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Victoria’s voluntary assisted dying law: clinical
implementation as the next challenge
Victoria’s voluntary assisted dying law will soon come into effect; a remaining challenge is
effective clinical implementation

T

he Voluntary Assisted Dying Act 2017 (Vic) (VAD
Act) will become operational on 19 June 2019.
A designated 18-month implementation period
has seen an Implementation Taskforce appointed, and
work is underway on projects including developing
clinical guidance, models of care, medication protocols
and training for doctors participating in voluntary
assisted dying (VAD).1 While some have written on the
scope of, and reaction to, the VAD legislation,2–4 there
has been very little commentary on its implementation.
Yet, important choices must be made about translating
these laws into clinical practice. These choices have
major implications for doctors and other health
professionals (including those who choose not to
facilitate VAD), patients, hospitals and other health
providers. This article considers some key challenges
in implementing Victoria’s VAD legislation.

Overview of the Voluntary Assisted Dying Act
2017 (Vic)
The VAD Act allows adults with decision-making
capacity resident in Victoria to seek assistance to
die. To be eligible, they must have an incurable
disease, illness or medical condition that is advanced,
progressive and expected to cause death within
6 months (or 12 months for neurodegenerative
conditions). That condition must also be causing
suffering that cannot be relieved in a manner that the
person considers tolerable. The Act further requires
that the person is seeking VAD voluntarily and
without coercion. Eligible people can be prescribed
a VAD substance to take themselves, or if they
are physically incapable of doing so, a doctor can
administer this substance.

Lindy Willmott
Eliana Close

Australian Centre
for Health Law
Research, Queensland
University of Technology,
Brisbane, QLD.

bp.white@qut.
edu.au
doi: 10.5694/mja2.50043
Published online
25/02/2019
Podcast with Ben White
available at https://www.
mja.com.au/podcasts

The VAD regime has been described by the Victorian
Government as the “safest, and most conservative
model in the world” with 68 safeguards.5 Many of
these safeguards relate to the process of accessing
VAD. This process is complex with detailed procedures
outlined in the legislation (Box). It includes the
involvement of at least two doctors, tightly prescribed
procedural steps and progressive reporting to the new
VAD Review Board.

Implementing VAD in clinical practice
Implementation of the VAD legislation into clinical
practice must balance two important policy goals. It
must facilitate access to VAD, but restrict that access
to only those who are eligible under the legislation.
Designing implementation processes to achieve both
goals will be challenging given the law’s complexity.

Effective implementation of the VAD law requires
stepping past the tension between these policy goals
to advance both aims. System design is the key so that
complexity is “internally facing” and not experienced
by people seeking VAD and doctors assisting them.
This embeds rigour and safety in the system to exclude
ineligible people but streamlines appropriate access
to VAD for terminally ill people who are suffering. An
example is a centralised system of information and
process management, with well designed forms and
processes which guide doctors and patients to ensure
compliance. This would address complexity and
also support those practising in areas where local or
institutional resources about VAD are limited.
A second related implementation challenge is to
translate prescriptive legislative processes into
appropriate clinical practice across the variety of
settings and disease contexts where VAD could
arise. The effective conversion of legal standards into
medicine is a known challenge in health law and
regulation.6 This is particularly so here because the
VAD legislation mandates detailed intervention into
clinical practice — indeed it arguably creates a new
area of clinical practice. The engagement of key health
and medical stakeholders, as well as people likely to
seek VAD, in designing how the regime operates will
be critical.
An example of this is the prohibition on doctors
and other health professionals initiating VAD
discussions with patients (section 8, VAD Act). Clear
guidance is needed on how to clinically implement
this legal prohibition yet maintain meaningful
end-of-life discussions with patients. Expertise from
health professionals who regularly engage in these
conversations will be important when designing
how this aspect of the law is implemented. Another
example is regulating the VAD medication. The
implementation process will need to determine not
only which medication to use and in what doses, but
also address the logistics for meeting detailed legal
requirements of how the substance is to be prescribed,
handled, stored and (unused portions) returned.
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This complexity was by design, with the rigorous
and prescriptive VAD process aiming to attract
political support for a conservative model. The
principal implementation challenge is ensuring that
this complexity functions protectively, as intended,
and does not unfairly prevent eligible people from
accessing VAD.

An opportunity to translate the VAD law into practice
is through a clinical network with expertise in
facilitating and educating about VAD. While its long

207

Ethics and law
Simplified overview of the voluntary assisted dying (VAD) process
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term success would depend on clinical leadership, the
implementation process could “seed” development of a
network of VAD doctors who would then support other
clinicians. Such clinical networks exist in different
forms in other countries where VAD is legal, such as
SCEN (Support and Consultation on Euthanasia in the
Netherlands) and LEIF (Life End Information Forum)
in Belgium.7 Such networks develop clinical expertise
and guidance that not only promotes high quality,
patient-centred care but also outlines medically
appropriate processes that comply with the VAD law.
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A third implementation challenge is supporting and
managing conscientious objection. Some doctors will
make a global decision about providing VAD and
others will make case-by-case decisions depending, for
example, on the patient or level of involvement sought.
The legal right to conscientiously object is clearly stated
(section 7, VAD Act) but the VAD law does not establish
a framework for respecting conscience. This will need
to be decided in the implementation process. While
there is no duty in the VAD law to refer a patient whose
health service, doctor or other health professional does
not want to be involved, the implementation framework
must not impede the policy goal of providing eligible
patients with access to VAD. Respecting conscience
while facilitating access to lawful care is regarded as
an appropriate balance in medicine.8 There are models
addressing conscience in other settings that can inform
design of this framework. Attention must also be paid
to relationships between doctors (and other health
professionals) and supports made available to navigate
differences that can arise between clinicians in relation
to VAD.

The designated 18-month VAD
implementation period provides
scope to address these challenges
and create the necessary clinical,
legal and administrative
infrastructure. This can be
contrasted with Canada, where
political delays led to their medical
assistance in dying law coming
into effect without an extended
opportunity to prepare.9 The
Victorian implementation process
also has the benefit of being well
resourced, including in relation
to expertise. The Implementation
Taskforce comprises individuals
with extensive clinical, legal and
policy experience, with many
also being members of the earlier
Ministerial Advisory Panel (which
provided detailed recommendations
informing the draft legislation). The
government-sponsored process also
has a high level of support from
the Victorian Department of Health
and Human Services to facilitate
effective implementation. Finally, the
process can draw on the experience
of implementing VAD (both positive
and negative) in other jurisdictions,
including the recent Canadian
experience.

Implementation is an ongoing process
Implementation of VAD must continue after the law
commences. Systems level scrutiny is a common
feature of VAD regimes and Victoria is no exception.
The VAD Review Board is charged with oversight
of the system and individual cases. Continuous
monitoring and improvement will be important once
the regime is in operation.
Three types of evidence can support this continuous
improvement: real-time “on-the-ground” feedback
about how the VAD law is working in practice;
data generated within the VAD system; and
empirical research undertaken from outside the
system. Evaluating how this evidence should refine
implementation will require careful thought. At one
end of the spectrum, real-time feedback from practice
is by definition timely but can be anecdotal and lack
reliability. At the other end of the spectrum, empirical
research can provide rigorous and evidence-based
recommendations but usually takes time to produce.
A combination of all three forms of evidence will be
important to inform implementation as an ongoing
process.
The implementation of Victoria’s VAD law is critical for
whether it achieves the dual policy goals of facilitating
access to VAD by eligible people, while ensuring this
access is limited only to this cohort. Translating this
complex law into appropriate clinical practice will
be challenging. Victoria has strategically designated
both time and resources to a period of planned
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implementation. That planning needs to address the
challenges raised in this article, but implementation is
also an ongoing process that must continue after the
VAD law begins.
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