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End-of-Life Decisions in the Netherlands over 25 Years

TO THE EDITOR: In the Netherlands, the much
debated practice of physician assistance in dying
has been legally regulated since 2002. 1 .2 Such
assistance may include physician-assisted suicide
or euthanasia, in which a physician administers
lethal medication at the explicit request of a pa-
tient. Both types of assistance are allowed only for
patients who are "suffering unbearably" without
any prospect of relief.

We studied end-of-life decision-making prac-
tices in the Netherlands between 1990 and 2015.
Every 5 years, physicians were asked to fill out a
questionnaire for a nationwide stratified sample
of recently deceased patients. 34 Response rates
varied from 74 to 78°/a, and numbers of patients
varied from 5197 in 1990 to 7761 in 2015 (Table 1).
(Definitions of terms and further details are pro-
vided in the Supplementary Appendix, available
with the full text of this letter at NEJM.org .)

The percentage of patients in whom an end-
of-life decision had preceded death increased from
39% in 1990 to 58% in 2015. In 1990, 1.7% of all
deaths were the result of euthanasia; in 2015,
the percentage was 4.5%. The rate of physician-

assisted suicide varied between 0.1°/s and 0.2%,
respectively. In 2015, physician assistance in dying
was requested by 8.3% of all deceased persons.
Ending of life without an explicit patient request
decreased, from 0.8% in 1990 to 0.3% in 2015.
The use of morphine to alleviate symptoms while
taking into account possible hastening of death
as a result increased from 19% of all deaths in
1990 to 36°/0 in 2010 and 2015. Continuous deep
sedation was provided in 8.2% of all patients in
2005 and in 18.3% in 2015; this practice involved
the use of benzodiazepines, often combined with
an opioid, in 83% and 95% of all cases, respec-
tively.

Physician assistance in dying is performed
mainly by general practitioners (in 93% of cases
in 2015). However, we found some shifts in the
circumstances in which such assistance was pro-
vided. In 2015, the percentage of patients who
were older than 80 years of age was higher than
in 1990 (35% vs. 22%), as was the percentage of
patients who had an estimated life expectancy of
more than a month (27/0 vs. 16°/a). In 2015, phy-
sicians who responded to a survey (with more
than one possible option) indicated that 92% of
the patients who received physician assistance in
dying had a serious somatic disease; 14% had an
accumulation of health problems related to old
age, and a small minority had early-stage demen-
tia (3%) or psychiatric problems (3%).

The use of potentially life-shortening medica-
tion and continuous deep sedation to relieve end-
of-life suffering has become common practice in
the Netherlands. The frequency of physician as-
sistance in dying is similar to the rate that was
recently reported in Belgium, which is one of the
few countries in which physician assistance in
dying is also allowed.' About half of all requests
for physician assistance in dying were granted in
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assistance in dying was requested by 8.3% of all deceased persons.
Ending of life without an explicit patient request decreased, from 0.8% in
1990 to 0.3% in 2015. The use of morphine to alleviate symptoms while
taking into account possible hastening of death as a result increased from

„ 19% of all deaths in 1990 to 36% in 2010 and 2015. Continuous deep 
sedation was provided in 8.2% of all patients in 2005 and in 18.3% in 2015;
this practice involved the use of benzodiazepines, often combined with an
opioid, in 83% and 95% of all cases, respectively.

Physician assistance in dying is performed mainly by general practitioners
(in 93% of cases in 2015). However, we found some shifts in the
circumstances in which such assistance was provided. In 2015, the
percentage of patients who were older than 80 years of age was higher
than in 1990 (35% vs. 22%), as was the percentage of patients who had an
estimated life expectancy of more than a month (27% vs. 16%). In 2015,
physicians who responded to a survey (with more than one possible option)
indicated that 92% of the patients who received physician assistance in
dying had a serious somatic disease; 14% had an accumulation of health
problems related to old age, and a small minority had early-stage dementia
(3%) or psychiatric problems (3%).

The use of potentially life-shortening medication and continuous deep
sedation to relieve end-of-life suffering has become common practice in the
Netherlands. The frequency of physician assistance in dying is similar to
the rate that was recently reported in Belgium, which is one of the few
countries in which physician assistance in dying is also allowed. 3 About 
half of all requests for physician assistance in dying were granted in 2015.
Such assistance is provided predominantly to patients with severe disease
but increasingly involves older patients and those with a life expectancy of
more than a month.
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Netherlands 2016 euthanasia deaths increase by another 10%

tuthanasies et suicides assistes
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The Dutch News reported that the number of reported assisted deaths increased by 10% in 2016 with

6091 reported assisted deaths, representing 4% of all deaths in the Netherlands up from 5561 reported

assisted deaths in 2015. There were 5875 euthanasia deaths and 216 assisted suicide deaths.

Since 2006, in the Netherlands, there has been a 317% increase in assisted deaths.

There were increases in euthanasia deaths based on dementia or psychiatric reasons. There were 141

people who died by euthanasia based on dementia in 2016, up from 109 in 2015. There were 60 people

who died by euthanasia for psychiatric reasons in 2016, up from 56 in 2015. There were also 244 people

who died by euthanasia based on "advanced age."

In 2016, there were 10 cases referred by a Regional Euthanasia Control and Evaluation Commission for

investigation.

Every five years the Netherlands conducts a major study on euthanasia. The 2010 study that was

published in the Lancet (July 2012) indicated that 23% of all assisted deaths were unreported in the

Netherlands. If this trend continued, that may have been 1400 unreported assisted deaths in 2016.
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1. The Dutch Act on Termination of Life upon Request and Assisted Suicide (Review Procedures)

By law, physicians in the Netherlands who perform euthanasia or assist in suicide are committing a criminal

offence. However, they are not criminally liable if they comply with the statutory due care criteria and notify

the municipal pathologist of their actions. Upon such notification, one of five regional Euthanasia Review

Committees checks whether the physician has complied with the criteria. The due care criteria are:

O The physician must be satisfied that the patient's request is voluntary and well-considered.

• The physician must be satisfied that the patient's suffering is unbearable and without prospect of

improvement.

O The physician must have informed the patient about the patient's situation and prognosis.

• The physician must have come to the conclusion, together with the patient, that there is no

reasonable alternative in the patient's situation.

• The physician must consult at least one other, independent physician, who must see the patient and

give a written opinion on whether the statutory due care criteria have been fulfilled.

• The physician must have exercised due medical care and attention in terminating the patient's life or

assisting in their suicide.

Further information about the act can be found at: https://english.euthanasiecommissie.ni

2. Definitions

The following definitions were used in our questionnaire study:

Euthanasia	 Physicians reported that death was the result of medication that was

administered by a physician with the explicit intention of hastening death at the

explicit request of the patient

Physician-assisted suicide	 Physicians reported that death was the result of the patient taking medication

that was provided by a physician with the explicit intention of enabling the

patient to hasten his or her own death.
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Ending of life without an	 Physicians reported that death was the result of medication that was

explicit patient request 	 administered by a physician with the explicit intention of hastening death

without an explicit request of the patient. This practice may or may not involve

prior discussion with or a non-explicit wish of the patient or their relatives. It

mostly concerns administration of opioids to patients who are in the last hours or

days of life.

Intensified alleviation of	 Physicians reported that measures to alleviate pain or other symptoms were

symptoms	 intensified while taking into account the possible hastening of death. This

practice may or may not involve prior discussion with or a non-explicit wish of

the patient or their relatives. It mostly concerns administration of opioids to

patients who are in the last hours or days of life.

Forgoing life-prolonging	 Physicians reported that they had withheld or withdrawn medical treatment

treatment	 while taking into account the possible hastening of death or with the explicit

intention of hastening death

End-of-life decision	 Any decision by a physician where hastening of death was taken into account as

a potential, likely of certain effect

Continuous deep sedation 	 Physicians reported that they had provided the patient with medication to

deeply and continuously sedate them until death. Continuous deep sedation may

or may not involve (potential) hastening of death and therefore partly overlaps

with end-of-life decisions.

3. Design 2015 study

We performed a study that was largely similar to previous studies in 1990, 1995, 2001, 2005 and 2010. A

stratified sample of death cases was drawn from the central death registry of Statistics Netherlands, which

receives death certificates for all deaths that occur in the Netherlands. All deaths that occurred between

August and November 2015 were assigned to one of five strata. When the cause of death was one in which it

was clear that no end-of-life decision could have been provided (e.g., sudden death from a car accident), the

death was assigned to stratum 1. These cases were retained in the sample, but no questionnaires were sent to
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the physicians, because no further information was needed to determine whether or not an end-of-life

decision had been made. When based on the cause of death an end-of-life decision was deemed unlikely,

possible, probable or certain, the death was assigned to stratum 2, 3, 4 or 5, respectively. The final sample

contained half the cases in stratum 5, 1/4 of the cases in stratum 4, 1/8 of those in stratum 3, 1/12 of those in

stratum 2, and 1/12 of those in stratum 1.

For all sampled cases for which the cause of death did not preclude an end-of-life decision, attending

physicians were mailed a questionnaire. The anonymity of both physicians and patients was guaranteed,

because returned questionnaires were opened only after all information about the identities of the patient and

physician had been removed.

Of the 9351 questionnaires that were mailed to physicians, 7277 were returned (response rate, 78%).

According to Dutch policy, the study did not require review by an ethics committee or written informed

consent from the patients' families, because the data collection was anonymous with regard to the deceased

patient and the attending physician.

The questionnaire focused on the characteristics of the end-of-life decision making that may have preceded the

death of the patient involved. There were four key questions, addressing whether the respondent had withheld

or withdrawn medical treatment while taking into account the possible hastening of death; had intensified

measures to alleviate pain or other symptoms while taking into account the possible hastening of death or

appreciating that possibility; had withheld or withdrawn medical treatment with the explicit intention of

hastening death; or had administered, supplied, or prescribed drugs with the explicit intention of hastening

death, resulting in the patient's death. For cases in which physicians responded affirmatively to more than one

of the four key questions, the act that involved the most explicit intention with regard to the hastening of

death was used to classify the act. For cases in which there was no single most explicit intention, the

administration of drugs prevailed over the withholding or withdrawing of treatment.

The key questions were followed by questions about the decision-making process, the type of drugs that had

been used, and the degree to which death had been hastened, as estimated by the physician. We also asked

whether the patient had been deeply and continuously sedated before death.
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The percentages reported were weighted to adjust for differences in the percentages of deaths sampled from

each of the five strata and differences in response rates in relation to the age, sex, marital status, region of

residence, and cause and place of death of the patients. After adjustment, the percentages were extrapolated

to cover a 12-month period, to reflect the 147,134 deaths in the Netherlands in 2015. Weighting factors were

calculated in three steps. First, the inverse of the percentage of deaths sampled from each stratum was taken.

The resulting factor was multiplied by a second factor that was calculated by dividing the sampled number of

deaths by the number of deaths for which we received a questionnaire from the physician for each

combination of characteristics of patients. The weighting factor that resulted from steps 1 and 2 was multiplied

by a factor that was calculated in the third step, by dividing the actual number of cases in the population of

deceased persons in 2015 for each combination of characteristics of patients by the number of cases from the

first two weighting steps.

Confidence intervals were calculated for the estimates of the rates of end-of-life practices, while taking into

account the weighting procedure by standardizing the weighting factors to the actual total number of cases.
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101 VICTORIAN ONCOLOGISTS (CANCER
SPECIALISTS) OPPOSE ASSISTED SUICIDE BILL

A

letter

from

101

Victorian oncologists, sent to all Victorian MPs, illustrates the strong

opposition to the Andrews government's reckless proposal for assisted suicide

and euthanasia.

Read the letter below:

19 September 2017

Dear Victorian Parliamentary Representative

http://www.noeuthanasia ,org.au/101_vic_oncol_no?utm_cam...0928_digest&utrn_rne.dium=email&utm_source=hopeaustralia 	 28/09/2017, 7:17 PM
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We, the undersigned 101 Victorian Oncologists (cancer specialists),

request that you vote AGAINST the proposed Victorian Assisted Dying Bill

2017.

As 80% of those who access physician assisted dying legally overseas have

cancer, we feel our perspective on this issue should be heard.

We add our voices to the 100 palliative care specialists who have already

corresponded with you requesting that you oppose the passage of this bill.

We collectively represent a significant proportion of the oncology workforce in

the state of Victoria.

We do not believe that it is possible to draft assisted dying laws that have

adequate safeguards to protect vulnerable populations, especially those with

incurable cancer, progressive neurological illness, the aged and disabled.

These groups of people experience high rates of depression and isolation.

The risks that such legislation poses for the majority of these outweigh any

benefits for the few in our opinion.

Physician assisted dying places people at risk of coercion that is both active

and passive. As a consequence of assisted dying laws, society re-assesses

the value of life; and the individual is taught to devalue their own life. Those

with serious illness may perceive that they are a burden on society or their

carers and come to feel that assisted dying is appropriate for them.

Assisted dying laws are easily challenged from a human rights and equality

perspective. Indications over time will be extended beyond adults with

terminal illness, to those with mental illness alone, dementia, disability,

children and the healthy elderly who have "completed lives". In Oregon USA in

June 2017 the senate debated a bill that would allow demented patients and

others with "mental incompetence" to be starved to death. Oregon is not a

lead that we wish to follow.

Physician assisted death is not, by definition, medical treatment. It is not

palliative care. We as doctors and medical specialists do not want to

intentionally end the lives of our patients, or provide them with the direct

means to do so. Assisted suicide is in conflict with the basic ethical principles

and integrity of medical practice and undermines trust in the medical

profession. We strive to eliminate suffering but not the sufferers themselves.

Where cure of cancer is not possible, we seek optimal palliative care

http://www.noeuthanasia.org.au/101_vic_oncol_no?utm_cam „.0928_digest&utro_medium=emaii&utmsource=hopeaustralia	 28/09/2017, 7:17 PM
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services to support and care for patients and their families at the end of

life. Without easy access to quality palliative care, some may request

physician assisted dying as they feel they have no other choice. This is

especially so for people who live in rural, regional and remote areas and for

people from culturally and linguistically diverse communities who have less

access to palliative care services.

We are very disappointed that discussion of the Voluntary Assisted Dying Bill

has dominated the agenda to improve end of life care in Victoria. We are

dismayed that the multiple recommendations made by the Victorian

Parliamentary Inquiry into End of Life Choices (June 2016) to strengthen

palliative care have not been actioned. Until this is addressed, discussing

physician assisted dying is premature.

In June 2017 the NSW government allocated an extra $100 million to fund

palliative care services over 4 years, particularly to provide extra funds for

community palliative care services and for rural and regional NSW. Need in

these same areas has been identified by the Victorian End of Life Choices

report. Palliative Care Victoria's figures demonstrate that an extra $65 million

per year is required to meet deficits and adequately cover future cost

projections in these areas. Such funding is essential if dying Victorians are to

be adequately cared for in their homes with adequate supports for both them

and their families.

We call for improved funding of palliative care services in Victoria, for the

benefit of all Victorians, but especially those who live with incurable

cancer and their families. This will go some way to ensuring that fear of

suffering does not dictate a person's final hours, nor the memories their loved

ones will carry throughout their own lives.

The United Kingdom parliament resoundingly rejected an Assisted Dying bill in

2015 as there is no "safe system" and we urge the Victorian parliament to do

the same.

Yours sincerely,

THE UNDERSIGNED 101 VICTORIAN CANCER SPECIALISTS.

THE LISTED SIGNATORIES SUPPORT THIS STATEMENT AS INDIVIDUAL

HEALTH PROFESSIONALS AND NOT AS REPRESENTATIVES OF ANY

http://www.noeuthanasia.org.au/101_vic_oncol_no?utm_cam „.0928_,digest&utm_medium=email&utro_source=hopeaustralia 	 28/09/2017, 7:17 PM
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HOSPITAL OR OTHER ORGANISATION WITH WHICH THEY ARE

ASSOCIATED.

Contact person -Dr Marion Harris M: 0410689112

E: marion.harris@optusnet.com.au

Alamgeer ,Dr Mohammed Medical Oncologist Monash Health

Amarasena, Dr lsuru Radiation Oncology Trainee Peter MacCallum Cancer

Centre

Bae, Dr Susie Medical Oncologist Peter MacCallum Cancer Centre

Bahzadigohar, Dr Ramin Medical Oncologist Monash Health

Barnett, Dr Frances Medical Oncologist Northern Health

Bond, Dr Rodney Medical Oncologist Melton Health

Boolel , Dr Vishal Medical Oncologist Ballarat Health Services

Brady, Dr Benjamin Medical Oncologist Cabrini Health

Brown, Dr Stephen Medical Oncologist Ballarat Health Services

Carden , Dr Craig Medical Oncologist Ballarat Cancer Care

Cebon , Professor Jonathan Medical Oncologist Austin Health

Chong , Dr Geoff Medical Oncologist Austin and Northern Health

Chong , Dr/Mr Chilton Surgical Oncologist Monash Health

Chu, Dr Julie Radiation Oncology Trainee Peter MacCallum Cancer Centre

Chua , Dr Sue Medical Oncologist Eastern Health

Coleman , Dr Andrew Radiation Oncologist Peter MacCallum Cancer Centre

Collins, Associate Professor Ian Medical Oncologist South West Reg. Cancer

Centre Warnambool

Cooray, Dr Prasad Medical Oncologist Eastern Health

Croagh , Dr/Mr Daniel Surgical Oncologist - Gastrointestinal Surgeon Monash

Health

http://www.noeuthanasia ,org.au/101_vic_oncol_no?utm_cam...0928_digest&utm_medium=email&utm_source=hopeaustralia 	 28/09/2017, 7:17 PM
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I, Brian Low of PO Box 652, Belmont WA 6984, wa@family.org.au , residing in the State of

Western Australia, am the promoter of this petition which contains 	 signatures.

PETITION IN RELATION TO ACCESS TO PALLIATIVE CARE

To the President and Members of the Legislative Council of the Parliament of Western

Australia in Parliament assembled.

We the undersigned are concerned that health patients at Joondalup,Midlaficl, Peel,

Fremantle and Bentley hospitals have either no or limited access to specialist palliative

care thereby res nc tr—g-frifoTma -Eron available to make informed choices about their

ongoing trea men .

We therefore ask the Legislative Council to support measures to enable patients at the

abovementioned hospitals to be given medical advice about their treatment which

includes information about palliative care options.

And your petitioners as in duty bound, will ever pray.

NAME
	

FULL ADDRESS
	

SIGNATURE

Please return this Petition by 16 May 2018 to Brian Low, P 0 Box 652, Belmont WA 6984.

This petition must not be altered or otherwise marked up or amended. Only original

signatures are permitted. Photocopied or faxed signatures are not accepted.
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HAVE YOUR SAY ON END-OF-LIFE CHOICES IN WA

HAVE YOUR SAY ON END-OF-LIFE CHalti-M0

End-of-life choices,

palliative care and

related issues have

recently been topics of

great national debate.

This has resulted in

some states debating

legislation over the last

few months, and Victoria

passing the Voluntary Assisted Dying Act 2017 late last year.

in Western Australia, a Parliamentary Inquiry has been established to examine how

the issue should be approached here.

The AMA (WA) supports dialogue around these issues, which address the broader

societal concerns with illness and death, including the adequacy and gaps in

palliative care.

To that end, the Association is holding a symposium for members to advise on

these and related issues. The symposium will discuss pivotal questions such as:

• How do we best fill the gaps in palliative care in WA?

• What lessons can be learnt from jurisdictions where physician-assisted

dying is legal?

https://www.amawa.com.aulsay-end-life-choices -wal	 22/4/18, 9:16 am
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• VVhat protections would doctors require if physician-assisted dying

were introduced in WA?

• How can vulnerable groups be : protected?

Date: Saturday 5 May 201$

Time: 9am registration for a 9:30am start. Lunch, morning and afternoon

tea will be provided.

Venue: University Club of Western Australia, Hackett Drive, Crawley

Cost FREE

This event is limited to AMA (WA) members. Register '-,ere 

The symposium will feature international keynote speakers Baroness bra Finlay,

palliative care physician and former President of the British Medical Association

(BMA) and Royal Society of Medicine; and Dr Gard Gubitz, Canadian neurologist

and provider of Medical Assistance in Dying (MAD),

We will also hear from local experts on the condition of palliative and end-of-life

care in WA and how the medical profession can drive improvement. MDA National

medicoLlegal advisor Dr Sara Bird will discuss the potential legal concerns when

treating patients at the end of life and we will hear from Dr Jeff Blackmer, World

Medical Association (CMA) Chief Ethics Advisor and Vice-President of the

Canadian Medical Association on navigating ethical issues in the assisted dying

-debate.

Other confirmed speakers include:

• Dr Elissa Campbell, Palliative Care WA President

• Associate Professor Marianne Phillips, Paediatric and Adolescent Oncologist

• Dr Lisa Miller, liaison Psychiatrist and Palliative Medicine Specialist

- Professor Theo Boer, Dutch Bioethicist and former Regional Euthanasia Review

Committee member

- Dr Michael Gannon, AMA Federal President

• Dr Frank Jones, General Practitioner and former President of the Royal

Australian College of General Practitioners

• Dr Felicity Hawkins, Palliative Care physician and UWAMediCine senior

lecturer/Palliative Care coordinator

• Professor Jocelyn Downie, Pierre Elliott Trudeau Foundation Fellow at the

Schulich School of Law and University Research Professor in the Faculties of Law

and Medicine at Dalhousie University

• Associate Professor Alison Parr, Director of Medical Services, St John of God

Murdoch

Read More

Media Releases

Medicus Journal

Med e-Link Newsletter

Advertising
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The Hon. A.J. Roberts
Parliament of New South Wales
Macquarie Street
SYDNEY NSW 2000

Dear Mr Roberts,

Regarding: Voluntary Assisted Dying Bill 2017

I am writing on behalf of 101 Palliative Care health professionals who are
concerned and opposed to the present euthanasia and physician assisted
suicide bills before the Victorian and New South Wales parliaments.

For some time, one strategy of the proponents of the bills has been to
downplay, obfuscate and corrupt the intentions and effectiveness of Palliative
Care. The aim of the strategy seems to be to create fear in listeners that
Medical, Health Care and Palliative Care professionals cannot help people
with terminal illness, increase or prolong peoples' suffering and, conversely,
that Palliative Care hastens patients' death in a covert way.

This letter has been written to refute these claims, to present a factual
account of Palliative Care, to call for rejection of medically assisted suicide
legislation, and increased commitment to Palliative Care services in Victoria
and New South Wales, in order to address the needs of those nearing their
last years of life.

These bills are a most serious threat to the wellbeing and safe care of people
with terminal illness, and to those with severe, chronic and disabling
conditions, who may feel they have become a burden to others. Both the
NSW Auditor General's report on Palliative Care service provision and the
Victorian enquiry into end of life choices have both emphasized the need to
address inequity and shortfalls in service, and for better service delivery.

Yours sincerely,

Dr Maria C Cigolini MBBS(Syd) FRACGP FAChPM GradDipPallMed(Melb)
Clinical Head RPAH Department of Palliative Medicine
Clinical Lecturer University of Sydney
Sydney Cancer GH6, Royal Prince Alfred Hospital
Missenden Road, Camperdown, NSW 2050 Australia



An Open Letter to Members of Parliament by

Australian Palliative Care Professionals

We, the undersigned Australian Palliative Medicine professionals, do not

support the introduction of medically assisted suicide or euthanasia in the

states of Victoria and New South Wales. We are also writing to address claims

made about Palliative Care by assisted suicide advocates, including Mr Andrew

Denton, to the public and in the media. We do not intend this response as an

attack on Mr Denton, and wish him well with a good recovery in his present

illness.

We work every day with people who are seriously ill and dying, to support

them and their families and carers when burdened by their illness or condition,

and in their time of need.

Although the standard of Australian Palliative Care services, whether in the

home or in the medical setting, are currently rated second in the world, this is

not widely known in our community, and these services and our care are not

well understood.

Our work is a good news story that should provide the public with great

confidence.

Instead, in the current debates on euthanasia and assisted suicide, we

frequently observe that public confidence in Palliative Care is being actively and

deliberately undermined. Assertions include that Palliative Care doctors either

cannot or will not relieve suffering and that assisted suicide, and in some cases

euthanasia, is needed to address this.

This is simply false.

Current Australian data indicates that no more than 2 in every 100 Palliative

Care patients would be in moderate or severe pain at the end of life. In these

unusual cases where when all other methods of palliation for pain and other

symptoms is inadequate, and if the patient agrees, palliative sedation therapy

is available to provide adequate relief of suffering.

This is not just a 'pharmacological oblivion' as some have claimed. It is the

careful management of pain and other severe symptoms through individualised

medication plans at therapeutically recognised doses, and with dignified

1



personal care, delivered by experienced doctors, nurses and allied health

workers. Family and carers are also supported with emphasis on a holistic

approach.

No one is abandoned and everyone can be assisted or supported in some way.

Mr Andrew Denton also claimed at the recent 'Communities in Control 2017

Conference' in Victoria, that because Catholic thinking holds that suffering can

sometimes be of benefit to the person, Catholic Health Care service providers

and Palliative Care professionals are deliberately under-medicating

symptomatic patients at the end of life. This false assertion implies that

professionals in these services are deciding that their patients should experience

pain and suffering because it is somehow good for them.

It is contrary to fact that any Palliative Care service or its employees, of any faith

or secular belief, would behave this way. The approach to Palliative Care across

all Australian and New Zealand services is held to professional standards, with

rigorous and transparent quality control and benchmarking, contributing to our

high world ranking.

One has to question the targeting of services and professionals providing the

majority of the care and support of those who are terminally or chronically ill,

and their families.

Ironically, Mr Denton and others simultaneously claim that Palliative Medicine

sets out to end peoples' lives in the guise of giving pain relief. Both claims are

false. Research has shown beyond doubt that therapeutic doses of opioid

medications and sedatives in palliative care settings do not shorten life.

The often-repeated claim that Palliative Care professionals purposely shorten

the lives of patients with medication and other practices is untrue, and risks

discouraging terminally ill and vulnerable patients from seeking the assistance

of Palliative Care, or from taking the very medication which would ease their

pain.

As defined by the World Health Organisation and re-stated by the Australia and

New Zealand Society of Palliative Medicine, the discipline of Palliative Care aims

"to improve the quality of life of patients and families facing problems

associated with life-threatening illness, through the prevention and relief of

suffering by means of early identification and impeccable assessment and

treatment of pain and other problems, physical, psychological and spiritual."
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Good end of life care, supported by the skills and expertise of Palliative Care

professionals, also enhances a person's choices, including the individual's choice

to refuse life-prolonging, or other medical treatments unacceptable to that

individual.

All Australians should have the confidence that their care and support in their

time of need will be defined by this approach, and not by the ill-advised and

erroneous observations of those who are rushing to legalise assisted suicide.

For the sake of public confidence, we ask that all sides of the current debate

respect the role of Palliative Care services and the dedication and competence

of all the professionals that staff them.

If assisted suicide or euthanasia laws are ever considered by our parliaments,

that consideration should not be based on the false belief that we cannot

assist or support those with pain and suffering in a professional and ethical

manner.

If there is a problem facing Palliative Care in Australia it is that access to high

quality services is not yet universal. We therefore warmly welcome the

commitment of the New South Wales government to provide an additional

$100M to the sector focussing on rural and regional service delivery. We call on

the Victorian Government to support the call by Palliative Care Victoria for $65M

recurring funding to assist the service to provide care for those in need.

It would be unethical for any state jurisdiction in Australia to move to legalise

for assisted suicide or euthanasia whilst many ill, aged and disabled

Australians cannot yet access the support that they need. Such a move would

not enhance choice, but instead reduce choice around the care and support

for those in real need.

We call all legislators to recommit to Palliative Care and the other services

needed to better benefit all Australians, and not to let the agendas of others

undermine more pressing Health Care and Community Service priorities.
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Signatories

(101 in total)

Dr Maria Cigolini MBBS FRACGP FAChPM GradDipPallMed, Palliative Medicine Specialist,

NSW

A/Prof Leeroy William BSc (Hons) MBBS MSc FAChPM, Palliative Medicine Physician, VIC

Dr Megan Best PhD BMed(Hons) MAAE ClinDipPallMed, Palliative Care Doctor, NSW

Prof Douglas Bridge BMedSc(Hons) MBBS FRACP FRCP FAChPM DTM&H, Palliative

Physician, Past President RACP AChPM, Lecturer, WA

Prof Peter Ravenscroft MD FRACP FFPMANZCA FAChPM, Palliative & Pain Medicine

Physician, NSW

Prof Geoffrey Mitchell MBBS PhD FRACGP FAChPM, GP & Palliative Medicine Specialist, OLD

Prof Roger Woodruff MBBS FRACP FAChPM, Clinical Head, Lecturer, Board Member IAHPC,

VIC

Dr Simon Allan ONZM MB ChB MD FRACP FRCP(Edin) FAChPM, Palliative Medicine

Physician, President of RACP AChPM

Prof Roderick MacLeod MNZM MB ChB MMedEd PhD FAChPM FRCGP, Palliative Medicine

Physician, NSW

Ms Odette Waanders CEO Palliative Care, VIC

Dr John Malcolm BA MB BS PhD Grad.DipMed(Pain Management) FAFPHM FRACP FAChPM,

Palliative Medicine Physician, NSW

Prof Ian Olver AM Professor of Transitional Cancer Research, Oncologist, Director, Dean

Health Sciences, SA

Dr Adrian Dabscheck MBBS FRACP FAChPM, Palliative Medicine Physician, VIC

Prof Jennifer Philip MBBS FRACP FAChPM, Palliative Medicine Physician, VIC

Dr Scott King MBBS FRACGP FAChPM AFRACMA, Palliative Medicine Specialist, VIC

A/Prof Eleanor Flynn, MBBS BEd MTheol DipGerMed FRACGP FRACMA, Palliative Care

Doctor, VIC

Prof Katherine Clark, MBBS MED PhD FRACP FAChPM, Palliative Medicine Physician, NSW

Dr Helen-Anne Manion OAM, MBBS DipPallMed(UWCM) FAChPM, Palliative Medicine

Physician, Director of Dying at Home Program, NSW

Dr Martina Welz MBBS FRACP, ClinDipPallMed GradCertPallCare, Geriatrician & Palliative

Medicine Specialist, VIC

Dr Paul Molina Chavez MBBS DRANZCOG FRACGP DipPalMed, General Practitioner &

Palliative Care Doctor, VIC

Dr Sivakumar Subramanian, MBBS MSc MRCP, Palliative Medicine Physician, VIC

Dr Grace Walpole MBBS FRACGP FAChPM, Palliative Medicine Specialist, VIC

Prof David Kissane MBBS MPM MD FRANZCP FAChPM FAPM, Psychiatrist/ Psychoncologist,

VIC

Dr Maria Pisasale MBBS BHA FAChPM FRACMA AFCHSE, Palliative Medicine Physician, VIC

Dr Merlina Sulisto BMedSc MBBS FRACP FAChPM, Palliative Medicine Physician, VIC

Dr Barbara Martin MBBS, FRCOG, FAChPM, Palliative Medicine Specialist, VIC
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Ms Jeanette Moody RN Health Sector CEO, Palliative Care, VIC

Dr Hilary Stiel MBBS Hons MPHTM, RACP, Palliative Medicine Advanced Trainee, VIC

Ms Brigitte Karle RN, Clinical Nurse Educator Palliative Care, NSW

Ms Suzanne Sara RN, Palliative Care in Aged Care Liaison Nurse Specialist, NSW

Dr Yvonne McMaster Retired Palliative Medicine Specialist and Palliative Care Activist, NSW

Prof Melanie Lovell MBBS, PhD, FRACP, FAChPM Palliative Care Physician, Clinical Head,

NSW

Prof Jane Philips RN PhD FACN, Palliative Nursing Professor. Lecturer, Researcher, NSW

A/Prof Josephine Clayton MBBS PhD FRACP FAChPM, Palliative Medicine Physician,

Research Head, Lecturer, NSW

Dr Wendy Muircroft MBChB MRCGP DipPaliMed MBHL FAChPM, Palliative Medicine

Specialist, SA

Dr Peter Coleman MBBS BSc FRACGP, Palliative Care Doctor, NSW

Dr Alan Oloffs FRACP FAChPM MD BSc, Palliative Medicine Physician, Clinical Head, NSW

Dr Martin Kennedy MBBS FAFRM FFPMANZCA FAChPM, Palliative Medicine Specialist,

Director Rehabilitation & Aged Care, NSW

Dr Mary Stavralopoulou MBBS FRACGP, General Practitioner working with cancer patients,

VIC

Dr Derek Eng MBBS FAChPM, Palliative Medicine Specialist, WA

Dr Dipti Mittal MBBS FRACP FAChPM, Palliative Medicine Physician, NSW

Dr Tanya Maya Jones, BSc BMBS FRACGP ClinDipPallMed, Palliative Care Doctor, NT

Dr Laura Pearce MSc, MBChB, FAChPM, Palliative Physician, Clinical Head, NSW

Dr Louis Christie FACEM FACRRM ClinDipPallMed, Palliative Care Doctor, NSW

Dr Helen Lord MB BS MPHC FAChPM Palliative Medicine Specialist, TAS

Dr Frank Formby, MBBS, FAChPM, Palliative Medicine Specialist, TAS

Dr Amy Chow, MBChB FRACGP FAChPM, Palliative Medicine Specialist, NSW

Dr Alice Phua MBBS FAChPM, Palliative Medicine Specialist, WA

Ms Elizabeth Harris, BS RN, Clinical Nurse Specialist Palliative Care, NSW

Dr Anthony Herbert MBBS FRACP (Paed) FAChPM, Paediatric Palliative Physician, QLD

Dr Graham Grove MBBS Hons FRACP FAChPM BTh, Palliative Medicine Physician, QLD

Prof Peter Joseph AM FAMA FRACGP, Past President or Member RACGP/AMASA/AHEC,

Dep. Chair CPMC Chair NHMRC Organ Transplant, Lecturer, Rural Medicine, SA

Dr Paul Kleinig, Palliative Care Consultant, BAppSc(OccTher) BMBS FRACP FAChPM,

Palliative Medicine Physician, SA

A/Prof Timothy Kleinig, PhD FRACP MBBS (Hans) BA, Lecturer, Neurologist, SA

Dr Joseph V Turner, MBBS BMedSc(Hons) PhD DRANZCOG FRACGP FARGP FACRRM,

Lecturer, UNE, UQId, UNSW

Dr Debra Louise Chandler, FRACGP, GP working in Palliative Care, TAS

Dr Riona Pais MBBS FRACP FAChPM, Palliative Medicine Physician, NSW

Dr Lynn Um MBBS FRACP, FAChPM, Palliative Medicine Physician, NSW

Dr Philip Lee MBBS, FRACGP, GradDipPallMed, Palliative Medicine Physician, NSW

A/Prof Joel Rhee BSc(Med) MBBS(Hons) GCULT PhD FRACGP, General Practitioner working

in Palliative Care, NSW

Ms Linda Hansen CEO Palliative Care, NSW
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Former AMA Victoria presidents urge MPs to
reject euthanasia Legislation
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20th September 2017

Three former presidents of the Australian Medical Association (AMA) Victoria have issued

a plea to the state's Parliament, calling on members to reject legislation that would
legalise euthanasia.

The legislation is due to be introduced in Parliament this week and would allow Victorians

suffering from an advanced and incurable illness, disease or medical condition to seek a

medically assisted death from 2019. The past presidents of AMA Victoria — Dr Stephen

Parnis, Dr Mark Yates and Dr Mukesh Haikerwal — said they wanted to highlight the

dangers the legislation posed to doctors and patients.

"The answer lies in better end-of-life care for the dying, not the provision of a lethal

medication which cannot be made safe, despite the so-called safeguards," Dr Parnis said.

Premier Daniel Andrews announced in July his Government had accepted all

recommendations of an independent investigation into proposed legislation on assisted

dying. The investigation was completed by an expert panel, chaired by former AMA national

president Brian Owler. It made 66 recommendations to set up a scheme under which a

person must be of "sound decision-making capacity" and the condition they are suffering

from must be expected to cause death within 12 months. Under the proposed model, only

the patient could initiate a request for assisted dying, and the patient must be assessed by

two doctors.

Dr Parnis said those safeguards would not prevent loopholes being exploited. He said if

greater emphasis was put on improving palliative care, it could comfort a dying person to

the extent they would not require assisted dying.

"Experience tells us, from other parts of the world, that when you are dying, you are frail,

you are vulnerable," he said.

"The proposed legislation is meant to have a number of safeguards to ensure that there is

no coercion, that people do this of their own free will and that they get the best possible

care.



"But having studied this carefully, it's my opinion and that of my colleagues [Dr Haikerwal

and Dr Yates] that there are too many places where this can be misused, where people

cannot be offered the sort of assessment and care that they fully deserve.

"When it comes down to it, if you provide the right palliative care urgently, effectively and

confidently, you don't have to have the sorts of deaths that proponents of this legislation

are suggesting you can't avoid."

Both major parties are allowing a conscience vote on the legislation and many MPs appear

to be grappling with the decision. Opposition Leader Matthew Guy said he would vote

against any legislation which legalised assisted dying.


