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Winchester Cathedral 

Tomb of Bishop Richard Fox (1448-1528)

Å Some chantry chapels contain 
realistic carvings of cadavers 
(memento mori, or reminders of 
death) which look pretty bizarre 
by today's standards.This used to 
be Bishop Fox, whose chapel was 
built before he died, and was 
known as Bishop Fox's study 
because he spent so much time 
here. In his will he requested that 
he be buried iƴ άǘƘŜ ŎƘŀǇŜƭ ǿƘƛŎƘ 
L ƘŀǾŜ ǇǊŜǇŀǊŜŘέΣάŦifty torches 
are to accompany my body to the 
burying and fifty more are to be 
ǳǎŜŘ ǘƘŜ ŦƻƭƭƻǿƛƴƎ Řŀȅ ŀǘ Ƴŀǎǎέ.



Ars Moriendi

Å9ƳǇƘŀǎƛǎ ƻƴ ΨƎƻƻŘΩ 
Christian death

ÅΨtǳōƭƛŎΩ ŜȄŜƳǇƭŀǊȅ 
death redemptive

ÅDevotional books such 
ŀǎ ΨǘƘŜ 5ŀƴŎŜ ƻŦ 5ŜŀǘƘΩ

ÅΨaŜƳŜƴǘƻ ƳƻǊƛΩ 
artefacts
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Spiritual Preparation

ÅThe church, before and after the reformation, 
placed great importance on spiritual preparation 
for death

ÅFor the living as much as the dying

ÅAll were to be prepared each day to meet their 
deaths

ÅAnglican Book of Common Prayer: prayer to spare 
ƻƴŜ ŦǊƻƳ ΨǎǳŘŘŜƴ ŘŜŀǘƘ ǘƘƛǎ ƴƛƎƘǘΩ ŀƴŘ Ψƛƴ ǘƘŜ 
ƳƛŘǎǘ ƻŦ ƭƛŦŜ ǿŜ ŀǊŜ ƛƴ ŘŜŀǘƘΩ

ÅHeaven and Hell realities.



20th Century: Goals of Medicine

ÅCure becomes focus of medicine

ÅaŜŘƛŎƛƴŜ ƻƴ ǉǳŜǎǘ ǘƻ ΨŎƻƴǉǳŜǊΩ ŘŜŀǘƘ

ÅHospitalisation rates rise dramatically

ÅDeath becomes institutionalised



Effects of Death Denial

ÅOver-optimistic view of the power of medicine

ÅInsistence on medical treatment continuing 
despite imminence and inevitability of death

ÅReluctance to contemplate death and prepare 
for it, in personal, spiritual or practical way





Jalland: four factors affecting death and grief 

in the 20th century

ÅReligion

ÅDemography

ÅMedical science

ÅWar

Pat Jalland. Changing ways of death in twentieth century 

Australia, UNSW Press, 2006.



Human Ecology

ÅReduction of our negative impact on the planet

ÅLiving in harmony with nature
ïIncluding our own mortality, inclusive of our own finitude

ÅDecrease consumption of resources at the end of life 
for treatments that confer no benefit and increase 
our suffering: change focus to comfort and quality

ÅHumans have never flown so high above their true 
natures and realities
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Our Guidelines and Drug Formulary

Åhttp://www.dhhs.tas.gov.au/palliative_care/h
ealth_professionals/symptom_management_g
uidelines

http://www.dhhs.tas.gov.au/palliative_care/health_professionals/symptom_management_guidelines
http://www.dhhs.tas.gov.au/palliative_care/health_professionals/symptom_management_guidelines
http://www.dhhs.tas.gov.au/palliative_care/health_professionals/symptom_management_guidelines


Three attitudinal barriers to 
deployment of palliative care

ÅYou cannot initiate talk of death as patients and 
families do not want this and you run the risk of 
ǇǊŜŎƛǇƛǘŀǘƛƴƎ ƛǘ ƛŦ ȅƻǳ Řƻ όάŘƻƴΩǘ ǘŀƭƪ ŀōƻǳǘ ŘŜŀǘƘ ƛǘ 
ǿƛƭƭ ƪƛƭƭ ƘƛƳέύΦ

ÅYou have to do everything to maintain and prolong 
ƭƛŦŜ ƻǘƘŜǊǿƛǎŜ ȅƻǳ ŀǊŜ ŎŀǳǎƛƴƎ ŘŜŀǘƘ όάȅƻǳ Ŏŀƴ ƴŜǾŜǊ 
ƎƛǾŜ ǳǇ ƻƴ ŀ ǇŀǘƛŜƴǘέύΦ

ÅUse of opioids and sedatives in palliative care can 
contribute to the cause of death
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Barriers

ÅNot primarily medical

ÅArise from social, ethical, religious and 
political considerations of death and dying

ÅDeeply embedded in history, culture and 
politics



Evidence of ethical & legal basis of  
palliative care practice

ÅInstitutional policy

ÅProfessional guidelines

ÅGovernment guidelines

ÅCommon Law (case law: Mr A, Shiavo, 
Messiha, Korp, BWV) 

ÅStatute (ie legislation) eg MTA (Vic) and 
CMTPCA (SA)



Messiha (by his tutor) v South East Health 
[2004] NSWSC 1061

Å 75 yr old man admitted to a Sydney hospital ICU after out of hospital 
cardiac arrest, hypoxic for >20mins

Å Prior cardiac arrest 3/12 earlier

Å EEG no cerebral activity 4d later

Å Mechanical ventilation & NG feeding

Å Clinicians approach family to stop treatment

Å Family application to continue life support NSW Supreme Court 
dismissed

Å Patient dies, coroner no concerns



Mr A

Å86 year old Muslim man with multiple organ failure

ÅNHS Trust responsible for hospital concerned in his 
care given permission by High Court to cease dialysis 
and not to initiate resuscitation

ÅAppeal by family fails: Court says that he should be 
ŀƭƭƻǿŜŘ ǘƻ ŘƛŜ ŀ άƴŀǘǳǊŀƭΣ Ǉŀƛƴ-free, and dignified 
ŘŜŀǘƘέ

ÅBMJ 2005; 331: 536



Medically assisted Nutrition & 
Hydration (MN&H)

ÅBeauchamp and 
Childress, 1994:

Ψbƻ ǊŜŀǎƻƴ ǘƻ ōŜƭƛŜǾŜ 
that [MN&H] is always 
an essential part of 
palliative care or that 
it necessarily 
constitutes, on 
balance, a beneficial 
ƳŜŘƛŎŀƭ ǘǊŜŀǘƳŜƴǘΩ





Case of Theresa Schiavo

Å Hypokalaemic cardiac arrest in 

1990, aged 27

Å PVS in nursing home ever since, 

tube fed

Å Husband sues for negligence over 
arrest and wins damages

Å Parents challenge his guardianship 
unsuccessfully

Å Husband goes to Florida 
Guardianship Court to seek 
cessation of feeding

Å Feb 2000 court agrees

Å Legal action continued by parents to 

no avail

Å Florida legislature pass Starvation 

and Dehydration of Persons with 

Disabilities Prevention Act, signed 

by Governor Jeb Bush

Å PEG feeding re-started

Å Act found to be unconstitutional



Schiavo (cont)

Å Governor bush seeks Supreme Court review, denied (Jan 04)

Å US House of Reps Committee subpoenas (March 04)

Å NG tube removed for 3rd time by court order (March 04)

Å President Bush signs bill granting federal courts power to review

Å Federal court denies motion, appeal fails, US SC refuses to hear case

Å Terri Schiavo dies 31/3/04
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The Clinical Case

ÅBWV 68 yrs old, married, six grown up children

ÅtƛŎƪΩǎ 5ƛǎŜŀǎŜΣ мфууκфл

Å[ŀǎǘ ΨƴƻǊƳŀƭΩ мфур

ÅPEG inserted 1995, while ambulant at home

ÅHusband gave consent due to incompetence

ÅEnters nursing home1999



The Clinical Case

ÅProgressive 
deterioration to PVS-
like state

ÅRequest by husband 
for PEG removal 2002 
(7yrs)



The legal process

ÅHusband applies for a guardianship order

ÅFull tribunal hearing: [2003] VCAT 121, December 2002, 
appoints Public Advocate (Julian Gardner) as guardian

ÅIŜ ǎŜŜƪǎ ΨǎǘŀǘǳǘƻǊȅ ŎƭŀǊƛŦƛŎŀǘƛƻƴΩ όŦǊƻƳ ǘƘŜ {ǳǇǊŜƳŜ /ƻǳǊǘ 
of Victoria) concerning the lawfulness of an agent 
instructing cessation of PEG feeding

ÅGardner; re BWVώнллоϐ ±{/ мто όΨGardnerΩύ

ÅWǳŘƎŜΩǎ ŘŜŎƛǎƛƻƴ ŀƭƭƻǿǎ ǘƘŜ ŀƎŜƴǘ όtǳōƭƛŎ !ŘǾƻŎŀǘŜ ƘŜǊŜύ 
to instruct PEG feeding to cease



The Ruling in Gardner; re BWV [2003] VSC 

173

JusticeMorris ruled that:

1. The provision of nutrition and hydration via a PEG
constitutesmedicaltreatment within the meaningof the
Act; and

2. The refusal of further nutrition and hydration,
administered via a PEG,constitutes refusal of medical
treatment, rather than refusal of palliative care, within
the meaningof the Act.



MEDICAL TREATMENT ACT 1988 (VIC)

ÅPREAMBLE. The parliament recognises that it 
is desirable-

Åόŀύ ǘƻ ƎƛǾŜ ǇǊƻǘŜŎǘƛƻƴ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǊƛƎƘǘ ǘƻ 
refuse unwanted medical treatment

Å(b) to give protection to medical practitioners 
who act in good faith in accordance with a 
ǇŀǘƛŜƴǘΩǎ ŜȄǇǊŜǎǎ ǿƛǎƘŜǎ



MEDICAL TREATMENT ACT 1988 (VIC)

Å(e) to encourage community and professional 
understanding of the changing focus of 
treatment from cure to pain relief for 
terminally ill patients

Å(f) to ensure that dying patients receive 
maximum relief from pain and suffering



CONSENT TO MEDICAL TREATMENT AND PALLIATIVE 
CARE ACT 1995 (SA) (objects)

Å(f) to allow for the provision of palliative 
care, in accordance with proper standards, 
to people who are dying and to protect 
them from medical treatment that is 
intrusive, burdensome and futile.



Pathways to death

ÅMost of us living longer, but taking longer to 
die

ÅUp to two years at the end of life with: 

ïPhysical deterioration and disability

ïIncreasing symptom burden

ïDependence

ÅCognitive disturbances (esp dementia) rising

ÅaƻǊŜ ŘŜŎƛǎƛƻƴ Ǉƻƛƴǘǎ όŦŜǿ ΨȊŜǊƻΩ ƻǇǘƛƻƴǎύ



Evidence of dying 1

ÅObjective Clinical Evidence

ÅBehavioural: psychological, social and spiritual 
(objective and intuitive)

Å{ǘŀŦŦκŦŀƳƛƭȅ Ψōŀƭƭ ǇŀǊƪΩ ǇǊƻƎƴƻǎǘƛŎŀǘƛƻƴ 
όΨaǳǊǊŀȅΩ ǉǳŜǎǘƛƻƴǎύ



Evidence of dying 2

ÅDeclining appetite
ÅWeight loss
ÅStaying in bed
ÅFatigue
ÅPhysiological systems and organ failure
ÅDisease progression 
ÅDecrease in oral intake (that usually ceases altogether as 

the patient's conscious state lapses). 
ÅDyspnoea 
ÅConfusion
ÅCertain biological parameters, egserum albumen, white 

cell count 



Evidence of dying 3 

ÅAlthough very variable and personal, the overt 
or covert psychological evidence may consist 
of:

ïanticipatory grief, 

ïemotional withdrawal, and 

ïfuture planning which acknowledges the 
impending death, eg funeral planning, by either 
the patient who is dying and/or family members.



Murray et al BMJ 2005; 
330: 611-2

ÅPrognostic paralysis

Åά²ƻǳƭŘ L ōŜ ǎǳǊǇǊƛǎŜŘ ƛŦ Ƴȅ ǇŀǘƛŜƴǘ ǿŜǊŜ ǘƻ ŘƛŜ ƛƴ ƴŜȄǘ мн 
ƳƻƴǘƘǎΚέ

ÅMove to active total care



Evidence of dying 4

Å{¢!CCκC!aL[¸ Ψ.![[ t!wYΩ twhDbh{¢L/!¢Lhb 
όΨaǳǊǊŀȅΩ ǉǳŜǎǘƛƻƴǎύ

ÅWould you be surprised if the patient were to 
die in the next:

ï3 months, 

ï3 weeks 

ï3 days?



Goals of Care (Modes or Phases)
MJA 2005; 183:230-1

Å/ǳǊŀǘƛǾŜ όΨōŜŀǘƛƴƎ ƛǘΩύ

ïCure or durable remission

ïPrognosis: years

ÅtŀƭƭƛŀǘƛǾŜ όΨƭƛǾƛƴƎ ǿƛǘƘ ŘƛǎŜŀǎŜΣ ŀƴǘƛŎƛǇŀǘƛƴƎ ŘŜŀǘƘΩύ

ïDisease incurable and progressive

ïPrognosis: weeks, months (but can be years)

Å¢ŜǊƳƛƴŀƭ όΨŘȅƛƴƎ ǾŜǊȅ ǎƻƻƴΩύ

ïDeath imminent

ïPrognosis: hours or days



Curative

ÅAim
ïcure or long term remission

ïcomfort may be secondary consideration if it conflicts with 
cure

ÅSide effects
ïhigh level of morbidity or even mortality may be acceptable to 

achieve these goals

ÅExamples

ïaneurysm surgery, bone marrow transplant



Palliative

Å Disease ultimately 
incurable but person may 
be months or years from 
death

Å Aim

ïquality of life

Å Unwanted effects

ïproportionate to goals

Å Treat main disease
ï e.g. RT or chemo for palliative 

endpoint

Å Length of life
ïmay be increased but not 

primary goal

Å Full supportive care

Å Medical provision of hydration 
and nutrition

Å ? CPR



Terminal Care

Å Evidence that death is 
imminent (days or hours 
away)

ïdisease progression

ïend organ failure

ïbehavioral

Å Aim

ïcomfort and dignity

Å Unwanted effects

ïminimum required in 
proportion to goals

ïstop all treatments of 
underlying disease

Å Stop all treatments not 
directed at palliation

ÅMedical provision of 
hydration and nutrition for 
thirst only (no evidence)

Å Sedation for distress





The End of Life Care Pathway



Instruments in Tasmania

ÅPerson Responsible

Å{ǘŀǘŜƳŜƴǘ ƻŦ ²ƛǎƘŜǎ όΨŎƻƳƳƻƴ ƭŀǿΩ ŀŘǾŀƴŎŜ 
directive, no appt of guardian)

ÅStatement of Choices (by Person Responsible)

ÅEnduring Guardianship
ïNon-RPC version

ïRPC version
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