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The issue of assisting or hastening death is not a new phenomenon. 

In the 5th century BC, Hippocrates explicitly stated that new physicians 
must refrain from such a practice. [1] In 21st century practice the 
majority of jurisdictions around the world still uphold that principle. 
However, there is increasing pressure from some groups of the public 
to “have the right to die”. What lies behind this movement? 

Monforte-Royo et al. [2] undertook a systematic review and meta-
ethnography from the perspective of patients to try and find out. Their 
findings are summarised thus: “that the expression of the wish to 
hasten death…is a response to overwhelming emotional distress and 
has different meanings, which do not necessarily imply a genuine wish 
to hasten one’s death.” Other writers have variously described “total 
pain”, [3] “demoralization syndrome” [4] and “syndrome of end-of-life 
despair” [5] as being common near the end of life. 

The proliferation of hospice and palliative care services worldwide since 
the late 1960s means that many people now have access to expert 
help to address these issues, but sadly, not everyone in the medical 
profession or the public at large feels comfortable dealing with end-
of-life issues. Despite the knowledge that every newly qualified doctor 
will have to deal with upwards of forty people who are dying and their 
families, in their first year at work as an intern, our medical schools still 
put little emphasis on this essential element of medical practice. 

It is telling that those in the medical profession who are most opposed 
to assisted dying are those who deal with people who are dying on 
a daily basis, the palliative medicine physicians. [6] Palliative care is 
focussed on making the most of each day of life, relieving the burden 
of troublesome symptoms and addressing psychosocial and spiritual 
concerns. If practitioners are not properly trained in these areas it is no 
surprise that some will feel they have no alternative but to acquiesce 
to a request to assist someone to die. For many, “allowing practitioners 
to hasten the death of a patient speaks more of abandonment when 
patients (and their family) need to be drawn together for higher quality 
of life until death”. [7]

In the majority of requests for hastened death, fear emerges as a major 
theme: fear of imminent death and fear of the process of dying. [2] 
Similarly, many patients see euthanasia as a way to end suffering – “as 
a way out or as a means of relieving loneliness, fear, dependence, a 
lack of hope and the feeling that life [was] no longer enjoyable”. [2] In 
addition, many of these patients see euthanasia as a way of reducing 
the suffering caused to family and carers. If this is the case, is it not the 
job of the caring professions at least to attempt to reduce or remove 
this fear and sense of hopelessness? 

Those who work with people near the end of life know what is likely to 
happen in the process of dying: symptoms can be relieved, explanations 
can be given, suffering can be addressed and not felt to be too hard to 
deal with.  Rather than rushing to create legislation in an attempt to 
address the requests for assisted dying, would it not be better to try 
and understand the meaning patients in the advanced stages of disease 
attribute to their suffering and its consequences which render them so 
vulnerable? And then to ensure that every health care practitioner is 
equipped to deal with such issues?

Any society can be judged by its ability and willingness to care for 
those who are most sick and vulnerable. People approaching the end 
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of their life are perhaps amongst the most vulnerable. In addition, an 
individual’s vulnerability to influence and to be made to feel a nuisance 
or a burden is not unusual. So, how do we assess competence of people 
who request a hastened death? Reduced mental capacity is common in 
acutely ill people and yet it has been suggested that clinicians tend not 
to recognise incapacity. [8] Even in jurisdictions where assisted dying is 
practiced, psychiatrists have found it difficult to assess whether or not 
a patient is depressed.

Should the medical profession be involved in the ending of life at all? 
Many would argue not. It is well established that, amongst those who 
have been involved with ending life, feelings of emotional discomfort 
are relatively common. In one study, a proportion of the doctors 
involved have reported that the emotional burden of having performed 
euthanasia or assisted suicide had adversely affected their practice. In 
many ways this is not surprising, as doctors are trained to preserve life, 
not to end it. [9,10]

Even in countries where the law is clear that an assisted death 
is permissible, the practical and ethical issues that result from 
considering and acting upon a request are complex and troubling for 
most practitioners. [7] The voice of those who would have to do the 
killing in these circumstances is rarely heard. Perhaps before much 
further debate into the creation of legislation to support such moves 
takes place, the role of doctors in this disturbing practice should be 
made clear.

To accompany people when they are at their most vulnerable and 
frightened can be hard work, and it is not something that everyone can 
or will want to do. Each day brings new challenges and opportunities 
for the patient, their families and their carers. For those who are 
sick, it is one of the most challenging times of their lives, and yet, 
paradoxically, it can be one of the most rewarding. The privilege of 
working with those people and their families is immense. The job of 
the palliative care specialist and the family medicine doctor is to guide, 
reassure and comfort not only those who are dying but also those who 
love and care for them.  It is the job of those who accompany people 
who are approaching death to help rekindle hope, minimize fear and 
never to abandon them.

Euthanasia, or assisted dying in any form (including assisted suicide), 
is therefore antithetical to the purpose and practice of medicine as a 
whole and to the practice of palliative care in particular.
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I wish to make several points in response:

Relief of suffering
My colleague claims that with ‘expert’ palliation ‘symptoms can be 
relieved, explanations can be given and suffering can be addressed and 
not felt to be too hard to deal with’. This is an idealised view that does 
not acknowledge the limitations of palliative care, and promotes the 
myth that suffering in terminal illness can be relieved to the extent 
there should be no desire nor need for voluntary euthanasia/physician 
assisted suicide (VE/PAS). 

In reality, it is not possible to effectively relieve fatigue and dependency, 
or eliminate symptoms caused by failing organs, or change many 
patients’ minds. Evidence indicates that patients receiving specialist 
palliative care are only marginally better off in terms of symptoms, 
yet express the wish for a hastened demise more-so than other dying 
patients. [1]

Patient autonomy
My colleague highlights that patients’ requests for VE/PAS are due 
to ‘overwhelming emotional distress’, ‘total pain’, ‘hopelessness’, 
’demoralisation’, ‘despair’, ‘fear’, ‘loneliness’, ‘vulnerability’, 
‘depression’ etc. The argument is that their decision-making capacity is 
lacking, so there is no need to respect their wishes. 

Requests for a hastened demise, however, can be genuine, rational, 
and in accordance with long-held life values. A person’s autonomy is 
not invalidated because of their suffering. 

It is inconsistent and perplexing when respect for patient autonomy 
is promoted as a core value of palliative care, including for the 
withholding and withdrawing of life-prolonging treatments, but not 

when it applies to VE/PAS.

Effect on clinicians
My colleague suggests that clinicians who become involved VE/PAS are 
ill-equipped and uneducated in palliative care, and they are adversely 
affected by ending life. 

In Oregon, however, doctors who are actively interested in palliation at 
the end of life are more likely to be involved in PAS. [2]

Accompanying terminally ill patients with compassion, with respect 
for their autonomy (the opposite of abandonment), can lead some 
doctors to be involved in PAS/VE. To borrow the words of my colleague, 
this “can be hard work, and it is not something that everyone can or 
will want to do . . . it is one of the most challenging times  . . . yet 
paradoxically it can be one of the most rewarding.”

Voluntary euthanasia and palliative care
I agree that we should try to improve education and practice in the 
art and science of palliation. Evidence indicates that communities 
that have sanctioned VE/PAS have also enhanced the enterprise of 
palliation. Palliative care and VE/PAS can be symbiotic rather than 
‘antithetical’.

Conclusion
In the light of experience in overseas jurisdictions, it is likely that VE/PAS 
will be legally sanctioned in Australia during your career in medicine. 
This will empower terminally ill patients with a reassuring choice 
for a quick exit if their suffering is too great to bear. I am confident 
the medical profession in Australia will be responsible, careful and 
considered in the care of patients who request such help to die.
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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!


