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    In the midst of life we are in death




    The Book of Common Prayer




    Tis most melancholy to witness the proceedings of an Australian funeral . . . The ceremony was peculiarly national. A printed notice was sent to all the friends, gloves and long crape badges were provided for all present, and in an adjoining room a table was profusely spread with cake and wine! The hearse was decorated with white plumes, illustrative of youth, and the church service was as chill as the atmosphere, and no ladies attended the funeral.




    George Francis Train, 1854


  




  

    

      

        
 Introduction


      


    




    Why would anyone choose to write a book about death? Many Australians prefer not to think about death or about any of the issues it raises for us. But whether or not we want to think about it, we simply can’t escape its reality. One day, we ourselves will die—and most of us will have to cope with the death of family members or of others meaningful to us. In the midst of life we truly are in death—as stories in the media constantly remind us. How we deal with death can be very important for the way we live.




    This book is written both for ordinary people and for those who work professionally with the dying and the grieving. It explores how death comes home to us in this country and how we as a society and as individuals respond to it. First it looks at where we have been historically with respect to death and dying, to grieving, to funerals and funeral services, to burial and cremation, to memorials and to the industries created to assist in such matters. The story is told from the time of the First Fleet to our own time. The past is invoked not just for its own sake—though it is fascinating social history— but because we can learn from it today and for the future. We also seek to set the present scene and to answer practical questions about what to do in the event of a death. We also try to make some intelligent guesses about the directions in which our society is going. The past, the present and the future are interwoven as we explore the experience of generations of Australians, new and old.




    The Australian scene is in many ways quite distinctive. There are certainly similarities to practices in other countries, including the United Kingdom and the United States, but the differences are important. One of our intentions is to expose some common myths and misinformation and to restore a clear perspective.




    The first edition of this book was published in 1982. Much has changed since then. The patterns of disease and of trauma are constantly shifting. Social attitudes have moved in contradictory directions: towards greater openness but also towards greater denial. Sensitivity in the care of the dying and in the treatment of the bereaved has increased markedly in many hospital and other institutional settings. There is more awareness in the professions and in the community generally of the needs of those having to cope with still-birth and neo-natal death. The major churches and other religious bodies have re-examined their rituals and provided more adequately for a wider range of circumstances. Non-religious alternatives to funeral rituals have been introduced on a much wider scale in some states. Cemeteries and crematoria have actively sought ways to meet needs that previously received little recognition. Both community and professional education now take much more notice of issues concerning death, grief and loss. The funeral industry has undergone many structural changes, including changes in pricing policies and in ownership, and has taken significant steps towards establishing industry-wide standards and providing for the appropriate education of those engaged in the industry or seeking to enter it.




    The authors bring different backgrounds and perspectives to bear on the theme. Des Tobin was recently honoured by the funeral industry for many years of service to the public and to that industry. Graeme Griffin has been involved in the training of clergy (of various denominations) over more than three decades and has a particular interest in how people can best be helped in the crises of death and loss. Both have been deeply involved in professional and community education, and have shared in the foundation and development of bodies such as the National Association for Loss and Grief, which continues to offer support to those who work with the dying and with the bereaved.


  




  

    

      

        
1 When Death Comes Home


      


    




    There is hardly any aspect of the response to death which has not been subject to change over the two hundred years of white settlement in this country. Many of these changes have been greatest in the twentieth century but few of them have helped us cope better with the disturbing reality of death.




    Where We Die




    Most Australians now die in a hospital, a nursing home or some other institution. This has been a development of the mid- and late-twentieth century. As our century draws to a close there is a growing awareness that an institution is not always the best context for dying.




    From the first European settlement here until early this century it was widely assumed that the appropriate place to die was in one’s own home. The home was also the centre for the myriad of activities and events which follow a death. Throughout the nineteenth century most people both died at home and were laid out at home. The coffin was brought to the home, any embalming done there, and the funeral procession and burial followed a service which was conducted at home. Indeed so much was this the norm throughout the Victorian era and well into the twentieth century that the advertising blanks used by undertakers for their announcements in the daily Press carried the words ‘the funeral will leave from . . . residence’. One reason for this centrality of the home was the lack of alternatives. Those available were regarded with a high degree of suspicion, and for good reason. Where one had a choice the wise course was to stay out of hospital when ill. It has been said of H.M. Colonial Hospital at Launceston in the 1820s that to seek admission was ‘an act of despair . . . Few but the soldiers and the convicts were tended there; the citizens preferred to die in their own beds’. Things were not much better in the 1850s in Launceston. ‘It is scarcely surprising’, said one observer, ‘that by many the hospital was regarded as the certain precursor to the cemetery, and it was shunned with the earnestness of genuine alarm’.1 Nor was Launceston alone in this. Sydney Hospital had a most unenviable reputation and one in four of those admitted to the Melbourne Hospital was carried out dead.2 Rural hospitals, even those coping with the sick of the goldfields, had rather better statistics than these. Victoria’s Castlemaine Hospital, for example, lost only 14 per cent of all admissions in 1859 and 13 percent the following year!3




    Many hospitals refused to admit patients they suspected might die or whose condition made them subject to hospitalbased diseases such as pueperal fever following childbirth. Frequently the hospital by-laws would include a statement like this:




    

      . . . that no pregnant female, for the purpose of confinement, no child under five years of age unless for the purpose of undergoing a surgical operation, no person insane or suffering from delirium tremens, no person whose case shall be considered by the Hospital surgeon to be incurable . . . shall be admitted.4


    




    There was a simple but compelling reason for these exclusions. Most hospitals received their funds by public and government subscription. Too many deaths made fundraising difficult so the statistics were often adjusted by the simple expedient of keeping out those patients likely to create complications by dying.5 Even those hospitals, like the Melbourne Hospital, which were inclined to take all comers were highly critical of relatives bringing patients to the hospital to die there. The Committee of Management entertained dark suspicions that the relatives’ motive was to save themselves the expense of having to bury the patient on death. In 1853 the committee had to expend the ‘enormous sum of £1421’ on funerals.6




    In the absence of proper isolation facilities, the city hospitals normally refused to accept in-patients suffering from any of the common, and killer, infectious diseases such as diphtheria, scarlet fever, measles, whooping cough or croup. Between 1860 and 1890 nearly 12 000 people died of one or other of those diseases in Melbourne alone but only 270 were receiving in-patient care from a hospital at the time. Some hospitals did, as an act of kindness, treat people suffering from infectious diseases as out-patients, thereby allowing them to infect other patients and the general public alike. And the hospitals themselves contributed to the spread of diseases such as typhoid by having their typhoidal refuse trenched into the open ground ‘on dairy farms, market gardens and orchards in the suburbs’.7 The unsterile conditions under which hospitals functioned, and the lack of attention paid by physicians and surgeons to the most elementary hygiene made the home a haven of health and safety by comparison. There was real substance in the claim made by the president of the Medical Society of Victoria in 1870 that ‘no-one with the least experience of disease can doubt that a patient in a house where there are no other sick has a far better chance of recovery than a similar case in a hospital’.8




    As usual, the poor did not have the luxury of choice and when they could not be cared for at home they found the Benevolent Asylums and the Immigrants’ Homes the only places open to them. Most of these were well intentioned but hopelessly overcrowded and ill equipped for their task. They became the dumping grounds for those people the hospitals did not wish to admit and, before special hospitals were opened, had to bear the brunt of the needs of those with chronic and incurable diseases.9 It was not until the turn of the century that the specialist hospitals with which we are now familiar began to emerge. But dying did not move from the home until the general community’s anxiety about death took the form of wanting to avoid all reminders of it and being unable to talk about it. The process began after World War I (and the great influenza epidemic) and was all but complete by World War II.




    There are many reasons for the assumption that people who are dying ‘belong’ in an institution. One is that for many people, patients and relatives alike, the resources of a wellequipped modern hospital offer a sense of security which is not available auhome; there is a sense that professionally trained staff can care better than one’s own family and that procedures for pain relief and for coping with emergencies are more readily available in the hospital. And hospitals now treat sickness and injury with considerable success. Where once they repelled, they now attract people seeking a cure for whatever ails them, even though cure is not always possible. There are, of course, many situations in which the acute hospital is the most appropriate place to be when seriously ill, but it is not necessarily the best choice when cure is no longer possible or desirable. An acute hospital has its own proper rhythm which is geared to the enterprise of curing. It is fast-moving, efficient, impersonal. The rhythm appropriate for those who are dying is often a quieter and gentler one which can be all too easily submerged in the dramatic atmosphere of the acute hospital.




    Changing patterns of family life have also influenced why so many now die in institutions. There are fewer people left at home to care for the sick, and the mobility of families often means that family members are not immediately available to give assistance in time of need. Another factor is that over 70 per cent of men and 82 per cent of women who die in this country are aged sixty-five years or more. Death in the last decade of the twentieth century is the property of the aged where not so many decades ago it was much more the property of the young. This reversal has come at a time when it is common to assume that the process of ageing in itself is sufficient reason for placement in an institution of one sort or another. Governments periodically exclaim against the proliferation of special units, hostels, nursing homes and hospitals for the aged, but it has been easier to obtain government money to build such places than to provide the necessary alternatives.




    Running through many of these reasons for institutionalizing the dying is a pervasive fear of death in our community. This fear pushes us to seek to avoid death, almost at all costs and on all occasions, even when death might be appropriate. Fear drives our desire to remove the dying and the aged from our proximity so that we are ‘protected’ from death. There are many people who need the resources which institutions can make available; there are also many people currently in institutions who do not need them and whose welfare is adversely affected by their being there.




    Some important new trends in health care may well have a significant impact on where Australians die. These include policies of de-institutionalization of the mentally ill and the disabled, rationalization of acute hospital facilities, reductions in average length of stay in hospitals and increased rates of surgical procedures, including quite major surgery, in the context of day hospitals. These trends may well reduce the incidence of deaths in hospitals.




    At the same time, the population is ageing. The Australian Bureau of Statistics estimates that the number of people aged sixty-five and over will rise from 12 per cent of the population in 1993 (2.1 million) to 22 per cent (5.5 million) in 2041, and that by 2026 there will be more aged people than children.10 This pattern is already creating a demand for more resources to maintain the aged in the general community and this demand will inevitably increase. The necessary resources include the para-medical, such as podiatry to keep people literally on their feet, and basic help with cooking, housekeeping, transport and shopping. Developments in information technology which give access to many resources from the home may lessen the need to isolate the elderly in special communities of care.




    The forces making for the institutionalization of the elderly, the ill and the dying are still strong but there are counter-forces at work. For many, institutionalization is no longer being seen as the automatic solution to the problems of growing old. Many of these issues are still to be worked through and many are politically contentious. As governments call for more restraint in spending, the demands for funding of a whole variety of community services are on the increase. Traditional providers of services, including local government and voluntary agencies, are being expected to meet more needs with fewer funds.




    There is also a growing awareness that our forebears were not just being primitive when they expressed a preference for dying at home. Many people are recognizing that there is a different sense of comfort and security which comes from being in familiar surroundings and among familiar people, even if their professional competence may be more limited. As the fear of death in the community begins to recede a little, more and more people are asking for the opportunity to make a genuine choice: to be able to die at home if, in all the circumstances, that seems most appropriate, or to become a patient in an institution if that seems more fitting. Here the modern hospice concept becomes very important.




    Hospices modelled on those already established in England, Canada and elsewhere first opened in Australia in 1981. From very modest beginnings there is now a flourishing network of some 170 hospice and palliative care programmes located in both metropolitan and country areas in every state. This has been strengthened by Federal government funding made available in the 1990s to develop services throughout the nation. There are now state, territory and national bodies responsible for fostering and promoting services to the dying. National standards have been developed: the Australian Association for Hospice and Palliative Care Inc. sees hospice and palliative care as




    

      . . . a concept of care which provides co-ordinated medical, nursing and allied services for people who are terminally ill, delivered where possible in the environment of the person’s choice, and which provides physical, psychological, emotional and spiritual support for patients, and support for patients’ families and friends.


    




    Typically there are three ways in which this care is offered. The first is through community-based programmes which provide advice and support for patients and families as they are cared for in their own homes by the family doctor, visiting nurses, other support staff or volunteers. The second is through in-patient care in units within a hospital or nursing home or in specialised free-standing hospice units. This care may be on a short-term basis (to meet specific medical or emotional needs of the patient or to give the primary carer a respite) or the hospice or hospital may be the environment of choice for the dying process. The third contribution is made through specialist services such as pain clinics. In each situation the focus is on enabling people facing death to be as free as possible from unnecessary suffering; to retain as much dignity and independence as possible; to exercise a choice of environment; and to have their grief needs—and their family’s needs—both recognized and responded to.11




    Many of the hospice and palliative care services are related to cancer treatment and prevention facilities and many make use of existing visiting nursing programmes. Some serve a fairly specific clientele. There is a service in both Melbourne and Sydney, for example, principally for patients with advanced AIDS. Melbourne is opening a hospice exclusively for children under the auspices of the Very Special Kids organization, and the Royal Alexandra Hospital in Sydney is planning a similar institution.




    Many other of the institutions in which people now die have made significant changes in attitude and practices in order to make dying less distressing and less painful and to help the process of grieving. There is, however, still much that could be done, and much catching up to do for some institutions. This is a problem of community education and of professional education, both of which were at a low ebb in so far as issues of death, loss and grief are concerned until the late 1970s. Considerable efforts were made by a small group of people in the 1980s. The education of members of the caring professions and of the emergency services now pays at least some attention to the dying process and what it means to those most intimately concerned, and to contemporary understandings of grief Community education continues but there are still forces at work in the community which perpetuate the old taboos and make it more difficult for people to face the issues.




    Our attitudes and our practices remain intimately interrelated and many of the things we do to others in relation to their ageing and dying reflect our anxieties about ourselves. It is, therefore, critical that professional and community education be deepened and extended. It remains true that familiarity with death in the practice of a profession does not automatically clarify our attitudes or beliefs, nor does it necessarily provide us with an understanding of our own experience.12




    Causes of Death




    The major causes of death in Australia are cancer, ischaemic heart disease and cerebrovascular disease (stroke), in that order. Together these account for over 60 per cent of all deaths. Two decades ago this threesome took an even greater toll, but heart disease was a bigger killer than cancer for both sexes (today it is the other way around) and stroke was a bigger killer than cancer for women. In 1993 death rates from ischaemic heart disease and from stroke continued to decline and those from cancer remained fairly steady.13




    This picture is dominated by the elderly. Cancer is the only disease that is a major killer throughout the life span, but even so most deaths from cancer occur after age 65. Most deaths from heart disease and stroke now occur after age 75. Once the dangers of infancy have been safely negotiated, young Australians are more likely to die from violence than from disease. In the 15–24 age group, for example, barely 3 deaths in 10 can be attributed to disease. The largest single killer is the motor vehicle accident, accounting for a full third of the deaths of young males, and suicide is responsible for another quarter of the deaths. There has been considerable concern over the rising youth suicide rate during the 1980s and 1990s, which has been most pronounced in rural areas and has been linked to such factors as family breakdown, unemployment, drug and alcohol dependence and financial distress. Overall, however, the suicide rate has remained relatively stable in recent years (at about 12 to 13 deaths per 100 000 of population). It is more than four times higher among men than among women (five times higher amongst 15–24 year olds) and is at its highest (31 per 100 000) among males aged 75 years and over.14




    The patterns of death are constantly changing and there are differences between the states as well as between the sexes and between ethnic and age groupings. Cancer mortality, for example, is lower among migrant groups to Australia than among the Australian born, and the sites of terminal cancers vary greatly from group to group.15 Overall, cancer strikes hardest in the Australian Capital Territory and Victoria among men, and in the ACT and Western Australia among women. The percentage of deaths from ischaemic heart disease is higher in Queensland than in any other state, and much lower in the Northern Territory than anywhere else in Australia. Motor vehicle accidents cause proportionately more deaths in the Northern Territory than elsewhere, and fewest in the ACT and New South Wales. Tasmania leads the way in diseases of the respiratory system and South Australia in stroke.




    Perhaps the biggest single change this century has been the move from infancy to old age as the most likely time of death. In 1893, 27 per cent of all deaths were of infants under the age of one year and many other deaths occurred in childhood. Men could then expect to live for about 50 years and women for just under 55. By contrast, in 1993 the deaths of infants accounted for only 1.3 per cent of all deaths, and childhood deaths for even fewer.16 In 1993 a newborn male child could expect to live to 75 years of age, and a female to nearly 81. Over the course of this century the infant death rate has dropped from 103.6 deaths for every thousand live births in 1901 to only 6.1 deaths per thousand live births in 1993.




    The identification of Acquired Immune Deficiency Syndrome (AIDS) in the early 1980s has introduced a new dimension. Deaths from AIDS, and AIDS-related deaths are comparatively few but growing. Australia has been more fortunate, and vigilant, than many countries in relation to AIDS, but there have been 2786 deaths to mid-June 1993 (out of 17 476 HIV diagnoses over the same period). In 1993 the Australian Statistician reported that ‘there appears to have been some slowing in the rate of increase’. In that year the number of AIDS and AIDS-related deaths (718) constituted just 0.6 per cent of all deaths. The vast majority were deaths of males and arose out of sexual contact, especially homosexual contact.17




    Death rates reflect life styles and conditions under which life has to be lived. When food became scarce in the Sydney Cove settlement and supplies were rationed, one unfortunate woman ‘occasioned her own death, by overloading her stomach with flour and greens, of which she made a mess during the day, and ate heartily; but not being satisfied, she rose in the night and finished it’. Another poor wretch collapsed and died and the Judge Advocate, Captain David Collins, reported:




    

      On being opened, his stomach was found quite empty. It appeared, that not having any utensil of his own wherein to cook his provisions, nor share in any, he was frequently compelled, short as his allowance for the day was, to give a part of it to any one who would supply him with a vessel to dress his victuals; and at those times when he did not choose to afford this deduction, he was accustomed to eat his rice and other provisions undressed, which brought on indigestion, and at length killed him.18


    




    Venereal disease was rife in early Sydney and accounted for many deaths. Tuberculosis was a major problem, and the lack of sanitation and erratic water supply bred dysentery and diarrhoea, often with fatal results.19 As the town became more crowded so the epidemic diseases began to take their toll and similar patterns became evident in the other capitals. The coming of gold brought new problems. K. M. Bowden speaks of ‘coughs, colds and coffins’ being conspicuous at Bendigo and suggests that in the Mount Alexander district ‘murders were not infrequent, deaths by drowning in the creeks and abandoned mine shafts were common, and suffocation from the fall of earth in badly constructed shafts was a feature’.20 Typhoid fever became a major killer as the population of the cities rose and already bad sanitary conditions became appalling. In 1889 typhoid killed 558 residents of Melbourne, one in twenty of all deaths in the city and a higher rate even than that of London. Typhoid accounted for one quarter of all deaths of young people between the ages often and twentyfive years. Diphtheria was almost as common. These were the direct result of the all but unbelievable filth of the city which the Sydney Bulletin delighted to call ‘Marvellous Smelbourne’:




    

      Liquid refuse from kitchens, baths and laundries, factories, stables and public urinals drained into open street channels and thence into almost every watercourse or lagoon in the metropolitan area. At night hundreds of stinking nightcarts made their noisy way to dispose of the city’s sewage, some cutting their journeys short by depositing their loads in the streets.21


    




    The other big cities were better, but only just. Sydney’s hospitals had to accommodate 600 typhoid patients in 1884 alone.22 Effective public-health legislation began to be introduced in the late 1870s in Adelaide, two years later in Sydney, but not until 1889 in Melbourne.




    By the turn of the century the major killer was undoubtedly tuberculosis or phthisis. This disease accounted for 9.3 per cent of all deaths. In Western Australia, however, enteritis topped the list and tuberculosis was in fifth place (just under 6 per cent). The last of the major epidemics was the devastating pneumonic influenza which swept the country in the first half of 1919, leaving 11 500 dead behind it.23 Then came the motor car with its promise of freedom and its hidden destruction.




    The motor car came into its own in Australia after World War II. By the end of the 1960s there was one car for every three persons in the country. The number continues to grow—but at a substantial cost. In the period 1950–70 inclusive, traffic accidents accounted for almost as many deaths as the 1914–18 war, and getting on for twice the number killed in the 1939–45 war.24 That price is still being exacted. The proportion of deaths from motor vehicle accidents is, however, now falling. Between 1983 and 1993 deaths from this cause fell from 3.4 per cent of all male deaths and 1.6 per cent of all female deaths to 2.1 per cent of male deaths and just 1 per cent of female deaths. Even so, the five years from 1989 to 1993 saw nearly 12 000 deaths from motor vehicle accidents—and 70 per cent of these were the deaths of men.




    Undoubtedly the picture will continue to change. As one cause of death is conquered, another arises. We can modify the circumstances of our dying in many ways but the fact of death remains. In the final analysis we die, and not just because of specific diseases and traumas but because we are human beings. And death, however it comes, continues to bring both problems and possibilities for the survivors.




    Australia’s Original Inhabitants




    A significantly different picture emerges when the focus is on the deaths of indigenous Australians. The figures for the population as a whole strongly support the notion that death in Australia is now the property of the aged. This is not nearly so true for Aboriginals and Torres Strait Islanders. The most reliable data available (the 1993 figures for deaths in South Australia, Western Australia and Northern Territory) show that fewer than 23 per cent of the men were over 65 and only one-third of the women. And 21 per cent of the men were under the age of 25—which includes 9 per cent who died in infancy. The position was only marginally better for indigenous women, with one-sixth of all deaths occurring before the age of 25 years and 8 per cent in the first year of life.25 Infant mortality for indigenous Australians is around three times higher than for the rest of the population but, over the past two decades, this gap has been closing. The rates for life expectancy at birth, however, have remained basically unchanged within the last decade even though they have risen for the populations a whole.26




    Causes of death also vary significantly from the overall picture. In the same populations, diseases of the respiratory system (including pneumonia and influenza) take precedence over ischaemic heart disease and cancer. These are followed by motor vehicle accidents and diabetes. Stroke only makes it into seventh place.27




    At the time of European settlement it appears that there were few, if any, endemic diseases among the country’s original inhabitants. There is evidence of the presence of trachoma, leprosy, yaws, some skin diseases and possibly some nutritional diseases, but it is difficult to establish these with precision.28 Typically death followed old age unless some act of violence interrupted the natural sequence of events. The coming of the white invaders radically changed that picture. The two diseases most commonly cited as critical in the decimation of the Aboriginal population are smallpox—which it is now thought may have spread from Macassan fishermen29—and venereal disease. The one killed directly, the other by suppression of reproductive capacity. There were major smallpox epidemics in 1789 and again in 1829–31 (raging from the Darling Downs in Queensland to Port Fairy in Victoria), and venereal disease was a devastating consequence of contact between the races from the beginning of each colony. Tuberculosis also took its toll, and there is evidence to suggest that by the nineteenth century influenza had become a major killer in what remained of the Aboriginal population. Western Australia experienced a string of influenza epidemics in the 1850s and 1860s which greatly assisted in the depopulation process. Starvation and massacre were all too common accompaniments to colonization and dispossession.30




    In recent years much attention has been given to deaths of Aboriginals and Torres Strait Islanders in police custody and in prisons. Deaths in custody for both Aboriginal and non-Aboriginal people have been a problem in Australia over many years. In the decade from 1980 there were over 100 Aboriginal deaths in custody (and over 400 non-Aboriginal deaths). In 1987 public disquiet led to the establishment of a Royal Commission into Aboriginal Deaths in Custody. The commission’s 1991 report made 339 recommendations designed to reduce deaths in custody, with an emphasis on reducing the incidence of detention. Nevertheless, the deaths continued into the 1990s, although deaths in police lock-ups fell while deaths in prisons rose. From 1990 to 1995 a further 58 custodial deaths have been recorded.31
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      An open drain in mid-nineteenth-century Melbourne, a city of poor sanitation and high death rates
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      ‘A mother’s grief’, late nineteenth century
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      The headstone of George Graves, who died in 1788, is Australia’s oldest surviving colonial headstone—originally from The Rocks in Sydney


    




    Registration of Death




    One of the first tasks following a death is to secure a medical certificate of cause of death and notify the Registrar of Births Deaths and Marriages who records the death and issues the death certificate. Notification should take place as soon as possible although the statutory period varies from state to state.




    Where death is due to natural causes and a doctor has attended that person within the preceding month (or three months in the case of Queensland and ‘during the last illness’ in the Northern Territory), that doctor will normally issue the medical certificate immediately. The death can then be registered and the funeral arrangements finalized. If no doctor has been attending the person during the prescribed period, it is usual to call either the family doctor or the police and they must report the death to the coroner. Coroners are usually magistrates or justices of the peace and it is their responsibility to determine the cause and circumstances of death.




    The circumstances under which it is necessary to notify the coroner of a death are spelled out in the Coroners Acts of the various states and territories. These circumstances vary somewhat from state to state but in general the coroner must be notified of the death if it was unexpected, sudden or violent; if it was caused by accident, drowning or neglect; if there were any unusual or suspicious circumstances, including any possibility of murder or other crime; if the death arose from the administration of an anaesthetic; if no doctor had been in prior attendance over a specified period (which ranges from fourteen days in Victoria to three months in New South Wales); if the death occurred in any one of a number of institutions operated by or on behalf of the state; or if the identity of the dead person is unknown. Until the coroner gives consent, no medical certificate can be issued in any of these situations and, if necessary, the funeral has to wait until the coroner is prepared to issue a warrant for burial or cremation. When satisfied concerning the death, the coroner authorizes its registration, but if there is any doubt the coroner may require either or both an autopsy and an inquest.




    An autopsy is a post-mortem medical examination (that is, one performed after death) conducted by a doctor or a pathologist. If it shows that death was natural, the coroner will authorize the registration of the death and the funeral may proceed. In Victoria, provision is made for the next-of-kin to object to an autopsy ordered by the coroner and, if necessary, the Supreme Court determines the matter.




    Formal inquests are held in only a small percentage of cases reported to the coroner. They are more comprehensive investigations whose purpose is:




    

      . . . to establish who the dead person was; how, when and where he or she died, and to inquire into any unusual or suspicious circumstances. In the case of a child, the inquest may also inquire into the treatment of the child during life.32


    




    Inquests are held in the Coroner’s Court and are usually advertised in the press and open to the public. Most states require that the next of kin are notified of the time and place of an inquest. Witnesses may be called and the police are commonly involved in the investigations. Typically, the coroner is not bound by the rules of evidence and is free to conduct the inquiry as he or she sees fit. In all states except Queensland and South Australia a jury may sit with the coroner under certain circumstances, but the inquest is not a trial. If information is produced on the basis of which some person may be charged with an offence, the coroner may, in most states (but not in Victoria), commit that person for trial.33




    These procedures are comparatively straightforward but in the early years of the colonies the arrangements for registration were, to say the least, haphazard. Compulsory civil registration of births, deaths and marriages was first introduced in Tasmania in 1838, and both Western Australia (1841) and South Australia (1842) soon followed suit. In the more populous states, registration did not come until 1853 in Victoria and 1856 in New South Wales and Queensland.34 Registration implied certification from a competent person that the death had actually taken place and was from the cause stated. These certificates were very commonly given by unqualified people in the early years since it was not until the 1860s that medical practitioners were required to be both qualified and registered. Quacks abounded. Police were rarely involved in investigations into the cause of death and postmortems were often carried out by the doctor who had attended the patient while alive. Until 1873 coroners in Victoria were medical men and they were required to conduct inquests with a jury of twelve men, if available. These juries often gave strange verdicts and, on occasion, unpopular ones. Bowden records how all the flags in Bendigo were flown at half-mast in December 1853 as the diggers’ protest against the jury’s verdict on the death of a man following a police raid on a suspected sly-grog tent.35




    The high infant-mortality rate early this century often gave scope for evading the law. Still-births were not then normally included as deaths to be registered. Burial of a still-born child could proceed on the evidence of a certificate produced to the undertaker or cemetery official and signed by either a doctor or a midwife. Midwives were not registered and many were quite uneducated and could only ‘sign’ a certificate by making their mark. Often they were unknown to the people accepting the certificate. Evidence given to a government inquiry in Sydney in 1886 and to a Royal Commission in 1903 suggested that many children who had been born alive but subsequently died were registered as still-births on the certification of someone purporting to be a nurse. One responsible witness reported that the deaths of children of up to two years of age were on occasion masked in this way.36 It is a matter for conjecture how common this practice was and whether it concealed infanticide. Concern at the possible relationship between still-birth, infanticide and abortion was publicly expressed in Western Australia at the turn of the century.37 The connivance of an unscrupulous undertaker was required but, since undertakers too were unregistered, it was not impossible to find one willing to oblige.




    Cemeteries then commonly offered a reduced rate for still-born children. It may well be that people taking advantage of the available loopholes were doing nothing more reprehensible than trying to save some of the cost of burial. Nevertheless, the scope for criminal activity makes it surprising that it was not until 1935 that compulsory registration of stillbirths was introduced into New South Wales. Only since 1969 has the physician attending the mother been required to complete a certificate of cause of death for the child, and only since 1996 has a second and independent medical certificate been required for cremation of a still-born child. Provisions in other states vary. Compulsory registration of still-births was introduced in South Australia in 1937, in Victoria in 1953 and in Queensland in 1959. In Western Australia still-births are registered both as a birth and as a death.




    Preparation of the Body




    One of the last services that the living can perform for the dead is the washing, laying out and dressing of the body for burial. This was, for a long time, widely regarded not just as a necessary function but as a religious duty and a charitable act of considerable significance. It was not lightly to be entrusted to strangers. It is still seen in this light by some religious groups in Australia, particularly Jews and Muslims. For most people these functions are now routinely performed in the hospital (although even hospitals are tending to do less and less in this regard) or are part of the services expected of the funeral director.




    In Victorian times the laying out and dressing of the body was usually regarded as a privilege of the household of the deceased. On occasion the task would be entrusted to the sisters of a religious community or to a nurse or other woman skilled in such matters. The body was commonly dressed in a shroud or gown, although members of the Roman Catholic Church were often clad in the habit of one of the orders of that church. The practice of dressing the dead in ordinary street clothes is comparatively recent. Muslims retain the use of ritual burial garments.




    By the end of the nineteenth century there were clear signs that preparation of the body for burial was becoming a professional rather than a domestic and religious concern. Firms had grown up which specialized in laying out the dead, and their services could be obtained in addition to those of the undertaker. One such firm, Madame Rose Le Mayre and Cie, advertising in 1895, offered ‘Premier Garder de la Mori (First care of the dead)’ and claimed that ‘our care commences immediately after death, and ceases when the undertaker removes the remains’. Madame Le Mayre suggested to prospective clients that ‘rough—even if kindly—hands should not be allowed to desecrate the remains of your loved ones’ and assured all and sundry that she had ‘many years continental experience’ and could furnish the ‘highest testimonials’. What is more, her company’s charges were ‘strictly moderate’.38 It was not a big step to the inclusion of preparation of the body among the services offered by, and expected from, the undertaker. Until recently, nurses were generally responsible for laying out the bodies of patients who died in hospital, but it is no longer automatically assumed to be part of the nurse’s task. Even when laying out has been performed in the home or hospital, it frequently needs to be repeated by the funeral director after autopsy or embalming procedures.




    In times past there were problems associated with keeping bodies in the house for any length of time, not least of which were problems of odour. Many other cultures meet this by burying the body as soon as possible after death, preferably on the same day, but early burial has never been common in Australia even in the height of summer. The difficulties associated with odour were sometimes met by placing a bed of charcoal lumps and sawdust, liberally sprinkled with permanganate of potash, in the coffin and laying the body on a sheet over the charcoal bed. If the body was to be kept for only a day or two, mixed spice and oils of cassia and of cloves were used in lieu of the charcoal. The burning of candles and spraying with formalin were also used to counter odours and sometimes, and for the same reason, coffee was burned in a pan or dish on the floor and Cascarilla Bark sprinkled over it. Flowers were excluded from the room in which the body lay and sometimes an onion was cut into quarters and placed about the room and with the body.39 In spite of the difficulties it was seen to be important that the lid remain off the coffin until the arrival of the hearse. Our Victorian forebears took viewing the dead with full seriousness.




    Today refrigeration answers a number of the problems associated with short-term holding of bodies, but embalming is increasingly used. Modern sanitary embalming in this country bears no resemblance to the ancient Egyptian process and does not have much in common with the cosmetic embalming which many writers have seen as an objectionable feature of American funerals. The procedure ensures temporary preservation and sanitation of the body and does not require the removal of any of the body organs. It is usually a straightforward matter of augmenting the natural body fluids by injecting into the arteries disinfecting and preservative embalming fluids consisting of a formaldehyde solution and other chemicals. Embalming is recommended when bodies are moved by air within Australia. When bodies are to be transported overseas, health regulations require complete embalming before the transfer can take place. This is a much more extensive, and expensive, procedure than the optional embalming usually practised in Australia. AIDS and greater awareness of the hazards of hepatitis in its various forms, have necessitated new and more sophisticated measures of infection control throughout Australia in all handling of the dead.




    One of the important skills of the embalmer is to restore bodies to more closely resemble their appearance before death. Some disease processes and most fatal accidents involve some form of mutilation which can be excessively distressing for those who view the body. After the Port Arthur massacre in 1996, for example, a team of six embalmers was quickly assembled by the Australian Funeral Directors’ Association and sent to Hobart. It worked virtually around the clock, and under very difficult circumstances, to prepare the bodies of the victims for shipment to several Australian states and overseas. Many of the victims had suffered horrific head and facial wounds. The embalmers were able to restore the features so that they could be viewed by their families. It later became clear that for some families this had been an important factor in their acceptance of the deaths and in the beginning of their resolution of grief. It is not, or ought not to be, the embalmer’s intention to make the body look ‘life-like’ or to mimic sleep, but rather to present the body so that it can be recognized and responded to appropriately.




    Refrigeration and embalming facilities are normally only available at the premises of a funeral director, and this is one further reason why the body is commonly removed to those premises with a minimum of delay. A more important reason is the reluctance widely felt throughout the community, though not by our forebears, at sharing the house with a dead body. If a family wishes to retain the body in the home until the funeral, there is no legal reason why they should not, provided that the coroner has no interest in it. Where the body should be held is very much a matter of personal choice. The community expectation that funeral directors will be available twenty-four hours a day and seven days a week to remove bodies from the place of death adds considerably to the overheads of the funeral director, and so contributes to the rising costs of funeral service.




    Burial or Cremation




    The decision to bury or cremate a body (the primary options available in Australia) is a matter of personal choice. It will usually be dictated by the known wishes of the deceased. In Queensland, Western Australia and South Australia there is a legal obligation to cremate the body if the dead person has left written, signed and witnessed instructions to that effect. In Victoria and Tasmania the body cannot be cremated if the person was known to have objected to such a procedure, although in Tasmania the objection needs to have been in writing. In the absence of specific instructions from the deceased it is usually the executor of the estate, or a close relative if there is no appointed executor, who makes the decision.




    Most burials are earth burials and are usually required to be in a cemetery set aside for that purpose. It is possible to organize burial at sea but a number of regulations must be met.40 Burial above ground, in a mausoleum, has long been popular overseas but is an option in only some Australian states. It has been permitted in New South Wales since the 1950s, in Victoria since 1993 and in Western Australia since 1995. Queensland is still considering the issue, and it is not yet available in South Australia or Tasmania. Today, mausoleums in Australia are normally established by the cemetery authorities rather than erected by individual families.




    Cremation normally involves more formalities than does burial. In most states, burial requires a medical certificate, a coroner’s certificate or, in Queensland, a registrar’s certificate. In Tasmania and Western Australia a disposal certificate is also required.41 For cremation the rules vary somewhat from state to state but in general an additional certificate is required from an independent medical practitioner stating the cause of death. The reason for this is to prevent cremation before it is as clear as may be that there will be no future need to re-open the question of the cause of death. One of the early objections to cremation was that it could be used to obliterate evidence of a crime. Some religious groups still object to cremation although, since the Roman Catholic Church has modified its statements on the issue, cremation seems to meet the needs of an increasing number of Australians.




    Autopsies, Organ and Body Donations




    It is not uncommon for hospitals to conduct their own autopsies when a death has occurred within the hospital. This may be to determine more accurately the cause of death, to improve their service to living patients or for purposes of teaching or of medical research. In most states the next of kin must first give consent. In Victoria the consent of next of kin is not required if the deceased person had indicated consent, and is not valid if the deceased person had expressed an objection. In Tasmania no post-mortem can take place if the deceased person had expressed an objection to such a procedure, but next-of-kin have only six hours following a death to lodge an objection to a post-mortem.42




    Increasingly, body organs and tissue from the dead can be used for the benefit of the living. Many states now have specific legislation covering these donations. In Tasmania, for example, the same provisions for consent apply to organ and tissue use and to post-mortem examinations. In Victoria, blanket approval may be given for the use of tissue removed from the body of a deceased person for purposes of the postmortem for ‘therapeutic, medical or scientific purposes’. People who wish to donate their whole body for medical research or teaching are advised to discuss the matter with the professor of anatomy in the medical school of their choice. Willing a body or an organ to a hospital or university does not compel that organization to accept the gift, and universities often have more bodies available to them than they can use. When a will directs that the body or the organs shall be donated, the executor is normally required to comply with the direction unless a surviving spouse or nearest relative objects. Similarly, the executor can make the donation if satisfied that the dead person would have had no objection and the nearest relative does not object.43 It is wise, however, not to put these directions into a will only, as some organ donations need to be made before it is possible for a will to be read.
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