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INTRODUCTION

　
Often when people are asked "How would you like to die?" they will answer:　
- Quickly　
- Without suffering　
- Satisfied　
- In the arms of those you love　
- At home

　
The reality is that few people die this way. Most people die in hospital (up to 80%). Most die slowly and after suffering major medical intervention. It is a difficult environment for those who love that person to adequately support them.　
From everyone's perspective there are ethical issues relating to the end of life. Paul McNeill and colleagues have conducted research into the most common ethical issues for hospital throughout Australia. The four major ethical issues of concern (affecting > 50% of hospitals) were:　
‧ Not for resuscitation: 62% of hospitals

‧ Patients with HIV / AIDS: 61%

‧ Differences between health professionals: 59%

‧ Resource Allocation: 51%

　
The first two issues are to do with dying patients. Even differences between health professionals, usually doctors and nurses, are often over the treatment of dying patients.

The big questions in ethics are to do with who we are:

‧ How we come into being (birth)

‧ How we die

‧ Our make-up.

This last issue is brought to the fore particularly by genetic engineering

How we die:

With current technology we can now prolong life. The question raised however is: "What is the quality of life?" Withdrawal of treatment amounts to ending someone's life. Understandably therefore it is a charged issue.

Case Study

A 75 year old man suffered a cerebro-vascular accident while on a golf course which left him with left-sided weakness. Two years later he suffered a further cerebro-vascular accident which left him unable to swallow. He was fed through a nasogastric tube. When the nasogastric tube fell out it was replaced by nursing staff. The patient was unable to communicate and did not respond to anything except painful stimuli although he groaned continuously and appeared uncomfortable. Family members revealed the depth of his distress about going into a nursing home after the first stroke and requested that the tube not be replaced if it fell out again. The tube fell out (or may have been knocked out by the patient) and was not replaced. He died two days later.

The question is whether it is ethical to withdraw hydration and in this circumstance and whether it is appropriate to allow this particular patient to die.

Dr Gorman argued that it is ethical to withdraw hydration and nutrition and that this was not euthanasia (either active or passive). This was because there was no intention to bring about death. In his view the intention is the critical element. The intention was not to cause death but to relieve pain and symptoms. The cause of death is not the withdrawal of support or administering of pain relief, but the disease itself.

However intention itself is not sufficient. The act must be reasonable (in law) in the circumstances. Giving massive doses of morphine with the intention of relieving pain will be no defence, when a significantly lesser amount of morphine would have been sufficient to relieve pain (in the view of other specialists). The intention is important, so too is the act of giving sufficient pain relief to effectively relieve the pain. If this has the added effect of bringing about death in a shorter time, when that death would have occurred anyway, this is not euthanasia. It is not intentional killing or taking of the patient's life. 

　
Criteria for withdrawal of hydration/nutrition

(Taken from article by Brian Pollard.)

Similar to ventilator withdrawal:

- permanent unconsciousness

- permanent loss of a life-sustaining function

- elapse of sufficient time to be certain of the prognosis

- concurrence of at least one independent and qualified medical specialist

- informed consent of the family or other legally qualified agents.

　
LAW

Some of the legal issues around dying are:

1. The patient has a right to know that the doctors consider that patient is terminally ill.

2. A patient can't give informed consent to treatment unless he/she knows the doctors that the doctors consider him/herself terminally ill.

3. Patients can refuse life prolonging treatment.

4. This raises questions of competence. To be competent you must understand the nature and consequence of your condition, the nature and consequence of proposed medical procedure. Unconscious patients obviously not competent.

5. This amounts of some of the differences between an ICU and Hospice situation. In that ICU patients are almost always unconscious. The fact that a patient is mentally ill does not necessarily mean he/she is incompetent.

6. There is no legal limit on right to refuse patient treatment if competent. Who can refuse treatment for a patient? This is most controversial area. 

[Karen Ann Quinlan Case, was decided by a Court The court appointed the Father as Guardian to remove respirator]

7. How can you be certain you will be treated as you want to be best to inform others by eg: Living will Durable power of attorney (some States provide for in legislation)

8. Parents cannot refuse life sustaining treatment on behalf of child unless it is in the child's best interest Dying patients are vulnerable to experimentation.

CESSATION OF LIFE SUSTAINING TREATMENT IN ICU

In spite of advances in medical technology, there are still many conditions for which there is little or no treatment and the treatment available cannot prevent death. This includes certain forms of cancer and HIV/AIDS. Other conditions are treatable, and in a number of cases death could be prevented through appropriate treatment(e.g. cardiac arrests, haemorrhages, infections, transplants, etc.).

Intensive Care Units

Intensive Care Units (ICU) are expensive. In the USA they account for 1% of the GNP. The important question is whether or not ICUs serve to keep people alive, save lives or prolong the dying process. Obviously prolonging the dying process is not an appropriate role for ICU.

Some of the following ethical questions commonly asked in relation to ICU:

· What right does the medical staff have to make decisions about treatment on behalf of patients? 

· Whose life is it anyway? 

· How do you justify the huge expenditure of resources?

　
Because of the high costs involved, ICU (in any hospital) effectively takes resources away from other departments in that are also trying to restore health. 

Predictability of death

It is difficult if not impossible to know with certainty when someone is dying. There are attempts to make the process of determination easier, such as APACHE (Acute Physiology Assessment and a Chronic Health Evaluation which combines age and the presence of severe chronic disease to give a predictive score on the patient's prognosis). The use of APACHE was not entirely satisfactory because although it is an effective predictor for large groups, it was not accurate in individual cases. 

Quality of life measures attempts to look at not just whether a patient will live or die, but at their quality of life if they do survive. Such measures include the Rosser Index, which is a continuum that ranges from 'complete health', to 'death', to 'worse than death.' In other words, some conditions were considered to be worse than death, which raised the question of whether or not treatment was appropriate or beneficial to the patient in certain cases.

QALY (Quality Adjusted Life Years) is another measure designed to assess the outcome of treatment by looking at the quality of life in relation to the cost involved. This measure was based on subjective views. Professor Hillman said that it was being used increasingly in the United Kingdom to determine the efficiency of various treatments. For example, pap smears were very cost effective per QALY in comparison to dialysis and treatment for HIV/AIDS. These measures provide at best guidelines and that it is still impossible to predict with certainty whether a particular patient will live or die. It is necessary to look at each individual patient. It is important to remember that most patients in ICU were incapable of communicating their wishes to staff and family. 

　
Diagnosis of Dying

The approach being taken at Liverpool Hospital, is to make a 'diagnosis of dying' in certain patients with the consequence that intensive treatment is withdrawn. This diagnosis has to be reached unanimously between all the health professionals involved (i.e. nurses and doctors). The controversial element of their policy is not to involve the relatives and friends in the decision not to treat. They present the decision as 'medical' on the basis of their experience with dying patients. They believe that relatives and friends do not want to have to make such a decision. 

Once it is accepted that death is inevitable, continuing treatment of the patient is pointless and cruel. Instead, attention is turned to supporting the friends and relatives, and to involving them in the dying process. Once relatives had been informed about the inevitability of death, the management plan for the patient was changed so that there would be: 

-no monitoring 

- no tests 

- no treatment 

　
Treatment of patients in an Hospice

Differences between ICU and Palliative Care Setting

There are differences between ICU and Palliative Care. 

1. In palliative care there has usually been a slow decline. This means that patients will have had the opportunity to become well known to the doctors and nurses. 

2. There is usually clear knowledge in patients and relatives of the failure of specific (cancer) therapies.

3. Patients are more likely to be aware in palliative care (although a large number are still confused, drowsy, i.e. legally incompetent).

4. Knowledge of prognosis is clearer in advanced cancer - few "outliers" in survival curves (i.e. those who may survive for long periods if they survive the acute event).

　
Legal position

People are concerned to know the legal position as regards these issues, but that the law alone was not able to deal with the problems. This was why we need to consider these issues from an ethical viewpoint.

Dr Gorman suggested that what he and Professor Hillman did as regards the withdrawal of treatment, or administering treatment in the knowledge that it could lead to death, could fall under the definition of murder or manslaughter, i.e. 

1. Murder: to cause death by doing or omitting to do some act - requires "malice afore-thought."

2. Manslaughter: unlawful killing but not murder because of a mitigating circumstance (e.g. self defence).

3. Aiding suicide: it is a crime to aid another in killing her/himself or to procure another to kill her/himself.

　
Palliative Care

1. Patient comfort (physical and psychological) is the priority from the moment a patient enters a Palliative Care Unit. This is sometimes explicitly stated but more often implicit. There is no expectation of life-prolonging therapy.

2. Withdrawal (or non-initiation) of active therapies or support is done where possible in consultation with the patient or family. It was easier to consult with the family because they were aware of the situation because it has been a gradual process. 

3. Usually the decision is no surprise to the family - it is usually clear that the best thing is to allow the patient to die. 

Treating a patient's symptoms or illness is often not the most humane treatment. For example, intubating a patient too weak to swallow, Although it might prolong the patient's life for a short time the treatment could be considered too burdensome and intrusive.

Decisions to be made in palliative care

The very fact that a patient enters a Palliative Care Program means that he or she is dying, so unlike ICU, no decision has to be made about whether or not they were likely to die. 

Not for resuscitation orders

It was now common practice in some hospitals to give specific non-treatment orders in patient notes. Survival rates after cardio-pulmonary resuscitation (CPR) in hospital indicate that CPR is of no benefit to patients with chronic debilitating diseases. 

A study of 294 patients in Boston (Bedell et al 1986)showed that no patient receiving CPR who was suffering from metastic cancer, acute stroke, sepsis or pneumonia survived until discharge, and that few with cardiomyopathy or renal failure survived. In other words, CPR is never successful in chronic debilitating diseases. It is most successful in emergency rooms.

Survival after CPR in Hospital

Of 13 papers between1960-1987:

· Only 4-23%survive to hospital discharge after CPR 

· Those with studies giving rates above 15% had excluded patients with cancer, repeated arrests, chronic illnesses or total dependence. 

· Survival is related to the underlying disease (one study had 44% responding to CPR but only 14% being discharged).

Clearly there was a good case for restricting CPR. 

"Not for CPR" Guidelines

It is important that non-treatment orders be given under strict guidelines to save confusion. 

1. The order should be given by a senior doctor.

2. Needs to be properly documented, including the reasons for the decision, the discussions which had occurred and the participants in these discussions.

3. Needs to be clear, i.e.

1. "In the event of cardiac arrest, this patient is not for cardio-pulmonary resuscitation (CPR)."

2. Unsatisfactory to have "Not for Resuscitation," "For Palliative Care Only," Not for Active Treatment."

3. With the above guidelines it is implied that other appropriate treatments, e.g. IV antibiotics, blood transfusion, can still proceed if needed.

Although non-treatment orders are issued by a doctor, their legitimacy comes from the patient. A competent patient , or the representatives of incompetent patients, should be involved in the decision. In cases of terminal cancer, the decision is often implied when other treatments are withdrawn. However it was still possible to justify a 'non-treatment' order where such treatment could not be expected to benefit a patient. 

　
　
Euthanasia

The following are some important terms in discussing euthanasia:

· Active –deliberate

· Passive - withdrawal of treatment

· Physician Assisted Suicide 

· Voluntary; non-voluntary; involuntary

　
Euthanasia derives from the Greek and has the sense of a good death [Greek, a good death : eu-, eu- + thanatos, death.] The term 'Euthanasia' is used in a number of different ways. A dictionary definition of euthanasia is:

The act or practice of ending the life of an individual suffering from a terminal illness or an incurable condition, as by lethal injection or the suspension of extraordinary medical treatment. This definition incorporates two separate ideas: Active and Passive euthanasia and it is important to distinguish them. Active euthanasia is the deliberate ending of a life, the killing of a person, by another person in a situation where that person is suffering. The intention is the relief of suffering and the desire for a good death. [Webster Third International Dictionary defines euthanasia as "the act of painlessly putting to death persons suffering from incurable conditions or diseases."] Passive euthanasia is used to describe the situation where a person's life is maintained by artificial means such as a ventilator, tubal feeding and hydration, and death follows the withdrawal of those artificial supports. This is not the sense in which euthanasia will be used for the rest of this lecture and I believe it is morally a very different situation. This is the situation dealt with fully by Dr Gorman in the previous lecture. 

The term 'Physician assisted suicide' refers to the situation where a doctor provides someone with the means to kill themselves. This may be where a person is suffering from an incurable condition or disease, but not necessarily. It simply means knowingly providing advice and drugs or a machine so that someone can take their own life. The moral issues are similar and the furore in the USA has been around 'Physician Assisted Suicide' whereas in Australia the debate has largely been in terms of euthanasia - largely because in this country the moral difference has been seen to be slight. Some argue that the term 'euthanasia' hides the real issues involved in a doctor actively assisting a person to commit suicide. However, there will be some situations in which it is simply impossible for a person to take there own life and the term 'suicide' may not be appropriate. 　
The terms voluntary; non-voluntary; involuntary are important. It is usually regarded as important that euthanasia is voluntary and requested by the person before it is regarded as justifiable (and even then many would not agree that it is acceptable). However non-voluntary euthanasia has apparently been practised in the Netherlands and it is part of the concern in arguing against euthanasia in this country (see below). The term involuntary euthanasia covers the situation where it is against the will of the person such as in Nazi Germany during the war when millions of people were murdered. This was described by the regime

as euthanasia. If we accept the term it was clearly involuntary euthanasia - but a better word is simply 'murder'. The illegal taking of a person's life.>From here on I will use the word euthanasia to mean Active Voluntary Euthanasia [AVE] which is the only form of euthanasia which might be acceptable.

The legal situation is as follows: 

Euthanasia - Illegal In 

Australia 

Britain

Canada and the United States 

· except that Oregon has approved PAS

Netherlands -except that no prosecution will be mounted if guidelines are adhered to.

　
Euthanasia is illegal in all countries except the Netherlands (provided a doctor performs euthanasia in accordance to established guidelines). It is illegal in Australia, Britain, Canada and the United States (except that Oregon has approved physician assisted suicide with some other States likely to follow suit). It is significant that the Northern Territory enacted legislation to make it legal for a doctor to take the life of a patient in particular circumstances. That law has since been overturned by the Federal Legislature.

It was of major significance internationally that a State Government (Northern Territory)in Australia had made it legal for a doctor to take the life of a patient. In 1995 the Northern Territory government passed the Rights of the Terminally Ill Act under which terminally ill adult patients who are experiencing pain, suffering or distress to an extent which was unacceptable to them could have requested their medical practitioners to assist them to end their lives. A medical practitioner was permitted to assist a patient to die providing he or she met certain conditions. There was a minimum period of seven days which had to elapse after a patient had made the request to end his or her life which gave the patient time to reconsider and change his or her mind. However, as stated above, this legislation has since been over-ruled. The politics of that action are in themselves complex. It raises issues of interference in State law in an area (health) which is, in the constitution, normally regarded as within the power of the State not the Federal Government.

　
The First Legal Case of Euthanasia in the World

On Sunday 22ndSeptember 1996, while the Northern Territory legislation was still in force, Dr. Philip Nitschke actively brought about the death of Bob Dent, Dr. Nitschke set up a machine which was a computer that drove a mechanism which dispensed Pentoparbitone (a sleeping agent) and subsequently Atracuruin (a muscle relaxant which stops breathing). Dent died peacefully within minutes. It is reported that in a media conference some days later Dr. Nitschke "looked terrible. He barely contained his tears at times. Even the strongest supporters of euthanasia do not pretend it is easy, but Nitschke's scars are raw. He had been told to wear a tie and trousers instead of his customary shorts, but his respectability could not hide his deep emotions."

He said "it was a very tense time. There was a great deal of appreciation, disquiet. The patient did as much as he could to keep trying to put people at ease, reminding me that this was an act of love and I should see as an act of love". He said 

"It[voluntary euthanasia] takes a toll out of those people who are participating, but perhaps, ultimately, it is the greatest thing you can do for a person. I feel at the end of it enhanced by the experience I did not feel that in any way I have done the wrong thing."

It is obvious from other accounts also that doctors in other countries who have performed euthanasia have not done so lightly. A book written by a doctor in Amsterdam who practices euthanasia in Amsterdam hospice entitled "From dancing with Mr. D: Notes on life and death" by Bert Keizer, Australia: Doubleday, 1996. It is clear from that book that Dr. Bert Keizer does not find it easy to perform euthanasia but does so from a commitment to alleviate suffering 

[See the weekend Australian July27-28, 1996 page 28 article entitled 'confessions of Dr. Death'.]Similarly a program entitled 'Death on Request' showing a doctor who gives euthanasia to a man suffering from ALS (a degenerative muscular disorder)shows the doctor administering euthanasia but clearly not doing so lightly. What is different about the situation in the Netherlands and that in the Northern Territory is that in the Netherlands it is still not actually legal to take a patient's life even in these circumstances. It is simply that no prosecution will be mounted if guidelines (similar to those in the Northern Territory legislation) are adhered to. What was significant about the Northern Territory legislation was that it makes the act legitimate.

　
Arguments against Active Voluntary Euthanasia (AVE)

· Life is sacred

· Palliative Care makes AVE unnecessary

· It is impossible to draw up rules which prevent abuse

· The role of the doctor has always been to preserve life

· Subtle pressure to accept euthanasia over treatment

　
The arguments against active voluntary euthanasia are as follows:

The argument that life is sacred is more likely to be persuasive with those people with a religious conviction. It is difficult to impose this on people who do not have such convictions. In a multicultural society this argument is difficult to sustain as one can say there is no obligation to request that one's own life be ended. However it is a different thing to say that my beliefs are such that no one should be permitted relief of suffering in this way even if they don't agree that life is sacred. 

The argument that palliative care makes active voluntary euthanasia unnecessary is advanced particularly by those from the hospice care movement. What they say is that it is very rare that a patient, given adequate palliative care and pain relief, persists with requests for the ending of their lives. It is a very rare medical condition where the pain cannot be adequately dealt with. The argument against this is that there are sometimes circumstances (such as with cancers in the bone) where it is very difficult to control the pain adequately. Furthermore, where suffering becomes unbearable (not only because of physical pain) then a person should have the right to be assisted to die with dignity.

It is also argued that it is impossible to draw up laws which prevent abuse. This is the slippery slop argument. Arguing the slippery slop one can say that the fact of a slippery slop does not mean that we have to slide down it. Nevertheless it needs to be taken seriously. If legislation give doctors the right to perform active voluntary euthanasia it may be the case that this legislation is applied liberally. In abortion for example the legal position is that a foetus may be aborted when it endangers the life of the mother or the life of the child would be one of suffering. This law has been interpreted very liberally to allow abortion virtually on demand. It may be that legislating to allow euthanasia will create the conditions for doctors taking their patients' lives in many different and more liberal circumstances than were anticipated by the law. Furthermore it leads to a change of culture in which we generally come to consider that when life becomes difficult, especially with an illness or as one becomes older, then it is normal to consider actively bringing about one's death. 

There is an argument that the role of the doctor has always been to preserve life. Hans Jonas(a highly respected philosopher in the United States) wrote in 1969, that "the patient must be absolutely sure that his doctor does not become his executioner" [Hans Jonas, 'Philosophical reflections on human experimentation', Daedalus Spring 1969, pages 219-247, at page 245.] In a more recent interview [with Countess Marion Dönhoff and Reinhard Merkel, 'Not compassion alone: on euthanasia and ethics', Hastings Center Report, Volume 25, No. 7, Special issue 1995]Jonas argued that "The role of taker of life must never be assigned to a physician: in any case, the law must never permit him to perform it, for this would jeopardise and perhaps

destroy the physician's role in society. The active taking of life must never be one of the physician's professional tasks; it must not be added to his traditional function as a healer and reliever of suffering. The patient must never have to suspect that his physician might become his executioner. The physician must not kill." [at page 46] Jonas drew a distinction between the administering of pain killing drugs in a situation which might shorten a patient's life from the intentional administrating of a drug to kill a patient. Even though the boundary is unclear there is in his view a significant difference between the two cases on the

ground that the direct intentional taking of life is "incorporated into the physician's arsenal. . . . as a routine matter' (at page 48). Furthermore Jonas is definitely in favour of pulling out the plug when it is "indicated" with a patient maintained by artificial life support even though that may bring about the patient's death. This is a very different matter in his view from intentionally killing a patient.

A further argument against active voluntary euthanasia is that it may lead to a situation in which pressure is put on people, near the end of their lives, to accept euthanasia over treatment. This pressure may even amount to a person feeling a pressure to accept euthanasia to save other people the expense or trouble of continuing to care for him or her. 

Arguments in favour of Active Voluntary Euthanasia (AVE)

· 14% of all doctors do it now without regulation

· Powerful have preferential access now

· Palliative Care does not solve all problems

· AVE is an expression of personal autonomy

· Control of the victimless actions of others not desirable

　
Arguments in favour of active voluntary euthanasia are as follow:

In research which has been conducted by Peter Singer and Helga Kuhse of Monash University, and a similar study conducted by Peter Baume of the School of Community Medicine, UNSW, it has been shown that 14% of all doctors have, on some occasion, given euthanasia even though it was not legal at the time. The argument against this as a basis for allowing euthanasia is that the fact that people do something illegal (and arguably immoral) is not an argument for legitimating that action. Legitimating could also lead to more people doing something that is not regarded as acceptable. However it is clear from surveys of the public that a majority of people favour euthanasia.

Another argument in favour of AVE is that the powerful have preferential access now. What that means is that those people in the know(usually those with money and social position) have access to information and to medical practitioners who would be willing to assist them with euthanasia if the need arose. Those less fortunate would not have the same access. This is an argument on the basis of equity to provide that treatment equally to all people and legitimate it by the law. 

The argument that palliative care does not solve all problems has been discussed above. 

The argument that active voluntary euthanasia is an expression of personal autonomy is based on the notion that each of us should be free to do whatever we wish so long as it does not harm another person. This is essentially an argument from the ideas on liberalism advanced by John Stuart Mill. [See lecture on 'Relationship between Law and Ethics' above]. Euthanasia is a victimless action and on the basis of libertarian views, should not be dictated by other people.

　
　
#source

http://www.library.unsw.edu.au/~biomed/cmed/l8gorman.html

