. This should be checked with the AMA. It can only speak for this relatively small
membership but the AMA 2016 survey found: “More than half of respondents (52%) believe euthanasia
[doctor-administered drugs] can form a legitimate part of medical care and 45% believe the same for
physician assisted suicide [self-administration of drugs]”. A majority agreed VAD should be provided by
doctors and this would not negatively affect the trust patients have in doctors. When VAD is to be
provided by doctors, “the vast majority (> 90%) supported it in the case of a person suffering an
incurable illness associated with unrelievable and unbearable suffering’ while less (<71%) supported it
for a terminal illness”. (More details in AMA Review report)
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4. VOLUNTARY ASSISTED DYING LAWS PROVIDE AN ESTABLISHED, SCRUTINISED, SAFE AND
RESPONSIBLE OPTION
•

Legal doctor-provided voluntary assisted dying (VAD) is now long established, with decades of
combined experience which has been subjected to rigorous, thorough scrutiny. The earliest
legislation still in operation is the Oregon Death with Dignity Act 1994 which began operation in 1997.
Voluntary assisted dying has been provided in the Netherlands under legally sanctioned duty of care
principles and court judgements for years prior to their 2002 legislation. In 2019, the laws in Victoria
and Hawaii came into operation and three more were passed.

•

Multiple recent thorough reviews, including parliamentary inquiries, have gathered a massive amount
of evidence and the views of the community and experts. After carefully examining the evidence and
views, the reviews and inquiries have reached consistent conclusions about the need for, and the
safety and value, of a legal VAD option, as well as action on other end of life issues.

•

The extensive 2018 WA report, My Life, My Choice: The Report of the Joint Select Committee on End of
Life Choices, which resulted from the WA parliamentary inquiry, documents the review and presents
arguments, evidence and findings and recommendations about a range of issues including VAD. It
followed the Victorian inquiry into end of life choices and passing of the Victorian Voluntary Assisted
Dying Act 2017, and numerous other reviews, chiefly in Canada. This includes by the Canadian Supreme
Court, the Royal Society of Canada and Parliamentary inquiries in the national and Quebec Parliaments.
(See for example, the Canadian Parliament Joint Select Committee report, Medical Assistance in Dying:
A Patient-centred Approach.)

•

Key points made in the WA report, supported by all but one member of the Committee, are:
➢ Unnecessary suffering at end of life, and broad community agreement regarding individual
autonomy, form the basis for the Committee’s recommendation that the Western Australian
Government draft and introduce a Bill for Voluntary Assisted Dying.
➢ It is clear from the evidence that even with access to the best quality palliative care, not all suffering
can be alleviated. Palliative care physicians themselves acknowledge this.
➢ Overwhelmingly, people want to live. For those left behind, the protracted death of a loved one
from a terminal or chronic illness can be devastating.
➢ How we die has changed over the last 60 years. Medicine and the law have not kept pace with this
change, nor with changes in community expectations.
➢ Having weighed the evidence, the committee concurs with findings by similar parliamentary
inquiries in Victoria and Canada that risks can be guarded against and vulnerable people can be
protected.
➢ Those who fundamentally oppose the introduction of Voluntary Assisted Dying lack rigorous
evidence to back up their claims. They will inevitably criticise this process.

•

The WA Committee carefully examined overseas practices and claims based on fears about the risks of
VAD legislation. It found: “there is no evidence that vulnerable groups, including people with
disabilities, are at heightened risk of assisted dying”; no evidence to suggest the slippery slope has
occurred in the jurisdictions that have legislated for voluntary assisted dying; and “reports of suicide
contagion are not supported in the evidence”. The Victorian and other reviews reached similar
conclusions. None of the reviews have found evidence that VAD laws have reduced trust in doctors or
have had negative effects generally on doctor-patient relationships. No evidence has been found of a
negative impact on palliative care practices and services or support for ongoing improvements - in fact
the opposite. Despite such consistent evidence-based findings, opponents of VAD laws continue to
ignore them and to repeat baseless fears about VAD laws.

•

The Queensland Inquiry into voluntary assisted dying reported on VAD on 31 March 2020 with similar
findings and evidence, and made detailed recommendations on a VAD law in that State. A Bill is being
prepared by the State’s law reform body.
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5. DIFFERENCES IN APPROACHES, DETAILS AND OUTCOMES NEED TO BE CONSIDERED
•

All recent, thorough reviews, such as the Victorian and WA inquiries, have found that existing voluntary
assisted dying systems are working safely, without the feared abuses or risks to certain groups
considered vulnerable to manipulation and coercion. However, there are significant differences, as
well as similarities, in their legal requirements and in their effectiveness in meeting the needs and
wishes expressed by the community. The details of these differences have received limited attention
in the Australian inquiries but they are relevant and important in determining what is the most
effective, as well as a safe, law here. An effective law will meet the needs and wishes of the Tasmanian
community and be practical and workable in the Tasmanian situation. We will explain why we believe
the Canadian model and not the US/Oregon approach is most suitable for Tasmanians.

•

All the current VAD laws are working safely, but some have fewer unnecessary barriers and are more
effective in meeting people’s needs and wishes. There are two broad models of legislation, the US
model and the Canadian/European model. The Victorian law is closer to the restricted US model than
the Canadian model. This makes it the “most conservative” VAD legislation, as claimed by the Victorian
Premier, but may also make it one of the least effective approaches. There are some differences
between the Canadian and European laws.

•

Assisted deaths are a very small proportion of all deaths under all laws, but particularly low under the
least effective laws in US States eg in Oregon reaching 0.52% of all deaths in Year 22 - 2019 report. In
Belgium in 2018 they were 2% of all deaths and 4.4% in the Netherlands (2018 report).The Canadian
law commenced in June 2016 and the latest report for 2019 shows assisted deaths were 2% of all
deaths with a steady growth in cases since 2016 due to greater awareness and acceptance. The report
on the first 6 months operation of the Victorian VAD Act showed 52 Victorians had received VAD
(0.24% of all deaths in the period).

•

Data shows that there are similarities in who accesses VAD, regardless of the differences between the
laws. The major reason for people accessing VAD is intolerable/unbearable suffering. In over 90% of
voluntary assisted dying, the underlying conditions causing the suffering are cancer, neurodegenerative (such as motor neurone disease), respiratory, cardio-vascular conditions or a combination
of conditions. The average or median age is over 70 with only 1 - 2% under 40. Male/female assisted
dying is close to 50/50. DwDTas can provide on request detailed, up to date data across a number of
jurisdictions including Oregon, Netherlands, Belgium and Canada. The first Victorian report did not
include detailed data but it is hoped that future ones will.

•

The eligible medical condition is a core aspect of all VAD legislation in determining who will and who
will not have access to legal doctor-provided VAD. There is a great deal of misinformation and
misunderstanding about the differences:
➢ Terminal illness and a timeframe prognosis have never been requirements in the Netherlands,
Belgium and Luxembourg, and they are not requirements in the Canadian or Quebec Province
laws. Eligibility requirements include serious medical conditions and intolerable/unbearable
suffering which may result from serious chronic, neuro-degenerative as well as terminal conditions.
People access VAD because of the seriousness of their condition and of the suffering that results
from their total circumstances, not because they have a particular medical condition.
➢ Amendments are currently being debated In Canada, following a court judgement, to ensure that
people who meet all the other criteria (including intolerable suffering) may access VAD (called
medical assistance in dying – MaiD) even if their deaths are not “reasonably foreseeable”. They
will have to meet more requirements than people whose deaths are foreseeable.
➢ Until the Victorian and WA laws, US laws were the only ones requiring a prognosis of 6 months or
less to live. US laws do not have a suffering requirement and the prognosis requirement is due to
restricted US Medicaid funding for people to access affordable ‘hospice’ treatment available when
they have a prognosis of only 6 months or less to live. This is not an issue in Australia and neither
the Victorian or WA inquiries recommended prognoses be a requirement. The WA report states: “a
prescribed time is too restrictive and cannot be clinically justified”.
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6. PALLIATIVE CARE, ADVANCE CARE PLANS AND VAD – ALL ARE NEEDED NOT ‘EITHER/OR’
•

It’s a case of both VAD and palliative care, not ‘either/or’. The same can be said for improved advance
care planning. VAD provides an option for people who are still competent to express their wishes.
Advance care directives or enduring guardianships come into effect when people are no longer
capable of expressing their wishes. DwDTas has worked for many years to encourage and assist
people to do their end of life planning and make their wishes known. (See our Guide)

•

VAD is not a replacement for palliative and other end of life options that work effectively to meet most
people’s needs and wishes. DwDTas supports doctor-provided voluntary assisted dying that provides
a ‘last resort’ option for a small proportion of competent adults for whom current options don’t work
adequately. That is, it enables them to achieve an end to intolerable suffering, that is otherwise
unrelievable, through voluntary assisted dying - when, where and with whom they choose. This meets
the needs and wishes of those who will never again be free of intolerable suffering and the devastating
effects of their serious, incurable medical condition. A ‘last resort’ approach acknowledges the
importance of palliative care and other end of life care, and doctors are required to provide
information on palliative care and other options.

•

We are very fortunate to have high-quality palliative care in Tasmania, which DwDTas supports very
strongly. Many people are assisted by palliative and other end of life care that meets their wishes and
circumstances. It is essential that improvements continue in the number and quality of palliative care
services in Tasmania, including better home-based care. But, as the respected Tasmanian Professor of
Palliative Care, Michael Ashby, commented in his evidence to the 2016 House of Assembly Inquiry into
Palliative Care: There isn't a single area of medicine that has a 100 per cent score, so why would
palliative care be any different? Any claims by us that we can relieve all pain are patently nonsense. I
think it is very foolish of certain people in our specialty around the world to convey the impression that
they can. I don't think anybody these days would make that claim. What I can say is that we can nearly
always make a difference for the better. (p51 of the Inquiry Report). (Our emphasis)

•

In Australia reliable data exists in the detailed reports that are provided by over 100 palliative care
services to the Palliative Care Outcomes Collaboration. Their reports, including the latest national
report (Jul - Dec 19), demonstrate the significant achievements of and improvements in palliative care
services across the country. They also confirm Professor Ashby’s expert assessment and the evidence
that has been provided to multiple inquiries that there are limitations on what palliative care is
achieving and can achieve in the foreseeable future. For example, there is a PCOC benchmark that 60%
of patients with moderate to severe suffering will have that reduced to mild or absent suffering. This is
not being met by most services, despite their best efforts. As the PCOC concludes, “around 5% of
people experience severe distress”, especially from fatigue and breathlessness. In Professor Ashby’s
2016 paper, How we die, provided as evidence to the House of Assembly Inquiry into Palliative Care, he
reports that the PCOC data showed that in Tasmania at that time “approximately 50 per cent of
patients who have an episode of moderate/severe pain at the beginning of an episode of palliative care
will report no pain at the end of the episode of care”.

•

Palliative Care Australia received two important reports on VAD in relation to palliative care which have
informed their new guiding principles that take a neutral position on VAD laws in Australia. The report,
Experience internationally of the legalisation of assisted dying on the palliative care sector, October
2018 found: An assessment of the palliative care sectors following the introduction of assisted dying for
each of the in-scope jurisdictions provided no evidence to suggest that the palliative care sectors were
adversely impacted by the introduction of the legislation. If anything, in jurisdictions where assisted
dying is available, the palliative care sector has further advanced. Where jurisdictional data is available,
there are consistently high levels of patient involvement in palliative care services at the time of the
death through assisted dying” . (p5). Reflections and Learnings: Assisted Dying in Canada and the
United States, November 2018 provides valuable first-hand observations from people with experience
where VAD is legal and can help to inform the law and its implementation here.
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Data on VAD legislation in 5 jurisdictions
Comment: Decisions on VAD legislation need to be made on the basis of the best available evidence. This data shows that while there are similarities
between jurisdictions, eg gender, age profiles and underlying medical conditions, there are significant differences. The most important of the
differences is in the effectiveness in meeting the needs and wishes of people at the end of their lives. The US model helps very few people for a variety
of reasons, including the restrictive prognosis requirement of less than 6 months to live.
Jurisdiction
Oregon (US)
Netherlands
Belgium
Canada
Victoria
Termination of Life on Request
Act on Euthanasia 2002
An Act to amend the Criminal Code
Voluntary Assisted Dying Act 2017
Legislation
Death with Dignity Act
and Assisted Suicide Act 2002
and to make related amendments
1994
to other Acts (medical assistance in
dying) (2016)

Year of
commencement of law
Prognosis of death to
occur within specific
period

1997

2002

2002

2016

2019

“Incurable and
irreversible disease” that
will “produce death” in 6
months or less

No

Not for adults but it is
a requirement that
those under 18 have a
“terminal condition”

Intolerable/unbearable
suffering requirement
Population (2018)
Report from which
statistics taken2
No of assisted deaths
in the reporting period
and percentage of all
deaths8
Men, Women

No suffering requirement

Yes

Yes

No. Until amendment
legislation is passed
later this year, death
needs to be “reasonably
foreseeable”1.
Yes

Yes – condition “will
cause death” and within
6 months (or 12 months
for neuro-degenerative
conditions)
Yes

4 million
2019 (Year 22 report)3

17 million
20184

11.4 million
20185

37 million
20196

6.3 million
19 Jun – 31 Dec 20197

188
0.52% of all deaths9
(Total no. since 1997 –
1657; % not reported)
111 men, 77 women12
59% /41%
(Total since 1997:
52.3%/47.7%)

6,126
4.4% of all deaths

2,357
2.1% 10 of all deaths

5,631
2% of all deaths

52 (in app 6 months)
Not reported but
estimated as 0.24%11

3191 men, 2935
women
52%/48%

1113 men, 1244
women
47.2%/52.8%

50.9% men, 49.1%
women

Not reported

1

Jurisdiction
Administration of the
drugs

Oregon (US)
All self-administered13 –
188

Netherlands
Doctor-administered
– 5898 (96%)
Self-administered –
212 (3.4%)
Combination14 – 16
(0.6%)

Age profiles of those
who accessed assisted
deaths under the
relevant legislation

Median age 7418
(Total since 1997 – 72)

No information on
median or average age

74.5% aged 65 or older
(Total since 1997: 73.1%)
Includes 45% over 75
(28.7% between 75 – 84,
16.5% 85 and over)
(Total – 43% over 75 27.2% 75 – 84, 15.8% 85
and over)

64% aged 70 or over
(3990)
Includes 31.8% 80 or
over
(23.5% 80 – 90, 8.3%
90 and over)

22.9% between 45 and 65
(Total since 1997: 24.4%)
2.6% aged under 45
(Total since 1997: 2.5%)

Belgium
Not reported but it
appears almost all are
doctor-administered15

Canada
Doctor or nurse
practitioner
administered16 Approx. 5624 (99.8%)
Self-administered –
“fewer than 7 cases
reported”.
No information on
Average age – 75.2
median or average age years
67% aged 70 or over
(1581)
Includes 41% 80 or
over
(29.9% 80 – 89, 10.6%
90 – 99, 0.4% (10
people) 100 or over)

77% aged 66 or over
(4,342)
Includes 47% over 76
(2,643, includes 534
over 91)

34.9% between 40 and
70

31.3% between 40 and
70

36% between 46 and 70
(1832)

1.1% aged under 40
including 3 aged
between 12 and 1719

1.7% aged under 40
including 0 aged under
1820

1.8% aged under 46
(103)

Victoria
Dr-administered – 917
(17%)
Self-administered – 43
(83%)

No information
reported

(46% were between 65
and 80)
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Underlying medical conditions causing the suffering of those who accessed legal voluntary assisted dying under the relevant legislation - percentage
of assisted deaths and numbers
Jurisdiction
Oregon (US)
Netherlands
Belgium
Canada
Victoria
Cancer21
68.1% (128)
66% (4,013)
61.4% (1447)
67.2%
(Total since 1997: 124475.1%)
Neurological/neuro13.8% (2622)
6.2% (38223)
8.3% (195)
10.4%
degenerative
(Total since 1997: 187 –
11.3%)
Cardio4.8% (9)
3.7% (231)
3.8% (89)
10.1%
vascular/circulatory
(Total since 1997: 76 –
4.6%)
Pulmonary/respiratory 7.4% (14)
3% (189)
2.4% (57)
10.8%
disorders
(Total since 1997: 89 –
5.4%)
24
Combination
12% (738)
18.6% (438)
9.1%
Combined total of
94.1%
90.6% (as reported25)
94.5%
Exceeds 100% because
these main conditions
providers able to select
more than one
condition
Other
5.9% includes:
9.4% includes:
5.5% includes:
6.1% includes:
• Gastrointestinal
• Psychiatric
• Mental and
• “a range of
disease [e.g., liver
disorders27 - 1%
behavioural
conditions, with
disease] – 1.6%
(67)
disorders - 2.4%
frailty commonly
(57)
cited”
• Endocrine/metabolic • Multiple geriatric
and
disease [e.g.,
syndromes28 • Other30 – 3.1%
4.6% - “Other organ
diabetes] – 1.1%
3.3% (205)
26
failure”
• Other illnesses –
• Dementia - 2.3%
3.2%
• Other29 - 2.6%
(158)
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Medical or nurse practitioners who provide VAD – reported differently in different jurisdictions
Jurisdiction
Oregon (US)
Netherlands
Belgium
Not reported
85% - General
59.1% - general
practitioner (5194)
practitioner or trained
5% - Elderly care
medical practitioner
specialist (294)
provider of VAD
5% - Specialist working 34% - specialist
in a hospital (293)31
6.8% - palliative care

Canada
65% - Family medicine
9.1% Palliative medicine
7.1% Nurse
practitioner32

Victoria
Not reported33

Additional data provided in reports and other key studies:
• Oregon Annual Reports: Other interesting data reported includes:
➢ Other characteristics of patients who have died from DWDA [Death with Dignity Act] ingestions: race (96% white in 2019); marital status; education
(close to 80% with post school education); residence county/region; hospice enrolment (90% in 2019) and health insurance status; underlying illness –
types of cancer, illnesses other than the main four; where patient died (94% at home in 2019); end of life concerns; whether health care provider
present; complications; timing of DWDA event (eg time between ingestion and death – some very long periods indicate the very unsatisfactory drug
situation in the US).
➢ a comparison of the number of prescriptions and assisted deaths. Approximately 1/3 of people who are eligible for VAD and receive a prescription for
the lethal drugs do not use it.
➢ “Medications used in DwDA ingestions”. The cost and availability of suitable drugs for assisted deaths are a major problem in the US but not elsewhere.
(See for example, “How much does the medication cost?” at https://www.deathwithdignity.org/faqs/)
➢ ‘End of life concerns’ - This data is often misrepresented as the patients’ “reasons” for choosing VAD but it is not. The data is not collected from
patients but from doctors, and reports whether the doctor believes any of a limited list of concerns contributed to the patient’s request for VAD. (See
form that must be completed by doctors). Doctors believe these are the most common concerns that contributed to their patients’ requests for VAD
since the law came into operation in 1997: doctors believe that for 90.2% of patients “his or her terminal condition representing a steady loss of
autonomy” was a concern that contributed to their requests for VAD; for 89.3% of their patients “the decreasing ability to participate in activities that
made life enjoyable” was a concern that contributed to their requests for VAD ; and “a loss of dignity” was a concern for 74% of patients.
The most frequently misrepresented and distorted data relates to the issue of “burden”. Doctors are asked to report if they believe a concern about
“the physical or emotional burden on family, friends, or caregivers” contributed to their patient’s request for VAD. This is not whether the patient feels
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a burden. Doctors reported that, for less than half of their patients who chose VAD (47%), a concern about the physical or emotional burden on family,
friends, or caregivers was even one of the concerns that contributed to their patients’ requests.
•

What is known about how close to death people who use VAD are?

Data is limited, but good quality data is available, on how close people who use VAD are to when they are likely to have died, adding to many testimonials
and anecdotal evidence. The data that is available indicates that the vast majority of people who use VAD are very close (days and weeks) to when they
would have died. This means that the choice of VAD shortens people’s lives by very little. It is this characteristic that makes it so different from premature
suicides, especially of young people, when lives may be shortened by decades. It is also reasonable to assume that VAD is a ‘last resort’ choice that is held
off as long as possible. This needs to be taken into account in the procedures and demands on the people who are eligible for VAD.
Belgium – Under the Belgian law, there are additional requirements if doctors believe the people making requests for VAD are not likely to die in the near
future (Attendu à brève échéance). Official reports include details of those expected to die in the near future and those not expected to die in the near
future. The vast majority of those who receive VAD are expected to die in the near future. In 2018, 85.4% of total VAD numbers (2012 people) were
expected to die in the near future. Of the 345 who not expected to die in the near future, 152 (44%) had “multiple pathologies” and 70 (20%) had
neurological conditions, ie conditions which can cause intolerable suffering over a prolonged period and potential loss of decision-making capacity before
people get close to death.
The Netherlands –
As well as the official annual reports in the Netherlands, there has been a respected, academic peer-reviewed, longitudinal study reporting every five years.
It examines death certificates to determine the incidence and changes in end of life practices including euthanasia, assisted suicide, ending of life without
explicit patient request, intensified alleviation of symptoms (eg increased pain relief), forgoing of life-sustaining treatment (eg withdrawal from or refusing
treatment such as dialysis, more chemotherapy), continuous deep sedation (also called “palliative or terminal sedation” in the report and in Australia) and
patient deciding to end life by stopping eating and drinking.
The report of the 2010 study was published in the Lancet in 2012 - Trends in end-of-life practices before and after the enactment of the euthanasia law in
the Netherlands from 1990 to 2010: a repeated cross-sectional survey – as a nationwide death-certificate study that was largely similar to earlier studies
done in 1990, 1995, 2001, and 2005. The report for 2010 reports doctors’ views that 41% of those who died as a result of “euthanasia and physicianassisted suicide” died within a week of when they would have done.
The similar study in 2015 was reported on in a letter to the New England Journal of Medicine on 3 August 2017 (behind a paywall but we have a copy). It is
relatively brief. It concluded that the percentage of patients who received “physician assistance in dying” who had an estimated life expectancy of
more than a month increased between 2010 and 2015 from 16% to 27%, but provided no comment on why that was the case.
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Other conclusions included:
• About half of all requests for physician assistance in dying were granted in 2015. [In other words, doctors found after a thorough assessment that the
people did not meet the eligibility requirements, had withdrawn their requests or had not completed all the required processes.]
• In 2015, physicians who responded to a survey (with more than one possible option) indicated that 92% of the patients who received physician
assistance in dying had a serious somatic34 disease; 14% had an accumulation of health problems related to old age, and a small minority had earlystage dementia (3%) or psychiatric problems (3%)
• Ending of life without an explicit patient request decreased, from 0.8% in 1990 to 0.3% in 2015. [This is a separate end of life practice of doctors that
occurs in other countries as well as Australia as shown by academic studies35, eg Neil et al. It is not caused by VAD.]
More details are included in the third evaluation of the Termination of Life on Request and Assisted Suicide Act 2002 which is a lengthy report in Dutch,
which includes a summary in English within the report. The summary reports some of the findings of the longitudinal study in 2015:
• “Incidences of other medical end-of-life decisions in 2015 were comparable with those in 2010. This is not the case for palliative sedation: the incidence
increased from 12% in 2010 to 18% in 2015.”
• “the percentage of patients for whom the estimated shortening of life is longer than half a year is never more than 10%”
• 73% likely to have died in less than a month, 27% longer than a month.
It has also been reported in a 2019 article in the Medical Journal of Australia by respected Australian and Dutch academics36 that: In the Netherlands,
although patients need not be terminally ill to be eligible, the majority of patients who receive euthanasia or physician‐assisted suicide have a short
estimated life expectancy: a week or less for 36%, 2–4 weeks for another 36%, 1–6 months for 19% and more than 6 months for 8%. Another study showed
that for over half of patients (62%), the time between the first explicit request and the time of administering euthanasia or assisting in suicide was 1 month
or less. Dutch data also reveal that for about a quarter of all euthanasia requests, the patient died before the physician decided whether or not to grant the
request or between granting the request and performing euthanasia. (See article for references for data.)
Why is self-administration so low when laws allow both self-administration and doctor-administration of VAD drugs?
The same 2019 article in the Medical Journal of Australia by respected Australian and Dutch academics reported: In the Netherlands, while both

euthanasia (practitioner‐assisted) and assisted suicide (self‐administration) is permitted, the incidence of self‐administration is very low. In
2017, 6306 cases of euthanasia, 250 cases of assisted suicide, and 29 cases involving a combination of both were reported to review committees
in the Netherlands. Indeed, the guidelines of the Royal Dutch Medical Association originally indicated a preference for assisted suicide because
it confirmed the patient request, but ultimately omitted this because it did not happen in practice. Practitioner administration is preferred in the
Netherlands for a range of reasons. First, about half of the patients are too weak to self‐administer. Second, doctors prefer to control the
process or take responsibility for effective provision of VAD. Third, and related to the second reason, complications occur more frequently in
6

self‐administration; in about 10% of cases there are technical difficulties, such as difficulty in swallowing, and in about 9% of cases there are
complications such as vomiting. As a final point of contrast, the Dutch guidelines state that if self‐administration fails (eg, the patient cannot
finish the drink, vomits or does not die within a certain time frame), the doctor has an obligation to administer the medication. Some of the 29
reported cases of a combination of assisted suicide and euthanasia in 2017 are likely to be such cases. (See article for references for data.)
Issues related to oral ingestion of VAD drugs have received consideration in Canada. Findings and recommendations are made in two documents – “The
Oral MAiD Option in Canada; Part 1: Medication Protocols” and “Part 2: Processes for Providing”37.

END NOTES
1

S.241.2(2)(d) “their natural death has become reasonably foreseeable, taking into account all of their medical circumstances, without a prognosis necessarily having been
made as to the specific length of time that they have remaining”. An amendment Bill is currently being debated in the Canadian Parliament to also allow MAiD (medical
assistance in dying) for those whose deaths are not reasonably foreseeable but under stricter conditions. There are also other changes being made, eg “to permit medical
assistance in dying to be provided to a person who has been found eligible to receive it, whose natural death is reasonably foreseeable and who has lost the capacity to
consent before medical assistance in dying is provided, on the basis of a prior agreement they entered into with the medical practitioner or nurse practitioner”. Further
details are in the Bill and at https://www.justice.gc.ca/eng/csj-sjc/pl/ad-am/index.html.
2
It is important to note that statistics can vary from year to year. Only the Oregon annual report provides total data since 1997, the first year of operation, which provides
a better indication of the data.
3
https://www.deathwithdignity.org/news/2020/03/2019-report-on-oregon-death-with-dignityact/?fbclid=IwAR3dtxtJ2PDaqtqEO9HrzbR5ztpCpKRqY1mAHQiBTjdYTKTOfOcAN8KvTVQ
4

Available at https://english.euthanasiecommissie.nl/documents/publications/annual-reports/2002/annual-reports/annual-reports
Data for 2018 is from a media release by la Commission fédérale de Contrôle et d’Évaluation de l’Euthanasie. Data is usually reported officially in a biennial report, the
last of which is for the years 2016 and 2017 - http://organesdeconcertation.sante.belgique.be/fr/documents/cfcee-rapport-euthanasie-2018. This report is available in
French.
6
First Annual Report on Medical Assistance in Dying in Canada 2019. Four interim reports have previously been issued before a comprehensive one that will now be issued
annually.
7
Available at https://www.parliament.vic.gov.au/file_uploads/FINAL_VADRB_Report_of_operations_2019-2020_20200210__002__GD3MDJj6.pdf. The first Annual Report
is due to be issued on 19 August 2020.
8
In Tasmania in 2019 there were 4654 registered deaths (Source: https://www.justice.tas.gov.au/bdm/statistics). 1% = 46.5; 0.5% = 24
5
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9

Other US States seem to have an even smaller percentage of total deaths. Although not reported in its annual report, Washington State (the second state to have VAD
legislation from 2009) assisted deaths in 2018 appear to be 0.4% of total deaths. California has had legislation since mid-2016 and in 2018, as reported in its annual report,
assisted deaths were 0.13% of all deaths.
10
Calculated on the basis of total deaths in Belgium in 2018 – 110,645 (https://www.statista.com/statistics/516846/number-of-deaths-in-belgium/)
11
Total deaths Jul – Dec 2019 22,203 Source: Victorian death statistics
12
This is different from the norm, eg in 2018 it was 87 men and 81 women (or 52%/48%). The total percentage is a much better indicator.
13
There is no provision for doctor administration of the drugs, even if the person cannot physically ingest the drugs or even if complications occur.
14
According to the report: “A combination of the two occurs if, in a case of assisted suicide, the patient ingests the lethal potion handed to them by the physician, but does not die
within the time agreed by the physician and the patient. The physician then follows the usual procedure for termination of life on request, by intravenously administering a comainducing substance, followed by a muscle relaxant.” (page 13)
15
Only 0.2% of assisted deaths in 2018 involved oral barbiturates.
16
The Canadian legislation provides nurse practitioners with the same status as doctors in relation to MAiD and the assisted dying drugs can be administered by a doctor or
a nurse practitioner, or self-administered. Under the Quebec legislation, only doctor-administration is legal (ie no self-administration or nurse practitioner administration).
The vast majority of assisted deaths are provided by doctors. In 2019 there were 2421 doctor administered assisted deaths (93%), with nurse practitioners providing 193
or 7%.
17

The Victorian VAD Act requires self-administration with doctor-administration only if the person is physically incapable of the self-administration or digestion of the VAD
drugs.
18
This means as many under 74 as over 74.
19
The Netherlands’ legislation has allowed euthanasia for 12 – 17 year-olds as well as adults since it was first introduced. The numbers under 18 have been and remain
extremely small.
20
After a lengthy community debate, the Belgian Parliament voted in Feb 2014 to amend their legislation to allow euthanasia for those aged under 18, but with more
restrictive conditions than for those over 18. Those under 18 must have a terminal condition and unbearable and unrelievable suffering - “The child must be in a ῾medically
futile condition of constant and unbearable physical suffering that cannot be alleviated and that will result in death in the short term’ (Euthanasia Act 2002, section 3§1).
The child must also display the ῾capacity of discernment’ and be ῾conscious at the moment of making the request.’ (Euthanasia Act 2002, section 3§1). In addition, the
child’s decision must be supported by a parent or legal guardian who has a right of veto.” (http://diversityhealthcare.imedpub.com/children-and-euthanasia-belgiumscontroversial-new-law.php?aid=3729). The first death under this provision was in 2016 (a 17 year-old), there was another 1 in 2016, 1 in 2017 and 0 in 2018.
21
According to an article by Penny Egan, CEO Cancer Council of Tasmania (Mercury 1 July 2020): “The most recent statistics show Tasmania had 3480 new cases of cancer
in a year and 1266 cancer-related deaths. That’s more than nine people a day receiving a cancer diagnosis. We all know someone who has been diagnosed with cancer
and the devastating effects on the person, their family and friends. The risk increases with age — 50 per cent of us will be diagnosed with cancer by 85. Tasmania has the
second highest cancer rate in Australia for mortality and diagnoses.”
22
The majority (19 out of 26) were suffering from amyotrophic lateral sclerosis (ALS) which we call motor neurone disease.
23
“Such as Parkinson’s disease, multiple sclerosis and motor neurone disease”
24
Netherlands reports “Combination”, Belgium reports “Polypathologies” or multiple pathologies and Canada reports “Multiple comorbidities”.
25 90.6% of the cases (5,553) involved patients with: - incurable cancer (4,013); - neurological disorders, such as Parkinson’s disease, multiple sclerosis and motor neurone
disease (382); - cardiovascular disease (231); - pulmonary disorders (189); or - a combination of conditions (738) (p 13; 2018 report)
26
Other illnesses in 2019 included arthritis, arteritis, blood disease, complications from a fall, kidney failure, musculoskeletal system disorders, sclerosis, and stenosis
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27

Netherlands reports “psychiatric disorders”; Belgium reports “Troubles mentaux et du comportement” (mental and behavioural disorders)
Netherlands - Multiple geriatric syndromes – such as sight impairment, hearing impairment, osteoporosis, osteoarthritis, balance problems or cognitive deterioration – may
cause unbearable suffering without prospect of improvement. These syndromes, which are often degenerative in nature, generally occur in elderly patients and are the sum of
one of more disorders and related symptoms. In conjunction with the patient’s medical history, life history, personality, values and stamina, they may give rise to suffering that
the patient experiences as unbearable and without prospect of improvement. [p15 of 2018 report]
29
Includes “conditions that do not fall into any of the above categories, such as chronic pain syndrome”
30
The report lists a range of other illnesses all less than 1% of assisted deaths, eg Diseases of the osteo-articular system, muscles and connective tissue (0.9%); Traumatic
injuries, poisonings and certain other consequences of external causes (0.5%); Diseases of the digestive system (0.5%) and Diseases of the genitourinary system (0.3%).
31
See page 16 of the 2018 report for more details.
32
See p29 of the 2019 report for more details of other medical categories proving MAiD.
33
In Victoria, unlike any other VAD legislation, implementation guidelines require specialist qualifications for at least one of the two doctors involved in the assessment
process, even though the legislation is not that specific. The law states in S10(3) - Either the co-ordinating medical practitioner or each consulting medical practitioner
must have relevant expertise and experience in the disease, illness or medical condition expected to cause the death of the person being assessed. This is causing major
and cruel delays for people in some parts of the State and with some conditions, eg motor neurone, requiring a Neurologist. See https://www.theage.com.au/national/heart28

achingly-painful-allan-waited-for-100-days-before-being-granted-permit-to-die-20200619-p554az.html. WA avoided this unnecessary restriction on the basis of arguments by the RACGP https://www1.racgp.org.au/newsgp/professional/gps-outraged-at-suggestion-of-inadequate-expertise?fbclid=IwAR3l9-KvtlDLW6ELNy5vBuRIg-W49JGvYcvrpq1GiUNK25rf2o-xrlMjjEo
34

35

That is relating to the body, as distinct from the mind.
For example, Neil et al, ‘End‐of‐life decisions in medical practice: a survey of doctors in Victoria (Australia)’, J Med Ethics. 2007 December.

36

P 438 Bregje Onwuteaka‐Philipsen, Lindy Willmott and Ben P White, Regulating voluntary assisted dying in Australia: some insights from the Netherlands, Med J Aust 18
November 2019 (Published online: 9 September 2019) Available at https://onlinelibrary.wiley.com/doi/epdf/10.5694/mja2.50310.
37

https://camapcanada.ca/wp-content/uploads/2019/01/OralMAiD-Med.pdf; https://camapcanada.ca/wp-content/uploads/2019/01/OralMAiD-Process.pdf
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