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1, Sinéad Maire Donnelly, of Wellington, physician, swear:

Quualifications and experience

1. I'am 2 medical doctor trained as a physician through Royal College Physicians
Ireland and specialising in palliative medicine. I am a fellow of the Royal
College of Physicians of Ireland and Fellow of the Australasian Chapter of
Palliative Medicine.

2. I began my specialist training in Ireland at Qur Lady’s Hospice Dublin, the
second oldest hospice in the world established in 1879 (the oldest being St
Patrick’s Hospital, Cork (1870)).

3. I completed my postgraduate Doctotate in Medicine under Professor Declan
Walsh, Professor of Palliative Medicine at the Cleveland Clinic Foundation,
Ohio, USA tesearching the quality of life and symptom assessment in 1,000
patients with advanced cancer. Professor Walsh’s unit was a World Health
Orgﬁnisatioﬁ (WHO) demonstration project in palliative cate, at that time

leading the development of palliative medicine in the USA.

4. I co-nti_nued my specialist training under Professot John Welsh, Professor of
Palliative Medicine at Glasgow University, Scotland. T subsequently took up a
posttion as the first specialist in palliative medicine in mid-west Ireland leading
the development of a high quality integfated palliative medicine practice
serving a population of 350,000 people in the hospital, specialist palliative cate
unit and community. For 24 yeats I have been invalved in the care of over 400

people each year who have advanced progressive illnesses and die.

5. T bave been practicing in New Zealand since 2008, up until 2013 in the
palliative cate setvice at Wellington Regional Hospital, and spent a period with
Te Omanga Hospice. [ currently work as a general medicine physician at
Wellington Regional Hospital, integrating my specialty area of palliative
medicine into acute hospital practice. Hospital is the location where the
majority of people die thus an important atea in which to maximise standards

of palliative medicine

6. I am the palliative medicine module convener for the Otago School of

Medicine in Wellington. In that role I am responsible for teaching and co-
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ordinating the teaching and assessment of 4™ and 5% year medical students in
g g ¥

relation to palliative medicine.

7. I am also actively involved in reseatch in the area of palliative medicine, 1 have
a numbet of publications in this area, and T have recently published a paper in
International Quarterly Joutnal of Medicine on Relatives’ and  Staffs’

expetience of patients dying in ICU. I am reviewer for the New Zealand

Medical Joutnal.
8. A copy of my CV is attached as exhibit “SMD-1”.
9. I have been on the New Zealand executive of the Australian and New Z.ealand

Society of Palliative Medicine (ANZSPM), and a member of the Australasian
council for 4 years. I was the Deputy Chair of the New Zealand section from
2010 to 2012, and Chair from 2012 to 2014.

10. I represeat the palliative cate doctors of New Zealand on the Palliative Care
Council of New Zealand. The Palliative Care Council is a ministerial advisory
cominittee established in 2008 under s 11 of the New Zealand Public Health
and.Disabi]jty Act 2000. It is an independent body with a multi-disciplinary
membership. The Council’s role is to provide independent and expert advice
to the Minister of Health, and to report on New Zealand’s petformance in

providing palliative and end-of life care.

11. I confirm T have read and understood the Code of Conduct for Expert
Witnesses and 1 agree to comply with it. Further, I confitm any opinions I

cxpress in this affidavit are within my areas of expettise and expetience.

12, In this affidavit T explain the harm that legalising physician assisted suicide and
cuthanasia will do to the practice of palliative care in New Zealand and to the
future development of palliative care setvices in New Zealand. T also explain
that in addition to compromising palliative cate for othets in the future, Ms
Seales’ orders, if granted, will place othet vulnerable people at direct risk of

harm.

13. I also address what I understand to be Ms Seales’ allegation that living with 2
life limiting illness in New Zealand with the suppott of quality palliative care

services amounts to ‘cruel and inhuman’® treatment. I describe how a palliative

6@%




care team would endeavour to care for any patient with a constellation of

symptoms and needs similar to Ms Seales.

Palliative care in New Zealand

14,

15.

16.

17.

I have read the evidence of Dr Rodetick MacLeod. Iam in general agteement

with it and wish to add the following points.

The Ministry of Health published the New Zealand Palliative Care Strategy in
2001. A copy is annexed as eghibit “SMD-2”. A working definition of
palliative cate in New Zealand was published in 2007, just priotr to the
formation of the Palliative Care Council. This is attached as exhibit “SMD-3".

The New Zealand wotking definition of palliative care adopts the 2002 WHO
defiition as its starting point. This definition emphasises that the focus of
palliative cate is on life, not death. It is about affirming and imptoving the

quality of life up to the time of death.
The WHO definition of palliative care for adults provides:

Palliative care is an approach that improves the quality of life of patients and their
families facing the problems associated with life-threatening illness, through the
prevention and relief of suffering by means of early identification and impeccable
assessment and treatment of pain and other problems, physical, psychosocial and
spiritual. Palliative care:

O Provides relief from pain and other distressing symptoms

o Affirms life and regards dying as a normal process

o Intends neither to hasten nor postpone death

o Integrates the psychological and spiritual aspects of patients’ care

o Offers a suppott system to help patients live as actively as possible until death

o Offers a support system to help the family cope during the patient’s illness and
in their own bereavement

0 Uses a team approach to address the needs of patients and their families,
including bereavement counselling, if indicated

0 Will enhance quality of life, and may also positively influence the course of
illness

o Is applicable early in the course of the illness, in conjunction with other
therapies that are intended to prolong life, such as chemotherapy or radiation
therapy, and includes those investigations needed to better understand and manage
distressing clinical complications.

SO
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The New Zealand working definition discussion papet tecords that New
Zealand needs to take into account a number of factors particular to our
context, including the fundamental place of the Treaty of Waitangi, and the
cultural diversity in New Zealand. The paper desctibes these:

The fundamental place of the Treaty of Waitangi and the principles of Partnership,
Participation and Protection. In additdon, we must acknowledge and include He
Kotowai Oranga (the Midori Health Strategy (2002)). Furthermore,
acknowledgement of a holistic Maori philosophy/model, such as Te Whare Tapa
Wha (four sided house) towards health /wellbeing is appropriate when applied to
palliative cate: T'e Taha Tinana (physical health), Te Taha Hinengaro (psychological
health), Te Taha Wairua (spiritual health) and Te Taha Whanau (family health).

Palliative care services will acknowledge the diverse cultural beliefs, values and
ptactices of patients and their families or whanau in contemporary New Zealand
soctety.

Based on those and other factors, the working definition of palliative care in

New Zealand is set out as follows:

Care for people of all ages with a life-limiting illness which aims to:

I. Optimise an individual’s quality of life until death by addressing the person’s
physical, psychosocial, spiritual and cultiral needs.

2. Support the individual’s family, whanau, and other caregivers where needed,
through the illness and after death.

Palliative care is provided according to an individual’s need, and may be suitable
whether death is days, weeks, months or occasionally even years away. It may be
suitable sometimes when treatments ate being given aimed at Inproving quantity
of life.

It should be available wherever the person may be.

It should be provided by all heath care professionals, supported where necessary,
by specialist palliative care services.

Palliative care should be provided in such a way as to meet the unique needs of
individuals from particular communities or groups. These include Maori, children
and young people, immigrants, refugees, and those in isolated communities.

New Zealand has a standard of palliative care that is one of the best in the
world. I agree with Dr Roderick MacLeod that there ate challenges and room
for improvement, particulatly in the accessibility and delivery of quality
palliative cate services beyond the hospice framework. One of my key
interests, and that of the hospital palliative care team in Wellington Regional
Hospital, is to improve the integration of palliative care into the genetal

hospital frimework. Others, including Hospice New Zealand, are working to
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22.

23.

improve palliative care services in the ptimaty care setting, and in aged care
facilities. The goal is to have a seamless service whetevetr the patient s,
collaborating to provide holistic, highly individualised care between primary
health providers, hospitals and hospices. These steps are essential to ensure
that all New Zealanders can access high quality palliative cate, Progress is

being made but there is still much to be done.

A petson in Ms Seales’ position would be able to access some of the best
palliative care services available. 'These services do not allow a ‘cruel or
inhuman’ death. Nor do our patients live their lives or die without dignity. In

my 24 yeats of practice T have never seen an undignified death.

Palliative care services in New Zealand are holistic, with high aspirations of
cate and support addressing the physical, social, emotional and existential

needs of the person and their whanau. It takes a multi-disciplinary approach

_involving not just doctors and nurses, but also physiotherapists, occupational

therapists, dieticians, pharmacists, volunteer visitors, art and music therapists,
social workers, chaplains, and so on. Itis not a bleak desperate reality. We
focus on living fully in the moment while preparing realistically for the
person’s unavoidable death. We use all our tesources to maximise
independence and achieve the patient’s goéls for living while still holding in
careful balance the reality that thlS pefson will die. We explore carefully with
the person who is facing their dying how much they wish to discuss. We move
at their own pace. A patient may choose to explore these very personal and
deep issues with any petrson on the multidisciplinary team or their family or
their GP. In palliative care we create a space whete this can happen. The
concept of palliative care is to provide a cloak o a shield, acknowledging that
their illness cannot be taken away, but cloaking the person and theit whanau in

care.

The basic principles of palliative cate do not change depending on whether the
person has their full mental faculties or not. There are always the same issucs
to addtess but how we do that changes with each person. How we care for a
petson with dementia, for example, may be different: it may be no use talking,
but we can hold their hand and console them by our care, always respecting

their full humanity as a person, even if they can’t remetmber themselves.

S
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26.

I wish to emphasise this point from the WHO definition of Palliative Care, as
it is relevant to patients such as Ms Seales, that input from palliative medicine
and palliative care “Is applicable eatly in the course of the illness, in
conjunction with other therapies that are intended to prolong life, such as
chemothetapy or radiation thetapy, and includes those investigations needed to

bettet undetstand and manage distressing clinical complications.”

It is also recognised that referral to palliative care, especially if made early in
the process before issues become acute, can not only improve the quality of a
petson’s life, but also help them live longer. This is not sutprising: as their
symptoms (such as pain and nausea) ate telieved people may eat more, move
around mote, take more enjoyment from their days. This means that not only
do they expetience less distress they avoid unnecessary complications such as

infections and pneumonia.

I understand that an arpument has been made for euthanasia and assisted
suicide on the basis that gives people a sense of control and autonomy, because
it allows them to discuss death and the options available so they feel they have

a choice of what they are able to do. My response is that keeping the patient

* central to our cate is fundamental to good palliative care. The bedrock to

achieve this is our skifl in listening, attending and comrhunicating. We
endeavour to provide maximum autonomy for living, to enable the patient to
live fully until they die and to die naturally. People maintain their dignity
although becoming more disabled. Dignity is imparted in the way we provide

care.

Specific aspects of palliative care in New Zealand

27.

28.

29,

Palliative care services in New Zealand ate very good at telieving and

ameliorating pain, and intractable pain is extremely rare.

Out experience is that people’s petception of pain will be impacted by
emotional, social, physical and existential features. How we care for a patient

in pain can therefore be quite complicated.

For example, if someone’s pain is purely physical, and all other factors are
perfectly aligned, we would be able to use medication and non medication
modalities. Some types of pain respond well to radiotherapy. Netve pain is

more complex and needs a more complex tesponse, usually with input from a

g
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31.

32.

33.

palliative medicine specialist. Generally we can fotesee when pain is going to
be mote complex, and patients will be referred to specialist units to spend time
to work out the best management regime. Mote tesearch is needed but great
strides have been made in recent years as research in palliative medicine

develops internationally with professotial units and academic publications.

Pain relief is much more than motphine which is 2 opioid, but even at that
basic level work is being done to develop different types of effective opioids
eg oxycodone, hydromotphone, methadone and fentanyl. The science of
analgesia or pain telief for bone pain, nerve pain and complex pain etc is
constantly evolving with new agents developed internationally being applied in
New Zealand. Great strides have been made in the past 30 years as palliative
medicine becomes recognised intetnationally as an important medical specialty
in its own right. Palliative medicine specialists are trained to know how to
apply all this burgeoning knowledge to the individual patient and their

part;iculat needs.

If pain has other aspects to it, perhaps a person has layers of untesolved issues
in their lives for example, fear of dying, regret, hurt, harm or lack of
forgiveness that may affect how the pain feels to them. Even though the
physical pain might in another person be resolved quite easily for this person it
magnifies with a high level of anxiety and fear. The physical pain can be just
the tip of iceberg, and the pailiative care response is to try to address the
complexity of that pain through a multi-disciplinary team response. A petson
with such a high level of fear and anxiety might benefit from an admission to 2
specialist palliative care unit or hospice for perhaps a week to maximise the

team’s input to explote and help the patient.

Sometimes if the person is close to death, has been referred late to the
palliative care team and there is no time to explore and address the undetlying
issues, the only option might be to offer them medication just to help to calm
them. Sometimes if the petson is extremely agitated and distressed this may

reduce them to a semi-conscious state.

This means of symptom control is through easily reversed, short acting
medication. As with all pain relief, you titrate the dose: you start the lowest

dose and see how that wortks to setile the person’s pain and distress over the
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35.

36.

37.

next few hours. You constantly review and reassess what you are doing and

what the optimum treatment is for the person at each stage.

This is not ‘deep sedation’. Ttis a sedative medication in lay person’s terms but

the dose 1s titrated and monitored and the focus is symptom relief. It would be

_extremely rare for this to be used for any length of time.

I have never seen the practice of deeply and permanently sedating a patient
until they die of starvation. - Such a practice would be totally inappropriate and

is not a palliative measure.

Lay people are sometimes confused with what happens with providing patients
with fluids and food near death. For example, if we ate cating for someone
with advanced cancer that has spread to their liver, who has 2 partially blocked
bowel and can’t keep down any food, there is 2 question as to whether they

should be put on a drip or maybe consider surgery. You always have to think

' abput the risks and the benefits, the reversibility of the underlying illness, the

patient’s cornfort and the reasonableness of an intervention. So for this person
who is dying in the near future we might discuss surgery or a stent if it would
improve the quality of their life. Tf we can’t overcome the block we continue
to discuss with the patient and theit family how we can keep them comfortable
with excellent nursing care and relief of pain and nausea. Patients and families
may ask about artificial hydration and nutriion which we will discuss,
exploring benefits and risks of such interventions, as well as how long the
patient is likely to live, where they wish to be cared for and by whom. So every

decision small and large are made with the patient and family at the centre.

If someone is very undernoutished and or close to dying, piving them a drip
with fluids could potentially make dying wortse. If their body is shutting down
they won’t be able to cope with the fluid, and the fluid then tends to get into
their langs, which causes distress and shortness of breath. Reseatch has shown
that the best option for comfort is excellent mouth care, and that moistening
the mouth (for example with an ice block) is much better than taking fluids in
by dtip or drinking,

Euthanasia and assisted suicide are not patt of palliative care

38.

The Palliative Care Council of New Zealand issued a position statement on

euthanasia in June 2013. This is annexed as exhibit “SMD-4”. I agree with




39.

40.

41.

42.

43.

this position statement. Itis also consistent with the position statements of the
Wotld Medical Association, the New Zealand Medical Association, the
Australasian and New Zealand Society of Palliative Medicine and the Palliative
Care Nurses Society. The statement is endorsed by Cancer Control New

Zealand.

The position statement notes that thete has been widespread debate in New
Zealand society about euthanasia and physician assisted suicide, largely based

around anecdotal stoties of sub-optimal care at the end of life.

The position statement records that access to quality palliative cate is essential
if societal fears around care at the end of life are to be allayed. It also records
that dignity in dying is a fundamental goal of palliative cate, and puts forward

as an example Te Wa Aroba.

Through worlk done at Starship Children’s Health, Maori leadership offer us “Te
Wa Aroha — Allow Natutal Death”. Te Wa Aroha means “a time of love” and
focuses on what can and will be done at the end of life for individuals and their
“families, and that this time and care 13 as natural as possible.  Tetminolopy
emphasises reducing suffering and promoting comfort, quality and dignity.

The position statement sets out a definition of Palliative Care in New Zealand,
emphasising that it affiems life, regatds dying 2s a normal process and intends

neither to hasten nor postpone death: .

Palliative care is the cate of people dying from active, progressive diseases or
other conditions that are not tesponsive to curative treatment; providing relief
from pain and other distressing symptoms. Palliative cate embraces the physical,
social, emotional and spiritual elements of wellbeing — tinana, whanau, hinengaro
and wairuz — and enhances a person’s quality of life while they are dying. Palliative
care integrates a multi-disciplinary team approach to address the needs of patients
and their families/whanau, extending into the psychological and spiritual aspects
of care and into the bereavement phase if required. Palliative care affirms life and

tegards dying as a normal process and intends neither to hasten nor postpone
death.

The position statement records that conversatons about euthanasia and
physician assisted suicide must focus not only on the wishes, fears and

concerns of individuals but also on what is right for the community.

The Council states that it believes that dying is part of the expetience of living
and that no-one has to die in avoidable pain and suffeting. All New Zealanders
have the right to receive high quality palliative and end-of-life care regardless
of ethnicity, age, geogtaphic location ot diagnosis. It goes on:
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45,
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When requests for euthanasia or assisted suicide atise, particular attention should
be given to good symptom control, especially those commonly associated with a
setious and sustained "desire for death” such as depressive disorders and poorly
controlled pain. In such situations eatly refetral to an appropnate specialist should
be considered.

The position statement concludes with the following statements of principle:

The Palliative Care Council

* strongly encourages the concept of death with dignity and advocates that this
be a high priority for health cate in New Zealand;

* acknowledges it is not always possible to completely relieve suffering, but that
good palliative care improves the experience of living with and dying of a
terminal condition;

*  believes that people have the absolute right to refuse life sustaining treatments
including the provision of medically assisted nutrition and/or hydration, and
that carrying out the person’s wishes of refusal does not constitute enthanasia;

* believes that the benefits and harms of any treatments (including the provision
of medically-assisted nuttition and/or hydration) should be considered before
they are started and that the benefits and hatms of continuing treatments
should also be regularly reviewed. Stopping treatments that are not benefitting
the patient is itot euthanasia;

e believes that if treatment appropriately titrated to relieve symptotms has a
secondary and unintended consequence of hastening death that this is not
euthanasia;

* advocates that all patients should be made awate of the options for hospice
and palliative care, with individual assessment of their needs to ensure
appropriate palliative care is being provided;

® believes that euthanasia and physician assisted suicide do not have a place in
New Zealand society; instead the focus should be on ensuring high quality
palliative care is available to all who would benefit;

®  pnofes that both euthanasia and assisted suicide are against the cutrent ethical
positions of the medical and nursing professions in New Zealand;

* understands the practices of euthanasia and physician assisted suicide to be
illegal in New Zealand and that palliative cate does not include the practice of
either as there is a clear distinction between good cate for the dying and active
interventions instituted in order to deliberately end the life of a patient; and

* acknowledges that there are divergent views held by wider society about the
ethics of euthanasia and physician assisted suicide and respects and upholds
the tights of all to their own personal views.

As the position statement makes clear, respecting the tights of others to hold
divergent views does not equate to agreeing that those divergent views are
cotrect or valid, ot that thete is any doubt or uncertainty in the views held.

The Palliative Care Council, along with the professional associations most
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directly involved in the provision of palliative cate in New Zealand are very
clear that physician assisted suicide and euthanasia ate not part of palliative
care, and that allowing physician assisted suicide and euthanasia in New

Zealand would be unethical and harmful. 1 share that view.

I also share the view that to invoke euthanasia and assisted suicide as a solution
to concetns that end of life care may be sub-optimal is wrong, and contrary to
the basic ethos of a caring community. The right response to such concerns is
to ensure that the highest quality palliative care is available on an equitable
basis to all New Zealanders.

Itis my experience that prematurely ending the life of a patient is not necessary
to achieve relief of their suffering. In 25 years I have never met a patient who
consistently requested that I end their life. A person might say that the struggle

is hatd, that they wished it was over, that they have thought about the option

of euthanasia. It is my expetience that when each person is listened to,

attended to, respected and provided dignity by the way we care and attend,
such cies for help dissipate. I am not saying that this intensive care which we

proﬁde to a petson is easy. It is demanding and challenging. But it is effective.

In caring to the best of our ability for soméone who is dying we ease the grief
and reduce the burden of bereavement for those left behind. Tt is true that
people suffer physically, emotionally and psychologically with advanced
illnesses, facing the existential uncertainty, anxiety, fear of dying and death. It is
also truc that every day the intervention of palliative care can transform such
suffering and fear of future suffering by ecasing physical symptoms, by

resolving social worries and by attending to existential and spiritual issues.

What is striking to me is how unique and individualised every person’s joutney
and death is. Fach person brings the layers and layers of their life expetiences
into their dying. With early and timely teferral to a palliative care team, we
endeavour piece by picce to witness, acknowledge, attend and telieve their
physical, emotional, social, spiritual distress and that of their family and friends.
It is work for which we as palliative care specialists, nurses, doctots, social
workers, chaplains are trained. So often I am in awe of the extraordinary
transformations that occur in people facing dying and death when a healing

space is created of acceptance and care.
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50. My firm view is that allowing a person to go through the process of a natural
death is better for the patient and their family. In the process of dying there is
much living to be done, and T have witnessed time and time again how much
people grow through this process. ‘This is what holds those of us who work in
palliative care: we witness this growth and hope and transformation so often,
and we have the privilege of helping it, and walking alongside those who make
this journey. We work hard and work to increase our skills and develop the
knowledge in this area because we see what huge benefits it delivers to people

in this most vulnerable petiod of their lives.

51. We who wotk with the dying every day are not romanticising this process: this
is what we see. Palliative care is effective. It is the approptiate and
compassionate tesponse to the nceds of this group of the most vulnerable

people in society.

Other voices

52.  With reference back to the working definition papet, and the fundamental
impottance of the Treaty of Waitangi and the recognition of New Zealand’s
cultural diversity, T am concerned that this case seeks to make a fundamental

change to how we approach end of life care:
521 Without consideration of the Treaty of Waitangi;

52.2 Without teference to views ot interests of othets with different
cultural beliefs, values and ptactices, including refugees and

Iminigrants;

52.3 Without consideration of the impact of this change on the practice of

palliative care in New Zealand and on medical ethics;

52.4 Without consideration of the impact of this change on groups that ate

more vulnerahle than Ms Seales” sees hetself as being.

53. My evidence touches on the third of these points and the fourth in relation to
people with life limiting illnesses. I am not qualified to address the first two,
but as the New Zealand working definition document makes clear, these are
interests that must be taken into account where there is such a significant

change to how New Zealand society responds to the needs of those with life

limiting illness.
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Euthanasia and assisted suicide conflicts with fundamental medical ethics

54. I have seen the evidence of Dr Landers, which sets out the position statements
frorh the World Medical Association, the New Zealand Medical Association
and the Australian and New Zealand Society of Palliative Medicine. Hach

association has a clear statement that euthanasia and assisted suicide are not

ethical.
55. This is a core ethical principle of medicine: doctots do not kill their patients.
56. It would be immensely harmful to the practice of medicine in New Zealand for

the law to sepatate {rom and seek to override such a fundamental ethical
principle. It would place ethics and law in conflict, and create the position

where the State endorsed doctors acting lawfully but unethically.

Euthanasia and assisted suicide conflicts with and undermines good palliative
care '

57. Legalising physician assisted suicide and euthanasia would compromise our

abi.lity to provide good palliative care for our patients.

58. In general terms, it would fundamentally change the telationship between
doctor and patient. Doctors would be exposed to demands to act unethically.
Patients would be exposed to doctors who responded to their concerns by
agreeing that suicide is the best opiioh, or even actively offering suicide as a
preferable course to palliative care. Given the imbalance of power in the
doctor/ patient trelationship, and the particular vulnerability of those with life
limiting illnesses, the message that suicide or euthanasia is the best option

would have profound impact.

59. Some patients would be concerned that their doctor might act to harm them
without theit consent, or would be wortied that doctors might not try hard
enough to help them because of an expectation that they ought to opt for

euthanasia.

60. We would be in a whole different world, where the trust that no matter what

happens a doctor will first do no harm, is broken.

61. On a day to day basis, placing the opton of euthanasia and physician assisted
suicide on the table would profoundly undermine the palliative care that we
deliver.
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Maay people when they first access hospice services ate afraid, and one of the
first things that needs to happen is to establish trust and rapport between the
person and their carers. We need to provide assurance that we can help them
with what they are facing, and that every day we will be there with them and
work with them to deal with what they are going through. Our job 15 to not let
the prospect of death overwhelm life, and to help people have as good a life as
possible rght up until death.

People who are afraid need to have their fears addressed: helping them commit
suicide is not 2 compassionate response. Qur expetience is that when people
with a life limiting illness say that that they don’t want to live anymore, they
mean that they don’t want to live f&e this, with whatever pain, fear, or suffering
that they are experiencing. Palliative cate is all about identifying and alleviating

whatever #his is.

Sometimes the act of listening as the petson tells their life story or their story

of ‘disappointment, anguish or despair as they face an unfair and untimely
death is all that is needed to provide relief. It is difficult to describe in words,
to communicate on papet what we achieve in palliative care. It has to be
expetienced as a patient, as a faﬁlﬂy/ Whanap, as a palliative medicine doctor, as
a palliative care nurse etc to fully understand. Recognising that cure is not
possible, raging perhaps against the unfairness if life and experiencing the
agony of leaving the people you love, healing can occur and life can be lived
fully in each moment. The focus shifts and the person adjusts to a different

way of seeing the world and prioritises different values:

Palliative Care endeavours to create a space where healing can occur. This
healing cleatly is not the same as cute. T'o create that space requires empathy,
trust and building a relationship. Providing euthanasia as an opton diverts the
patient’s attention, that of their family, diverts the attention of the doctor and
the multidisciplinary team away from the inner work required for healing to
occur. Over and agéin what we see is that when the problems are addressed,

the idea of an eatly death is left behind.

Legalising euthanasia and assisted suicide would harm the very people that the
palliative care/ hospice setvices exist to help. It would undermine the
relationship of trust between patient, family and health care provider that is

essential to good palliative care. How can a patient trust the assurance that

S
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they will be cared for, that each problem they encounter will be addressed, that
thete is hope left in living, if at the same time they are being given the message
that their life is hopeless and that it may be a good option to kill themselves

instead.

67. Every day I spend houts with people who ate facing death, who suffer, whom
we help. The greatest need in my experience is to be truly heatd, truly listened
to, not abandoned emotionally or physically. People yearn so much to receive
cate unconditionally. They are acutely sensitive so to any signs that others feel
they are a burden. If they sense in the slightest way that we do not care, they

close down, retreat, their pain increases.

68. Euthanasia and assisted suicide are the complete opposite of palliative care.
Someone who is suffering or in pain needs and deserves to have that
addressed, to feel cared for and to hear the clear message that they are valued,
that they will not be abandoned and that there is hope that their days will sdll

have good in them. Offering death as a response negates that entirely,

69. Introducing physician  assisted suicide, and euthanasia would deeply
comptomise our ability to deliver high quality palliative care. I could not work
effectively in that environment and T am ‘aware that a high number of my
colleagues, both physicians and nurses, have the same view (as expressed in the

clear position statements of our professional bodies).

Legalising euthanasia and assisted suicide would undermine New Zealand’s
objectives for palliative care

70. Introducing physician assisted suicide and euthanasia would threaten the
development of New Zealand’s palliative cate services to meet the needs of all

New Zealanders.

71. 'The specialty practice of palliative medicine in New Zealand s recognised as a
vulnerable area of practice by Health Workforce New Zealand due to lack of
tratned specialist medical staff in this country. New Zealand does not yet fund
cohesive specialty training in this area, and not enough young doctors are being
trained into palliative care to ensuce sufficient staff are available in the futute to
mect even the present level of services, let alone to meet the expectation of all

New Zealanders having full access to quality palliative care.
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New Zealand is very dependent on recruiting and retaining expetienced

qualified palliative care specialists from overseas.

If New Zealand legalises physician assisted suicide and euthanasia, it is unlikely
to be able to continue to attract the number and calibre of specialist
practtioners that it has to date. I would not have come to practice here, and
again 1 am aware that a high number of my colleagues overseas would not

come hete to practice in such an environment.

It also seems inevitable that with 2 reducing specialist work force and the
budget pressures faced by the health system in New Zealand, the introduction
of the fast and cheap solution of legalised euthanasia and assisted suicide
would have a distorting effect on policy and funding decisions in health
spending. Quality palliative cate is challenging, and can be expensive especially

when compared to euthanasia or assisted suicide.

Legalising euthanasia and assisted suicide would harm people with life limiting

illnesses
75.

76.

Introducing physician assisted suicide and euthanasia would divectly harm
people with life limiting illnesses. T have outlined above how the delivery of
palliative care would be cornpromiséd, which of course directly impacts on our
patients. In this section T address the other direct harms that in my view would

flow from legalising physician assisted suicide and euthanasia,

The most obvious harm is that people would die eadier than they would if
allowed a natural death, because society fails to protect their tight to live.
While I understand that Ms Seales considets that she is in a position whete she
is able to choose with absolute freedom, my expetience leads me to the firm
view that most people with life limiting illnesses are not in that position. 'Their
‘freedom’ to opt for or against euthanasia or assisted suicide is likely to be

compromised by a number of factors.

Pressure and coercion

77.

All people with a life limiting illness are vulnerable, even those who are well
educated and well supported by their families. Anyone who is ill is vulnerable
to some extent, simply because they ate less resilient and less physically robust.
But those with cancer, for example, or other advanced illness ate much more

so:  they are naturally anxious and frightened, and have a high level of
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dependency on family and friends for emotional, and sometimes physical, help
and support. Being dependent like this can be the antithesis of how they lived
their lives when they were well, and that can be difficult for some people to
adjust to. People with illnesses such as this face higher risk of isolation, they
tend to depend on others to come towards them with support and don’t feel

that they can ask ot demand help or support.

People in this position are highly sensitive to any suggestion that they might be

a burden.

Malpas et al’s study' on the reasons older New Zealanders gave for supporting
medical practices that hasten death entitled “I wouldn’t want to become a
nuisance under any circumstances” is attached as exhibit “SMD-5”. This

study states its results as:

An important finding of this study indicates that healthy, older individuals who
support medical practices that hasten death have serious concerns about their
(petceived) future incapacities and dependency on others, as well as their fears
around becoming a burden. The study also found that fear of future pain was not
a dominant reason to support medical assistance to die.

Agreeing to assist people to kill themselves is ot 2 compassionate response to
those who fear being a burden, who fear getting old or ill and losing their
physical independence. Instead it sends the clearest message that they are
correct to fear that society does not want them anymore and that their lives
have no value and no meaning once they become frail. It sends the message
that they are not worth our care and love. It sends the message that soclety

agrees that it would be better for everyone if they were dead.

Thete is a real risk in my view that some people who would have lived longer if
they had felt supported and cated for, would instead opt for assisted suicide or
euthanasia. Others would feel pressure from family or society’s expectations
to take this option. There is also a real risk that others would be coerced,
directly ot indirectly, by those around them. Instead of protecting these people
to ensure that their right to live out the full length of their lives and die a

natural death was respected, we would be complicit in their early deaths.

Even with working with people and their families very closely through the

palliative care process, there is no possible basis upon which I could assess

New Zealand Medical Journal 27 July 2013, Volume 125 Number 1358,
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whether a petson who said that they wanted to die was completely free of any
of these pressures, or was not subject to any coetcion. I cannot see how a
doctor with less contact, such as a GP, could safety make such an assessment:

this is simply not a medical question.

Undiagnosed or untreated depression

83.

84.

This a problem because the features of depression are similar to symptoms and
signs present in a patient with advanced progressive illnesses such as advanced
cancer. The diagnosis of depression in an otherwise well patient depends on
certain symptoms and signs eg fatigue, lack of appetite or poor sleep. Such
symptoms and signs are frequently present in patients under palliative care. We
frequenty struggle to determine whether depression is present of not in
patients receiving palliative care. Antidepressant medication can take some
time to wotk (2-3 weeks), time which is often very limited for a patient with

advanced cancer.

Bven if depression were diagnosed, I am not sute how those suppotting them
could coherently persuade them that suicide is simply not an option and to
hold to the hope that things will get better, when at the same time we are
telling them that as soon as they are better from theit depression, suicide is a

good option.

Fear and ignorance of options

85.

If euthanasia and assisted suicide were available and accepted as an appropriate
response to a terminal diagnosis, there is a real risk that people will simply not
engage with palliative care. People who would otherwise move through the
catly stages of grief at their diagnosis and come to find hope and meaning in
their lives again would instead opt for an eatly death. For some people this

loss would be of months ot even years of their lives.

Other bardens and risks

0.

Even if patients do engage in palliative care, the mind-set will have changed.
Instead of working through the journey to a natural death, people would
always have in front of them the prospect that it might be a better option for
them (o commit suicide or be euthanised. Engagement would be conditional.
It is possible that it would not be supported by their families, or that families

would divide on the issue, or that the decision would be argued and revisited

=%

<1




19

over and over again. All of this would be vety damaging, and place enormous

burdens and stresses on the petson who is dying, and their family.

87. T also worry about the burden that this places on people who are already going
through one of the most challenging stages of their life. Every day, to have the
prospect of suicide before them, to have to decide anew whether their life is
worth living, or whether this should be the day that they opt out.

Contemplating suicide is a very bleak and hopeless place.

88. There is a real risk also that this would become a default position: people
would shift to the mind-set that they have to justify to themselves (and
possibly others) why they should stay alive. This is not a compassionate

response to someone with a life limiting illness.

SWORN )
at Wellington this \;\'SQ’\) day of )
May 2015 )
before me: )

Sm?aa\ Mawre 'Dor)ﬂex\\j

Sinéad Maire Donnelly

P it

A Suficitorof the High Court of Now Zealand

Deputy Registrar
of the High Court
of Wellington




"SMO-1"

Curriculum Vitae

Dr Sinéad Donnelly MD, FRCPI, FAChPM

April 2015

This is the exhibit marked “SMD-1” referred to in the
affidavit of Sinéad Marie Donnelly affirmed at
Wellington thisty " tday of May 2015 before me:

WRogg

Joyce Co

* AsBoticitar of the High Court of New Zealand

of the High Cour
of Wellington




Personal Details

Name Sinéad Maire Donnelly
Address 47 Chelmsford st, Ngaio, Wellington 6035
Aotearoa New Zealand

Medical Council Reg: 41835
(New Zealand)

CCST Accreditation date:  January 31% 1999.

MB B.Ch. BAO July ’87, NUI, Galway.

ECFMG - 1985/87.

MRCPI November 1989.

MD Jﬁly 1996, NUI, Galway.
FRCPI . October 2001.

FAChPM 2010

Chair Irish Association Consultants Palliative Medicine 2007-2008

Executive Member Australia New Zealand Society Palliative
Medicine(ANZSPM) Aotearoa 2009-2014. Deputy Chair 2010-2012,
Chair 2012-2014, ANZSPM Council member 2010-2014

ANZSPM Aotearoa representative on Palliative Care Council, New
Zealand 2014 ongoing




Examinations:

1980

1981

University

Post Graduate

1% place National University Ireland, Galway
Entrance Scholarship awarded.

Diplome de Langue superieure - mention tres
honorable

MB, B.Ch, BAO - June 1987, NUI, Galway.

ECFMG  Part 1 - 1985
Part 2 - 1987

MRCP Ireland - Nov 1989

MD - Quality of Life and Symptom
Assessment in Patients with Advanced Cancer
June 1996,

FRCPI — October 2001.

June 2006 — 1* Class Honours Higher Diploma

Integrative & Humanistic Psychotherapy,
University College, Cork, Ireland.

Undergraduate Experience

1981-2

1982-3

1983-4

1984-5

1985-6

1986-7

. ooery

1st Class Honours Pre-Med.

Ist class honours Anatomy
Anatomy Class Demonstrator

Ist class honours Pharmacology

1st class honours Kennedy Gold Medal
Pathology/Microbiology
Ist place - Experimental Medicine

Ist class honours - Gold Medal -
Ophthalmology

1st place Gold Medal - Obstetrics
1st place Gold Medal - Surgery
2nd class honours — Medicine.




POST GRADUATE EXPERIENCE:

CONSULTANT INTERNAL MEDICINE

Palliative Medicine Physician,

Clinical Senior Lecturer and Module Convenor Palliative Medicine,
Otago School of Medicine, Wellington

From July 2013 ongoing

Wellington Regional Hospital, Wellington, Aotearoa New Zealand

CONSULTANT PALLIATIVE MEDICINE

October 2008 to  Wellington Regional Hospital, New Zealand

June 2013
Advisor to PhD Candidate Committee University
Otago, Wellington 2008-2012. Supervisor for
successful MD candidate UCD, Ireland awarded Dec
2010.

Adjunct Professor Biological Sciences, Victoria
University, Wellington, 2010 ongoing

Reviewer for Quarterly Journal of Medicine and New
Zealand Medical Journal 2012 ongoing

Awarded Special Purpose Grant of NZ$19,900 from-
Genesis Oncology Trust fund for 2010. Awarded
New Zealand Cancer Society grant 2010 for
Qualitative Research project in Wellington Regional
Hospital

Diploma Clinical research, Victoria University,
wellington — Module Coordinator and Lecturer -
Qualitative research 2012 ongoing

January 2000 —  Consultant in Palliative Medicine Mid Western
2008 Health Board, Ireland.
Led development of Palliative Medicine for the
region.
20 bedded inpatient unit.

Team of 4 non consultant hospital doctors including
one Specialist registrar,
15 home care nurses covering 350,000 population
- fggat Consultations to tertiary refefral hospital plus 3 - -
general hospitals




January 2006
- September 2008

June 2006
to
Jan 2007

June 1999

February 1999

August 1998

CeRTEEY .

Joined by second consultant with increase in
specialist palliative care beds to 30, increase in team
to 6 doctors training with 2 SpR, addition of
outpatient service in the acute hospital.
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Completion of MD under the supervision of Prof.
McCarthy UCG and Dr Declan Walsh Cleveland
Clinic Foundation.

Oct 1992 - Dec 1994
_ Palliative Care Service M-76
Epre oo © " Haematology/Onéslogy Dept SRR 5
Cleveland Clinic Foundation

BT




Cleveland, Ohio 44195, U.S.A.

Clinical Research Fellow.

During my fellowship the Palliative Care Service,
established in 1987, treated over 500 new patients
each year, referred as inpatients and outpatients.
Most patients had advanced cancer; a smaill number
having AIDS, progressive neurological disorders, end
stage lung and cardiac disease. The service is
structured as follows;

Inpatient consultation serving 1,000 bed tertiary
referral centre. Inpatient care in 20 bedded unit.

Outpatient consultation.

Hospice home care with 24-hour cover

There is a strong research commitment with 2
research fellows, weekly research meeting,
encouragement of all staff members to undertake
research projects.

- In addition to my research role I gained clinical
experience with 20-hour weekly commitment to
inpatient and outpatient services.
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