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Dear Sir/Madam,
The matter of killing has been particularly debated over the last couple of years. I
was the ACT Director Of Palliative Care from 1997-99 and have therefore collected
information on the topic. I have attached articles which should cover all the
reasons why Assisted Dying – “Mercy Killing” - should never become lawful. I do
not think I can add anything to the attached material.
The second article is one I prepared for Calvary Hospital to send to an inquiry in
1996, the third is a well-written article on the matter.
It may be that the members of the Committee have already made up their minds
and are not looking for further input but, if the matter is actually being considered
on its merits, I believe the attached material would assist members by expanding
their knowledge and understanding.
The attachments might have been a bit too big for my system so I have attached
the remainder to a second email - End of Live Choices (2).
Yours sincerely,
Dr. Frank Long, FRACP.
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To:
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Date:
Attachments:
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Friday, 22 December 2017 6:29:24 PM
To Kill or Not to Kill - Jerome Lejeune.docx
Consultation on Assisted Dying, so called..docx
Palliative Care in the ACT..pdf

Dear Sir, Madam,
This is the continuation of my submission on Euthanasia which was End of Life
Choices (1).
The first article is a discussion of the pressures to accept changing mores, the
second a submission I made to the Victorian Committee of the Royal Australasian
College of Physicians this year and the last is one I wrote when I retired as
Director of Palliative Care.
With all due humility, I believe this information would be of assistance to
members of the committee.
Yours faithfully,
Dr. Frank Long. FRACP.
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BRIAN POLLARD

WHY

SAFE LEGALISED VOLUNTARY
EUTHANASIA IS A MYTH

T

KE CRIMINAL LAW in Australia holds that

provisions which are known not to work in practice. A
the intentional taking of human life is a
common feature of those who advocate euthanasia bills
is their touching faith that certain things will happen,
major criminal offence. This accords with
the United Nations Universal Declaration of just because the draft prescribes them. If that were
Human Rights, to which Australia is a signatory, which
no crime would ever be ccrnmitted because all crime is
declares that the right to the integrity of every person's currently forbidden by some law.
In 1958, Yale Kamisar, an American
life ill equal, inheren~ inviolable, inalienable
and should be protected by law.
professor of law in this field, wrote a
Since the intentional taking of human life .__ _ _ _ ___, seminal paper in which be listed lhese basic
is the specific aim of every euthanasia law,
difficulties: ensuring that the person's choice
was free and adequately infonned; physician error
such a law would be unique in the foUowing critically
or abuse; difficult relationships between patients and
important ways:
• it would intend to subvert the existing law
their families and between doctors and their patients;
difficulty in quarantining voluntary euthanasia from
• it would fail to respect the principle that all are
equal before the law
non-voluntary; and risks resulting from this overt
• it would fail to respect the principle that all human
breach of the traditional universal law protecting all
lives have equal value, and
innocent human life. All these problems still exist
and others have been added, such as the critical role
• it would attempt to gain legal recognition for the
of depression in decision-making and the evolution
concept of life not worth living.
This would present an impossibl~ task, if honesty in the ·moral basis for requesting death from the relief
of severe suffering in the terminally ill to reliance on
were to prevail. It would have to rely on such things
as asserted but non-e,cistent human rights, shades respect for personal autonomy. Some of these will, be
of deceit, inexact definitions and words or claus,es discussed below.
.
." .
allowing loose interpretations, rather than ob)ectivity
Definitions are ofteo vague or at odds '(lith ordinary
and precision.
meanings. For e,cample, in place of ·1erminal · illness"
The push for legalised medically assisted death in one may find "incurable illness". Many illnesses .~re
Australia has now increased to the point where bills are
literally incurable but do not necessarily cause ..death
before several state parliaments and another is before or shorten life. Pain and suffering are both highly
the Commonwealth parliament to reverse the previous subjective experiences; neither can be measured or
overturning of the Northern Territory legislation. I have compared between persons, while suffering is often due
analysed most of the previous failed bills and noted to social causes ,;athct than medical. Accolding .to the
their weaknesses. Rather than debate the pros and cons drafts, both have to be simply accepted as the person
ofthe social role of euthanasia, I believe that MPs, who • describes them, even when this may raise serious doubthave sole responsibility for making safe laws, should And, as most now allow, if the symptom~
said to
direct their attention to enswing that draft euthanasia make life "intolerable", even though it is recognised
bills cannot imperil the lives of innocent people who
that what one person finds intolerable others can bear,
that claim has only to be made to be incontestable. The
do not wish to die.
It is evident that the authors of those bills have situation theo will have become virtually°oile. of death
·
not read any of the extensive literature on this subject on demand.
All bills require the doctor to be "satisfied" that
because they invariably include, as so-called safeguards,

true,
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WHY SAFE LEGALISED VOLUNTARY EUTHANASIA IS A MYTH
the patient's request was ~ely made, though no one
could ever know with certainty about coercion from
, sources of wb.icb be was totally unaware. But would
coercion be likely? Brian Burdekin. a former Human
Rights Commissioner, reported that in his experience,
"The most vulnerable were the most likely to be abused
and the most likely to be coerced" Subtle degrees of
coercion would be almost impossible to detect.
If a well person asks for death he will be referred
for counselling. If a sick person asks, he is as
lilcely to be supported in his "exercise of personal
autonomy". And what of autonomy in the presence
of severe illness, especially terminal illness, with its
frequent association with depression
and unrelieved pain, which powerfully
hinder careful evaluation of issues?
More importantly, no matter what the
patient decides, in every case it will be
the doctor's decision that determines
whether euthanasia a9tually proceeds.
Leon Kass, a lawyer and prolific author
in this area, wrote that, in view of the
totality of the impediments to clear
reasoning in such patients, "the ideal
· · of rational autonomy, so beloved of
bioethicists and legal theorists, rarely
obtains in actual medical practice".
Doctors are exp erienced in
persuading patients to follow their
legitimate advice concerning treatment
options, to the point where some have
been heard to say, "I can get my patients
to do anything I want." Their power,
relative to that of the patient, is large
even when there is no intention to
manipulate. Euthanasia draft bills require doctors io
inform patients about the medical details of their illness
and future alternatives. Since such discussions will
usually occm in private, one could never know whether
such information was accurate, adequate, non-coercive
and impartial . If the doctor's personal view was that
euthanasia was appropriate for a patient, we may be
sure some would not be deterred from advocating it.

an.emotionally charged question. Given that repeated
polls have shown that most Australian doctors have
not received adequate training in palliative care, and
sometimes none at all, should anyone be surprised that
too often pain is poorly managed? Against that background, the poll question may be iruthfully reworded,
''If a doctor is so negligent as to leave his patient in
pain, severe enough to drive him to ask to be killed,
should the doctor be able to compo\JDd bis negligence
by killing the patient, instead of seeking expert help?"
The community would be appalled to know bow few
doctors who must cate for dying patients are able to
deal with severe pain effectively. The only remedy for
this situation will be to introduce mandatory levels of competence in palliative care training in all medical schools.
In the meantime, legalising euthanasia
will lead inevitably to many needless
deaths. Australia has about half the palliative care- specialists it needs, all of
whom are in cities or big towns.
Too often, draft bills for euthanasia
only require the doctor to obtain expert
psychiatric advice if be "suspects" the
patient is "not of SOllild mind", that is,
bas impairment of competence, which
is not the key issue. The literature
of psychiatry contains abundant
evidence th.at the sustained wish to
die is associated, in a large number
of the seriously ill, with depression,
which alters mood and inhibits the
ability to reason coherently. Not to
require consultation by a psychiatrist
experienced in !he treatment of dying
patients whenever a sustained wish to die is encountered,
is a negligent omimon, especially as such depression
is often difficult to diagnose. A published rctrospecti ve
review of the Northern Territory legislation in its short
life showed that relevant psychiatric evidence bad
been withheld and treatable depression was missed
in four of ibe seven patients whose lives were taken
under its provisions. The demoralising combination of
depression or despair, anxiety and fear associated with
a desire to die, can usually be treated with a mix of
empathy, psychotherapy and medication.
The usual superficial approach to this problem is
in stark contrast to the following advice from expert
psychiatrists: ''No request for hastened death can be
understood without first anempting to understand the
psychological landscape within which the request
arises." One advised, "Never kill yourself when you
are suicidal -you arc not yourself then." Accordingly,
it bas been suggested that the need for better training in
the detection of profound psychological disturbance in

ff the symptoms

are said to make
life "intolerable",
even though what
one person finds
intolerable others
can bear, that
claim has only
to be made to be
incontestable.
The situation then
will have become
virtually one of
death on demand.

has lately been given to
the fact that some 85 per cent of respondents
o opinion polls favour legalised eutbanaia. This refers to the Morgan poll which
has been using this question for many years: "If a
hopelessly ill patient in great pain with absolutely no
chance of recovering asks for a lethal dose, so as not
to wake again, should the doctor be allowed to give
the lethal dose or not?" It is not bard to see why many
respondents, whose understanding of the complex
matter of euthanasia is unknown, might agree to such
LOT OF PUBLICITY
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WHY SAFE LEGALISED VOLUNTARY EUTHANASIA IS A MYTH
these patients is as great as that for the relief of severe
pain. Even in the Netherlands, there is awareness of
past failings, as the former health minister from 1994
to 2002, Mrs Borst-Eilers, commented in 2009, "'The
government's move (to legalise euthanasia] was .a
mistake, we should have first focused on palliative
care."

of privilege by any professional body. With only a few
exceptions, medical associations throughout the world
hold that euthanasia is forbidden to doctors because it
is unethical, that is, morally wrong. Australian state
governments establish boards and tribunals to regulate
medical practice and they all regard medical life-taking
as deserving of deregistration because those doctors
are no longer fit to practise, on ethical grounds. These
HEREVER VOLUNTARY 6U1HANASIA is"p:mcclauses in the bills are included without the consent
tised, legally or not, non-voluntary is also
or authority of the regulators, who regard them as
found, including in Australia. Many find
necessary to protect patients against attaclcs on their
this difficult to credit because, whatever
lives, in recognition of their genuine human rights. Just
their failings, doctors surely would not take life without
now, when it is being more widely recognised that there
any request. In fact, they do it because it seems logiis a need for more emphasis on ethics in many areas of
cal. Once euthanasia for patients who are suffering and
moral significance, the supporters of euthanasia want
ask to be killed is regarded as providing them with a
to dispense with them altogether. It may be wondered
benefit, it will appear, at least to some,
what benefits the community can expect
that it would be wrong to withhold that
to gain from having unethical doctors.
When all euthanasia draft bills so far
benefit from others who suffer as much,
but who, for some reason, cannot ask.
.
'
put before state parliaments over many
In their eyes, this would be a matter of
years are reviewed, it can be observed
that they go to extreme lengths to shield
compassion, _Because_the same ratiooa!e
can be the JUStificatJon for euthanasia
the doctor from the effects of current
for both groups, the extension of one to
law, no matter what he or she may
the other_ must be regarded as inevitable
have done negligently or by omission,
and so wtll be uncontrollable. The Dutch
.
.
· while including many opponunities for
have long since given up trying to preendangering the lives of patients who
vent ~on-vol~tary euthanasia. .
did not want their life ended. In justice,
B1Ils require the doctor to notify the
.
it is the vulnerable who need protection,
coroner, following euthanasia. Since he
WlSh
not the powerful. This danger is
exactly what all the large committees
will be its sole ~uthor, the chief actor
and the sole S1DV1vor of the event, what
of inquiry into the consequences of
chance is there that the doctor will include anything he
legalising euthanasia have predicted in their pu blished
would not wish the coroner to know?
reports, even those which included some members
who were in favour of euthanasia. No other reasoned
Some may have found the earlier reference to deceit
too strong, but it was not. At length, the draft bill must
conclusion was available to them after extensive oral
somehow direc.tly confront the present law which
and written evidence had been taken from a wide range
outlaws euthanasia. So, the doctor is required by the
of community and professional sources. Every law to
permit euthanasia will be inherently and unavoidably
bills to certify the death as due to the underlying illness,
that is, to lie (though falsifying a death certificate is
unsafe.
currently a punishable offence), and the death is not
to be regarded, for the purposes of the Act, as any
Brian Pollard is a rerired anaesrhetist and
form of homicide, even though it was unquestionably
palliative care physician, who founded and directed
homicide. Truth must yield to weasel words for these
rhe .firsr fall-time pal/iarive care service in a teaching
bills to succeed.
hospital in Sydney 01 Concord Hospital in 1982
After euthanasia, the doctor may not be subject to
and directed it for jive years. He is author of Tiu
any civil or criminal action, nor to any penalty or loss
Ch11llenge ofEutl,11,,,.s/a (Litrle Hills Press, 1994).
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chiefactor and the
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event, what chance
is there that the
doctor will include
anything he would
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the
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Telephone
Chief Executive Officer
Director of Administrative Services
Executive Liaison and Industrial Officer

CALVARY

Facsimile

HOSPITAL
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11 December 1996

The Secretary
Legal and Constitutional Legislation Committee
The Senate
Parliament House
CANBERRA ACT 2600
Dear Sir
Euthanasia Laws Bill 1996
Please accept this submission in reference to the Euthanasia Laws Bill 1996. We are confining
ourselves to the first ofthe terms ofreference, i.e. the desirability ofthe enactment ofthe
Provisions. We define euthanasia as actively killing people; it has nothing to do with allowing
people to die or withdrawing useless treatment. There is a hierarchy ofrights: States Rights
cannot over-ride matters oflife and death. It is often said that other countries should have
prevented Hitler carrying out his barbarous acts in Germany and yet it is now said that the
National Parliament cannot interfere in matters within its own territories.
Much attention is paid to opinion polls. The sub-committee on Psychiatric Aspects ofLife Sustaining Technology ofthe American Psychiatric Association in a report by Steinberg MD
et al (1) in 1995 states "Patient support for euthanasia decreases substantially from the
majority who support a policy establishing legalisation ofsuch recourses, to a minority who
say they would seek it for themselves to the very small number who actually do so. At this
time a request for euthanasia falls so jar out of the range of choice made by most patients
that careful scrutiny and evaluation of possible emotional and psychiatric factors are
recommended".
Euthanasia implies a mind set ofsolving problems by taking the easy way out: the substitution
of euthanasia for proper palliative care will inhibit research and development and the training
ofdoctors to care for dying patients. It will fatally damage the trust ofpatients in their medical
advisers.
Now patients know that doctors and nurses will do everything possible to cure the curable and
to support the incurable. The loss ofthis confidence will have a very deleterious effect and has
already appeared as a cause of concern for the Aboriginal population ofthe Northern
Territory.
TWO FULLY ACCREDITED HOSPITALS· PUBLIC AND PRIVATE
CALVARY HOSPITAL A.C.T. INCORPORATED
Corner Belconnen Way and Haydon Drive, Bruce A.C.T. 2617 Australia. PO Box 254, Jamison Centre A.C.T. 2614
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Once euthanasia is legal in the Northern Territory it will be easy for other States or Territories
to introduce it. It is impossible to pretend that this is only a matter for the Northern Territory.
People will be able to travel from other parts of Australia and soon there will be the usual
stories in the media of the distress to patients needing to travel 2000 kilometres to be killed
with the opportunity for the proponents of euthanasia to push for killing close to home.
There will pressure for euthanasia from:
1.

Patient
(a)

Sometimes due to symptoms but in the Netherlands an estimated 85% of patients
withdrew their requests for euthanasia after receiving better symptom control (2).
More often the request is because patients feel they are a burden to their family
and attendants. Concern about being a financial or emotional burden on children
occurs generally in about 60% of adults. Such concerns affected end-of-life
treatment decisions in 90% of patients in one study (3).

(b)

Depression
Any illness, and especially potentially fatal disorders, may cause depression and
often a desire for suicide. Chochinov et al have found that 13-26% of terminally ill
patients suffered from major or minor depression (4). A study of depressed
terminally ill patients who attempted suicide found good to excellent clinical
responses to antidepressant treatment in the majority of patients (5).
Steinberg et al also state: "Affective disorders, especially major depression but
also dysthymic and minor depressive disorders, can readily affect the patients
decision - making capacity. Severe anxiety or panic disorders or anxious of fearful
states ...... may also distort the patients ability to make fully autonomous choices.
Previous traumatising deaths of close family members may, for example, seriously
affect the ability of a terminally ill patient to choose treatment for himself or
herself'' . (It is relevant that this whole Northern Territory legislation arose from
just such a situation).
A lady, aged 95, admitted to our Hospice, asked to be killed on her second day.
With appropriate treatment and relief of symptoms she was happy to go home
within a week and to resume her activities. The psychiatric diagnosis of the
presence or absence of depression, as with many medical diagnoses, is not
foolproof. A woman with depression was judged safe for week-end leave from
one of the Canberra hospitals and committed suicide at home.
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2.

Family
(a)

Physical

It is exhausting caring for a dying person at home and a considerable strain visiting
in a hospital or hospice, so that not uncommonly the family would wish that the
patient would die to relieve their own anxieties, distress and fatigue .
(b)

Financial
There will often be circumstances where the relatives would benefit considerably
from the prompt death of the patient.

3.

Doctor
Modem medical training, because of the astounding success of curative strategies, leaves
doctors ill equipped to care for dying patients. There is a sense of failure and
hopelessness on the part of the doctor. If euthanasia were legal this situation would be a
powerful encouragement for the treating doctor to recommend euthanasia to the patient
and relatives .
In reference to this the opinions of Steinberg and his colleagues are very apposite: "The
potential for abuse of physician - assisted suicide, were it to become public policy, poses
risks great enough to outweigh arguments in its favour . The widespread availability of
legally - sanctioned physician - assisted suicide would make it difficult to maintain the
appropriate safeguards that should be an essential aspect of such a policy. A policy
based on a compassionate concern for relieving suffering can too easily come to serve
other purposes, given the demanding nature of caring for dying patients. This is
especially true in an era of heightened concern about health care economics."
Once euthanasia is accepted it will produce a different attitude in doctors; since
everyone is dying from the time they are born it will seem attractive to kill those whose
lives seem "useless" to the doctor: the intellectually or physically disabled, sufferers
from chronic neurological disabilities like multiple sclerosis, motor neurone disease and
survivors of strokes, severe heart failure, epilepsy, liver disease and psychiatric
disorders. As the years go on and killing becomes universally accepted its indications
will gradually widen, especially in the sense of decisions being taken without the patients
permission This vaunted "right of the person to choose death" will gradually change to
the "right of society to kill", removing the individual freedom which is now being put
forward as the basis of euthanasia.
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Good palliative care can make dying a peaceful and relaxed experience for more than
95% of patients. The introduction of euthanasia is an abdication by society and the
medical services of the requirement to provide proper care, consideration and treatment
for the dying.

Yours faithfully

Paul Dyer
Chief Executive Officer
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PETER KURTI

The Myth of the
Right to Die

T

he phrase "dying with dignity" falls easily intended to halt further discussion about the acceptenough these days from the lips of many ability of self-inflicted death. The "right to die", in
people in liberal democracies such as other words, is a myth.
Australia. It's a coded phrase, of course, referring to
Declaring the freedom to do something is very
the idea that each of us should be entitled to decide different from declaring that one has a right to do
exactly how and when we die-as if an unexpected it. Neither a need nor a desire is identical to a right.
death, or one that comes as a result of illness rather Each of us is free to choose to do all kinds of things:
than our own volition, is by that very fact lacking in to commit burglary, to commit murder, and to drive
dignity. And you don't even need to be terminally under the influence of alcohol. The law doesn't stop
ill to decide it's time to go; "dying with dignity" is us from committing any such acts; it just stipulates
almost being promoted as little more than a lifestyle the consequences we'll have to bear if we do commit
choice. "The state should no more intrude on per- them-and get caught. But when a particular outsonal decisions at the close of life than at any point come is desired, rights-based language is frequently
during it," argued the Economist, mourning what it deployed in an attempt to turn a freedom to choose
saw as an opportunity missed by the UK Parliament that outcome into a right that supposedly guarin September 2015 to reform the law on assisted sui- antees an entitlement to the outcome. As Penney
cide: "Governments everywhere should recognise Lewis, Co-Director of the Centre of Medical Law
that, just as life belongs to the individual, so should and Ethics at King's College London, has observed,
its end."
"Transforming an argument into the form of a right
Proponents of the right to die defend this increases its palatability and persuasive force."
ownership of the "end" and argue that they want
very death by intentional self- harm has a
to uphold the key principle of individual freedom.
profound impact on others. Such a death often
Freed om is a basic good, they say, and any prohibition
is an unwarranted restriction on an individual's causes great emotional trauma among the family,
freedom to choose how-and for how long-they friends and community of the deceased. Grief is
wish to live. Yet this absolutist view of autonomy likely to be compounded by complicated feelings
comes very close to asserting that the desire or the of guilt and even anger about what the deceased
choice-or even the need-to die must be under- has done, particularly so when the suicide is an
stood as a right to die. Choice is paramount; but aggressive act directed at others.
choice has little to do with "rights". While I can
Groups such as Exit International, however, use
certainly choose to end my life and may desire to do rights discourse to promote the palatability of killing
so, the idea that I have a right to do so is not simply oneself intentionally-that is, of suicide. Founded
erroneous. By harming the web of social relations in 1997 by Dr Philip Nitschke, Exit International
and obligations comprising community and family argues not only for the freedom to choose to end
life, claiming a "right to die" actually threatens to one's life, but for this freedom to be understood in
tear at the fabric of civil society and do irreparable terms of the exercise of a right "to determine the
harm to the social roles and attachments constitutive time and manner of [one's] passing". Exit also proof individual identity. Exercising the freedom to motes the primacy of choice by maintaining a steady
end one's own life is coming to be seen as a mark challenge to the idea that the only circumstances in
of autonomy and independence of mind. But this which a person might voluntarily wish to end their
view, although increasingly widely held, is mistaken own life are those of a grave and terminal illness.
because it ignores prevailing social proscriptions According to the website, Exit International has a
about suicide. The "right to die" is a rhetorical device worldwide membership of around 18,000 people,
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the average age of whom is seventy-five. The vast
majority of members comprise "the well elderly" but
there is a significant minority that are seriously ill.
For Philip Nitschke and his supporters, death
needs to be uncoupled from medicine and understood as an expression of individual preference.
Never mind what the doctors say, declares Exit's
website, the decision to die is best left to the individual concerned: "Exit's aim is to ensure the individual is fully supported by family and friends and
has access to the best available information." But the
words and phrases used to convey the apparent reasonableness of exercising that choice-"dying with
dignity", "euthanasia", and "deliverance"-are all
euphemisms intended to break the taboo surrounding suicide. A taboo is a social custom offering protection from that which society deems an inherently
harmful practice. Euphemistic phrases about suicide serve to weaken the taboo surrounding suicide
by placing some distance between the comforting
notion of a decision freely taken and the stark fact
that they actually describe the deliberate termination of human life by one's own hand or with the
assistance of another.
The term "right to die" has an admittedly wide
range of meanings that can easily lead to confusion.
One meaning concerns the refusal of medical
treatment. When faced with medical interventionsuch as the use of a respirator or a therapy such as
kidney dialysis which are intended only to sustain life
and alleviate pain rather than cure an illness-any
person has a right to refuse treatment, even though
to do so may lead to an increased risk of death. The
assertion of a right to refuse treatment looks very
like the assertion of a "right to die". As the Canadian
ethicist Margaret Somerville has argued, however,
"A right to refuse treatment is based in a right to
inviolability-a right not to be touched, including
by treatment, without one's informed consent. It is
not a right to die or a right to be killed."
Another meaning of euthanasia does concern the
demand not only for the discontinuance of treatment
but for positive assistance in dying by, say, a lethal
dose of a drug administered either by a physician
or oneself. Although this also looks very like the
assertion of a "right to die", it might also be described
as the assertion of a "right to commit suicide" or a
"right to become dead". "At most, people have a
negative content right to be allowed to die, not any
right to positive assistance to achieve that outcome,"
Somerville asserts. Perhaps it is more accurate to say
a person is free to become dead.

F

ree or not, suicide is a national tragedy and
the leading-and increasing-cause of premature death in Australia. Mortality data released by

the Australian Bureau of Statistics in March 2016
showed that the overall suicide rate increased to
twelve !iuicides per 100,000 people in 2014 (up from
just under eleven per 100,000 in 2013); the highest rate since 2001. Men account for a little over
75 per cent of deaths by suicide, but when it comes
to overall rates of what the ABS calls "intentional
self-harm deaths", younger age groups of both men
and women comprise a higher proportion of those
deaths, with the highest rate (30.2 per cent) in the
twenty-to-twenty-four age group. According to the
National Mental Health Commissioner, Ian Hickie,
one of the factors accounting for the recent surge
among middle-aged men is that men who were
depressed during adolescence in the 1990s have carried suicidal ideation-that is, thinking seriously
about suicide-into mid-life. ABS statistics show
that in the group of males aged forty to forty-four,
18.3 per cent of deaths are attributable to suicide.
Criminal law codes imposed sanctions for
attempted suicide in the past because of suicide's
wider impact on society. Suicide was regarded as an
offence against humankind because it deprived one's
family and community of a member prematurely,
and denied them the opportunity to care for the
troubled individual. In many places, the law has
now changed. Attempted suicide ceased to be a
felony in England in 1961. Reform happened earlier
in all Australian jurisdictions-much earlier in the
case of New South Wales, where the .Crimes Act
1900 abolished the offence of attempted suicide.
It remains, however, an offence everywhere in
Australia, punishable by up to five years in prison,
to incite, counsel or assist another to commit suicide
or attempt to commit suicide. Another practice
illegal in all states (although legal in the Northern
Territory for a time in the late 1990s) is euthanasiathe painless killing of a person suffering from an
incurable illness.
The literal meaning of "euthanasia", from its
Greek roots, is easy or gentle death. Some argue
that doctors already often practice a discreet form
of euthanasia by using techniques of palliative care
to relieve suffering; but there is a world of difference
between an analgesic and a lethal dose of a drug. It
is one thing if pain reduction has the unintended
effect of shortening life, but quite another if a
medicine is administered with the direct object of
killing the patient. Since few would wish a painful
or distressing death upon another, however, the
etymology of euthanasia doesn't get us very far in
terms of evaluating the morality of euthanasia. And
since the administration of compulsory euthanasia
(that is, where a person is put to death painlessly
but without their consent) clearly amounts to a
murder, it is more helpful to consider the practice
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THE MYTH OF THE RIGHT TO DIE

According to Scruton, "freedom rights", such
of voluntary euthanasia-or suicide; that is, where a
person of sound mind seeks the termination of their as the right to free movement and the right to
pror.erty, allow an individual to establish a sphere
own life.
The New South Wales Crimes Act indicates of personal sovereignty from which that person
clearly that one of the factors according to which an can negotiate behaviour in relation to others. A
act causing death can amount to murder is where it freedom right amounts to a justified demand made
has been done with the intent to kill another person. against others that they refrain from interfering
Accordingly, not only would a person counselling with the individual. It is observed or respected by
another to commit suicide commit a crime, the non-invasion or non-action, thereby enabling us
provision in any circumstances of the means to to establish a society in which consensual relations
commit suicide, such as acceding to an individual's are the norm. Freedom rights do this by defining
voluntary request for the administration of a drug to for each individual the sphere of sovereignty from
bring about death, could well be construed as an act which others are excluded.
Claim rights, by contrast, are asserted as a claim
of murder. Groups lobbying for the legalisation of
upon a non-specific benefit such
voluntary euthanasia contend that
as education, health, a standard of
when a person voluntarily and freely
wishes to terminate their own life, The "right to die" is a living, or even compensation. They
are simply demands that someone
the law should permit them either
rejection the duties else
do something or give something
to be supplied with the means to do
that the one demanding has an
so, or to be free to authorise a doctor we owe others and
to do so for them. For the time the claims others have interest in their doing or giving.
According to Scruton, assertion of
being, however, any involvement
with the suicide of another remains upon us. It is a threat the "right to die" is the assertion
a criminal offence everywhere in to the social and legal of a "claim right" because while it
is thought to allow the individual
Australia.
norms underpinning to express sovereignty over his
dvocates of the so-called "right
or her life, it simply presumes an
civil society.
obligation owed by the state to the
to die" are using the language
individual- but one that is neither
of rights in their attempt to win
moral and legal acceptance not only for the idea that negotiated nor reciprocal. It is the individual alone
human life is not inviolable but also for the primacy who decides whether or not life is worth living;
of rights over other forms of moral discourse. Rights his or her decision is not to be overridden by any
language has such popular and political force, says other institution or structure, whether the state, the
Penney Lewis, that it often obscures those other church, or the family. For those who assert the "right
forms, particularly arguments about duties-that is, to die", the conviction that autonomous individuals
those specific obligations, legal or moral, that are are quite free to define their own conceptions of the
owed to others and flow from one's participation in good is warranted by the presumption of human
dignity; this, in turn, is intimately connected with
civil society:
self-respect and the paramount status of individual
choice: if this is what I want, I am justified in
Arguments which are not in the form of rights,
such as those premised on duties, do not truly
demanding it in virtue of my autonomous status as
disappear from the debate, but rather are
a human being. As Leon Kass has remarked:
transformed into rights discourse while their
In civil society the natural rights of selforiginal form remains covert and unrecognized.
preservation, secured through active but
The eclipse of duties that are "other-concerning"
moderate self-assertion, have given way to the
non-natural rights of self-creation and selfby rights that are "self-concerning" is critically
expression; the new rights have no connection to
important. When calls for the freedom to be allowed
to become dead are couched in the language of
nature or reason, but appear as the rights of the
untrammelled will.
rights, they tend to conceptualise a society composed
simply of self-interested individuals intent upon
severing all social ties and obligations when they
ying at the very heart of the concept of human
rights is the notion of the inherent worth of the
see fit. In such a society, no one owes anything to
anyone. This is why the assertion of the right to die individual: human beings are due a certain miniis what the philosopher Roger Scruton describes as a mal respect-which includes the inviolability of
"claim right" in contrast to a "freedom right".
human life- simply in virtue of their being human.
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Isn't this the very inviolability that guarantees that
he span of human life is short, and death is cerabuses such as torture are always objectively and
tain. It is up to us to decide how we use our bibliabsolutely wrong? Yet as the neuroscientist Neil cally al\otted "threescore years and ten", but we have
Scolding has remarked: "The moment the law, or a limited number of years in which to make somesociety, accepts that the rule of fundamental respect thing of ourselves and to create lives that express
[for human beings] can be waived in certain individ- meaning and purpose. Religion at its best, far from
uals, whether of their choice or otherwise, the prin- being a code of oppressive rules and constraints,
ciple is lost. Mere anarchy is loosed." Proponents is one feature of society that can help us give such
of a "right to die" assert, of course, the overriding shape to our lives by recalling us to an awareness of
importance of individual autonomy-what Kass our interdependence and the importance of commusees as being the expression of the "untrammelled nity. Rituals around birth and death, together with
will"-and on this basis hold that the principle of those marking important stages along the way, all
the inviolability of human life can be waived. But help to express the dignity that encompasses both
as Scolding warns:
the span of an entire human life and the intrinsic
value of the person both as an individual and as a
The most important reason why belief in such a
member of society.
right is wrong-headed lies in a consideration of
"Rights" involve obligations owed by, and to,
society. For both as a society, and for the sake of
individuals. The health of civil society depends
society, we in fact hold that self-determination,
on acknowledging the many responsibilities those
and patient choice, are not moral absolutes ...
mutual obligations place upon us. The absolutist
In attempting to waive our personal inviolability
claim to autonomy sits uneasily with the basic prinin some way ... the harm is not just to ourselves
ciples and requirements of civil society, because a
but, far more importantly, to others around us,
deliberate and voluntary act of suicide amounts to
to society as a whole. The impact of our choices
a repudiation of those mutual obligations. We bear
and actions on society ... has always overridden
a general duty to relieve the suffering of othersautonomy in such instances.
but not at any price demanded by the autonomy
absolutists. Doctors have dealt with the problem
The rhetoric of rights deployed to promote the of prolonged suffering by employing the palliative
idea of "dying with dignity" actually entails a gro- principle of double effect; in effect to hasten death
tesque inversion of the very principle of a "right". but not directly aiming to do so, only so as to reduce
Developed for the protection and preservation of suffering. But as the psychiatrist Anthony Daniels
the individual against the demands of the state has observed, "Once it becomes a question of rights
and of other individuals, the language of rights has rather than humanity, there is a kind of creep: why
now been commandeered to promote the wants and should the dying have all the best deaths? And who
demands of the "self" that include the desire for better than a person himself to decide whether his
self-negation. This individuated "self" finds its ulti- suffering is intolerable?"
mate expression in the self-negating assertion of the
Claims for the "right to die" amount to a one-way
"right to die". This new rights rhetoric has little to ratchet effect in asserting the primacy of autonomy.
do with the protective function of human rights but But they need to be resisted because of the impact
is concerned solely with trying to fathom immensely such autonomous choices are likely to have on the
complex moral problems:
wider society-on the family, on friends, on the
local community-in which we live. We must also
In trying to batter our way through the human
resist arguments that none of these considerations
condition with the bludgeon of personal
can ever outweigh the value of individual choice;
rights, we allow ourselves to be deceived about
indeed, it is these considerations that must override
the most fundamental matters, about our
assertions of individual autonomy. The "right to die"
unavoidable finitude, and about the sustaining
is a rejection of the duties we owe others and of the
interdependence of our lives.
claims others have upon us. As such, it is a threat to
the social and legal norms underpinning civil sociKass has wryly suggested that asserting the "right ety because of its moral assault upon the dignity of
to die" is simply "the complaint of human pride" every human being. The "right to die" is a dangerous
against the injustice meted out by nature against falsehood-a myth-that must be resisted.
human beings ill-fated, as we all are, to die. "The
ill-fated demand a right not to be ill-fated," he says. Peter Kurti is a Research Fellow in the Religion &
"Those who want to die, but cannot, claim a right Civil Society program at the Centre far Independent
to die."
Studies.
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‘To kill or not to kill, that is the question’
A new film about Jerome Lejeune shows the drama of his life after
identifying the cause of Down’s syndrome.
By Mary Le Rumeur | June 21, 2016
It is August 1969 in San Francisco and Professor Jerome Lejeune is addressing the
annual meeting of the American Society of Human Genetics.
Ten years earlier he had discovered the genetic cause of Down’s Syndrome, when
he saw under his microscope in a Paris laboratory the third little mark on the 21st
chromosome. In 1962 he received the Kennedy Award from the hands of President
John F Kennedy for his work with handicapped children.
But the drama of his life was that his discovery of trisomy 21 would lead to a
medical holocaust, national health systems giving huge funds to track down and
eliminate these children before they could be born.
Invited to America to receive the highest distinction in genetics for his work, the
William Allen Memorial Award, Lejeune decided to use this occasion to speak out in
defence of "his patients" -- the children and their parents who already came from all
over the world to seek his advice and help in Paris.
Losing a Nobel Prize
Colleagues tried to persuade him just to address the scientific questions. But Lejeune
had given months of reflection to his speech. He had counted the cost.
In his soft, very precise voice he said : "For thousands of years, medicine has striven
to fight for life and health against disease and death. Any reversal of this order
would entirely change medicine itself."
That night he wrote to his wife, "Today I lost my Nobel Prize."
As he had foreseen, Lejeune was ostracised by the scientific, medical and political
elite in France. His research funds were withdrawn. In the 1960s doctors had been
proud to belong to the « Lejeune team », but in the 1970s it was social suicide.
During the campaign to legalise abortion in France in 1975 slogans were painted on
the walls of the Sorbonne : "Death to Lejeune". His own children saw these attacks
against their father.
'To the least of these...'
These key moments of his life are explored in a recent film made by François Lespés
and titled in English, Jerome Lejeune : To the Least of These My Brothers and
Sisters (a reference to Christ’s words, "Whatever you do to the least of my
brethren…").
The film shows how Pope Paul VI created the Pontifical Academy of Science in 1974.
This gave Professor Lejeune the chance to work with the elite of the international
scientific world on questions of science and ethics.
His meeting with Cardinal Wojtyla in Poland in 1975 was the beginning of a strong
friendship, which continued when his friend became Pope John Paul II in 1978. On a

visit to France in 1997 the Pope insisted on praying before the tomb of Jerome
Lejeune, in the company of his wife and children and grandchildren.
As many countries began to deny the value of life in the womb, Lejeune travelled
tirelessly around the world, defending the humanity of the human person from his or
her very beginning.
Maryville Court Case
A remarkable trial took place in Maryville, Tennessee in August 1989. A young
divorced couple were battling over the custody of their seven frozen embryos. The
mother wanted to have custody so she could have the embryos implanted in her
womb, to try and bring them to birth. Or else she wanted them to be given to other
childless women. The father wanted custody so that they would remain frozen and
be eventually destroyed.
"The judgment of Solomon all over again!" said Lejeune when the lawyers for the
mother contacted him, asking him to give evidence. The transcript of this trial -"What's in the Fridge? Jerome Lejeune's Expert Court Testimony" -- can be read on
the website SEDIN. The simple, seemingly facile descriptions of the beginnings of life
actually demonstrate the amazing pedagogy of a great scientific mind.
The trial judge in Davis vs Davis seemed convinced by Lejeune’s testimony,
awarding custody of the embryos to the mother: "Human life is not property, and
human life begins at conception," said Judge W. Dale Young. "Mr and Mrs Davis
have produced human beings, in vitro, to be known as their child or children." This
judgment was later overturned by a higher court.
His vocation
As a young medical student, Lejeune had intended to become a country doctor, to
practise medicine with a close relationship to his patients. In fact, his vocation was
to be a great scientist, but also to practise a medicine of deep humanity. He treated
the most rejected of human babies, revealing their value to their parents and
families, and to a society which was demanding more and more perfection.
His discovery of the genetic cause of Down Syndrome immediately removed the
shame that had been felt by families, as all sorts of reasons had been given for this
condition.
In 1989, the King of Belgium, King Baudouin, requested a visit from Professor
Lejeune, as a representative of the Pontifical Academy of Science. The Belgian
Parliament was debating a law to legalise abortion, a law which the King would
refuse to sign. At the end of their meeting, the King asked Professor Lejeune "Would
you mind if we pray together?" These two men, remarkable for their moral courage,
and their humanity, are now both candidates for beatification by the Catholic
Church.
The Jerome Lejeune Foundation in Paris has continued Lejeune's work since his
death on Easter Sunday 1994. His wife, Madame Birthe Lejeune, is still a very active
member of the foundation as are their children and their spouses. A clinic has been
created to welcome families whose children suffer from any kind of genetic
condition, and research projects are constantly funded to seek to ameliorate the

lives of these children. The Jerome Lejeune Foundation has an associated
organisation in the USA and an office in Madrid.
An English language DVD of the film, To the Least of These, can be purchased from
the US Foundation.
[Mary O'Neil Le Remeur writes from Angers in France. She has a sister with Down
syndrome.]

Consultation on “Assisted Dying”.
As a general statement I think it would be preferable for the College to avoid the
use of “weasel words” like “assisted dying” and use the term “killing”.
A good motto which comes from the Palliative Care literature is that one should
neither hasten death nor prolong dying.
It is important to make a distinction between killing people and allowing people to
die. There are many situations where it is quite appropriate to make the patient
comfortable but not to struggle to cure the condition. There are many doctors who
see themselves involved in a fight to the death with the disease and the patient is
the battleground. As a personal example, an elderly member of our family, who had
become demented, developed pneumonia; our advice to the treating doctors was to
make her comfortable but not to attempt curative treatment.
Killing will create disharmony in many families because there may be some members
quite happy to have the patient killed and others very unhappy about the proposal;
they might eventually go along with it and then afterwards feel great guilt and
blame their siblings or other family members. It would be a great mistake for the
College to be involved in killing patients. It would overthrow millennia of medical
tradition that the role of doctors was to cure people or, if that is not possible, relieve
suffering.
If it was known that doctors were sympathetic to killing people there would be a
significant proportion of the population who would be less likely to attend doctors
for fear that they might be one of the victims.
Naturally, people who have a life-threatening illness are likely to become depressed,
especially early after they receive a poor prognosis; however, depression can lift but
it will be too late if the doctor has already killed the patient.
Apart from depression there is the difficulty of patients making a decision when they
are under the influence of opioids and other medication and unable to think clearly
to make life and death decisions. Even an Advanced Care Directive cannot really
solve this problem because people’s views may change with time and also setting up
a directive when one feels quite well does not mean that one will feel the same in
20 years’ time.
Any patient with a life-threatening disease cannot help but be conscious of the strain
it is upon the spouse and other members of the family. If state-sanctioned killing is

readily available, the patient may feel obliged to spare the family the ongoing
trouble, even if they do not wish to be killed.
There must also be natural pressure from members of the family, who see their
prospective inheritance being eaten up by medical and hospital expenses, to
encourage the patient to “put an end to the suffering”.
Prognostication is always very difficult; the development in the last few years of
effective treatment for secondary melanoma demonstrates the situation where a
person might have been killed and then within three months a new curative
treatment, which would solve the problem, becomes available.
For all of us, treating an incurable patient who is slowly deteriorating is a distressing
experience, so that one could easily understand the pressure many of us might feel
to solve the problem by killing the patient.
If it were to come about that state-sanctioned killing was accepted there would be
no reason for doctors to be the killers. All that would be required would be for the
treating doctor to write a certificate that the patient had a fatal illness, that there
was no chance of recovery and that they had freely expressed the wish to be killed.
There are many people in the community capable of giving an intravenous injection,
nurses and probably others working in medical situations, for example, radiology,
nuclear medicine institutions and Red Cross Blood Collection Centres. It would
therefore be possible to set up special killing rooms staffed by people trained to give
intravenous injections. Since the aim would be to kill the patient there would really
be no need for medical supervision; most dying patients are cared for by nurses.
This separation of killing from doctors would have the advantage that the
confidence in the role of the doctor as a person to cure illness and relieve suffering
would not be damaged.

Frank Long, FRACP. (Canberra)

Palliative Care
in the ACT
My background
This article is a reflection on my experience involved in palliative care in the Australian Capital Territory.
From 1955 to 1967 , I worked in general practice in Griffith,
New South Wales. I was a Consultant General Physician at the
Royal Canberra Hospital and then the Woden Valley Hospital
from 1967 until September 1994, and continued part-time consultant practice from 1994 until February 1997. I then took a
two-year contract as ACT Director of Palliative Care , working
four days per week , 39 weeks per year, with the intention of setting up a system which could be expanded by my successor.

I

The position
The position of Director of Palliative Care in the ACT has the
potential to be the best palliative care job in the country. There
are about 320,000 people in the ACT and Canberra probably
serves a total of around 600,000 people. The Director has bed
rights in both public hospitals, Canberra and Calvary, does consultations in hospital, as well as on outpatients in his office, the
Canberra Hospital medical outpatients, patients homes and
nursing homes. He has responsibility for patients, in the ACT
Hospice with the assistance of a Career Medical Officer and five
general practitioners who do the weekend work . The advertisement for the position also states that the Director should be
adviser to the ACT government on palliative care matters , (this
advice was never sought!) and should liaise with the Home
Based Palliative Care Nurses; liaise is an extremely vague term
which has no directive connotations.
There is a Palliative Care Liaison Nurse at the Canberra
Hospital , the Pain Nurse at Calvary Hospital is also available to
assist with palliative care and attempts are being made to establish a position of Palliative Care Registrar for the ACT.
I have been guided in relation to the community by a conviction that the service would be better if it could remain general practitioner based, with consultant input , and not be sucked
up into another specialty. The take-up has been disappointingly
slow and I now wonder whether it would have been better to set
up a medical community outreach service working in collaboration with general practitioners.
There is also a lot of education needed in the hospitals
before all those who need palliative care receive it. Apart from
the more accepted role of palliative care in caring for patients
with malignant disease for whom no further curative treatment
is possible , there is also a supplementary role to bring palliative
care skills and attitudes to the care of any patients in the last few
days of their lives. The team can educate the medical and nursing staff to accept that further active treatment is futile and
switch over to providing maximum comfort and symptom control with minimal interference. There would then be a sufficient
number of patients in the hospitals to allow the development of
programs directed towards the dying , for example , pastoral care
and more spec ialised social work support for the patients and
particularly their families.
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erosion whether by design , by inadvertence or by the human
tendency to test the limits of any regulation" ( I).
Many years in private practice leave one very poorly prepared to negotiate the shoals and overcome the blocks of dealing with administrators and politicians where many
considerations beside patient care come into play.

Order of business
Frequently the appointment of a director of palliative care
comes late in the development of a palliative care service; often
a small group of enthusiasts begins a service , over years it progresses to a home based nursing service and then eventually to
a hospice. The Medical Director is appointed, not to commence
the process but when many elements are already firmly fixed
and have been operating for years. By this time most people in
the system are content with the way that things are operating and
do not see much need for alteration. No one should take on the
position without their duties, responsibilities and authority
being very clearly laid down; without clear authority it is most
difficult to make significant changes.
The need to have palliative care recognised as an integral
part of medicine also requires that a hospice should be a purpose-built , free-standing building on the campus of an acute
hospital. The acute hospital can provide some services which
the hospice needs , for example radiology and ultrasound , but,
much more importantly, the presence of the hospice on an acute
hospital campus allows the palliative care mentality to spread
into the hospital because the nurses, residents, registrars and
consultants are meeting frequently on an informal basis.

Prescribing Treatment
It is sad that euthanasia so often comes up when palliative care
is being considered. Euthanasia is the very antithesis of palliative care and an interest in euthanasia decreases the energy and
resources which need to go into providing proper palliative care.
Why would doctors and nurses want to get involved in killing
people when within a week anyone could be trained to give a
lethal injection , and the killing could be left to these specialised
executioners . The two highest judicial bodies in the Englishspeaking world, the House of Lords and the American Supreme
Court, have decided that euthanasia could not be safely introduced. The House of Lords Select Committee on Medical Ethics
said "to create an exception to the general prohibition of intentional killing would inevitably open the way to its further

The future
There is a real need for palliative care. This is a matter understood at least as well, if not better, by government and society
than by the medical profession . For any palliative care director,
there will be many fights, frustrations and disappointments
unless his or her authority and the reporting lines are very clearly defined before taking up a position .
Frank Long FRACP
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