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ABSTRACT:
Australians living in regional and remote communities face several
barriers when accessing high quality health care. Voluntary assisted
dying (VAD), a new and sensitive end-of-life option, presents a new
challenge for residents living in these communities. Western
Australia (WA) is the second Australian state to implement VAD
laws and, to date, is the jurisdiction with the greatest need to
address access inequities in regional and remote communities due
to its vast area. This article identifies and explores initiatives
introduced by the WA Government to address regional and

remote access inequities in each of the two stages of the reform
process: the stage of the reform process leading up to passing the
law (‘law-making stage’), and the stage of the reform process after
the law was passed and prior to it commencing operation
(‘implementation stage’).
The analysis reveals that several initiatives were implemented
during each of the law-making and implementation stages of
reform. Initiatives introduced in the law-making stage through
inclusion in the legislation itself included dedicated guiding
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principles promoting equality of access for regional and remote
residents, broadened qualification requirements for medical
practitioners who can participate in VAD, allowing nurse
practitioner administration, and mandating that statistics relating
to regional and remote access are recorded and reported. Other
initiatives dedicated to facilitating regional and remote access
were not specifically provided for by legislation but were
introduced during the implementation stage of the reform
process. These include the establishment of a Statewide Care
Navigator Service that administers a Regional Access Support
Scheme and ensuring that the Statewide Pharmacy Service is
accessible to regional and remote residents. Other initiatives
intended to facilitate regional and remote access were provided
for in legislation but given further content during the

implementation stage. These include an access standard (contents
determined by the CEO during implementation) and telehealth
(supporting guidance around lawful use issued by the WA
Government during implementation).
This policy report reveals that WA took a considered and targeted
focus to address regional and remote access in both the law-
making and implementation stages of reform. Given VAD in WA is
still in the early stages of its operation, it is too soon to determine
how effective these initiatives have been in promoting regional
and remote access to VAD in WA. Careful evaluation of these
initiatives will be crucial to monitor their effectiveness and to
assess whether additional measures are needed. Reflecting on the
WA experience will also be valuable for other states as they
legalise VAD and develop (and adapt) their own access initiatives.

Keywords:
access, end of life, implementation, initiatives, law, reform, regional, voluntary assisted dying, Western Australia.

FULL ARTICLE:
Context

Australia is a vast country, with approximately 28% of its
population living in regional and remote areas . Access to high
quality health care is a well-documented challenge for this
population when compared to metropolitan counterparts . This
population typically has higher levels of disease and injury, lives
shorter lives, and experiences more challenges in accessing health
services, including end-of-life and palliative care . While regional
and remote access to health services is an issue in all Australian
jurisdictions, these issues are particularly acute in Western Australia
(WA) due to its vast area and population distribution, which
comprises many communities with limited access to medical
practitioners .This policy report will focus on regional and remote
access in WA, in the context of voluntary assisted dying (VAD).

VAD is a relatively new end-of-life choice that is available to
terminally ill competent adults who can satisfy narrow eligibility
criteria. The existence of regimes for lawful assisted dying have
expanded significantly around the world in the past 20 years .In
Australia, at the time of writing, VAD had been legalised in six
states (Victoria, WA, Tasmania, South Australia, Queensland and
New South Wales) and has commenced operation in Victoria and
WA. While there is some variation across states, the legislative
models are broadly similar. The practice is highly regulated, and
access is only possible with the approval of at least two medical
practitioners who have undertaken the legislatively mandated
training and possess the necessary level of qualifications and
experience (and, in Victoria and South Australia, one of the medical
practitioners must have expertise in the patient’s disease, illness or
condition). The VAD substance is dispensed by a pharmacy, and
self-administration (by the person) and practitioner administration
(by eligible health practitioners) are permitted.

Victoria’s VAD laws, the first VAD laws in Australia, commenced
operation in June 2019. One of the practical challenges in Victoria
is finding an eligible medical practitioner willing to assist in the
VAD process . This challenge is particularly acute for those in
regional and remote communities . In Victoria, approximately
35% of practitioners are from regional and remote areas, and only
a small proportion of them are specialists . The lack of qualified
medical practitioners has often meant terminally ill patients have
been forced to travel to metropolitan Melbourne to be assessed.

For patients who are too gravely ill to travel, this can mean they
are unable to access VAD .

Under all VAD legislative models, health practitioners can
conscientiously object to being involved. The implications of
conscientious objection may be disproportionately great for
individuals seeking VAD in regional and remote communities due
to the already smaller cohort of eligible medical practitioners .
These communities tend to be disproportionally serviced by
internationally trained practitioners , who have been found to
more likely claim a conscientious objection to ‘contentious’
medical practices such as abortion . Similarly, reputational and
community stigma have been found to deter health practitioners
from participating in VAD, which is particularly acute in the
regional and remote context given practitioners typically live in the
same community in which they practise .

A further barrier for regional and remote access to VAD is the
restriction on the ability of health professionals and patients to
communicate through telehealth. This restriction potentially
applies in the VAD context because of Commonwealth criminal
law, which makes it an offence in some circumstances to discuss
‘suicide’ via a ‘carriage service’ (such as telehealth). While this law
was enacted before state VAD laws were passed, and it targeted
different activities, it has potentially criminalises certain aspects of
the VAD process that are permitted under state VAD laws and
causes significant access issues for regional and remote residents

.

Equity of access to VAD for individuals living in regional and
remote communities will be a challenge for any Australian
jurisdiction legalising VAD, and states have taken a variety of
approaches to mitigate this inequity. However, recognising such
challenges would be pronounced in the WA context – due to the
state’s geography and population distribution – the WA
Government implemented a range of initiatives intended to
facilitate access for all potentially eligible individuals to VAD,
regardless of where they reside. This policy report explores
initiatives used to facilitate regional and remote access in WA,
reflecting on the lessons learned and the implications of such
initiatives for future implementation of VAD in other Australian
jurisdictions and internationally.
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Regional and remote access initiatives

The focus of this policy report is on regional and remote access
initiatives that have been identified through four sources: VAD
legislation or policy, parliamentary debates, the Ministerial Expert
Panel (MEP) report (which advised the WA Government on
designing the VAD system) , and academic literature. These
initiatives, identified in Table 1, and described more fully in the
commentary that follows, occurred at two different stages of the
reform process. The first is the law-making stage (up to 19
December 2019, when the law was passed by Parliament) and the

second is the implementation stage (from 19 December 2019 to
when the law started in force on 1 July 2021).

Because the WA law began operation in July 2021, the design and
implementation phases could draw on early insights from Victoria.
However, as was repeatedly noted in the MEP’s report, the vast
differences between Victoria and WA, particularly in relation to
WA’s geography, population distribution and cultural diversity,
demanded further measures to support the needs of regional and
remote communities .

Table 1:  Overview of initiatives

Guiding principles

During the law-making process, dedicated principles to promote
equity of access for regional and remote residents were introduced
(Table 1). Principle (1) was recommended by the MEP in response
to consultation feedback that there should be dedicated guiding
principles related to equality of access . Principle (2) was
introduced during the parliamentary debates to acknowledge the
government’s commitment to providing regional and remote
residents equal access to VAD .These principles, while not
creating specific legal obligations, guide the interpretation of the
Act and were relied on to introduce access initiatives for regional
and remote residents.

Qualifications of medical practitioners

Due to access concerns about availability of medical practitioners,
the MEP recommended that criteria for practitioners to participate
in the VAD process be less restrictive than in Victoria .The MEP
suggested that relevant experience and skills of practitioners were
more pertinent than specialist qualifications and noted that many
senior doctors working in country hospitals did not have specialist
qualifications .The MEP recommended that, unlike in Victoria, the
legislation should not require participating practitioners to hold a
fellowship from a specialist medical college or be a vocationally
trained GP . Nor did it recommend that at least one of the
practitioners have 5 years’ experience post-fellowship or post-
registration, or one of the practitioners have relevant expertise and
experience in the patient’s disease, illness or condition (also
Victorian requirements) . WA practitioners must still satisfy the
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legislative requirements (Table 1) to participate in VAD.

Nurse practitioner administration

To increase the pool of clinicians available to administer VAD, the
MEP recommended nurse practitioners’ involvement . By contrast,
Victorian law only permits practitioner administration by medical
practitioners. The MEP suggested that nurse practitioners’
extensive training and scope of practice would make them suitable
to participate in VAD, noting that nurse-led teams already provide
specialist palliative care in regional and remote WA .

Conscientious objection

The MEP considered how conscientious objection could hamper
access. While recommending conscientious objection to be
permitted, the MEP wanted to ensure that patients were still
provided with sufficient information about VAD to ensure access .
The access challenges posed by conscientious objection,
particularly in regional and remote communities, are widely
recognised . Commentators have raised concerns about the
Victorian VAD Act’s conscientious objection provision (section 7),
and its ability to compound access issues, due to the lack of
obligations it imposes on conscientious objectors to refer patients
on to willing practitioners or provide information about VAD .
WA, unlike Victoria, requires conscientious objectors to provide the
patient with standardised information, which includes contact
details of the VAD Statewide Care Navigator service and
information about regional support packages .

Statistical information

The Act’s requirement to collect and publish statistical information
about regional access was an amendment moved during
parliamentary debates. It was reasoned that given the commitment
to facilitate equal access for regional and metropolitan residents

(guiding principle (2) discussed above), parliament should support
this initiative to ascertain to what extent this principle is realised in
practice .

Access Standard

During parliamentary debates, the VAD Bill was amended to
introduce an Access Standard, with its content to be determined
during implementation. The amendment was moved due to
concerns about the access inequities some WA residents face,
particularly regional and remote residents . The Access Standard
was intended to assist people seeking VAD to understand how
they can do so and reflected the Act’s principles about equitable
access . It was issued in November 2020 and indicated that
regional and remote access would be facilitated via the VAD
Statewide Care Navigator Service, Regional Access Support
Scheme (RASS), VAD Statewide Pharmacy Service and by the state
providing clarity about, and monitoring developments in relation
to, telehealth . These specific initiatives are discussed further
below.

VAD Statewide Care Navigator Service and Regional Access
Support Scheme

When considering possible access issues, the MEP recommended
establishing a VAD Statewide Care Navigator Service . While the
Navigator Service facilitates VAD access statewide, the Access
Standard specified that the service would include provision for
regional and remote residents to receive information and face-to-
face support (if required) . The Access Standard also established
the RASS to facilitate access by supporting persons living in
regional and remote areas to travel in order to access a
practitioner, or support a practitioner to visit the person through
payment of travel expenses and remuneration . Further detail
about the scheme’s travel support is provided in Table 2.

Table 2:  Regional Access Support Scheme travel support

VAD Statewide Pharmacy Service

Although a Statewide Pharmacy Service was contemplated during
the law-making process, its operation was only determined during
implementation. In the parliamentary debates, a hub-and-spoke
model was considered optimal, with a central pharmacy service at
a tertiary hospital with several regional pharmacy hubs , but was
ultimately not adopted. The Access Standard provided that the
service would actively engage with regional and remote residents
to ensure safe, timely and appropriate supply of the VAD
substance and ensure regionally based ‘Authorised Disposers’
could facilitate convenient substance disposal for these
residents . The service has also set (and to date met) 5 days as the
key performance indicator for supply of the VAD substance,

compared to 2 days for metropolitan WA .

Telehealth

The MEP’s consultation process revealed some support (albeit not
universal) for telehealth to enable regional and remote access to
VAD . The MEP recognised that telehealth already played a
significant role in delivering specialist palliative care in regional
and remote communities and acknowledged that electronic
information exchange would enable reliable and secure access to
VAD statewide . The MEP indicated that access to telehealth would
primarily be addressed during implementation, but recommended
that there should be no impediment to appropriate use of
telehealth in the legislation .
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The importance of telehealth for regional and remote access, and
concerns about the impact of the Commonwealth Criminal Code,
were raised in the parliamentary debates . The WA Government
indicated that it was in continuing discussions with the
Commonwealth and committed to adopting alternative
implementation strategies to assist with access if telehealth was
not permitted .

The Access Standard provided that the state would continue to
monitor developments in the Commonwealth Criminal Code and
provide clarity around what audiovisual communications could be
appropriately utilised . As already discussed, the WA Government
issued guidance (via its clinical guidelines) during implementation
making it clear that some discussions about VAD should not occur
via telehealth .

Lessons learned

This policy report has considered an existing challenge (regional
and remote access to health care) in the context of a new and
sensitive end-of-life option, VAD. This report has focused on WA,
the jurisdiction to date with the greatest need to address regional
and remote access, and one that has taken specific steps to do so.

Currently, there are limited data available about regional and
remote access to VAD in WA, given the official report of WA’s VAD
operations is yet to be published. However, in June 2022, the WA
Minister of Health stated in Parliament that, as of 31 May 2022,
there were 68 fully trained medical practitioners eligible to provide
VAD, 46 of whom came from Perth (including the Peel region), with
the remaining 22 coming from regional and remote areas . The
Minister also indicated that 171 individuals have accessed VAD,
21% of whom were located in regional areas .The RASS has
reportedly been used multiple times to provide access to
individuals in regional and remote areas . Despite its
acknowledged usefulness, it has been noted that the lack of local
practitioners in regional and remote regions means that residents
in these areas face greater burdens . Incentives such as
remuneration for training have been proposed to help increase the
number of providers , and there is emerging evidence that the
RASS has been used to partly compensate regional practitioners
for undertaking the training to assist a particular patient when
there are no trained practitioners available in the area .

Despite these early indications, it is still unclear how regional and
remote access will fare in WA. However, as already noted, there
was a considered and targeted focus on regional and remote
access in both the law-making and implementation stages of the
WA system. Evaluation of the effectiveness of WA’s access
initiatives and opportunities to improve will be critical. It is
significant that regional and remote access is the subject of
legislatively mandated data collection and reporting because this
facilitates transparent assessment of progress on this issue.
Providing health care generally is challenging for regional and
remote residents and VAD should not be expected to be any
different. However, careful evaluation can assess the effectiveness
of the specific measures employed by the WA Government and
identify the need for additional measures, if required.

WA is not the only Australian state with regional and remote
challenges – indeed all states have them. Significantly, Queensland

and Tasmania (two other states that have passed VAD laws that
have not yet started) have the most decentralised populations,
with the largest proportion of regional residents in the country .
Alongside South Australia and New South Wales, these states have
made efforts to facilitate regional and remote access in their
respective legislation and will likely introduce further initiatives
during implementation. There is an opportunity for these
implementation exercises to benefit from the WA experience as
well as international assisted dying regimes where regional and
remote access issues have similarly been identified . However,
each jurisdiction is different, so any initiative must be adapted to
the context in which it will operate.

Importantly, in Australia, some VAD access issues for regional and
remote communities are beyond the control of state governments.
For instance, VAD systems depend on having sufficient willing and
available practitioners. Additionally, restrictions on using telehealth
cannot be addressed by state governments and depend on
Commonwealth action. Despite the limitations of telehealth,
especially in the VAD context, telehealth has traditionally been
used to help mitigate access barriers, with a range of different
telehealth models being used across regional and remote
Australia . Given the burdens this restriction on telehealth creates
in the context of VAD, the Commonwealth should amend its
Criminal Code .

Note in proof

Since the acceptance of this article, VAD laws are now also
operational in Tasmania, Queensland and South Australia. In
November 2022, Western Australia’s Voluntary Assisted Dying
Board released its first annual report, which details uptake of VAD
requests, including among regional patients
(https://ww2.health.wa.gov.au/~/media/Corp/Documents/Health-
for/Voluntary-assisted-dying/VAD-Board-Annual-Report-
2021-22.pdf [https://ww2.health.wa.gov.au/~/media
/Corp/Documents/Health-for/Voluntary-assisted-dying/VAD-
Board-Annual-Report-2021-22.pdf]). Furthermore, the
requirements for remunerating regional practitioners for
undertaking VAD training has subsequently been broadened, so its
availability is no longer limited to cases where practitioners
undertake the training to help a particular patient.

Funding

This research is co-funded by the Australian Centre for Health Law
Research, Queensland University of Technology and Ben White’s
Australian Research Council Future Fellowship (FT190100410:
Enhancing end-of-life decision-making: Optimal regulation of
voluntary assisted dying).

Declared conflicts of interest

The authors disclose that Ben P. White and Lindy Willmott were
engaged by the Victorian, WA and Queensland Governments to
design and provide the legislatively mandated training in each of
these states for medical practitioners (and nurse practitioners and
nurses as appropriate) involved in voluntary assisted dying. Casey
M. Haining was employed on the Queensland VAD training. Lindy
Willmott is a member of the Queensland Voluntary Assisted Dying
Review Board.

REFERENCES:

26

26

22

25

29

29

30

30

31

32

33

12,34

35

16,17



1 Australian Institute of Health and Welfare. Rural and remote
health. 2020. Available: web link (Accessed 8 March 2022).
2 Thomas SL, Wakerman J, Humphreys JS. Ensuring equity of
access to primary health care in rural and remote Australia – what
core services should be locally available? International Journal for
Equity in Health 2015; 14: 111. DOI link, PMid:26510998
3 Australian Institute of Health and Welfare. Rural and remote
health. 2019. Available: web link (Accessed 8 March 2022).
4 Government of Western Australia: Department of Health.
Ministerial Expert Panel on voluntary assisted dying: final report.
2019. Available: web link (Accessed 8 March 2022).
5 Mroz S, Dierickx S, Deliens L, Cohen J, Chambaere K. Assisted
dying around the world: a status quaestionis. Assisted dying around
the world: a status quaestionis 2021; 10(3): 3540-3553. DOI link,
PMid:32921084
6 Rutherford J, Willmott L, White B. What the doctor would
prescribe: physician experiences of providing voluntary assisted
dying in Australia. OMEGA 2021; 20 July. DOI link, PMid:34282961
7 Voluntary Assisted Dying Review Board. Report of operations:
June – December 2019. Melbourne: Safer Care Victoria, 2020.
8 Rutherford J. Doctors and the Voluntary Assisted Dying Act 2017
(Vic): knowledge and general perspectives. Journal of Law and
Medicine 2020; 27(4): 952-966.
9 McDougall R, Pratt B. Too much safety? Safeguards and equal
access in the context of voluntary assisted dying legislation. BMC
Medical Ethics 2020; 21: 38. DOI link, PMid:32404097
10 Voluntary Assisted Dying Review Board. Report of operations
July 2021 to June 2022. Melbourne: Safer Care Victoria, 2022.
11 Panchuk J, Thirsk LM. Conscientious objection to medical
assistance in dying in rural/remote nursing. Nursing Ethics 2021;
28(5): 766-775. DOI link, PMid:33427031
12 Schiller CJ. Medical assistance in dying in Canada: focus on rural
communities. The Journal for Nurse Practitioners 2017; 13(9):
628-634. DOI link
13 O'Sullivan B, Russell DJ, McGrail MR, Scott A. Reviewing reliance
on overseas-trained doctors in Australia and planning for self-
sufficiency: applying 10 years' MABEL evidence. Human Resources
for Health 2019; 17: 8. DOI link, PMid:30670027
14 Keogh L, Croy S, Newton D, Hendron M, Hill S. General
practitioner knowledge and practice in relation to unintended
pregnancy in the Grampians region of Victoria, Australia. Rural and
Remote Health 2019; 19(4): 5156. DOI link, PMid:31675244
15 Haining CM, Keogh LA, Gillam LH. Understanding the reasons
behind healthcare providers' conscientious objection to voluntary
assisted dying in Victoria, Australia. Journal of Bioethical Inquiry
2021; 18(2): 277-289. DOI link, PMid:33638126
16 Close E, Del Villar K, Willmott L, White BP. Voluntary assisted
dying and telehealth: Commonwealth carriage service laws are
putting clinicians at risk. Medical Journal of Australia 2021; 215(9):
406-409. DOI link, PMid:34628662
17 Del Villar K, Close E, Hews R, Willmott L, White B. Voluntary
assisted dying and the legality of using a telephone or internet
service: the impact of Commonwealth 'carriage services' offences.
Monash University Law Review 2021; 47(1).
18 Voluntary Assisted Dying Review Board. Report of operations:
January – June 2020. Melbourne: Safer Care Victoria, 2020.

Available: web link (Accessed 8 December 2022).
19 Voluntary Assisted Dying Review Board. Report of operations:
July – December 2020. Melbourne: Safer Care Victoria, 2021.
Available: web link (Accessed 8 December 2022).
20 Willmott L, White BP, Sellars M, Yates PM. Participating doctors'
perspectives on the regulation of voluntary assisted dying in
Victoria: a qualitative study. Medical Journal of Australia 2021;
215(3): 125-129. DOI link, PMid:34109641
21 Government of Western Australia: Department of Health. CEO
practitioner eligibility requirements. Available: web link (Accessed 8
March 2022).
22 Government of Western Australia: Department of Health. Access
Standard. 2021. Available: web link (Accessed 8 March 2022).
23 Government of Western Australia: Department of Health.
Accessing voluntary assisted dying in Western Australia: what is the
Western Australian Voluntary Assisted Dying Statewide Care
Navigator Service? 2021. Available: web link (Accessed 8 March
2022).
24 Government of Western Australia: Department of Health.
Accessing voluntary assisted dying in Western Australia: what is the
WA Voluntary Assisted Dying Statewide Pharmacy Service? 2021.
Available: web link (Accessed 8 March 2022).
25 Government of Western Australia: Department of Health.
Western Australia voluntary assisted dying guidelines. 2021.
Available: web link (Accessed 8 March 2022).
26 Western Australia, Legislative Council. Western Australia,
Parliamentary Debates (Voluntary Assisted Dying Bill 2019 – All
Stages), Legislative Council, 26 September 2019 – 5 December 2019.
Available: web link (Accessed 8 March 2022).
27 Government of Western Australia: Department of Health.
Approved information for a person making a first request for
voluntary assisted dying. 2021. Available: web link (Accessed 8
March 2022).
28 Government of Western Australia: Department of Health. VAD
update: reflections on the first 6 months [Webinar]. Perth:
Department of Health, 10 February 2022.
29 Western Australia, Legislative Assembly. Western Australia,
Parliamentary Debates. [Amber-Jade Sanderson, Minister for
Health] 22 June 2022.
30 Lundie P. Slow start for voluntary assisted dying. Western
Independent 2021; 8 November. Available: web link (Accessed 8
March 2022).
31 Hampson K. Perth doctor reveals how WA's voluntary assisted
dying laws are making an impact. 2021. Available: web link
(Accessed 8 March 2022).
32 Rural Health West. Voluntary assisted dying in country WA
[Webinar]. Perth: Rural Health West, 16 March 2022.
33 Wright, S. The capital cities that ate Australia. 2018. Available:
web link (Accessed 8 March 2022).
34 Collins A, Leier B. Can medical assistance in dying harm rural
and remote palliative care in Canada? Canadian Family Physician
2017; 63: 186-190.
35 Bradford NK, Caffery LJ, Smith AC. Telehealth services in rural
and remote Australia: a systematic review of models of care and
factors influencing success and sustainability. Rural Remote Health
[Internet]. 2016; 16(4): 3808. DOI link



This PDF has been produced for your convenience. Always refer to the live site https://www.rrh.org.au/journal/article/7522 for the
Version of Record.


