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Brief background 

Voluntary euthanasia is a deliberate act undertaken with the intention of ending the life of another 

person at his or her request.  Assisted suicide is the act of intentionally providing another person 

with the knowledge or means to end his or her life, at his or her request.  Whereas euthanasia 

involves the administration by a doctor of a lethal substance intended to end the patient’s life, 

assisted suicide involves the prescription of a lethal substance to be voluntarily ingested by the 

patient.  The terms ‘assisted death’, ‘assisted dying’, or, more recently, ‘medical aid in dying’, avoid 

the negative connotations associated with suicide and are used to refer to both kinds of action.  

In response to voter initiatives or legal challenges, a number of jurisdictions have legalised assisted 

death during the past decade. In the US, assisted death is now legal in Oregon (1997), Washington 

state (2008), Vermont (2013), California (2015), Colorado (2016), Washington DC (2016) and 

decriminalised in Montana (2009), while both euthanasia and physician-assisted suicide are legal in 

Canada (2016).  In Europe, physician-assisted suicide has been legal for a number of years in the 

Netherlands, Luxembourg and Switzerland, while euthanasia is legal in Belgium and the Netherlands.  

Outside of these jurisdictions, the only other country in which assisted dying is legal is Colombia.  In 

all jurisdictions in which the practice is legal, there has been a slow but consistent increase in the 

number of patients receiving assistance in dying, ranging from 0.4% of all deaths in Oregon and 

Washington state to 4.6% of all deaths in Flanders1.  Despite an increasing trend towards 

legalisation, however, assisted dying remains relatively rare2. 

Legislative reform to permit assisted dying in these jurisdictions is indicative of an increased 

emphasis on personal autonomy in healthcare decision-making and a societal shift in the perception 

of the role of medicine.  In all countries in which it has been legalised, the practice of assisted dying 

is subject to regulation: criteria for eligibility are specified, including the presence of a terminal 

illness or ‘unbearable’ suffering, stability over time of the patient’s decision to end his or her life, the 

voluntary nature of the decision, and the capacity to make the decision.  Due care criteria for 

physicians are set down which absolve participating physicians of liability, provided that certain 

steps are followed, including consultation with an independent physician and notification of all 

deaths involving physician assistance. 
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Those in favour of legalising assisted dying rely primarily on two arguments: first, the argument that 

autonomous, capable individuals who are suffering unbearably should have the right to determine 

the manner and timing of their death, and, second, the argument that healthcare professionals have 

an obligation to provide patients experiencing this kind of suffering with relief. Arguments against 

legalisation of assisted dying focus on the threat to the vulnerable in society, the alleged 

impossibility of designing sufficiently robust safeguards and the potential threat to the public’s trust 

in the healthcare profession.  All of these arguments are persuasive and I will consider them in turn 

below. 

Autonomy 

The capacity for autonomy or self-determination is a core value within the liberal political tradition, 

and it is regarded as one of the unenumerated constitutional rights of citizens in many jurisdictions, 

including Ireland.  Contemporary clinical practice places increasing emphasis on a patient’s right to 

make and execute decisions based on his or her values and beliefs.  Currently, patients have the 

right to refuse life-prolonging medical treatment and to request the withdrawal of clinically-assisted 

nutrition and hydration, even though such requests may lead to death.  Proponents of assisted dying 

argue that the practice should be seen as merely a logical extension of this right; opponents claim 

that there are limits on individual autonomy in a society which must respect a plurality of competing 

rights: one person’s choice must always be balanced against its implications for the rights of other 

members of society. 

At the heart of the argument from autonomy is not a defence of ‘meer, sheer choice’ for its own 

sake, but the view that every competent person “has a right to make momentuous personal 

decisions which involve fundamental religious or philosophical beliefs about life’s value for him-[or 

her-] self”.3 In Purdy v DPP, Baroness Hale argued that, “[i]f we are serious about protecting 

autonomy, we have to accept that autonomous individuals have different views about what makes 

their life worth living”4.  According to this view, the ultimate arbiter of the quality or value of a 

person’s life is that person him- or herself.  In the context of assisted dying, recognising a person’s 

autonomy means understanding the importance she places on dying in a manner which “keeps faith 

with the way (...) [she] want[s] to have lived”.5 

Relief of suffering 

Requests for assistance in dying are made by patients who experience suffering which is grevious or 

extreme and which cannot be relieved by any therapeutic or non-therapeutic means.  Relief of 

suffering has long been perceived as a component of the role of healthcare professionals, but it has 

received increasing attention in recent decades, particularly as palliative care gains acceptance as a 

specialty within medical and nursing practice.  Among other things, palliative care aims to improve 

the quality of life of patients with a life-limiting diagnosis or approaching the end of their lives, many 

of whom experience intense suffering.  Although palliative care as a discipline addresses the 

physical, emotional, psychological and spiritual needs of these patients, suffering is a complex and 

                                                           
3
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inherently subjective phenomenon6, and some patients’ suffering cannot be relieved even by the 

most expertly administered palliative measures.  Despite the ongoing integration of palliative care 

into the care continuum, there is great variability within any given jurisdiction in the provision and 

range of palliative care services.  Many patients who cannot access such services receive suboptimal 

end-of-life care: patient preferences are misunderstood, treatment choices are not respected, pain 

relief is inadequate and doctor-patient communication is ineffective7.  

Even where high-quality services are accessible to patients, not all physical suffering can be 
alleviated by pain medication, and not all suffering can be reduced to physical pain.  ‘Existential’ 
suffering is distinct from physical pain and may incorporate elements of anxiety, hopelessness and 
depression, as well as fear of what the future holds. Empirical research suggests that what many 
patients requesting assistance in dying want most to avoid is not physical pain, but loss of dignity, 
loss of control and ultimately, of their ‘sense of self’8.  “What is called existential distress arises from 
the impact of sickness on a person’s existence: the helplessness, isolation, and loss of control that 
characterize severe illness, and which is brought on by symptoms as varied as pain or profound 
weakness”9.  
  

While euthanasia is not, and never should be, a substitute for striving to relieve the suffering of 

patients at the end of their lives, the central question here, given that individuals tolerate suffering 

in very different ways, is whether an individual who is suffering irremediably should have the right to 

determine that the value and quality of her life are compromised to an unacceptable degree by the 

suffering she experiences.  For opponents of this view, compassion is not a sufficient justification for 

relieving pain and suffering ‘at any cost’. 

The interface between palliative care and euthanasia 

Palliative care is a highly-specialised multidisciplinary approach to caring for patients for whom 
curative treatment is no longer deemed appropriate or beneficial.   It continues to gain recognition 
for its success in reducing suffering and promoting autonomy and dignity for patients in the final 
months, weeks and days of life.  Palliative care and assisted dying are traditionally regarded as 
irreconcilably-opposed approaches to the problem of refractory suffering at the end of life.  Good 
palliative management of symptoms at the end of life is put forward as an alternative to assisted 
death and the WHO definition of palliative care states explicitly that palliative care aims “neither to 
hasten nor to postpone death”10.  The European Association for Palliative Care has categorically 
stated that the provision of euthanasia and physician-assisted suicide should not be included within 
the remit of palliative care11.  There is a genuine concern among palliative care providers and 
organisations that legalisation of assisted dying has the potential to inhibit the development of 
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palliative care provision and undermine the culture of palliative care12.  The worry is that patients 
who are eligible for palliative care may chose assisted dying, thereby lowering the demand for 
palliative care.  Advocates of assistance in dying argue that this claim is not borne out by existing 
data from countries in which the practice is legal.  In Belgium, for example, the law decriminalising 
euthanasia was accompanied by a law which made palliative care a basic right of all patients.  
Between 2003 and 2010, governmental funding for palliative care services in Belgium increased by 
108%, in contrast with an increase of only 2.34% in total health expenditure.13 i  Despite antagonism 
in other contexts, the symbiotic relationship between palliative care provision and assisted dying in 
Belgium points to several values which are shared by both palliative care providers and advocates of 
legal assisted dying: the central imperative of reducing suffering, the importance of enhancing 
choice, the need to avoid dependence on aggressive medical intervention at the end of life, and the 
shared concept of a ‘good death’14.   
 

Disproportionate impact 

The most prominent civil rights critique of assisted dying refers to its potential to have a 

disproportionate impact on vulnerable populations, such as people from socio-economically 

disadvantaged groups, elderly people, people living with disabilities and ethnic minorities15.  Risk is 

greatest for these groups because their autonomy and well-being are already compromised by 

poverty, advanced age, marginalisation and lack of access to good medical care16. Vulnerability is a 

multifaceted concept which refers to a person’s inability to advocate for herself or assert her rights.  

People are vulnerable for many different reasons: they may be unable to assert their wishes or 

advocate for their rights because their capacity to be involved in any treatment decisions is 

compromised or because of external factors, such as lack of social or psychosocial supports, socio-

economic disadvantage, inadequate pain management or poor palliative care provision.  Often in 

combination, these factors may render some people living with disability or with chronic, incurable 

or life-limiting illness more inclined to evaluate positively the prospect of an end to their suffering 

than to rationally consider alternatives)17, or they may simply be more susceptible to coercion or 

manipulation in their decision-making. If this discussion is to progress beyond the level of 

conjecture, evidence must be put forward to demonstrate the failure of safeguards to protect 

vulnerable members of society from the putative risk of abuse.  Existing data, however, do not 

currently support this conclusion. 

Depression 

Requests for assisted death made by patients with mental illness present a particular challenge for 
advocates of assisted dying.  In the US, but not in Canada, access to assisted suicide is restricted to 
people suffering from incurable physical illnesses.  Some proponents of legalised assisted dying 
argue that this restriction should be lifted because “[i]incurable disease conditions that are not 

                                                           
12
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terminal by most definitions can also render competent people’s lives not worth living in their own 
well-considered judgement” 18.   If someone is suffering as a result of a mental illness which will not 
end his or her life in a matter of weeks or months, there is no ‘natural way’ to bring an end to [her] 
continuing suffering19.  If it is the suffering of people living with incurable illness which justifies their 
competent requests for assistance in dying, then it could be argued that the law permitting assisted 
dying in the US discriminates against people living with mental illness by not acknowledging the 
devastating impact of illnesses such as depression on people for whom available therapies failii.   
 
In Europe, the law does not distinguish between physical and mental illnesses as grounds for 
requesting assisted dying; nor does it require a specific prognosis.  Patients do not have to suffer 
from a terminal or physical illness to be eligible to request assistance in dying; it is sufficient that a 
competent patient experiences unbearable suffering which has no prospect of improvement.   
Between 2005 and 2013, the percentage of people with a diagnosis of mental illness or dementia 
(but not physical illness) who were assisted to die in Belgium increased from .8% to 3.9% of all cases 
of euthanasia (197 cases in total)20.  Of notified cases in the Netherlands in 2016, 60 individuals with 
mental illness and 141 individuals with dementia (primarily early-stage dementia) received 
assistance in dying.  Although these numbers are small and although all except one were judged to 
meet the Dutch due care criteria, these cases are increasing year on year21, and the data raise 
concerns about a potential broadening of the eligibility criteria for assisted death.  While the 
presence of a depressive disorder does not automatically entail that a patient lacks decision-making 
capacity, depression can compromise a person’s capacity to adjudicate his or her own experienced 
quality of life.  A misdiagnosed patient may receive assistance in dying “when competent psychiatric, 
psychotherapeutic or other treatment might have permitted her to improve her quality of life to 
such an extent that she would not have wanted to see her life prematurely terminated”22.   For this 
reason, expertise and caution are required in reviewing requests by patients with mental illness, 
particularly depression and mood disorders, for assistance in ending their lives.   
 
Worryingly, a study of Dutch data published earlier this year found that the requirement that an 
independent psychiatrist be consulted by the referring physician in situations where patients with 
mental illness request assistance in dying was not met in all cases23.  However, a proposal to change 
the review procedure to include a mandatory psychiatric assessment of all cases concerning patients 
with mental illness has recently been accepted by the Dutch regional review committees24.  A robust 
approach to capacity assessment and the involvement of a psychiatrist in all such cases would 
potentially act as safeguards to ensure that the decision made “is the outcome of an adequate 
weighing process and is stably enduring through time”25.  Finally,  given the ambiguity of some of the 
Belgian and Oregonian data, further research is needed to determine the effect of treatment for 
depression on patients’ requests for assisted dying26

.    
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 Perceptions of disability and the value of life 

Disability rights organisations and advocacy groups are strenuously opposed to the legalisation of 
assistance in dying on the grounds that it would have a disproportionate impact on persons with 
disabilities and because it would reinforce “pervasive (...) assumptions that life with a severe 
disability is unbearable and not worth living”27.  Proponents of assisted dying and disability rights 
organisations have ‘profoundly different understandings’ of how illness and disability affect the 
quality and meaning of a person’s life28.  Much of the discourse around the right to assistance in 
dying is focused on the perspective of people who are in great physical pain, have lost control of 
their bodily functions, and are wholly or partially dependent on others for everything they need.  
The rejection of this kind of life is used by some terminally-ill patients as a rationale for requests for 
assisted death.  Yet, for many persons with disabilities, restricted mobility, functional impairment 
and dependence on others are realities of daily life and they claim that the implication that this way 
of living is undignified, humiliating or intolerable reinforces existing prejudices about people with 
disabilities and diminishes the value of their own lives.   
 
Disability rights scholars argue that social privilege may limit our appreciation of the consequences 
of a policy change “whose greatest impact could be felt by socially marginalised groups”29.  This is a 
compelling reminder that persons with disabilities require resources and support to enable them to 
become integrated into society and to navigate the discrimination they experience in the healthcare 
setting as well as in the community. However, taking disability rights seriously does not necessarily 
entail curtailing the autonomy of those who request assistance in dying.  These are two distinct kinds 
of situation: a person who has lost the ability to function is permitted to find that loss of function 
intolerable on her terms, without prejudice to a person who has lived all her life with disability and 
has the resilience to cope with it.  These are simply different ways of enacting one’s autonomy.  No 
two individuals have the same personal experience of disability30 and adjudicating the value of one’s 
own life is a complex and deeply personal judgement which does not imply a judgement about the 
value or quality of the life of another person.  Supporting people with disabilities should not mean 
denying others who experience intolerable suffering the right to request assistance in dying. But the 
disability perspective must be heeded in the debate on assistance in dying because there is a real 
danger that the stigma surrounding the experience of disability may influence some terminally ill 
people to request assistance in dying31.  Assisted dying should never become a substitute for 
“effective psychosocial intervention and support in cases in which individuals requesting physician-
assisted suicide cite isolation and loneliness as reasons for their requests”32. 

What the data shows 

Powerful arguments have been put forward both in support of legalised assistance in dying and in 
opposition to it.  Advocates for both sides cite evidence to substantiate their respective positions.  
Available data from official sources in Oregon, Washington, Belgium and the Netherlands seem to 
support the view that the practice of assisted dying in those jurisdictions operates within its 
intended limits.  Reviewing evidence from Oregon and the Netherlands, Smith J in Carter v Canada 
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(2012) found that there was no evidence to support the claim that assisted dying posed greater risk 
to socially vulnerable populations and concluded that “it is possible for a state to design a system 
that both permits some individuals to access physician-assisted death and socially protects 
vulnerable individuals and groups”.33  In a recent study of legal assistance in dying in the US, Europe 
and Canada, Emanuel and colleagues found that the evidence consistently demonstrated that “those 
who avail of the practice are more likely to be white, educated and living with a diagnosis of terminal 
cancer”34, while Rietjens and colleagues found that euthanasia was “performed less often among the 
elderly, women, less-educated individuals and unmarried patients and [that] there was no clear 
evidence for a slippery slope”35

.   In 2016, 80% of reported cases of life-ending practices in the 
Netherlands were classified as ‘straightforward’, whereas 20% raised complex issues which were 
investigated by the relevant regional euthanasia committee36.   
 

Although statutory due care criteria are in place to promote transparency and accountability in 
jurisdictions in which assisted dying is legal, however, critics of the process query whether these 
safeguards are adequate to protect vulnerable patients from abuse.  Authors of a recently-published 
analysis of 32 Dutch cases in the period 2012-6 in which the due care criteria were not met point to 
violations of the eligibility criteria for assisted dying, difficulties experienced by physicians in 
interpreting some of the due care criteria (especially the unbearable suffering criterion), and 
situations in which physicians “knowingly pushed the boundaries of the [euthanasia/ assisted 
suicide] law”37.  These failures raise a legitimate concern about “whether a trust-based retrospective 
review system [such as that in existence in the Netherlands] provides adequate oversight for 
particularly vulnerable patients”38.  Although verification of cases of abuse would not serve as proof 
that the legislation is flawed, because abuses will occur under any legislative regime39, these data 
highlight the need for ongoing scrutiny of the robustness of the existing safeguards, especially given 
the increase in Belgium and the Netherlands in the number of patients with neuropsychiatric 
illnesses who are requesting assistance in dying40. 
 
However, basing arguments for or against legalisation entirely on available data is problematic, 

because “partisanship on the issue of physician-assisted suicide makes it extremely difficult to assess 

the data objectively”41.   While it may seem straightforward to argue that the need for assistance in 

dying must be assessed and weighed against the risks of misuse, abuse and error42, determining 

what weight to ascribe to the relative benefits and risks associated with the practice is far from 
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systematic review and meta-analysis”. Social Science and Medicine 74 (8): 1286.  See also Dierickx et al (2016). 
“Euthanasia in Belgium: trends in reported cases between 2003 and 2013”. Canadian Medical Association 
Journal 188 (16), E412. 
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straightforward43 because it is inevitably underlain by values and assumptions about what 

constitutes harms and benefits44 .   

Palliative or continuous deep sedation 

Data from Europe indicate an increase in the administration of medication to alleviate distressing 
symptoms at the end of lifeiii.  Palliative sedation is defined by the European Association for Palliative 
Care as “the monitored use of medications intended to induce a state of decreased or absent 
awareness (unconsciousness) in order to relieve the burden of otherwise intractable suffering in a 
manner that is ethically acceptable to the patient, family and healthcare providers45.   Sedation “is 
potentially indicated for patients with intolerable distress due to physical symptoms, when there is a 
lack of other methods for palliation within an acceptable time frame and without unacceptable 
adverse effects”46. Palliative care providers argue that, although the use of sedation at the end of life 
may have the effect of shortening a patient’s life, this practice is distinct from assisted dying because 
the intention of the physician is not to hasten death, but only to relieve refractory symptoms, and 
the medications used for this purpose are not the same as the agents which are used to assist 
death47.  Advocates of assisted dying, however, point to the difficulty of drawing a clear line between 
palliative sedation and assistance in dying.  Great care is needed to manage palliative sedation 
appropriately in order to be able “to distinguish end-stage palliative sedation from euthanasia 
without having to refer to intentions that are difficult to verify”48.  A recent study found that “in 
some cases continuous sedation was resorted to as an alternative option at the end of life when 
euthanasia was not an option”49.  For reasons of space, this issue cannot be discussed here in detail, 
but there is a need for close monitoring of the practice of palliative sedation in countries in which 
assisted dying is legal. 
 

Erosion of trust 

Those opposed to assisted dying argue that the legalisation of this practice distorts the values of 

medicine, jeopardises the relationship between physician and patient50 and will ultimately 

undermine trust in the medical profession.  Conversely, advocates of assisted dying argue that trust 

can be maintained, and may even be increased, by clarification of “the parameters of legal 

[euthanasia/ assisted suicide] and strict and explicit respect of patient choices at the end of life”51.  

The Dutch notification process is seen to promote transparency52 and a majority of Dutch physicians 

believe that the legislation has provided them with greater legal clarity and enhances the care with 

which they approach requests for ‘life-terminating acts’53.  That medicine is an evolving discipline 

based on dynamic values is evident from the fact that some professional associations in Belgium, the 
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Netherlands and the US have formally changed their position in relation to the practice of assisted 

dying, while others have maintained a neutral stance.  In 2008, for example, the American Public 

Health Association stated its support for physician aid in dying practised along the lines of the 

Oregon model. It remains to be seen whether other medical organisations will follow suit as the 

discussion of assisted dying unfolds.   

What is absolutely vital in this debate is the attention it focuses on the need to improve care for 

people with disabilities, mental health issues and individuals with dementia, in order to ensure that 

they do not request assistance in dying “as a result of a lack of proper community and other 

supports” 54.  It is clear that improvements in the overall quality of end-of-life care “would benefit a 

much larger number of patients than those who request euthanasia”.55 

Conclusion 

As an ethicist, my role is to identify and evaluate the harms and benefits associated with a given 

practice. I have attempted above to provide a balanced assessment of the principal harms and 

benefits associated in the literature with the legalisation of assisted dying.  However, as mentioned 

above, empirical evidence “rarely settles ethical questions conclusively” because how facts are 

interpreted depends in large part on the viewpoint of the interpreter56 and the ‘objectivity’ of the 

data generated by any study is coloured by human decisions about which questions to ask, and how. 

The debate concerning the permissibility of legalising assisted dying is highly polarised and 

stakeholders on both sides of the divide will interpret the available evidence in the light of their own 

value-systems.  As an academic analyst (as opposed to someone who has a personal or a 

professional interest in the outcome of this debate), I concur with Lynn Smith J that the benefits of 

establishing a properly-regulated system of assisted dying with genuine oversight and robust 

safeguards outweigh the risk of harm to vulnerable persons.  However, not until vast improvements 

are made in the provision and organisation of services to support those living with disability, mental 

illness or chronic physical conditions and in the provision of accessible, effective palliative care 

services should any legal changes be implemented. 

 

In summary, legislatures considering legalising medical assistance in dying should be able to answer 
the following questions: 

1. What criteria would render an individual eligible for such assistance? 
2. What form would this assistance take and what would the role of the doctor be? 
3. What due care criteria should be put in place (monitoring processes, mandatory reporting 

requirements, etc)? 
4. Could adequate safeguards be put in place to ensure that persons requesting such 

assistance are not doing so out of compulsion or because their decision-making capacity is 
compromised by illness, anxiety or depression? 

5. Could palliative care provision be enhanced to ensure that individuals making requests for 
assistance in dying have adequate access to such services? 

6. Could supports for persons with disabilities be enhanced to reduce the likelihood that 

                                                           
54

 “Medical Assistance in Dying: A Patient-Centred Approach”. Report of the Special Joint Commitee on 
Physician-Assisted Dying.  Canadian Parliament (February 2016): 3 
55

 Lo, Bernard (2012). “Euthanasia in the Netherlands: what lessons for elsewhere?” The Lancet 380: 870. 
56

 Holm S (2015). “The debate about physician assistance in dying: 40 years of unrivalled progress in medical 
ethics?”  Journal of Medical Ethics 41: 42. 
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individuals will request assistance in dying because other supports are lacking? 
7. Could trust in the medical profession be maintained in a healthcare context in which 

medicine facilitates the wish of certain patients to hasten death? 
 

 

Notes 

                                                           
i
Between 2003 and 2010, Belgian spending on palliative care in home and home-replacement settings 
increased by 34%, accounting for 70% of the total increase in palliative care expenditure during this period.  In 
2010, 47% of all non-accidental deaths in Belgium involved multidisciplinary palliative care intervention. 
Almost all palliative care received in the home setting is reimbursed. Supporters of legalisation acknowledge 
that this increased funding is offset by the growing demand for palliative care involvement in situations in 
which euthanasia is requested. See Chambaere et al, 2015: 658.  
ii “For these and other reasons, a Canadian expert panel in their report on end-of-life decision-making in that 

country recommended that terminal illness not be made a necessary condition for access to assisted dying”. 
See Schunklenk and de Vathorst (2015): 577. 
iii
 Onwuteaka-Philipsen et al (2012) note an increase in continuous sedation until death (CDS) from 8.2% of all 

deaths in the Netherlands in 2005 to 12.3% in 2010. Onwuteaka-Philipsen et al (2012): 908. 
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