
Physician-assisted suicide is where a doctor 
assists a patient to commit suicide by 
prescribing them lethal drugs to take at a 
time of their choosing. Euthanasia is where a 
doctor administers a lethal drug to a patient 
to end their life.

Models of assisted suicide and/or 
euthanasia are legal in a small number of 
European countries, Canada and in some 
parts of the United States. Neither assisted 
suicide nor euthanasia is currently legal 
in Australia. Euthanasia was temporarily 
introduced in the Northern Territory in 
the 1990s before it was stopped through 
Commonwealth intervention. 

What are physician-
assisted suicide and 
euthanasia?

What are some of the clinical 
risks associated with assisted 
suicide and euthanasia?

• Determining how long a person has to live is not an 

exact science and is a challenge even for the most 

qualified doctors. The Victorian model provides 

for a patient to request assisted suicide if they are 

expected to die within 12 months. At one year, the 

margin for error significantly increases and many 

clinicians would find it a difficult assessment to 

make. Patients are at risk of ending their life when 

they could potentially have several more years to 

live. 

• Death and dying, like birth, can’t be scripted – no 

law or medication can achieve this, including 

assisted suicide. Nor is assisted suicide a simple 

procedure with 100% effectiveness. A patient will 

likely be required to take a chain of increasingly 

strong medicines including: a drug to prevent 

vomiting; a drug to reduce anxiety; and then 

a lethal drug to stop their breathing. Evidence 

from overseas shows complications can include: 

seizures, failure to induce coma, and a longer than 

anticipated death, requiring a physician to euthanize 

the patient.

• Many Australians – including healthcare 

professionals – are unaware of, or misunderstand, 

palliative care. There is a risk assisted suicide 

will further isolate palliative care as an option for 

terminally ill patients. Vulnerable people – such as 

Aboriginal Australians1 or elderly people – may no 

longer access palliative care mistakenly fearing it will 

hasten their death, and will miss out on its benefits. 

• No assisted suicide or euthanasia system is 

completely safe despite the number of safeguards. 

Every system overseas has experienced errors or 

had its safeguards manipulated resulting in wrongful 

deaths. Victoria’s assisted suicide model has 68 

safeguards which is evidence of how risky and open 

to error and abuse it is.
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What are some of the 
clinical risks associated 
with assisted suicide and 
euthanasia?



• Many people requesting euthanasia have not had access 

to palliative care before their decision and do so out 

of fear (eg: becoming a burden, loss of control). In the 

Victorian model, there will be no requirement for genuine 

engagement with palliative care. Some people may access 

assisted suicide without knowing how palliative care could 

address their concerns, relieve suffering, and provide a 

dignified death where they have control and their wishes 

are respected.

• Under the Victorian model, a person can apply for assisted 

suicide if their terminal illness causes suffering that cannot 

be relieved in a tolerable manner. Two doctors will make 

that assessment, neither of whom needs formal training in 

management of advanced disease. Assessing a patient’s 

suffering requires specialised skills, such as those of a 

palliative care physician, who could more readily address a 

patient’s suffering.

• Investment in palliative care will have a much greater 

population impact than making assisted suicide legal. Only 

approximately 1% of people with a terminal illness express 

a desire for euthanasia2. In Victoria, approximately 39,000 

people die each year3. An estimated 150 people are likely 

to seek assisted suicide if legalised4. Although Australia 

has some very good palliative care services, many people 

miss out because of inadequate resourcing. For example, 

it’s estimated Victoria needs an extra $65m per year 

to fund high quality palliative care5 and address unmet 

demand of up to 40%.6 A lack of quality services means 

only about 14 percent of Australians are supported to die 

at home.7

• Assisted suicide and euthanasia are public health care 

interventions. Australia’s National Health and 

Medical Research Council has clear guidelines on 

the steps required to develop and implement a new 

intervention, including sufficient evidence to underpin it, 

pilot testing, and exploring the implementation and health 

resource costs. If it passes the parliament, Victoria’s 

assisted suicide model will be legalised without any formal 

review of its application and impact. No other major health 

care intervention would be introduced in this way.

St Vincent’s Health Australia does not support assisted suicide and 

euthanasia. 

Whether it’s providing health services for homeless people or 

pursuing cutting-edge research, our values are based on the belief 

that every person is inherently valuable, and should be cared for as 

such. 

We are particularly dedicated to the vulnerable and we recognise 

the unique vulnerability of people at the end of their life. It’s why 

St Vincent’s led the way in Australia in establishing palliative care 

services more than a century ago. We care for people who are dying 

every day.  

We don’t believe assisting someone suicide, or ending their life 

directly and intentionally, can ever be an expression of care for 

someone who is valuable. We don’t hold this position alone. When it 

comes to the clinical risks and uncertainties of assisted suicide and 

euthanasia we stand with the majority of medical practitioners.

Why? Because assisted suicide and euthanasia undermine centuries 

of clinical practice. For thousands of years the purpose of medicine 

has been to heal, not intentionally cause harm to patients, nor aid 

them in harming themselves. 

Evidence from around the world has also shown that legalisation of 

assisted suicide or euthanasia makes people who are at the margins 

of our society even more vulnerable. Adverse effects on Indigenous 

people, those with mental illness, and the elderly – among others 

– have been observed in jurisdictions that have legalised these 

practices.

When St Vincent’s Health began more than 180 years ago, it was 

the sole mission of our founders to provide care to vulnerable 

and marginalised people. It is what drives us today. We will not 

participate in any activity that compromises or risks care to 

vulnerable groups.   

St Vincent’s Health Australia’s 
position on assisted suicide
and euthanasia

1 Dr John Collins and Frank Brennan, Euthanasia and the potential 

adverse effects for Northern Territory Aborigines, The Lancet, 28 

June 1997 
2 Victoria’s end of life and palliative care framework, A guide for high-

quality end of life care for all Victorians, June 2016 
3 Dr Brian Owler, Chair, Ministerial Advisory Panel on Assisted Dying, 

The Australian, 21 July 2017. 
4 Palliative Care Victoria, Increase government funding for palliative 

care in Victoria, change.org petition 
5 Palliative Care Victoria, Submission to the Legal and Social Issues 

Committee Inquiry into End of Life Choices, July 2015 
6 Hal Swerissen and Stephen Duckett, Dying Well, Grattan Institute, 

September 2014

• Many people requesting euthanasia have not had 
access to palliative care before their decision and 
do so out of fear (eg: becoming a burden, loss of 
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their concerns, relieve suffering, and provide a 
dignified death where they have control and their 
wishes are respected.
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belief that every person is inherently valuable, and should be 
cared for as such. 

We are particularly dedicated to the vulnerable and we 
recognise the unique vulnerability of people at the end of 
their life. It’s why St Vincent’s led the way in Australia in 
establishing palliative care services more than a century ago. 
We care for people who are dying every day.  

We don’t believe assisting someone to suicide, or ending 
their life directly and intentionally, can ever be an expression 
of care for someone who is valuable. We don’t hold this 
position alone. When it comes to the clinical risks and 
uncertainties of assisted suicide and euthanasia we stand 
with the majority of medical practitioners.

Why? Because assisted suicide and euthanasia undermine 
centuries of clinical practice. For thousands of years the 
purpose of medicine has been to heal, not intentionally cause 
harm to patients, nor aid them in harming themselves. 

Evidence from around the world has also shown that 
legalisation of assisted suicide or euthanasia makes people 
who are at the margins of our society even more vulnerable. 
Adverse effects on Indigenous people, those with mental 
illness, and the elderly – among others – have been observed 
in jurisdictions that have legalised these practices.

When St Vincent’s Health began more than 180 years ago, 
it was the sole mission of our founders to provide care to 
vulnerable and marginalised people. It is what drives us 
today. We will not participate in any activity that compromises 
or risks care to vulnerable groups.   
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