


WHEN LIFE IS ENDING ...

THE LAST PHASE OF LIFE —
dying — can be one of the most
precious parts of living life to the full.
It can be the time to make amends, to
do the things we want to and can do
whilst we are alive. It can be the time
to consider what we want to leave

behind for others.

It can also be a lonely and vulnerable
time, as friends and family continue
to live busy lives and fear of the
unknown grows. As our bodies age
and, for some, diseases progress, this
can bring pain and suffering.

Suffering happens when things are
no longer what they should be, or
have been, and so we experience
pain — whether physically (in our
bodies), mentally (in our thinking)
or spiritually (in how we are with
ourselves, each other and our

relationship with God). It is natural
to want to relieve this suffering
and important to do what we can to
ease or heal it.

Healing can happen when whatever
is causing the suffering is either
removed or controlled. Examples
include curing the disease, having
enough pain medication, forgiving
and being reconciled when necessary,
administering insulin for diabetes
and counselling and/or medications
for depression.

Healing can also happen when we
feel someone cares for us and loves
us, when we feel we belong and are
not a burden or nuisance to others,
or causing their pain. The disease,
or feeling of loss of what was, may
still be present or continue to progress,
but the suffering can become more



bearable. For some people suffering
can be seen to have meaning. For
instance, some Christians sometimes
see their suffering, offered up in love,
as uniting them to Christ’s suffering.
Their suffering then becomes bearable
and meaningful. However, no one
should romanticize dying or death.

Health professionals, like doctors,
nurses, physiotherapists, pastoral
carers and counsellors, can help with
healing. When we seck their help, we
trust they will help us heal.

Palliative care health professionals
specialise in caring for us both when
the symptoms of illness cause us to
suffer, and when our life is ending.
With their training, they know the
right medications to ease our pain
and suffering. They can help us
decide what is most important to us,
including our relationships with loved
ones, and they can help us to fulfil
our hopes for this last part of life.
Palliative care health professionals can
help us understand what to expect
when life is ending and ease our fear,
and in particular our fear of loss of
control. They can assist us in healing
all parts of our lives that need healing
before life draws to a close.

Advance care plans help us to express
our values and indicate our wishes
and likely choices of treatment or
non-treatment. They are particularly
helpful when we are unable to
participate in decision making when
life is ending,.

General understandings
about end of life care

* Every person’s life has value. This
is also known as the ‘inherent
dignity of the person’. There is no
exception, no matter how reduced
a person’s life becomes.

* Death is part of life. For many,
life is a gift from God and death a

transition to eternal life.

e Life is relational. We all have
a need to belong, to be loved and
to love, especially when our life
is ending.

* End of life care involves caring
for the whole person — physical,
mental and spiritual — as well as
family, loved ones and carers.

e End of life care focusses on

dying peacefully.

* End of life care assists in alleviating
the person’s fear and sense of loss of
control by explaining what to expect
during the final stages. Reliable and
honest communication can help
the dying person to reclaim their
identity and ongoing meaning and
purpose in life.

* End oflife care involves impeccable
pain and symptom management.
This means the person receives
enough medication to ease
pain and become comfortable.
Medication given in amounts
needed to relieve pain does not
cause death. Sometimes when
pain relief medication is given,
the person relaxes and dies.



Nevertheless, the intention is always
to relieve the pain and distress —
not to cause death — even if death
unintentionally follows. In rare
situations, when pain medications
are not fully effective or if other
symptoms like breathlessness are
distressing to the person, doctors
can sedate the person to sleep
through the last part of their life.
Again, the intention is to ease the
pain and suffering of the person,
not to cause death, even if the
doctor can foresee that death may
come sooner rather than later.

There is no obligation for the dying
person to receive life-prolonging
treatment when the treatment
does not cure the disease or offer
other therapeutic benefits. Neither
is there an obligation to provide
such treatment.

There is also no obligation to accept
treatment when the burden of
the treatment, that is the suffering
that the treatment causes, is greater
than its benefits. This also includes
the burden of financial cost. What
is burdensome to one person may
not be for another person. It may
also be different for the same
person at different times during
the dying process.

Withdrawing (stopping treatment) or
withholding (not giving) treatment
when the burden of the treatment
is greater than the hoped-for
benefits is to allow the person
to die naturally. Again, it is not
intentionally causing death.

e When the dying person is unable
to make the decision to withdraw
or withhold treatment, the person
making the decision on their behalf
should consider what the dying
person would have wanted, or
would have refused, and not what
the person making the decision
wants. This is where an advance
care plan can come into effect.

(ueensland Parliamentary Health
Committee Inquiry 2019 -20

In February 2019, the Queensland
Parliament commissioned its Health
Committee to inquire into Aged Care,
Palliative Care, End of Life Care and
the desirability of legislating Voluntary
Assisted Dying (hereafter referred to as
Assisted Suicide and Euthanasia). The
Committee has criss-crossed the state
and has heard much personal and
health care professional testimony in
that time. It is accurate to say the terms
“choice” and “a wider availability of
properly funded palliative care” have
been the most recurrent themes
throughout the public hearings.

The Health Committee was given an
extended deadline until March 31,
2020 (deferred from November 30,
2019) within which to deliver its final
report on the inquiry.

If the Health Committee report
includes a recommendation to make it
lawful for doctors to intentionally end
a person’s life because of unbearable
suffering, as has happened in Victoria
(2017) and proposed in Western
Australia (2019), it will be contrary to
what end of life care is all about.



hen a person’s life is
nding, we have an
opportunityto accompany
them till they breathe
their last breath. We
can ease their pain and
suffering through good
palliative care. We can
love and care for them
in such a way that
they know they are not
a burden to others. 5y




What would it mean?

If legislation adopting Assisted Suicide
and Euthanasia is passed it could
totally change society’s understanding
of the value of each person’s life.

In legalising  assisted  suicide
and  euthanasia, we are saying
that our society accepts that when
life is ending and there is unbearable
suffering, it is okay to end it
prematurely, even though there may
be much that can be done to relieve
the suffering.

Our beliefs and the law tell us it
is wrong to kill or even harm
another person. In  fact, the
prohibition on  killing is the
cornerstone of the law: it protects all
of us and allows us to live together in
a safe society. When we say it is okay
to assist another to end their own life
because

they are suffering, our
commitment to this cornerstone falters
and we undermine the

fundamental protection of life.

If legislation adopting Assisted Suicide
and Euthanasia is passed, doctors
entrusted with healing and saving
lives from premature death would be
asked to end lives. This would be an
enormous pressure to place on the
profession and potentially a source of
great trauma.

The elderly and frail, and people
with disabilities and other
chronic  conditions  may  feel
pressured to prematurely end their
lives. The guilty feeling of being a
burden to others has been shown to
cause some people to seek to end
their lives. Staff who

work in hospitals, hospices, nursing
homes and other aged care facilities are
aware of people who take advantage
of their elderly parents by pressuring
them to relinquish financial control.
This law may well allow some relatives
to take it further and pressure the
elderly to end their lives before the time
of natural death.

Conclusion

When a persons life is ending, we
have an opportunity to accompany
them till they breathe their last
breath. We can ease their pain and
suffering through good palliative
care. We can love and care for them
in such a way that they know they
are not a burden to others.

When we can all accept that dying is
the final part of living, when we can
reassure the dying person they are still
loved as they are, not just as they were,
and that their life still has meaning, then
dying can be peace-filled and precious.

Instead of providing the option to end
life, we need to focus on the merits of
end of life care and planning, and on
making continuous improvements in
these areas. There is much to be done to
ensure that everyone in our community
can die well.

Legalised euthanasia and giving assistance
to suicide are not the answers.

* Dr Caroline Ong is a Sister of Mercy, a practising
general practitioner and a bioethicist.
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