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Debate

Under existing law, if a doctor intentionally and compassionately 
hastens a patient’s death, upon the patient’s request to end their 
suffering, that doctor can be prosecuted with the most serious of 
crimes – murder. 

Is this a just law? If you answer ‘No . . . the doctor should not be charged 
with murder’, then you favor law reform for voluntary euthanasia (VE). 
If you say ‘Yes . . . the doctor should be prosecuted for murder’, then 
you are against VE reform.

Surveys of Australians over the past few decades consistently show 
that around 80% believe a person with terminal illness should have 
a legal option for VE to end their suffering. [1] About 50% of doctors 
favor law reform. [2] Curiously, it seems palliative clinicians and 
parliamentarians have the lowest level of support. 

I came into palliative medicine with no fixed position on VE, but as I 
witnessed the suffering of patients, and listened to their wishes, some 
pleaded with me to hasten their demise. I progressively formed a view 
in favor of VE reform. 

In this short article, I will examine some of the major myths about VE. 
I will allude to published evidence, including from jurisdictions where 
either VE or physician assisted suicide (PAS) has been legalized (The 
Netherlands, Belgium, Luxembourg, Switzerland, and USA – Oregon, 
Montana and Washington).

Myth: Palliative care relieves suffering so there is no need for 
VE
The problem is that it is impossible to relieve all suffering. Dying 
people have varied and sometimes intense suffering, including 
physical, emotional, and existential suffering. Every survey of hospice 
patients shows they experience multiple concurrent symptoms. 
Severe refractory symptoms, including suffocation, pain, nausea and 
confusion, requiring palliation with deep sedation, have been reported 
in up to 50% of palliative care patients. [3]

Also, surveys show 5 to 10% of patients with advanced cancer request 
a hastened demise, and this proportion is actually higher in patients 
who receive hospice care. [4,5]

In the VE debate, many palliative specialists have difficulty hearing and 
representing the wishes of their patients who want VE, and difficulty 
appraising the relevant literature. Does some ideology (perhaps 
medical or religious) impede their ability? Do they fear being personally 
involved in VE? Why do they view VE as antagonistic to palliative care? 

Myth: Legalizing VE undermines palliative care development 
In fact, the opposite occurs - when VE legislation is introduced, 
palliative care is boosted. For example, in the Northern Territory, as 
a consequence of debate about The Rights of the Terminally Ill Act, 
the world’s first VE legislation, the NT palliative care service gained 
the highest per capita funding in Australia. In Oregon, where PAS was 
enacted in 1997, palliative referrals increased, markers of end-of-life 
care became among the best in the USA, and over 90% of those who 
accessed PAS also had hospice care. [6,7]

When VE reform is being considered, the importance of palliative care 
becomes obvious to parliamentarians and health care administrators, 
so its development is naturally enhanced rather than undermined.
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Myth: Allowing VE creates a ‘slippery slope’ 
This argument suggests doctors will develop a ‘lust for killing’, that 
‘a culture of death’ will grow, and vulnerable people will increasingly 
be pressured to die, or be killed against their wishes (a bleak view of 
humanity!). Data from more and more jurisdictions, however, indicate 
the ‘slippery slope’ is a myth.  For example, in the Netherlands, 1.7% 
of deaths involved VE in 1990, and in 2005 it was the same (1.7%). [8] 
In Oregon, where 0.2% of all deaths involve PAS, it is educated rather 
than vulnerable persons who access PAS. [6,7] 

Interestingly, surveys in countries that have yet to sanction VE or PAS 
have higher rates of (covert) voluntary and non-voluntary euthanasia. 
For example, a survey of Australian medical practice revealed 3.5% 
of deaths involved ‘ending life without explicit request’, whereas the 
comparable figure in The Netherlands was 0.7%. [9] 

Also, a survey of Australian surgeons revealed one third had given 
medications with the intention of causing death, often without request 
(if the criminal law was thoroughly enacted, there would be a lot of 
Australian surgeons in prison!). [10]

This raises the possibility that visibility (through reform) may be the 
best way to protect vulnerable patients.

Myth: Negative effects on the doctor-patient relationship
It is the role of the doctor (conferred by society) to make life-and-
death decisions. It is routine for doctors to withdraw and withhold 
life-prolonging treatments, and to administer medications to relieve 
suffering, even if death is hastened. Similarly, people want doctors to 
assist them with VE and PAS.

Doctors in Oregon were more likely to receive an explicit request for 
assisted suicide if they found caring for a dying patient ‘intellectually 
satisfying’, if they sought to improve their knowledge of pain control 
in the terminally ill, and if they were willing to prescribe a lethal 
medication. [11] Those who opposed PAS were twice as likely to report 
patients becoming upset, or leaving their practice, as a result of their 
position compared with physicians who supported PAS. [11]

We should aim to satisfy the wishes and interests of every patient, and 
to do our best for each individual that seeks medical help. I think this 
is why some doctors flout the criminal law, at great risk to themselves, 
to covertly provide VE for patients in unbearable suffering who plead 
for such help.  
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Myth: VE is a form of killing that is unethical 
Opponents portray VE as a form of immoral killing, yet there are 
differences between murder and VE, just as there are differences 
between rape and making love. A valid moral appraisal must take 
account of the wishes of the subject, the motivation of the act, and its 
overall context. 

Personal liberty underpins VE - the ability of an individual to make an 
autonomous choice about the end of their life. VE also requires an act 
of conscience by the doctor, whose motivation should be compassion 
and mercy for the person who is suffering and requests help to die.

Conclusion
The overwhelming majority of people want to have a choice about 
ending their life, should they be suffering with terminal illness. 
However, the proportion of people with terminal illness who actually 
want to end their lives with VE or PAS is quite small. Palliative specialists 
cannot eliminate all the harrowing indignity and disintegration of 
dying, and should acknowledge the wishes of patients for a hastened 
demise. Sanctioning VE will promote palliative care; it does not create 
a ‘slippery slope’, nor undermine the doctor-patient relationship. It 
is misguided paternalism that denies patient choice, a lack of mercy 
that mandates suffering, and an unjust law that puts doctors at risk of 
serious prosecution. 
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There is so much misinformation and outdated information surrounding 
the debate about assisted dying that it is important to try to ascertain 
what evidence is currently available. Otherwise, myths tend to become 
‘reality.’

Relief of suffering
The notion that suffering can be relieved is an attractive one but 
surprisingly there has been little work undertaken to identify exactly 
what is meant by the word. Of course, individual suffering is just that 
– individual. Eric Cassell emphasised the importance of knowing the 
patient and their values (such as opinions, attitudes, and hopes) in 
order to try and understand what their suffering is. [1] In Cassell’s view, 
the nature of the illness and the way a patient responds to it reflects 
the nature of the patient. It is the striving to understand the intricacies 
of each individual person that makes palliative care such a rich and 
rewarding discipline. In a systematic review, Best et al. [2] revealed 
that suffering “is multidimensional, oscillating, individual and difficult 
for individuals to express.” They concluded that “opportunities should 
be provided for patients to express their suffering. The potential for 
suffering to be transcended needs to be recognized and facilitated 
by healthcare staff.” Euthanasia is certainly a short-cut to ending that 
suffering, but as Best and colleagues suggest, many people do indeed 
transcend that suffering in their last days or weeks. We should not give 
up on trying to help them do that.  The idea that severe refractory 
symptoms causing suffering occur in up to 50% of patients is certainly 
not my experience over 26 years of practice, and indeed the paper 
quoted is over 20 years old – many advances have been made over 
two decades.

The ‘slippery slope’
More recent data suggest that the slippery slope is indeed a reality. 
In the Netherlands in 2013 there has been a 15% increase in reported 
deaths. [3] Somewhat alarmingly, there is an increase “in situations 
of beginning dementia (from 42 people in 2012 to 97 in 2013) and 
psychiatric diagnoses (from 14 people in 2012 to 42 in 2013).” [3] The 
Dutch Review Committees write that “there is an apparent increasing 
readiness amongst physicians to comply with requests in general and 
those in case of dementia and psychiatry in particular. It remains difficult 
to find an unambiguous explanation for this increase in numbers 
of reported cases.” It is also suggested now that around one in five 
patients choosing euthanasia in the Netherlands act under pressure 
from family members. Professor Theo Boer, one of the supporters of 
the legislation in that country and a member of a euthanasia Regional 
Review Committee, who has now recognised the dangers of legalising 
euthanasia, is also especially concerned about the extension of 
euthanasia as an option for children – a similar situation to Belgium. 
Perhaps not surprisingly, assisted dying has also increased in Belgium 
(by 25% over three years), Washington State (by 17% over 3 years) 
and Oregon (by 30% in four years). These figures are only for reported 
assisted dying. It is estimated that under-reporting of euthanasia in 
the Netherlands represents 20-23% of all euthanasia deaths. A more 
recent example of the loosening of restrictions on premature ending 
of life is the development in the Netherlands of a network of traveling 
euthanizing doctors under the name ‘End of Life Clinic.’ These doctors 
do not need a relationship with the patients they see. Will this perhaps 
just become another easy way to reduce the ‘burden’ on a family or 
on society? The British Medical Association has previously stated that 
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“any moral stance founded on the permissibility of active termination 
of life in some circumstances may lead to a climate of opinion where 
euthanasia becomes not just permissible but desirable.” [4]

Doctor-patient relationship
The involvement of doctors in ending a life will necessarily impact on the 
doctor/patient relationship. This relationship currently is dependent 
on mutual trust; however, this bond will become increasingly fragile as 
doctors seek their boundaries in the issue over life and death changing. 
Assisted suicide offers no second chances. ‘Terminal’ diagnoses are 
often wrong or inaccurate in their timing. Perhaps this is why doctors’ 
groups worldwide are persisting in their opposition of law change. Most 
recently, the British Geriatric Society (BGS) has published a position 

paper stating that they “do not accept that legalising physician assisted 
suicide is in the broader interests of society…older people are often 
strongly influenced by their families and carers – the vast majority, but 
not all, will have their wellbeing at heart. Even so, many requests to 
end life…come from the patients’ families and not the older person 
themselves.” [5] As the BGS suggest, “crossing the boundary between 
acknowledging that death is inevitable and taking active steps to assist 
the patient to die changes fundamentally the role of the physician, 
changes the doctor-patient relationship and changes the role of 
medicine. Once quality of life becomes the yardstick by which the value 
of human life is judged, the protection offered to the most vulnerable 
members of society is weakened”. 
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What do you think? Submit a Letter to the Editor at www.amsj.org/
submission/submit. Who knows, your letter may be published in the 
next issue of AMSJ!


