


- anaesthetist, seemingly directed by fate to
- establish over a thirty year period, successively,
*an Intensive Care Unit, Pain Clinic and finally,

. aPalliative Care Service at 5t Vincent’s. Perhaps -
~you will now appreciate the relevance of the
.. theme for this talk which, at all times, reflected -

Cmy greatest need. With Ben Sira I would say '

) that:

._"171 .my p%ayers_f aékéd o_uﬁﬁgh_t for_i;ﬁsdani.”? o

: o As én_ undergi‘aduate in medlcme at Sydnéy
. University from 1943 to 1948, like all other ..

~ undergraduates 1 had virtually no exposure to

. medical ethics except for two or three afternoon
2 lectures in 1945, The Hlppocrahc Qath, theules -
coof medical practme and the permissible extent .

! of advertising ‘were explained. For some

. understanding of how {o manage the Jifeand.
death issues which were to surface with the first
- patient contacts as a new internin a hospital, one -
. had to fall back on one’s moral upbringing
. through parents, school and the Church, all of
" which was underpinned by some immanent
~sense of good and evil, right and wrong. Inmy .

; own case the pa_th to _f_oii_ow s_eemed to be:

e Fear God and his pumshment

L 'queshonable thoughts or actions.
- = Respect all human lafe and pers‘onal
. property, - - :

E Vaiuable as thm background may have been, _
it failed to fill the ethical vacuum you felt when -

" the awesome problems encountered in day—to-
e day hospﬂal pracnce haci tcs be resclved

) Fortunate}y, practical gmdance soon came —
-+ mainly from the senior nursing sisters and older -
- colleagues. Ina haphazard way it was designed

~’toprevent you causing patients: some g 1952 a massive epademic of bulbo spmal'_"

' fpollomyehus ‘broke out in Copenhagen
. producing respiratory paralysxs withinafew-
-~ weeks in over 700 people. They occupied all the

“irreparable harm.- You soon learned that

- imiraculous cures were out of your reach, -
L "Primum
e commandmentofmedlcaiethacs

‘oM - nocere” st the

: The. Capenhagen Epademse

fust 5

- pleasing to recall that the junior nurses who
“were more of one’s own age had ideas which

were more compatible with one’s own and,
indeed, ‘'more conducwe to happler _

. mterpersonal relations. -

' As an mtern one saw f01 the first time death
and dying, cancer in allits rnamfestatlons, drug .
and alcohol abuse, senility, strokes (and their
aftx.rmath, unconscmusness) the effects of :
. © massive trauma, malformed children, Down's S
o _syndrome ‘the hst goes. on and onl.

'Whﬂe all this was sad "at the same time it

‘seemed o be ingvitable. Allyoucoulddowas - -
to relieve some pain and discomfort and offer -~
support to pahent and famﬂy ‘Preumoniawas .
welcomed as “the old man’s friend” when'it =~ . .
occurred in an elderly pat:enf: perhaps dying -~
‘from cancer or unconscious from a stroke,

~ Anaesthesia was risky. Radical SUrgery was .
‘rarely performed and intravenous or tube .

" feeding was never used for the dying. Patients: .
 received essential nursing and symptomatic .
“relief while the priest or minister was. always - . =
s mvo}ved whenever death seemed 1mmment

In thzs way, the process of dymg was not_‘ :

o e Fear women for their potent1a1 to mdum_;_drawn out by any treatment given in some 3 |
= ~forlorn hope of prolongmg life. Nor were ...~

o patients knowingly killed by direct active

intervention. The disease processitself killed the -

. patient, while doctor and nurse. offered rehef
¢ Love one’s parents and nelghbours, and : : L :

e -Avo_l.d .the lawand be poh.te.-t@ policement.

and comfort

My hfe ihen took me in 1951 to Oxford where -

1 became involved in a technological and
_pharmacological revolution which was to. )
- change the face of pahent resuscitation and .
introduce major ethical issues which remam o

: thh us to thxs day It happened in th:s way

7 urgent beds of the city’s hospitals and, dueto |

S 'Whilé s'_enio_r -'nu_rSes__EXei-ted a necessary
o _authority'and demanded obedience, it is .

the inadequacy of the “iron lung”, the only. - ._3
mechamcal respxrator then known, the early-'_ S
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- withhold treatment? If this is permissible, when
may we, and under what conditions? May we

suspend active treatment once 1t had been .-
- commenced” g o - :

'Shouid everyone be given the chance of

- survival under these extreme circumstances or
should our efforts be confined to the young,

- potentially productive and previously. fit
. members of our community?. Or should this
. extraordinarily expensive treatment be given -
- only to those who can afford it? -Who, then, -
- would be best qualified to make the necessary -
decisions ~ the attending doctor and his

_ ‘the hospital .-
© ‘management with. its accountant and Board of
~-Directors, the lawyers, especially those involved
' inlitigation, or finally the Government? Ineach
specific instance, those at the centre of all this -

_jcolleagues,. the - ethicist, .

profound confusion are a patient and the

. _relatives (whose opinions may not be sought for
. various reasons or who may feel incompetent to
- interfere). Since all involved must have some

influence on the steps to be taken, it is.not

_:surpr:smg that such disparate groups may -
_ produce in the end a camel when they are

"3seekmg to create a horse' -

When m 1960 Iestabhshed an Intenswe Care

"~ Unit ‘at St Vincents ‘and. the onus of

i responm‘mhty for these decisions was mine, I
‘was fortunate to have had a flash of heavenly

insight to which 1 have not publicly admitted

before. 1 was given permission to name the new

ward. 1 chose to name it after St Camillus de

' Lellis who was known as the patron saint of

- gamblers! What ! 3
gamblers! What better guidance could one hope :'supported the practice pr0v1ded that the

for when the chlps were down and you had Tun
out of Kieas? BT

* . nor of euthanasia in any way. Even when it

. causes the arrest of circulstion, the
interruption of attempts at resuscitation is -
never more than an indirect cause of the -

o '-.cessatzon oflife 3

Now I w1sh to refer bneﬂy to another ethxcai

dilemma of which we are all aware ~ that is, the -
- treatment of patients with advanced cancerand - -
other terminal illnesses which have similar - © -
- physical, emotional, psychological and spiritual -
problems, mcludmg AIDS and mulhple_ o
.fsclerosxs S I

To me, the issues mvolved here largely E -
revolve around a profound ignorance of the ' -~ "
potential of proper medical care, the lack ofa’

basic understanding of the individual’s needs

“and a total inability to interpret the deeper = =
‘meaning of the patient’s general cry for help. |
-Badly, those closest to these patients who are
" regponsible for their total care - mostcommonly S
. doctors - often seem unable to cope with death =
or the dymg processina p051t1ve and sensitive .
way. - Their ‘medical training: has been -
“inadequate and wrongly. focussed in ‘these
~‘matters. On the other hand, the protagonistsof .~~~
‘euthanasia, be they ethicists, philosophers,
" theologlans or doctors, base their arguments on :
_theoretical concepts of death, dying and =~~~
- suffering which havean anecdotal basis and, in
general, Jack personai experience of caring for

numbers of such patients over a mgmfmant g

'permd

Hans Kung,_reﬂectmg on euthanasza,’z o

patients were old rather than young and that

“only adoctor could perform the act after seeking "

~.the agreement in-consultation with other -

_ For me, que XII in Febmary and November-

1957 provided the first ethical guidelines so

RN desperately. needed by anaesthehsts and :

'-: mtensmsls He saxd

: zf 1f appenrs ihat the m‘tempt at
o resusczta,twn constifutes in realzfy sucha .
" burden for: the ;‘amzly that one cammot i all - -
" comscience impose it upon them, they can ..

Aawfully insist that the doctor should
- discontinue. these attmnpts, and the doctor.can "
- lawfully comply. There is not involved herea . -
: -caseﬁfdzrect d:sposal of the sze afthe pairem? ;

-'fcoileagues On this basis one could imaginean
" ever-widening ¢ circle of doctors involved in this *
| process,. ehmmatmg any future need for their. ..
- education in palliative medicine and a rapid = .
“decrease in the community’s confidence in the .~ *
* ethical standards of their doctors There would |~
be significant role changes in our community - = ©
disease would no longer kill people naturally, -
“doctors would kill people unnaturally and
God's mle in.the final decision would be .
redundant. Hippocrates, our jcon of medical -
‘ethics, would now be dlsmlssed as a sﬂly old
L -.Greek ' : :
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'fl';largely%unfmr Tam. weil aware of the'."_._j,
-resentmentd octo _‘_andrnurses feeiwhen:.they_




. -::"SouthWaIes

E _'Kéiih]o;sepﬁ

- In the last issue, I addressed the issue of
.. resource allocation in Canada In this issue I
- want to turn to clinical ethics, which is an area _

- where Canada has followed the United States -

- - model. “In many ways this model is well in

advance of anything that we have in Australia.

- The Canadian and American approach to

~clinical ethics stresses the role of ethicists
- 'working actively in the hospitals.  Thus, for -
.. example, the centre which I visited in January

*this year (the Westminster Institute for Ethics
and Human Values, at the University of
- Western Ontario) had two clinical ethicists who -

" spent most of their time working in local

" hospitals. The city of London, Ontario, has -

* medical facilities which serve a population of

- about 500,000 people and has two clinical |

" ethicists. In Ontario, with a popuiatmn 0f99.

- million, there are more than twenty hospital
. based clinical ethicists. ‘As far as I know, there -

. are no persons in a s1m1lar posxtmn in New

" 'Chmeai Eihﬁas SN

. ‘Clinical ethics appears fo be glven far greater :
_ ' emphasis in North America than in Australia. -
. My impression was that clinical ethicists were .
~ " highly respected by the doctors and nursing -

- staff with whom they worked; they often . enough beds, the ethicist will be confined to

* accompanied the doctors and nursing staff on - Sorting out who gets the few beds that are.
" ‘rounds and had a close working relationship.

- withthem. The two clm:cal ethicists in London
. were both women; one was an Anglican priest -
" who was previously a biostatistician; the other .
" “was formerly a regxstered nurse who had since . -

" goneonto gain a Master’s degree in theological .
The combination of medical and -

'_theoioglcal backgmund was. obvmusiyé"

- ethics, -

S benefmxai in thelr work

: The procedures for the zcientlflcatmn and
resolution of ethical problems were well in

N advance of what we have in Australia. Hospxtal '

: staff are aware of the eihmsts and canraxse W!th _: L
“them ethlcal concerns that they may have. In - -
“turn, there is an institutional mechamsm by -

which the ethicist may. give voice {o those

concerns. There is thus a semi-formal structure
for raising ethical concerns of a kind which we

“do not have in Australia, and which would be - -

of great value, ‘It is hard to imagine that the -~
Jinfamous cervical cancer experiments in-. -
.'Christchurch, New. Zealand, could have . ..
'_occurred in London, Ontarm, given the -~
apparent awareness of doctors and other staff
of ethics and of ways i in whzch ethical CONCErns

¢an be Vmced

HOWEVE!‘, there is the danger thatby deﬁmng st

clinical ethics too. narrowly by concentrating
-onmicro -management of ethical problems - that = = -
one will lose sight of the “big picture”. - Ethicists =
“are likely to be called into the resolution of
.resourceailocahondﬂemnas atthe micro-level. - .
- . For example: which very sick child’ gets.

' admzfted to the Intensive Care Unit when there - -

- arenot enough beds? There is then the risk that -
“other approaches to resource allocation may be -
“ignored, leaving the ethicist dealing with
“problems which will never be resolved at the -

* micro-level, Instead of asking why thereare not

available, The role of the clinical ethicist will - o
then change from that of a resolver of ethical =
: 'probiems to tha£ of a manager of i.hem SEE

'Iii Aué%i‘éha thé 1de'a‘ of éthiéis'ts "at'tehdmg” :

“rounds is unlikely to be wmiely accepted, fora - L
“number of cuiturai reasons. However, ihe S

implementation of a semi-formal procedure

- within institutions for the resolution of ethical =

_' S 'pmblems is an important step that would beof =
- wvalue in Australia. It would save recourse to -

~1egal or bureaucratic mechanisms, and would

“probably be of value in the qulck resoiutxon of -

v ethmal problems _ . :
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* The first set of conditions rightly directs usnot -

E so much to the simple fact of a person's request,
" but to the conditions under which the law

- regards a request for euthanasia as legitimate.

" {e.g. terminal illness with no hope for
~improvement). ‘But a law which legitimates
> voluntfary euthanasia in certain circumstances
“{e.g. terminal illness with no hope .for

- inprovement) thereby encourages the thought - RREEAE RERE S e
. that euthanasia is also legitimate in the case of . Muchas, P‘YOPOHEMS O_f 19561?3_&3@ euthanasia '

want to ensure the soundness of a person’s. _
- request for enthanasia, their proposed law .=« - '
“would in fact “teach” that any such requestis
 likely to be sound, and sheuld berespectedand - - '

* complied with, whereas a little knowledge of
" human nature suggests precisely the opposite. g
Indeed, will it be long before we hear the
'suggestmn that those who are depressed or
'mtellectuaﬂy disabled have just as much right -~
“to request" euthanasaa as do those not 50 - -
:afﬂmted’? : T :

'patients in similar circumstances even though

~ - they have nof requested euthanasia or are
incapable of doing so (e. & because they arein.

s mevermble Loma)

. Much as proponents of legahsed euthanama.
“emphasise its voluntariness, what is critical to. -

" “the decision to act on a patient’s request is the

. condition of the patient, quite apart from their
“request. Indeed, will it be long before we hear -
'_-.the suggestion that nof to euthanatise -

be seen to teach thatonehas a ”duty” to request
‘euthanasia (e.g. s0 as not to be a burden on
- others). We know that relatives and friends are R
often wishing a person would die. Legalised =
 euthanasia would “legitimate” that wish, and .

create an environment of fear among those

whose hves are drawmg to an end

‘incompetent” patients would amount to unjust - )

- discrimination?. Why should the ”mcompebent” E

" be kept alive in circumstances in which the

“competent” ‘are allowed by law to end their
- lives through euthanasia? (Already we hear it -

- said that the law discriminates agamst those
' who are unable to comrmt suncade’) e

: The mave m umﬁae cempkmnce w;th

" requests for euthanasia

" The second set of conditions recogmse that a

- person’s request can be more or less soundly -
~ based. Not any and every request should .

_immediately be acted upon. For example, a

© ~what it protects.:

A ﬁaw we cazmﬁt dﬂ w&thout _
“No civilised somety can be wnthout laws

governing life and death, and the medical ...

" treatments which impact on life and death. No -
Jaw canbe mthoutapresumphon orbiasabout : . -
‘In matters. of medical ~.
- treatment, the protection. of life must continue
. to be our priority. Legalised euthanasia would =
" alter this presumption: it would protect the -
* freedom of a few to have access to voluntary
‘euthanasia. It would no longer protect the

vulnerable from having thexr vaes ended
thout theu' consent g S

_ ._.person may be gwmg up too soon, or may. be . Lo

R¥ wanting to pumsh others, or may be acting out ..
of self-pity, or may be thinking (falsely) that he -

. or she is ;ust a burden to others, and SO ON.

- But despxte xts requxrements for sound_ :
- decision making, a law which legitimates
. voluntary euthanasia would inevitably promote -
‘asociety in which reques!:s for euthanasia would -
readily be acted upon, The presumption or bias

' of such a law would be towards accepting a

such requests altogether

Moré WQ.r.fyiﬁgiy, a l._aw.w'hich. “teaches” that

" We should retain the existing presumption - .
‘because legalised voluntary euthanasia would ~
" inevitably lead to the euthanasia of those whose

. lives ought not be ended, both in the case of
- incompetent patients ‘and in the case of =
“competent patients whose requects arenot. -
soundly based. The dangerb of legalising .-
“yoluntary- euthanasia are such that.ourlaw ..~
“ought to protect the vulnerable from these = - -
“dangers, even if this means. restnctmg the =
freedom of those few in our soczety who want R

i person’s reques{ too easily, just because it was. access to euthanasm

the person’s request, rather than dlscouragmg o
L 'mdebied to John Quilter's paper, “Against Legal
‘Protection of anuntary ‘Active Futhanasia',

1 " For ihe arguments presenied here I am-’_ :

Proceedings of a seminavr_on euthanasm, foim :

' Plunkeﬁt Centre, 1995

S it is right to request euthanasia would quickly i
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may - . :
: request the medzcal pmc.fzizoner to assist her
or kzm to end the person s i:fe

Proposals to 1egahze euf:hanasza almost

' - always insist that the only requests foreuthanasia
- which may be acted upon are those that come :
- from people who will in the short term die from

. their illness {the so-called 'terminally ili"). - This

35 presumably intended to allay. fears that ifs -
3 - 3the same thmg
“* % has been pointed out often enough that (for -

E legalization would lead to widespread killing.

instance) a diabetic who . for whatever reason

_stopped taking her insulin would thereby s

* become 'terminallyill'and qualify foreuthanasia.

- 80 too would someone w1th polio who decides
. thatshe s tired of going on a ventilator at night,
" There are, that is to say, very good reasons for
" being sceptical about the claim that confining -

" the scope of legitimate requests for euthanasia

- {o those who are termmaliy iy’ w111 act as any_

" kmd of safeguard at all

: proposes that we abandon even this ‘safeguard’,

. ﬁlness ’has an unacceptable quahty of hfe

3 It shcsuidbe obvxous ;usthow muchmder .
o thls woulci make the scope of legally-pmtected
-\ requests: for euthanasia, ‘One_could imagine
- someone who becomes paraplegic throughacar L

- accident requesting euthanasia because he is . -
distressed notso much by his dlsablhtyasbythe- Lo

- way in which other people respond to himas a

' :_ "_dzsabled person. Or ayoung woman dlstressed_ﬁﬁ" :
~ not only by her anorexia nervosa but also by - .

- whatever causal factors led to her suffering this

- illness. And indeed, as Karen Clarke haspointed
~." - out, one could envisage circumstances in which
. pxamst who lost his nght arm, and who was.
- {understandably) distressed about this, might .
" request euthanasia.? Such people would quahfy L

o dor euthanasza under the ACON proposal e

: candldateq for euthanasia matter?: Certainly it

B addmmmeaqurabiy toaconcem aboutthesoual IR
- effects of legalizing euthanasia. In the space of -
- afew weeks we have thnessed in Australiaa

~slide from enacted legislation which requires -

thata person requesting euthanasiabe terminally

BRI it to proposed leglslatzon that wouid make it :_--.f _

legal to prov1de euthanasia for someone who is

merely dissatisfied with the quality of his or her

“*life. That swift slide shows justhow unsafeitis .~
- tobreach our age-old prohibition against killing *
“each other. Once we abandon that prohibition o

for one category. of persons (those who are - "
“terminally ill and request euthanasia), the idea
“emerges that others (in the ACON proposal,

those who have a serious physical iliness and.
request euthanasia) have a 1eg1t1mate r;ght to

T is utterly predlctabie that someone wﬂI R
soonclaim that there oughtto bea third category

of peopIe ‘'who_may legitimately request -
euthanasia: those whose dissatisfaction with

their livesis not associated with any illnessatall, - -

‘It is therefore not surprising that recenﬂybotha TR
‘Select Commitee of the English House of Lords "
“and a Taskforce on Life and the Lawchairedby -
“the Governor of New York State came to the. = -
‘- conclusion that there was 1o safe way of
fiiegahzmg euthanas;a AL L
But theAldsCouncﬂofNewSouthWales_ PRI SR
S . Faﬂuxe o dlstmguxsh between suxcxde and e
" that we give legal protection to a doctor who.
_ accedestoarequestforeuthanasxafromsomeone
- who, as a result of suffering from a serious .

euthanasza. S

- Although | thé ACON proposal is calied a
'_'Voluntary Euthanasia Bill', the literature which -
. accompanies the proposed Bill consistently talks

of 'providing help' to someone who ‘wants to
end then* I;Ie 'Ihe }ong tltle cE 1ts proposed Bﬂl :

is: o

| ‘An Act to conﬁrm the rzght of certain persons .
to request assistancefroma medically qualified

ina hummze manner; ‘fo aliow for such -

. assistancetobe givenin certain circumsignces

__'wzthout legal zmpedzmenf fo the person
_rendenngfheasszstance RRR

not only

butaiso '. R
1f the person s nat physzcally capable of"'
- administering it, aisa iheadmmzstmt:on ofﬂzc. iy
N :__asubsiance : : . o

'Thatastosay,theBill1gnoresthedlshnctmn o

- 'Page 10
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person fo voluntarily terminate her or his life -~ -

The Bill deﬁnes assxst and assu:tance to mciude

fhe?’fﬂsmbmgofasubstanceforihﬂpersanto ;" e
_ admmtstertoherselfcrh:mse!f thcprepamtzon' o
: : _ofa substmzce foradmzmsfmtzon o .
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- '-Mmter of Arts and Graduaie |
R Qer@;ﬁc&te in &pplﬁed Etﬁuc& (Heaim
- Care) .
" Australian Catholic Umversxty is mwtmg
apphcatlons for the academic year 1996 for fee-

- paying programmes in Applled Eihms (Health .

~Care). _
The Graduate Certafxcate is especxally

' developed for professional staff in the area of . {njversity, spoke on ka a Nurses’ Biocthics

'Assaczatzan?

- Health Care who have had no opportumiy for
- formal study of ethical issues. -

The Master of Ars is a prcgmrﬁme espemally B

1deszgned for those with leadership roles in

~medicine, nursing, somal Work and health care -
o adnnmstratmn R :

- Both pro grammes provxde opportumtles fora

- critical and reflective mterdasmphnary study of
o '-practlcal ethics. They aim to equip students to -
“engage in reasoned and well-informed debate
" - pn the ethical issues arising from. their -
: professwnal work. ‘The programmes consider-
_the range of ethical perspectives and religious -
“traditions that inform ethical dec1910n makmg ;

iR contemporary Australia, - L

For furﬁzer mfowmztwn, px‘ease contact Dr Roberi

o 'Gascmgﬂe, Course coordinator, on (02) 7392193, or -
" “the School of Religion and Philosophy, Austrolian .-

Catholic University (NSW) on (02) 7352252, -

Semzrmr Pmceedmgs Avmlable

'I‘here are shll copu,s avazlabie of the proceedmgs
of the seminar on euthanasia which was held
-{{under the sponsorshlp of the John Plunkett Centre
for Ethics in November last year. Speakers

and Mr John Quilter of the Centre. Copies ‘are
||available ‘at a cost of $15.00, including postage

- ||information ring Barbara Reen.on 02) 361 2869, -

{|included Professor Remmelink of the Netherlands 5

< |1($10.00 for Associates of the Centre). For further|| - :

LU Gm}dy Bmetkﬁcs far Nurses s

* Association o
" Asaresult of many enqumes from nurses, the

' enthusxasm of Daria Kouisouikos and with the -
‘support of Fr Walter Black, MSC, the L. J. Goody
Bioethics for Nurses Association held their A
- Inangural General Meeting on Friday 25 August -
1995. Ms Heather McAlpine, Lecturer and .

Coordinator of the Ethics Unit, Edith Cowan -

" The Assocmhon is there to hsten to the needs..
. of nurses in this area and to provxde adualrole ~
of education and support. - Members of the * = .
“executive and working- party are nurses, and SRR
membership is open .to all nurses,
' technology and societal attitudes change, nurses -
" need continuing information and support to be
~empowered in their posmon of patient carers,

Issues gleaned from the Inaugurai Meetmg '

- will be the focus of the fu"st educatmn session o
onld November 1995 P R R

' Further mformatwn may be obtamed from the
- L. ]..Goody Bioethics Centre, =" =

* 39 Jugan Street, Glendalough, WA 6016.
Telephone (09) 242 4066; Pax (09) 242 4()67

' Reglstratlons are now opm for the
Centre's first Advanced Bioethics
course, to be held at the Ave Maria - 7
‘Retreat Centre in Point Plper, Sydney, B
on the weekend of 6 - 8 October, The - |-
- theme of this course will be “Chmtmn 2
- Contributions to Contempnrary
'Bmethxcs " For further information rmg
Baxbara Reen on (02) 361 2869

CPage 12

" Bioethics Ourlook, Vol 6,No 3, Sépiembér 1995
' John Plunkett Centre for Ethics

“As



