Euthanasia lives again

Social Issues briefing #102, 03/05/2013.

On Thursday 2nd May 2013, the NSW Greens MLC, Cate Faehrmann, introduced to the
NSW Parliament’s upper house a bill to make assisted suicide legal in this State, under
certain conditions. It is a private members’ bill, which she has given a speech to
commend. MLCs will likely debate it again next Thursday 9th May.
The Bill will make it lawful for persons with a terminal illness who are resident in
NSW to receive assistance in certain circumstances if they wish to end their life. That
is, it will legalise a form of euthanasia in NSW. The NSW Greens previously proposed
euthanasia legislation in 2010, which ultimately failed in the Parliament.
Although this Bill proposes various ‘safeguards’, we don’t believe the basics have
changed. Euthanasia is not and never will be a ‘safe’ way to conduct health ‘care’. Our
arguments and comments on this topic, arising from previous debates, are collected
here: www.sie.org.au/about/euthanasia.
If you agree that this Bill, though well‐intentioned, is ultimately a bad idea, please
make your voice heard. You could draw from any of the material mentioned below,
but please try to put it on your own words, as an expression of your own convictions.
Cutting and pasting impresses no one in politics. Respectful, heartfelt entreaty does
make a difference.
Remember how it works: the Bill must first be passed by the NSW Legislative Council,
before it can progress to the Legislative Assembly (the house where you are
represented by your NSW local member).
Therefore if you wish to influence the debate, you would first contact Members of the
Legislative Council (the NSW Parliament’s equivalent of Federal Senators). They are
not the same as your local NSW lower‐house member (your MLA).
Contact details for all members of the Legislative Council can be obtained via
www.parliament.nsw.gov.au. Correspondence can also be mailed via:
[Name of Member of the Legislative Council],
c/o Parliament of New South Wales,
Macquarie Street,
SYDNEY NSW 2000.
You are allowed to contact one, some or all of these people.
But we also strongly encourage you to make this issue known to your local NSW MLA,
in the event that the Bill progresses to the lower house.
Over the page, you’ll find Dr Megan Best’s response to euthanasia in general and to
this Bill in particular. Dr Best, a member of the Social Issues Executive, outlines why
the Bill should be opposed. She is a bioethicist and medical doctor who specialises in
palliative care.
‐ Andrew Cameron
for the Social Issues Executive, Diocese of Sydney
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Notes on the Rights of the Terminally Ill Bill 2013
from Dr Megan Best
We call on the State Government of NSW to vote against this bill. We believe that a
civilized society should not deal with the problem of sick and suffering persons by
killing them or allowing them to kill themselves, but by relieving their distress and
making the required support available. Furthermore we believe that such a path
would lead to vulnerable patients being persuaded to request assisted death when it is
not what they really want.
Advances in palliative care make assisted death unnecessary.


Advances in palliative care have improved the symptom control of patients at
the end of life and where expertly used, suffering is minimal. 1 The World
Health Organisation recommends early introduction of palliative care for
patients with terminally illness and not as a last resort.2



Where suffering is due to existential and not physical causes, pastoral or
psychological support and not death is the appropriate response.3



There is a myth that use of pain‐relieving medications such as morphine
shortens life. This promotes the impression that palliative care already
promotes euthanasia. This suggestion is untrue and current research
suggests that in fact adequate doses of morphine and other pain‐relieving
medications increase survival.4 Our community would be less concerned
about care at the end of life if they knew more about it.



Furthermore, in those places where euthanasia and physician‐assisted suicide
are legal, pain is not a common reason for requesting these interventions.
Psychosocial concerns such as fear of loneliness and fear of the future are
more common.5



Current government initiatives promoting advance care planning (which is
common in palliative care settings) can alleviate many fears for the future for
chronically or terminally unwell patients.6



While many healthy people in the population may believe that they would like
to have access to assisted dying at the end of life7, the number of people with
advanced illness who request it in Australia is very low, and even lower (less
than 1%) once palliative care is introduced.8
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Legislation of assisted dying is dangerous
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Patients with advanced illness are known to change their mind about
treatment over time. This means that a patient who may request assisted
dying at one stage may change their mind if given more time, thus ending
their life prematurely.9



This bill does not specifically guard against patients with clinical depression
from requesting assisted dying. Depression is known to be associated with a
desire to die, and is a treatable disease. Research shows that sometimes when
patients expressed their fears at the end of life it was misinterpreted by
healthcare providers as a request for euthanasia when it was really intended
to be a cry for help.10 The incidence of depression in cancer patients may be
as high as 45%.11 This is known to be a problem in other jurisdictions despite
so‐called ‘safeguards’.12



Suicide rates in our community are already a cause of concern. Legislation
allowing assisted death promote the idea that death is an acceptable way to
solve problems in life, increases knowledge of suicide techniques and makes
an increased amount of lethal substances available within the community.13



The availability of assisted death as an option for vulnerable patients may be
sufficient to cause them to request it even if they do not want it, because they
do not want to be a burden on their families.



In those jurisdictions where euthanasia and physician‐assisted suicide are
legal, extension of legislation beyond those who do or can consent, who are
not terminally ill, or are minors has followed.14 Although we do accept that
some small number of individuals will want to exert their autonomy (the
right to choose the timing and manner of their own death), we believe the
role of the government is to protect the vulnerable who would be at risk if
this bill is passed. This is the conclusion of government‐sponsored enquiries
in England, Canada, USA and Australia. 15
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We do not suggest that our current care of the living and dying in our
community is perfect. However, rather than the legislation of euthanasia or
assisted suicide we call on the government to:


Improve resources for palliative care so that terminally ill patients in our
community have the comfort they need at the end of life to minimize
suffering. Patients need access to palliative care, not just awareness that it
exists. Currently there are many populations in Australia with inadequate
access to palliative care, including the very old, the very young, patients with
a non‐cancer diagnosis, private patients, nursing home residents, patients in
rural and remote settings, and non‐English speaking patients.16



Government support for the disabled in our community should be improved
so that those who require assistance to do the activities of daily living are able
to live a dignified and meaningful life.



Our community needs to be educated regarding the benefits of aging well so
that age alone is not seen as a reason to give up on life.

We call on our government to affirm the value of every human life and not give up on
our weaker citizens in terms of supporting them in their most vulnerable moments.
My concerns about this legislation


Part 1(3) ‘Terminal illness’ is defined as one which will result in the death of
the patient. There is no mention of a patient’s prognosis in relation to
meeting the eligibility criteria. A condition such as diabetes may have a
natural history of decades before leading to premature death. Is such a
patient eligible for assisted death once diagnosed? Currently any chronic
disease, even one which can be managed in such a way as to prolong life,
satisfies the conditions of the bill.



Part 2. 7(1)(d) While patients are required to have severe pain and suffering
and informed of options, there is no requirement that they be accessed and
the options exhausted before proceeding on the assisted death pathway. Also
the primary medical practitioner merely has to have experience of palliative
care (2.7(3)) and may not be up to date with what is available.



2.7(1)(i)(ii) The secondary medical practitioner does not have to have
specialized knowledge of the disease involved, merely experience of it and the
amount of experience is not defined. This could mean the secondary medical
practitioner is not a medical specialist in the required field and may not be up
to date with latest research.



2 .7 (1)(g)(h) The psychiatry review is to assess decision‐making capacity
only. Clinical depression is known to influence decision‐making regarding
desire for death and is a treatable illness. This also should be assessed.



2.7 (2) There are no ‘medical standards’ regarding the killing of patients.
Therefore clause Part 7(2) is meaningless.



In jurisdictions where the only reporting of assisted death is through the
doctor involved, it has been impossible to keep track of the exact number of
cases occurring.17 It has also been impossible to study the motivation for
requests in a meaningful way. If the use of such legislation is to be intended
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to improve the lot of dying and suffering patients, reporting should include
information supplied directly by the patient involved, i.e. before death.18


Also for safety of the community, a record should be kept of prescriptions for
lethal substances and when and by whom they are filled. When a patient
withdraws consent (2.9) the lethal substance should be obtained from the
patient by the doctor and returned to the pharmacy.
‐ Dr Megan Best
for the Social Issues Executive, Diocese of Sydney

Note: This paper is intended to assist discussion and may be corrected or revised in
future. Short responses to social.issues@moore.edu.au are very welcome, but the SIE
cannot guarantee a reply. To access this occasional free briefing, use RSS at
www.sie.org.au; or to receive it by email, ask us at social.issues@moore.edu.au or do it
yourself at http://lists.moore.edu.au/mailman/listinfo/social‐issues.
Conditions of use
1. You may forward this paper to others, as long as you forward it in full.
2. You may freely publish it (e.g. in a church newspaper) as long as it is published in full, not for
profit, and including the ‘Note’ paragraph. (You don’t have to include these ‘conditions’.)
3. Media and academic publishers should cite this paper according to their professional
standards. We would appreciate audiences being directed to www.sie.org.au.
4. Not‐for‐profit publishers may use the ideas in this paper without acknowledgement; but if
quoting it directly, please cite title, author(s), and the web link www.sie.org.au.
5. Permission may be given for use in publications for profit. Please send details of your
proposal to social.issues@moore.edu.au.
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