
     Euthanasia  
  

How well a society cares for its weak and sick members is a measure of the loving capacity and 

resourcefulness of that society. When the quality of its care is guaranteed and safeguarded by society 

its members are able to trust and have confidence in its provision.   

In contrast to the medical, nursing and community support which a good society wraps around its sick 

and dying members, is the despairing suggestion that its sick members may be better off dead. 

Introduction of euthanasia legalization by its many names, including the proposed NSW Voluntary 

Assisted Dying Bill (and also the Victorian Bill of similar name being currently debated) proclaims this 

across the country. Legislation to enable assisting a person to kill themselves says to society as a 

whole:   

‘when you have a terminal illness your symptoms may be unbearable; yes, you may be a 

burden, you may be abandoned; palliative care won’t be good enough; we lose our dignity 

when we are sick and a death with dignity requires a purchased, pharmaceutically controlled 

time and place in which to happen. Take poison instead of dying naturally and your doctor will 

assist you to do it.’  

This will undermine people’s confidence to seek appropriate palliative care and may itself cause 

despair. Society’s efforts to provide good end-of-life care need to focus on what is required to relieve 

suffering. Ready access to good palliative care and, if necessary, to well-resourced and supported 

hospice care is vital to relieving anxiety, dispelling fear, preventing despair and managing the 

symptoms which may attend the dying. The governance of a caring community should be mindful that 

the suffering of a dying patient can be great and arise from many sources other than pain and nausea. 

There may be anguish and regret over lost relationships, anxiety and depression, feelings of 

hopelessness and despair, a sense of lost dignity – that one’s natural dignity is somehow lost in the 

eyes of others. To address these concerns and these times with validation of suicide and provision of 

poison is to is a superficial response, not worthy of any caring community.   

We should eschew any form of suicide as a solution in society and our suicide rates across the country 

should tell us that. Indeed, where doctors have been permitted by law to assist patients to end their 

own lives there has been a 6% increase in suicides, of which 85% were under 65 years of  

age. :  [Jones DA, Paton D. How does legalization of physician-assisted suicide affect rates of suicide? South Med J. 2015  

108 599 604;];  [ Kheriaty A. Social contagion effects of physician-assisted suicide: commentary on “How Does Legalization 

of Physician-Assisted Suicide Affect Rates of Suicide?” South Med J. 2015 108 605 6].  

  

Aside from the duty of society to rise in supportive care of its sickest members, there are significant 

issues to be considered in assisting a person to self-destruct:  

1. The difference between withdrawal of treatment and the act of deliberately ending life.  

2. The goal of treating pain and nausea in this context is not limited.  

3. Definitions and meanings are unclear within the terms used.   

4. The medical profession’s role in society is one of care and comfort  

5. To obtain or be given a lethal drug is claimed to be a patient’s right.   

6. Disability rights advocates oppose doctors aiding self-destruction.   

  



  

1. The difference between withdrawal of treatment and the act of deliberately ending 

life.  

Some confusion exists between refusal or withdrawal of treatment and interventions performed 

specifically to end life. Forgoing treatment when it is no longer of benefit is everyone’s right.  

Patients have a right to be free of unwanted treatment, and a right to their own bodily integrity. 

Omitting mechanistic assistance and futile treatments or deciding against chemotherapy or 

radiotherapy is merely allowing a disease to run its course. Prescribing a lethal medication intending 

to kill is wholly different in its intent and an extrinsic deliberate act.  

As the International Association for Hospice and Palliative Care states:’  

‘’With-holding or withdrawing ineffective, futile, burdensome and unnecessary life-prolonging 

procedures or treatments does not constitute euthanasia or physician-assisted suicide because it is not 

intended to hasten death, but rather indicate the acceptance of death as a natural consequence of the 

underlying disease progression.’’   

  

2. The goal of treating pain and nausea in this context is not limited  

In caring for patients, doctors have an ethical responsibility and indeed a duty to relieve symptoms in 

a competent manner. Appropriate pain relief rarely causes death and the patient’s pain and distress 

must be managed and prevented. If this competent management of pain or breathlessness etc 

shortens life, even foreseeably, it is unintentional. Good palliative care aims to relieve pain and 

symptom control. If this perchance hastens death that is not the goal of treatment. This rule of care is 

often known as ‘double effect’. Claims that patients who are dying will otherwise be left to die in 

intolerable pain without this legislation are false. These claims demonstrate an absence of knowledge 

of palliative care. Indeed, euthanasia protagonist Andrew Denton describes his own father’s death 

without reference to palliative care resources, and also states his breathlessness was treated with 

sedation, which is not the treatment for breathlessness.   

  

3. Definitions and meanings are unclear within the terms used  

The Voluntary Assisted Dying Bill is providing for legalized assistance to end a person’s life. This 

assistance is to be provided by prescription for deadly medication. This prescribed medication will 

cause death when ingested. The participation of the doctor is anticipated in this legislation. This is 

doctor-assisted suicide. The wording of this bill clouds what is at stake.   

  

  

4. The medical profession’s role in society is one of care and comfort  

Intentionally assisting suicide alters the role of the family doctor in society fundamentally and forever. 

Doctors have duties to patients and to the community. They must act in the patient’s best interests, 

avoid or minimize harm to the patient, respect the patient’s autonomy and act justly as they provide 

care based on clinical judgment and evidence. The patient’s autonomy and right to refuse treatment 

is already catered for legally.   



To intentionally either prescribe or administer a deadly medication is currently prohibited. To do away 

with this Australian legal prohibition is to also rupture the profession’s own prohibitions on 

maleficence. The duty to comfort, care and heal is contaminated. Assigning doctors to control and 

book death is to assign doctors power they ought not have and should never use. The doctor patient 

relationship is not necessarily one of equal power. To legalize doctors having ultimate power can 

jeopardize their role by removing the boundaries which are the foundations of the trust society places 

in them. The prohibitions and boundaries around doctors keep patients safe from aberration.  

  

5. To be given a lethal drug is claimed to be a patient’s right.  

It has been argued in this bill that patients have a right to access lethal drugs.   

However, the doctor providing this prescription is not merely a broker or a retailer. Clinicians know 

from research that the drivers for seeking a deadly drug are commonly:  

 fear and concern of perceived loss of dignity and control or of being a burden.   

[Oregon Health Authority. Death with Dignity Act. 2017. Accessed  
at http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/DeathwithDignityAc 

t/Pages/index.aspx on 24 February 2017.   

Loggers ET Starks H et al  Implementing a Death with Dignity program at a comprehensive cancer 

center.N Engl J Med2013368 1417 24 .]  

  

 mental health problems   

[Wilson KG, Dalgleish TL et al Mental disorders and the desire for death in patients receiving palliative 

care for cancer.BMJ Support Palliat Care 2016 6 70 7  

Monforte-Royo C Villavicencio-Chávez C et al What lies behind the wish to hasten death? A systematic 

review and meta-ethnography from the perspective of patients.PLoS One2012 7 e37117.]  

 sometimes sheer loneliness, preventing medical symptom help access.  

[Gerst-Emerson K, Jayawardhana J. Loneliness as a public health issue: the impact of loneliness on health 

care utilization among older adults. Am J Public Health2015 105 1013.   

Snijdewind MCWillems DL et al. A study of the first year of the end-of-life clinic for physician-assisted 

dying in the Netherlands. JAMA Intern Med 2015 175 1633 40.]  

.   and symptom management requiring better quality palliative care.  

     [Kelley AS, Morrison RSet al. Palliative care for the seriously ill. N Engl J Med 2015 373 747 55]  

  

Each of these factors affect a stable, mindful decision, and may also affect the capacity of the patient 

to make a stable mindful decision. This is further evidenced by the fact that the desire for death 

fluctuates with the ups and downs of symptoms and mood. The skilled doctor recognizes this day to 

day affect. If the decision to swallow poison is made on a ‘down’ day there will be no return to baseline 

and a different outlook the next day. Family doctors deal with every day changes. They cannot 

subscribe to every patient’s wish on the grounds of patient autonomy eg Doctors cannot sign a driver’s 

licence just because the patient wants it; cannot write inappropriate prescriptions; cannot be 

pressured to provide futile care, or wrong treatment, and cannot issue incorrect certificates, 

regardless of patient demand.   
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6. Disability rights advocates around the world oppose doctors aiding self-destruction  

Doctors helping suicide happen proclaims to all the world that some lives are not worth living. Some 

of life’s afflictions ought not be lived through. Persons with disabilities feel threatened and vulnerable 

by this attitude. This was evidenced at Oregon’s Death with Dignity Act:   

[Golden M, Zoanni T. Killing us softly: the dangers of legalizing assisted suicide.Disabil Health J 2010, 3, 16,30.  

National disability organizations that oppose the legalization of assisted suicide. 2017. Accessed  
at https://dredf.org/public-policy/assisted-suicide/national-disability-organizations-that-oppose-the-

legalizationof-assisted-suicide on 24 February 2017.  

Drum CE, White G et al. The Oregon Death with Dignity Act: results of a literature review and naturalistic 

inquiry.Disabil Health J 2010 3 3 15.]  
  

  

  

  

In Conclusion  

Those regions around the globe which have enacted the different forms of euthanasia/physician 

assisted dying/ medical aid in dying/death-with-dignity legislation tend to be those without adequate 

palliative and hospice care facilities and resources. There is not the drive or will to invest in these 

resources after approving and legalizing lethal prescriptions for the terminally ill, or for others more 

in need of mental health support services. The Netherlands now approves euthanasia requests on the 

basis of “tired of living” and “psychological suffering”. Of the 105 deaths in Oregon in 2014, more than 

30% did not have cancer.   

The USA’s health system is notoriously below our own. States like Oregon and Washington etc have 

enacted this much cheaper shift in care to suicide assistance to substitute for a wholly inadequate 

health care system in which good palliative care could generate unreachable expense for the 

individual.   

Australia has an excellent health care system. Palliative and hospice care, however, can be developed 

much more within state health frameworks. Bellingen Hospital, a small district hospital, opened a 

palliative care wing in 2014 serving the region. Good terminal illness care will validate the lives of 

individuals on this journey. Competent palliative care assures patients and their loved ones that they 

will not be abandoned or left alone, that they will be provided with the best pain control and symptom 

management, and that palliative care doctors and nurses will never give up and walk away.  
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