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19 June 2008

Ms Kirstie Marshall

Member for Forest Hill

4 Lawrence St

BLACKBURN SOUTH 3130

Dear Ms Marshall

Medical Treatment (Physician Assisted Dying) Bill 2008

Australian New Zealand Society of Palliative Medicine (ANZSPM) is the specialty medical
society that facilitates professional development and support for its members and promotes the
practice of palliative medicine to improve the quality of care of patients with life threatening
illnesses and support for their families.

ANZSPM recognises the range of views in Australia regarding Euthanasia and Physician Assisted
Suicide (PAS)/Dying. However, as the Specialty Society of Palliative Medicine, representing
doctors working in palliative medicine, we oppose a change in the law in Victoria regarding
PAS/Euthanasia.

We wish to communicate the basis for our position to the Victorian Parliament, in view of the
current debate regarding the Medical Treatment (Physician Assisted Dying) Bill 2008 currently
before Parliament.

ANZSPM believes the following:
1. The current law in Victoria:

a. provides opportunity for medical practitioners to frankly discuss treatment options with
patients and carers and elect to withdraw treatment or to not undertake further treatment

b. allows medical practitioners to advise patients not to pursue treatments believed to be
burdensome, unlikely to significantly contribute to health improvement, have a low
likelihood of cure or remission, or to carry such a degree of risk that they cannot be
recommended.

c. allows medical practitioners to relieve pain, other symptoms and suffering from
existential distress by means of optimal analgesia, psychosocial support and therapies.

d. allows for those patients for whom suffering is not relieved by these more standard
means, sedation to relieve that suffering. This is medically known by a variety of terms,
including sedation of refractory symptoms, terminal sedation and sedation of the
imminently dying. Under the current law, no patient need suffer intractably or
intolerably at the end of life. Determining the time to institute such sedation comes
about through a process of open discussion between the patient and carer and their
treating team. In this process, the wishes and priorities of the patient are paramount in
deciding the course of action.
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2. The treating doctor/team need to take advice from colleagues to ensure no alternatives that
might be acceptable to the patient are overlooked. This is a critical part of ethical medical
care.

3. A multidisciplinary team is important in the delivery of care, as care of patients who are
dying calls for a range of skills and approaches not to be found within one individual team
member.

4. The ability to have such open discussion with patients is a core skill that every health
professional, certainly every doctor, needs to develop during their training and medical
practice.

5. There exists some confusion in the medical profession about what constitutes hastening a
person’s death, with many doctors fearful or believing that the correct use of analgesics
necessarily hastens death, and also that withdrawal of treatment is a form of euthanasia. This
confusion needs to be addressed by better integration of palliative medicine in undergraduate
and postgraduate medical education.

6. Over recent years, there has been a marked increase in the number of people who complete
advance care planning (ACP) directives, in keeping with a greater community awareness and
interest in end of life care. ACP is the result of an open discussion about end of life decision
making which assists health providers to plan care in keeping with the patient’s wishes and
priorities and helps to keep the patient at the centre of health decisions. These directives are
flexible expressions of the patient’s wishes. ACP directives include acknowledgement that
the plans may change in response to actual situations that may arise.

7. Many patients feel that they are a burden on their carers and society. This perception can be
a reflection of (perceived or real) poor family carer supports, access to services, lack of
appropriate care and other issues or a reflection of the fragmented, confused journey through
cancer and chronic disease services prior to getting to pall care." We therefore wish to stress
the importance of a continued focus on assisting those who are dying by raising the
community’s ability to support them and by palliative care service development, access and
coordinated care as the most appropriate response to patient suffering at the end of life.

8. The literature indicates that psychological (depression, hopelessness, loss of control,
existential distress, anger, fear of illness, pre-existing psychopathology) and social factors
(lack of support, burden to others, caregiver burnout, concurrent stress) are as important as
physical factors in influencing suicide, desire for death, and interest in PAS*® with
depression being the most powerful predictor of desire for death and hopelessness the most
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important link/mediator between depression and desire for death/suicide/PAS. Pain, social
support, physical debilitation, other psychological symptoms, and social issues have their
most powerful influence on desire for death/suicide/PAS through their influence on
depression and their ability to intensify depression as an entity.

9. Depression in cancer patients with advanced disease is optimally managed using a
combination of supportive psychotherapy, cognitive-behavioural techniques, and
antidepressant medications.

10. Modern pain relief includes a plethora of opioids allowing selection of the best opioid for
each individual, minimising the side effects and maximising benefit. There are many other
interventions aimed at improving pain and quality of life. As palliative care is a recent
development in health care and palliative medicine only recently accredited as a specialty in
Australia and New Zealand, many doctors trained more than twenty years ago have had very
limited training in palliative care and pain management and lack skills and knowledge of
these therapeutics. ANZSPM is working very actively with other key groups and
organisations involved in education and end of life care, to improve the expertise of all
health professionals and the access of patients to such expertise.

With respect to details of this Bill, we make the following comment:

1. The requirement for palliative care review needs to be much more comprehensive such that
patients are seen by a palliative care specialist, not just a "person who practises in palliative
care", which has a broad definition, and probably covers most doctors.

2. Itis difficult to see how a one off consultation with a palliative care practitioner is an
adequate trial of palliative care, and not a token gesture to allow people who have made up
their minds to go ahead with what they have planned. The strength and impact of palliative
care intervention often lies in the relationship established with the patient and carers and this
is undermined by the type of interaction described in the Bill.

3. The legislation would obviously impact on palliative care provision, and it is important for
the government to increase funding for palliative care services in Victoria, as well as have a
strategy to increase numbers of doctors who work in palliative care in Victoria.

4. We wish to emphasise that Australia and Melbourne in particular, is a multicultural society
and although choice sits with individuals, in many cultures, decision making is a shared
responsibility. This has implications for many cultures, including Aboriginal Australians
such that trust and therefore access to excellent end of life care is compromised by the fear
of covert euthanasia/physician assisted suicide/dying. Already difficult conversations about
reasonable withdrawal of treatment or non pursuit of further life prolonging possibilities will
become much more difficult if patients and carers suspect a lack of commitment amongst
their treating doctors to cure or life sustaining therapies wherever possible.

5. This Bill risks accentuating patient fears of being a burden and changing society’s attitudes to
those with a terminal illness such that those fears become a reality and pressure (subtle and
overt) be brought to bear on people to relieve their suffering by taking their lives and so
relieve the burden their suffering places on those around them.



10.

11.

12.

We are most concerned that section 9(1) of the proposed Act compulsorily requires a doctor
who refuses to be involved in Physician Assisted Dying to "tell the sufferer that other
doctors may be willing to provide assistance" and that the failure to do so constitutes an
offence. We are concerned that under this section a doctor, including individual members of
this Society, could well be penalised for exercising their professional conscience. That
conscience is borne out of centuries of medical practice and professionalism. We believe that
that the law should never enter the inner sanctum of that conscience. Whether, under this
law, a doctor upon refusing to be involved in Physician Assisted Dying, does or does not go
further is entirely a matter for that doctor and should not be a matter for legal prescription.

We would be most concerned that a patient who is mentally competent but nevertheless also
suffers from profound emotional, psychological or social stresses would fulfill the criteria of
the Act and, lacking support in these areas, is accepted for Physician Assisted Suicide. This
is a real possibility given that "intolerable suffering" is broadly defined in the proposed Act.
We, the members of ANZSPM, and our colleagues working in Palliative Care, have highly
developed skills beyond the physical. Daily, we deal with the emotional and psychospiritual
dimensions of suffering and would be most concerned that a competent patient would be
granted a request for Physician Assisted Suicide when we know there are enormous benefits
that can be gained in meaning, emotional calm and dignity in the finite time left for patients.

The conditions under which the treating doctor may provide assistance, Section 5(a — t) of
the Act, would in fact place patients at risk of delay in obtaining relief of any kind, given the
logistical complexity of all that is required. Patients will need to embark on this process in
plenty of time and foresight if they are to achieve their aims. This seems to be in
contradiction with the apparent aim of relieving the suffering of those with an advanced
terminal illness and suggests more that this Bill would be used by those with a longer
prognosis who choose to end their lives at a time of their own choosing.

The term “foreseeable”is very vague and open to wide and expanding interpretation.
Similarly the term “intolerable suffering” is subject to widely varying interpretations and
very dependent on contextual factors such as social support and expectations of the
individual which can change greatly according to circumstance.

We accept that there are people for whom assisted suicide is an important expression of self
determination and control. However, we do not accept that this is necessary on physical
health grounds since we believe there are adequate means to relieve physical distress (even if
not adequate knowledge nor optimum utilisation of these means within the caring
professions). Rather, we believe that social, psychological and cultural factors dominate in
the desire for assisted suicide.

We do not accept that a change in the law to assist those who wish to suicide with society’s
blessing and the assistance of the medical profession, is in the best interests of society in
general, of the doctor-patient relationship nor of those people and their carers.

We believe that there is widespread misunderstanding about the use of opioids at the end of
life, some of which were evident in Ms Hartland’s address to Parliament on the second
reading of this Bill on the 11 June. These misunderstandings about the difference between
opioid titration and overdose and of the wide range of patient tolerance of opioids are of



great concern as they fuel this debate with error. Our members would be happy to discuss
these and other issues of symptom management and end of life care with any MPs who so
wish.

It may be of interest to some Members of Parliament to learn from the Dutch literature on
euthanasia/physician assisted suicide and we have summarised some of the literature below:

1. Compliance with legal requirements

In 1995, only 41% of all cases of Euthanasia/Assisted Suicide (EAS) were reported,*
despite the prevailing climate of tolerance and sanction of this practice and assurance of
non-prosecution of doctors who perform this practice.

- Consultation: Consultation has the aim of confirming that the attending physician has
followed established guidelines regarding the voluntary, well-considered nature of the
patient’s decision, the presence of suffering that must be unbearable and hopeless and the
absence of any alternative treatment. Consultation takes place in 99% of reported cases
and only 37% of unreported cases. This clear difference between reported and unreported
cases was not highlighted in the 1996 report of van der Maas.’

- The frequency of acting as a consultant is higher in males, general practitioners and those
who have performed EAS. Physicians were more likely to consult another physician of
their own specialty, with “pairing up” of physicians presumably sympathetic to EAS.°
These data raise doubt over the independent nature of the second opinion and led to
comment that consultants may be acting more as facilitators than as an independent
second opinion. ’

- Onwuteaka-Philipsen et al® recommended “specialist consultants” who might be
experienced and specifically trained, although did not mention the scope of this training
and whether it would include training in palliative care skills and other alternatives to
EAS.

2. Clinical Practice of EAS

- Grounewoud® reviewed 649 of 957 cases of EAS, looking at complication rates with
these procedures. Despite the median time for euthanasia to result in death of 10 minutes,
only 72% physicians were present continuously after administration of drugs to death.

A Problems that occurred were technical such as difficulties with 1V access or
vomiting of oral agents, procedural complications such as muscle spasm and
myoclonus secondary to muscle relaxants employed and completion problems, such
as the failure of the agents to cause death in the usual time.

A For example, in 21 cases of AS, the doctors intervened and administered a lethal
drug mostly because of a delay in completion of termination.

A The incidence of each type of problem was higher for AS than Euthanasia ;
9 technical problems E-5%; AS 10%;

4 \Van Der Maas PJ, Van Delden JJ, Pijnenborg L, et al. Euthanasia and other medical decisions concerning the end of
life [see comments]. Lancet 1991;338(8768):669-74

® Van Der Maas PJ, Van Der Wal G, Haverkate |. Euthanasia, Physician-Assisted Suicide, and Other Medical Practices
Involving the End of Life in the Netherlands, 1990-1995. N Engl J Med 1996;335(22):1699-1705.

6 Onwuteaka-Philipsen BD, Van Der Wal G, Kostense PJ. Consultants in cases of intended euthanasia or assisted
suicide in the Netherlands. MJA 1999;170:360-363.
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8 Onwuteaka-Philipsen BD, Van Der Wal G, Kostense PJ. Consultants in cases of intended euthanasia or assisted
suicide in the Netherlands. MJA 1999;170:360-363.

® Groenewoud JH, van der Heide A, Onwuteaka-Philipsen BD et al. Clinical problems with the performance of
euthanasia and physician-assisted suicide in the Netherlands N Engl J Med 2000;342(8) 551-6



9 complications E 4%; AS 7% ;
9 failure of completion E 7%; AS 15%.

A This has led others to speak of the likely development of ‘euthanologists who
specialize in this area™"

3. Attitudinal trends changing with time

- Despite the public portrayal of EAS as a solution for intractable pain and physical
suffering, the majority of requests come from claims of loss of dignity and unworthy
dying™***® with pain as a cause in only 5%. There is a bias toward patients with cancer
with 68% of all EAS involving this group, even though other groups would seem to
suffer such “unworthy dying” more frequently, such as sufferers of prolonged dementia.

- We would suggest that there are certain kinds of dying which capture the public
sympathy and horror of death more powerfully. Cancer patients may be young, still
socially active and productive at the time of diagnosis; the disease is often rapid and
intensely demanding of patients, families and society. The struggle against cancer has
become a national quest in many countries and the dying cancer patient is a powerful
reminder of the triumphant process of death in all our lives. A study is needed to
determine why such patients evoke the almost unquestioning social condonement of early
ending of life on request.

- In addition, in the van der Maas 1996 report, there is now a shift toward placing the
responsibility onto the patient to ensure that they indicate in advance, their wishes
regarding end of life care and any wish to avoid euthanasia. Does this mean that any
patient who fails to do this may be considered a candidate for EAS by default?

Finally, it is worth noting that internationally, all medical societies and bodies oppose the
legalization of Euthanasia / Physician Assisted Suicide/dying stating concern for the loss of the
integrity of the doctor patient relationship as a key factor in their stance. Likewise ANZSPM
supports this view and believes that the physician-patient relationship is integral to holistically
supporting patients and their families at the end of life.

Yours sincerely

Dr Odette Spruyt
MBChB, Dip Obs, FRACP, FRAChPM

President
ANZSPM
cc. Victorian Branch of Australian Medical Association
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