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Executive Summary 
The Department of Health and Social Care has 
produced two Impact Assessments and one 
Memorandum on the Terminally Ill Adults (End of 
Life) Bill. This paper concerns the first of these, 
which focuses on the financial costs and cost 
reductions of implementing the Bill. 

The financial IA considers evidence from other 
jurisdictions but focuses almost exclusively on the 
United States, and neglects New Zealand, 
Australia and Canada. However, the United 
Kingdom is closer to these Anglophone 
Commonwealth countries in its healthcare 
systems and societal norms than it is to the 
United States. On the model of these countries, 
the potential numbers seeking death under the 
Bill could be far higher than is estimated.  

The main flaw in the financial IA is not its likely 
underestimate of numbers of deaths but its 
decision to measure financial costings without 
measuring benefit and disbenefit. This effectively 
sets no value on protecting life but measures the 
impact of policy only by financial costs and cost 

reductions. The costs reductions it identifies are 
not because people could live without the 
proposed spending or could live with cheaper 
alternatives, but are because they are dead. Dead 
people do not utilise healthcare or receive care 
from local authorities, or benefits from the state. 
The implementation of the Bill would cost 
millions, but over time it could pay for itself by 
ending people’s lives. 

A government department has thus provided 
detailed estimates for how much money the NHS 
could save if only patients ended their lives 
earlier. This is truly a sinister document. 
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Ending Life as Cutting Costs: Analysis of ‘The Impact 
of the Terminally Ill Adults (End of Life) Bill I’ 

Introduction 

The Department of Health and Social Care has 
produced two impact assessments of the 
Terminally Ill Adults (End of Life) Bill [the Bill] 
and a related Memorandum. The first, simply 
entitled ‘Impact Assessment’ [1] is principally 
concerned with the financial costs and cost 
reductions involved in implementing the Bill 
(‘financial IA’). A second impact assessment [2], 
co-sponsored by the Ministry of Justice, concerns 
the potential impact on equality law (‘equality 
IA’). Alongside these two, the Department Health 
and Social Care and the Ministry of Justice have 
also issued a Memorandum [3] on whether the 
Bill is compatible with the European Convention 
on Human Rights (‘Memorandum’). This is the 
first of three papers on the three documents. [4] 

Learning from comparable 
jurisdictions 

The financial IA begins by considering the 
international context. It identifies 25 jurisdictions 
‘where assisted dying is legal and a formal system 
with regulated processes (such as an established 
application and approvals process) is in place.’ 
[5] Note: while this list includes 25 jurisdictions it 
covers only 11 countries [6], as most jurisdictions 
listed are within two countries, the USA or  
Australia. It is also contentious to describe 
Switzerland (one of the 25 listed) as having ‘a 
formal system with regulated processes’. [7] 
Assisted suicide in Switzerland is provided by 
private organisations such as EXIT and Dignitas. 
These each have their own rules but there are no 
specific statutory regulations for the practice of 

assisted suicide in Switzerland. There is no 
equivalent to the Bill in Swiss law. 

The financial IA states that ‘in most jurisdictions, 
the life-ending substance(s) must be self-
administered by the Individual’. [8] This is not 
true, as only 12 out of 25 jurisdictions restrict the 
practice to self-administration. Furthermore, it is 
also misleading to speak of the practice in ‘most 
jurisdictions’ where this represents the practice in 
only one of two countries. In the case of self-
administration, this is a requirement in only 3 out 
of 11 countries, one of which is Switzerland 
which, as noted above, has no specific regulatory 
oversight. 

Of the 25 jurisdictions listed, 10 are identified by 
the financial IA as having ‘comparable eligibility 
criteria to this Bill’. [9] This choice is important 
for the methodology of the financial IA, as data 
from these 10 jurisdictions provide the basis for 
estimates of numbers of requests and of numbers 
of deaths. The great majority of those on this list 
are jurisdictions in the United States (9 out of 10)  
[10] all of which are modelled closely on the law 
in Oregon. The list includes all the jurisdictions in 
the USA which have passed legislation in this 
area except New Jersey. [11] 

The only non-US jurisdiction held to be 
‘comparable’ is New Zealand. However, only two 
years of data from New Zealand are included. 
[12] The weight of analysis relies on US 
jurisdictions and especially on Oregon rather 
than on New Zealand. 

What is unaccountable is the inclusion of New 
Zealand but exclusion of Australian jurisdictions 
even though they have very similar laws. [13] This 
seems to be because the financial IA inclusion 
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criteria specifies ‘a terminal illness from which 
they are expected to die within 6 months’. [14] 
However, while it is true that all Australian States 
permit ‘voluntary assisted dying’ with 12 months 
expectation of death for neurodegenerative 
conditions, most (5 out of 6) confine eligibility to 
6 months for all other terminal illnesses. [15] In 
these States, the criterion of 6 months is thus used 
in 85-91% of cases. [16] Note also that most of 
those diagnosed with neurodegenerative diseases 
and an expectation of death within 12 months 
would have been eligible at the time or later had 
the time limit been 6 months (as the proportion of 
assisted death for neurological conditions in 
Oregon which has a 6 months criterion, is well 
within the range for States in Australia which have 
a 12 month criterion). [17] The practices in New 
Zealand and Australia are clearly ‘comparable’ 
and if New Zealand is considered as a 
‘comparable jurisdiction’ in the financial IA, 
Victoria, Western Australia, South Australia, 
Tasmania, and New South Wales should also be 
so considered. 

It should also be noted that the example of 
Australia was an important model for the sponsor 
of the Bill and was raised repeatedly in the 
Committee Stage of the Bill. [18] Australia 
supplied more international witnesses than any 
other country [19], and that the language of 
‘voluntary assisted dying’ (VAD) which has been 
incorporated into the Bill since Committee Stage 
[20], and is used over 100 times in the financial 
IA [21], is used only in Australian laws on assisted 
dying, not in any jurisdiction in any other 
country. 

There is also an argument for including 
consideration of Canada in the financial IA. 
Canada is also an Anglophone Commonwealth 
country and has had some influence on the 
development of the law in Australia. It is true that 
eligibility criteria are different in Canada, in that 
they include people who are not terminally ill. 
However, until 2021 it at least had the 

requ i rement tha t dea th be ‘ reasonably 
foreseeable’ [22] and, though the law has since 
expanded to include people whose death is not 
foreseeable, the great majority still fall within the 
category of ‘reasonably foreseeable’. [23] 

The financial IA acknowledges that ‘there are a 
range of reasons [why] uptake may still vary 
across jurisdictions… for example, public health 
systems, population demographics, societal 
norms, length of time the service has been 
operat ional, design of the process, and 
mechanisms for reporting usage’. [24] However, 
the document prioritises relative similarity in 
eligibility criteria (between the Bill and laws in 
the USA) over relative similarity in healthcare 
systems or societal norms (between the UK and 
New Zealand, Australia and Canada). 

If due weight were given to experience in New 
Zealand, Australia and Canada the higher 
estimate for numbers of deaths would need to be 
increased considerably. The financial IA states 
that ‘ it was observed that none [of the 
comparable jurisdictions] exceeded an assisted 
death rate of 1% of total deaths in any reported 
year’. [25] Even without including Canada (which 
the financial IA acknowledges has reach 4.7% of 
deaths in year 8 [26]), the examples of New 
Zealand and Australia suggest that the model 
adopted by the financial IA underestimates the 
potential numbers of deaths. The financial IA 
assumes as its highest estimate, even at year 10, a 
figure of 0.68% of total deaths [27], whereas New 
Zealand reached 1.2% of total deaths in year 3 
[28], and Western Australia reached 1.6% of total 
deaths in year 3. These figures are higher than 
Canada had reached in year 3. [29]  The upper 
estimate of potential numbers in the financial IA 
could easily be inaccurate by a factor of 5 or 
more. 

Another consequence of focusing on US States is 
that this gives the impression that the law will 
remain stable over time: ‘This IA did not identify 
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any significant changes made to VAD services in 
the 10 comparable jurisdictions’. [30] It is 
arguable that this is misleading even in the USA 
where there has recently been a discernible shift. 
There were no legal changes from 1997 to 2019, 
but since then there have been 9 changes in 7 
States. [31] 

It is still more misleading to state that New 
Zealand has not seen ‘any significant changes’ 
when, in November 2024, the New Zealand 
government announced plans for a major revision 
of the law, including expanding eligibility. [32] 
Similarly, in February 2025, the government of 
Victoria, Australia announced plans for a major 
expansion of its law. [33] In both cases these 
plans for revision were catalysed by statutory 
reviews (after 3 years in New Zealand and after 5 
years in Victoria). As the Bill also includes a 
statutory review after 5 years [34], the financial IA 
ought also to have included, at least as a caveat, 
the possibility of significant expansion of 
eligibility and/or of dropping of significant 
safeguards from the Bill, as a result of the 5-year 
review. 

Framing premature death as 
cost-cutting 

No quantification of impact on length or 
quality of life 

The financial IA acknowledges that health 
policies and interventions are ‘usually assessed in 
reference to Qual i ty-Adjusted Li fe Years 
(“QALYs”)’. [35] Nevertheless, a decision has 
been taken not to do so in this case: 

‘QALYs are not designed to quantify the health 
impacts of choosing to end life. Therefore, they 
have not been used in this IA.’ [36] 

‘… to ensure consistency throughout this 
assessment, we have expressed such impacts in 
financial, rather than QALY-value terms.’ [37] 

‘Given that the intent of this Bill is to provide 
lawful assistance to terminally ill adults to end 
their life, and that this provision may be 
considered a benefit or disbenefit depending on 
individual views and circumstances, impacts have 
not been quantified in QALY terms.’ [38] 

It is certainly correct to say that QALYs are not 
designed to quantify the impact of intentionally 
ending life. This touches on an important 
philosophical point: Being dead is not a state of 
extremely poor health nor a state of extremely 
low quality of life. Death is not a state of health at 
all, nor is it a state of life. It is the limit of life. 
[39] 

Some philosophers have also criticised QALY 
analysis more broadly as a measure of benefit in 
healthcare. The use of QALYs creates a systematic 
bias against those who have ongoing health 
conditions or disabilities and against people who 
are older and thus have fewer potential life years. 
It thus discriminates against people who have the 
greatest need for healthcare and who already face 
structural forms of discrimination in accessing 
healthcare. This bias against those in a position of 
greatest need has been termed the ‘double 
jeopardy’. [40] 

Others criticise attempts to place a value on 
human life. The problem is not whether a lower 
value is attributed to the lives of people with 
disabilities and older people, but is the very idea 
of estimating or seeking to measure the relative 
value of anyone’s life. Human life is not ‘valuable’ 
but invaluable. [41] 

Both these criticisms have merit, and when 
considering public policy it is important to 
recognise the systematic bias of QALY analysis 
and to counterbalance this with discussion of 
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wider social value judgements. Nevertheless, an 
assessment of the financial or economic impact of 
a policy requires an assessment of benefits as well 
as an assessment of costs. One medicine may be 
more expensive than another but the expense 
may be justified if it is more effective in relation 
to extending life or in relation to improving 
quality of life. 

Without any attempt to measure the benefit or 
disbenefit of implementing the Bill, the financial 
IA effectively sets the value of life as zero. If there 
is no weighing costs against benefits, what 
remains is weighing costs against cost reductions, 
including cost reductions that occur only because 
the person is dead. This frames death as a 
potential means of cost reduction. 

Such a methodology is flawed and can be 
recognised as flawed whether one supports or 
opposes the Bill. The financial IA fails to assess 
whether the Bill would, as intended, increase 
quality of life at the end of life, whether it would 
reduce loss of life by unassisted suicide, or 
whether it would have a negative impact on 
quality and length of life through unintended 
consequences, for example interference with 
palliative care services [42] or increases in 
‘conventional’ (‘unassisted’) suicide. [43] These 
assessments are subject to great uncertainty but 
there is some evidence, and without attempting to 
quantify non-financial benefit what remains is 
financial cost and cost reduction separated from 
any connection to non-financial benefit and 
disbenefit. 

Adding up costs and cost reductions 

The financial IA overtly frames death as the cause 
of cost reduction due to ‘unutilised healthcare’. It 
also makes clear that the reduction in costs will 
be proportional to the life years lost. 

‘The estimated reduced cost from unutilised 
healthcare ranges from between £919k to 

£10.3m in Year 1 (which is half a year), to 
between £5.84m to £59.6m in Year 10.’ [44] 

‘Assuming all assisted deaths occur after 2 
months, reducing the length of life by 4 months, 
then it is estimated that 79% of the associated 
healthcare costs (for months 4 to 1) are no longer 
required… this amounts to a potential reduction 
in spend of between £2.14m to £10.3m in Year 1 
(which is half a year) and £13.6m and £59.6m in 
Year 10 (in 2025/26 prices).’ [45] 

‘Assuming all assisted deaths occur after 5 
months, reducing the length of life by 1 month, 
then it is estimated that 34% of the associated 
healthcare costs (for month 1) are no longer 
required… this amounts to a potential reduction 
in spend of between £919k and £4.41m in Year 1 
(which is half a year) and £5.84m and £25.6m in 
Year 10 (in 2025/26 prices).’ [46] 

The financial IA also provides estimates to how 
much local authorities would save from unneeded 
care home services: 

‘In Year 1 (which is half a year), between £49.7k 
(low cohort estimate, lower bound fee, 1 month 
not needed) and £1.82m (high cohort estimate, 
higher bound fee, 4 months not needed);’ [47] 

‘In Year 10, between £316k (low cohort estimate, 
lower bound fee, 1 month not needed) and 
£10.5m (high cohort estimate, higher bound fee, 
4 months not needed).’ [48] 

Finally it estimates the reduction in payments for 
state pensions and state benefits. It states that 
‘Social security payments are considered 
“economic transfers” in HM Treasury’s Green 
Book, meaning they do not constitute a saving or 
cost for society’. [49] Nevertheless, the financial 
IA goes on to provide estimates for these 
‘transfers’. 
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‘for state pensions, between £113k and £2.17m 
in Year 1 (which is half a year), to between 
£1.05m and £18.3m in Year 10; [50] 

for Attendance Allowance, between £55.7k and 
£1.07m in Year 1 (which is half a year), to 
between £354k and £6.20m in Year 10; [51] 

for PIP, between £28.5k and £547k in Year 1 
(which is half a year), to between £181k and 
£3.17m in Year 10.’ [52] 

It should be emphasised that all these reductions 
in spending from unutilised services and 
unclaimed benefits are solely because a person 
has died sooner than they otherwise would have.  
The financial IA does not provide a table of the 
cost of implementation against cost savings from 
implementation, but gives estimates of costs for 
different elements of implementation separately. 
Estimates are provided for the cost of the 
education campaign which would have to 
accompany the introduction of the Bill [53], the 
cost of healthcare staff training [54], the cost in 
healthcare staff time [55], and the cost of   the 
review panels. [56] The largest single item of 
expense is ‘the cost of the Voluntary Assisted 
Dying Commissioner, and their office’, which, on 
the model of other arms-length bodies, ‘would be 
approximately £10m per year’. [57] 

If these figures are combined (which is not done 
within the document) the overall costs of 
implementation, as estimated by the financial IA, 
are between £7.4m and £20.1m in Year 1 and 
between  £15.4 and £37.0m in Year 10. 

The financial IA thus estimates that there would 
be considerable upfront costs in implementing the 
Bill. However, on these estimates, the VAD 
service has the potential by Year 10 to save more 
money in ‘unutilised healthcare’ and in other cost 
reduct ions than i t cos ts to implement . 
Furthermore, this cost saving would be greater the 

greater the number who died in accordance with 
the Bill’s provisions, and the greater the length of 
time by which each life was cut short. It has been 
argued above that if numbers are closer to those 
in Australia then they will be much higher than 
the financial IA estimates and the Bill could thus 
be cost reducing as early as year 3. 

It would be unusual in other contexts for 
‘reduced cost’ [58] due to death to be considered 
in this way. For example, discussion of the impact 
of suicide prevention strategy or of public health 
interventions for COVID would not usually 
include, much less seek to quantify, the reduced 
healthcare costs, reduced local authority costs, 
and reduced cost to the state in pensions and 
state benefit due to a person dying prematurely by 
suicide or from COVID. It is certainly appropriate 
to look at cost reductions from unused services 
where patients are using alternative services. 
However, it does not seem appropriate to quantify 
cost reductions which are due to patient deaths, 
especially where these deaths may have been 
caused (or not been averted) by the intervention. 

The presentation of costs and cost savings, 
without quantifying potential benefit or disbenefit 
in relation to length and quality of life, frames 
death by assisted dying / assisted suicide as saving 
the NHS money. This framing of the issue carries 
the danger of incentivising government and/or 
healthcare professionals to promote utilisation of 
VAD services for financial reasons. In this 
context, it is of great concern that the law permits 
healthcare professionals to raise this option pro-
actively, without the patient having asked about 
it. [59] 

Time costs of psychiatrists 

The most striking omission from the financial IA, 
and from the other two documents, is any 
reference to the impact of the Bill on suicide 
prevention or on mental health services more 
generally. 
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There are a number of references to psychiatrists 
in the financial IA, but nearly all of these refer to 
the role, availability and cost of a psychiatrist as a 
member of a VAD review panel. [60] In this 
context, the financial IA expresses the opinion 
that there is ‘a low risk to wider capacity’ [61] in 
mental health services, given that the number of 
psychiatrists has increased by more than 10% 
over the past 14 years: 

‘The number of full-time equivalent psychiatry 
consultants working in all NHS trusts and other 
core organisations in England has increased by 
10.7% since 2010 from 4,121 in September 2010 
to 4,561 in September 2024. Over the last year, 
the number of FTE psychiatry consultants has 
increased by 82 (1.8%) from 4,479 in September 
2023 to 4,561 in September 2024.’ [62] 

The fact that the number of psychiatrists has 
increased does not show that numbers are 
adequate to respond to demand for services, as it 
does not factor in the historic underfunding of 
mental health services nor the rise in demand for 
mental health services (even before the COVID 
pandemic). In contrast to the financial IA 
statement, the Royal College of Psychiatrists 
argued in May 2023 that: 

‘Based on NHS England targets to expand the 
workforce from 2016 onwards, there is currently 
a shortfall of 690 consultant psychiatrists across 
England – 15% of the current consultant 
psychiatrist workforce.’ [63] 

In June 2024 the BMA published research 
conducted through ‘in-depth interviews with 
doctors across the mental health system, 
including those working in psychiatry, general 
practice, emergency medicine, and public health’. 
[64]  The name of the report is self-explanatory: 
“It’s broken”: Doctors’ experiences on the 
f ront l ine of a fa i l ing mental heal thcare 
system. [65] 

Examples could easily be multiplied. There is no 
evidence of any spare capacity in the mental 
health system. In this context, the ‘opportunity 
cost to staff time working on this’ [66], is one that 
would have a direct adverse impact on the 
delivery of mental health services, taking some 
thousands of hours a year in staff time. This 
should have been acknowledged more overtly in 
the document. 

Reinforcing a pernicious message 

Another consequence of framing death as cost 
reduction is that it reinforces the pernicious belief 
that those receiving care are a burden to society. 
This idea is one that can result in indirect 
pressure on a person to end their life. This danger 
is acknowledged in the financial IA to be one of 
the ‘main reported disbenefits’ of legalising such 
practices. [67] 

‘There are a range of reasons put forward to 
explain why individuals might feel actual or 
perceived pressure to end their life. In Oregon, 
research conducted with terminally ill adults prior 
to their assisted death and published in the 2024 
Annual Report showed ‘burden on family, friends/
caregivers’ (42%) and ‘financial implications of 
treatment’ (9%) as end-of-life concerns.’ [68] 

To this it may be added that, while autonomy 
remains the main motivation for seeking death 
under the Oregon law, concerns about being a 
burden and about the financial implications of 
treatment have both increased significantly since 
the law came into force. [69] 

A clear example of how such framing death as 
cost cutting can endanger patients is given by the 
late Nicholas Tonti-Filippini, an Australia 
bioethicist who suffered from a severe, incurable, 
chronic i l lness which requi red regu la r 
b u r d e n s o m e t r e a t m e n t a n d f r e q u e n t 
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hospitalisation. He describes the experience of 
receiving a letter telling him how much his care 
was costing: 

‘For several years, until I objected, I received from 
my health insurer a letter that tells me how much 
it costs the fund to maintain my health care. I 
d r eaded r ece iv i ng t ha t l e t t e r and the 
psychological reasoning that would seem to have 
motivated it. Each year I was reminded how much 
of a burden I am to my community. The fear of 
being a burden is a major risk to the survival of 
those who are chronically ill.’ [70] 

The Equality and Human Rights Commission has 
also highlighted the need, before passing a law 
that would allow assisted dying / assisted suicide, 
to address social conditions that would otherwise 
lead to people dying through a form of indirect 
coercion. 

‘It is also necessary to consider coercion beyond 
the risks posed by individuals. One of the most 
important protections against people feeling 
coerced into seeking an end to their life is to 
ensure social conditions, support, care and 
services are in place so that people with 
disabilities or serious or terminal illnesses do not 
feel that they are a burden to their loved ones or 
to society. This goes beyond adequate funding 
and access to health and social services, and must 
include active efforts to create a society where 
people are able to live life on equal terms, free 
from discrimination.’ [71] 

The Department of Health and Social Care has 
produced separate documents on equality law 
(equality IA) and on human rights (Memorandum) 
which are discussed in separate papers. [72] 
These will return to the issue of the relation 
between social inequality, feelings of being a 
burden and the pressure to end one’s life. 

The key relevance of this issue in the context of 
the financial IA is that the methodology 

employed, and especially the framing of 
premature death as cost saving, could exacerbate 
the problem of people wrongly feeling that their 
lives constitute a burden to others. [73] 

The approach taken by the financial IA sends out 
a pernicious message. Nevertheless, the financial 
IA is perhaps helpful in making this attitude overt. 
It demonstrates that critics have been right to 
express the concern that this Bill could be 
regarded as a means of cutting costs. The 
financial IA shows that the provisions of the Bill 
can be construed in this way by a government 
department. The Department of Health and Social 
Care has provided Parliament with detailed 
estimates for how much money the NHS could 
save if only patients ended their lives earlier. This 
is truly a sinister document. [74] 
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Getting Help 

If the issues discussed here affect you or someone 
close to you, you can call Samaritans on 116 123 
(UK and ROI), visit their website https://
www.samaritans.org/ or contact them on 
jo@samaritans.org. 

If you are reporting or writing about a case of 
death by suicide, whether assisted or non-
assisted, please consult media guidelines https://
www.samaritans.org/about-samaritans/media-
guidelines/ on how to do so responsibly. 

Endnotes 
[1] Terminally Ill Adults (End of Life) Bill (as 
amended in the House of Commons Public Bill 
Committee), Department of Health and Social 
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