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Winchester Cathedral

Tomb of Bishop Richard Fox (1445528)

A 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 buriedyy a0 KS OKI LJ
L KI @S |I60ifSdrdhdsB R € =
are to accompany my body to the
burying and fifty more are to be
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Ars Moriendi
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6. Mustration from The Arnt of Good Lymyng and Good Deying,
woodcut, ¢. 1520.



Spiritual Preparation

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

A For the living as much as the dying

A All were to be prepared each day to meet their
deaths

AAngllcan Book of Common Prayer: prayer to spare
2ys T NBY LIJadzRRS3[ RSI-AUK
YAR&AU 2F tAFS 6S | NB Ay

A Heaven and Hell realities.



20t Century: Goals of Medicine

A Cure becomes focus of medicine
AaSRAOAYS 2y ljdzSad G2
A Hospitalisation rates rise dramatically

A Death becomes institutionalised



Effects of De ¢

A Overoptimistic view of the power of medicine

A Insistence on medical treatment continuing
despite imminence and inevitability of death

A Reluctance to contemplate death and prepare
for it, In personal, spiritual or practical way
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Jalland: four factors affecting death and gr

in the 20" century

A Religion

A Demography

A Medical science
A War

Pat Jalland. Changing ways of death in twentieth century
Australia, UNSW Press, 2006.



Human Ecology

A Reduction of our negative impact on the planet

A Living in harmony with nature
I Including our own mortality, inclusive of our own finitude
A Decrease consumption of resources at the end of life

for treatments that confer no benefit and increase
our suffering: change focus to comfort and quality

A Humans have never flown so high above their true
natures and realities



Our Guidelines and Drug Formular

A http://www.dhhs.tas.gov.au/palliative _care/h
ealth_professionals/symptom_management g
uidelines
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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

A You cannot initiate talk of death as patients and
families do not want this and you run the risk of
LINSBOALIAGFGAY3I A0 AF &2dz
gAtt 1A KAYEOLDOD

A You have to do everything to maintain and prolong
fATS 20KSNBAAS &2dz I NB
AADS dzLJ 2y | LI GASYUOE€0OD

A Use of opioids and sedatives in palliative care can
contribute to the cause of death



Barriers

A Not primarily medical

A Arise from social, ethical, religious and
nolitical considerations of death and dying

A Deeply embedded in history, culture and
nolitics
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Evidence of ethical & legal basis o

palliative care practice

A Institutional policy
A Professional guidelines
A Government guidelines

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

A Statute (ie legislation) eg MTA (Vic) and
CMTPCA (SA)



Messiha (by his tutor) v South East Healt

[2004] NSWSC 1061

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

Prior cardiac arrest 3/12 earlier

EEG no cerebral activity 4d later
Mechanical ventilation & NG feeding
Clinicians approach family to stop treatment

Family application to continue life support NSW Supreme Court
dismissed

Patient dies, coroner no concerns

o Bo Do Io Do o I»



Mr A

A 86 year old Muslim man with multiple organ failure

A NHS Trust responsible for hospital concerned in his
care given permission by High Court to cease dialysi
and not to Initiate resuscitation

A Appeal by family fails: Court says that he should be
Ftt 20 SR U2 RA®e, and digyiifiedd dzNJ
RSI OKE

A BMJ 2005: 331: 536



Medically assisted Nutrition &

Hydration (MN&H)

A Beauchamp and

Childress, 1994
Wh2 NBlIazy G2
that [MN&H] is always
an essential part of
palliative care or that
It necessarily
constitutes, on

balance, a beneficial
YSRAOIFf GNBI




~ Herald Sun

E 1-'.&' MEGAME 'CARD, sinz, AY fe ,’“ =

HSBELa

-

"' j. .‘ \QﬁP LY >

31 BOOT CASE

STARVI

s 2
43%”'




Case of Theresa Schiavo

Hypokalaemic cardiac arrest in
1990, aged 27

PVS in nursing home ever since,

tube fed

Husband sues for negligence over
arrest and wins damages

A

Parents challenge his guardianshipA

unsuccessfully

Husband goes to Florida
Guardianship Court to seek
cessation of feeding

A

Feb 2000 court agrees

Legal action continued by parents to
no avalil

Florida legislature passStarvation

and Dehydration of Persons with
Disabilities Prevention Adigned

by Governor Jeb Bush

PEG feeding rstarted

Act found to be unconstitutional



Schiavgcont)

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

US House of Reps Committee subpoenas (March 04)

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

President Bush signs bill granting federal courts power to review
Federal court denies motion, appeal fails, US SC refuses to hear case
Terri Schiavo dies 31/3/04

Do To To Io Do Do



The Clinical Case

A BWV 68 yrs old, married, six grown up children

At A01Qa 5A4aSIAST MdbyyK D
Al Fald Wy2NXYIFTQ mdyp

A PEG inserted 1995, while ambulant at home

A Husband gave consent due to incompetence

A Enters nursing home1999
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The Clinical Case

A Progressive
deterioration to PVS
like state

A Request by husband
for PEG removal 2002

(7yrs)




The legal process

A Husband applies for a guardianship order

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

Al'S a4aSS1a Wwaol Gdzi2NE Of I NA T A
of Victoria) concerning the lawfulness of an agent
Instructing cessation of PEG feeding

A Gardner;reBWWH nno 8 &drdneQwtT o 6 Y
AWdzRISQa RSOA&A2Y Fff26a (KS
to instruct PEG feeding to cease



The Ruling in Gardner; re BWV [2003] VSC

173

Justicavorris 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

A PREAMBLE. The parliament recognises that i
IS desirable

Aol 0 02 3IAANDBS LINRPUSOUA:
refuse unwanted medical treatment

A (b) to give protection to medical practitioners

who act in good faith in accordance with a
LI OASY (1 Qa SELINB&aa gA:



MEDICAL TREATMENT ACT 1988

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

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



CONSENT TO MEDICAL TREATMENT AND PA

CARE ACT 1995 (SA) (objects)

A (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

A Most of us living longer, but taking longer to
die
A Up to two years at the end of life with:

Physical deterioration and disability
ncreasing symptom burden

Dependence

A Cognitive disturbances (esp dementia) rising
Aaz2NB RSOA&aAZ2Y LIR2AYUa



Evidence of dying 1

A Objective Clinical Evidence

A Behavioural: psychological, social and spiritua
(objective and intuitive)

Al 0 FFKFIFYAT & Wo
O WadzNNJ 8 Q |[j dzSai



Evidence of dying 2

A Declining appetite

A Weight loss

A Staying in bed

A Fatigue

A Physiological systems and organ failure
A Disease progression

A Decrease In oral intake (that usually ceases altogether as
the patient's conscious state lapses).

A Dyspnoea
A Confusion

A Certain biological parametersgserum albumen, white
cell count



Evidence of dying 3

A Although very variable and personal, the overt
or covert psychological evidence may consist
of:
| anticipatory grief,

I emotional withdrawal, and

I future 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: 6112

A Prognostic paralysis

Ad22dd R L 0S adzZNLINAASR AT
Y2YUKAKE

A Move to active total care



Evidence of dying 4

A{ ¢!l CCkC!aL[, WwY.![][ t!
OWadzNNI 8Q [[dzSadA2yadu
A Would you be surprised if the patient were to
die In the next:
I 3 months,
I 3 weeks
I 3 days”?



Goals of Care (Modes or Phases)

MJA 2005; 183:230

A/l dzNF GA DS O6WoSEFIAY3I A0QU
I Cure or durable remission
I Prognosis: years

AtlFTftAlFIGAGBS OoWEAOAY3I GgAGK RAA
I Disease incurable and progressive
I Prognosis: weeks, months (but can be years)

ACSNYAYLIE OWREAYydI OSNE 422y Q0
I Death imminent
I Prognosis: hours or days



Curative

A Aim
I cure or long term remission

I comfort may be secondary consideration if it conflicts with
cure

A Side effects

i high level of morbidity or even mortality may be acceptable to
achieve these goals

A Examples

I aneurysm surgery, bone marrow transplant



Palliative

A Disease ultimately A Treat main disease -
I e.g. RT or chemo for palliative

Incurable but person may endpoint

be months or years from _
A Length of life

death i may be increased but not
primary goal
A Aim A Full supportive care
I quality of life

A Medical provision of hydration
and nutrition

A Unwanted effects
i proportionate to goals A ? CPR



Terminal Care

A Evidence that death is
Imminent (days or hours
away)

I disease progression
I end organ failure
I behavioral
A Aim
I comfort and dignity

A Unwanted effects
I minimum required in
proportion to goals

I stop all treatments of
underlying disease

A Stop all treatments not
directed at palliation

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

A Sedation for distress
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GOALS OF CARE AND-RESUSCITATION PLAN +
Complete the Diagnosis -and Reason for Decisionin-Section 1 ;- AND -+
Choose the appropriate Goals -of Care for this patient at this time by <hoosing option-A. B or-C in Section 21

Section 1l
LIMITATION - OF MEDIC AL TREATMENT - RECOMMENDED:I -Yasl L-Hal
REASON-FOR - LIMITATION - OF MEDICAL TREATMENT: 1| U Madical fusilitd O Pafiantwishas] 0 Pafianfs bastintarasis
Pafani! Enduring Guardian{/ Parsan Raspandbla invaled in $hea dadsion makingpracass?l -asl - Mal
HAdwanca Cara Diracive avalabla for fis pafani?l -asl - Mal
Sectien-21

A — The Goalof Care is CURATIVE or RESTORATIVE, - treatment is aimed-at PROLONGING-LIFE -+

{tick one -opticn-ondy )l
| 0 | Guide -forstaff--7

L —=Fafiantiz for FULL TREATMENT -including CFRA —# | ForCode Bluel

L -sPafiantis NOT-FOR CPR-(bufizdarintubafon for mspiratory. | . For Coda Blusl
failura) 4

L -sPafiantis NOT-FORCPR-OR-INTUBATION - |butisfarnan- | Not for Code Blwe 1
invaziva vanilafon arinaiapas|l — & | ForMET-call

L sPafiantiz NOT-FORCPR,- INTUBATION, - DR VENTILATION - I Not -for-Code Blwe
buiizdor fha following ACTVE MANAGEMENT: |ag. — 4 | ForMET callf
anfibiafics, uba fading) O Yes-- 0. Hol

e JFlEaass 'E-FE']'&' . . . . . a1}

B — TheGealefCare is PALLIATIVE. -treatment is aimed PRIMARILY - at SYMPTOM - MANAGEMENT - and-QUALITY-OF - LIFE.-
However, if certain life prolonging interventions -are requested by the patient the se-are doecumenta d below|

I Pasiantis NOT FOR CPR,- INTUBATION, -or VENTILATION but | |
isdor s following ACTVE MANAGEMENT: -(a g anshiofics.- Not for Code Blue
uba f=ading | A p  ForMET-callq
Flaasa spadiy: 0-Yag -0 - Hal

T . Tha Casleaf i =es e TERRMIMNALD drastrmant ic simasd s+ S OSMENBET A TRING THERYIWNGS BPRGCECE iPrrsnacic sceomee oA dn e




The End of Life Care Pathway

Support for carers and families

[ Swp1 |  Swp2 | Swp3 | _Swp4 | 5 |  Swp6
eDnrza;?;:ns — planninge::dm Coordination of Delivery of high Carein tﬁe last Cive sher Sasts
approaches review S~ Gy services Shys ofe

» Open, honest « Agreed care plan « Strategc * High quaity care » ldentiicatonofthe + Recogniion that
communication and regular review coordnation provision n al dying phase end of ife care
identfying triggers of needs and +  Coordination of settngs +  Review of needs does not stop at
for dscussion preferences individual patient +  Hosplas, and preferences the point of death.

* Assessing needs of care communty, care for place of death « Tmely veriication
carers + Rapd response homes, hospices, «  Support for both and certification of
services communty patient and carer death or referral to
hospials, prisons, - Recogniion of coroner
secure hosplals wehes regaring » Care and support
and hostels resusctaton and of carer and
services emotional and
practical
bereavement
support




Instruments In Tasmania

A Person Responsible

A{GFOGSYSYl 2F 2AaKSa 06 WO:
directive, no appt of guardian)

A Statement of Choices (by Person Responsible)

A Enduring Guardianship
I Non-RPC version
I RPC version
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