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Introduction

Euthanasia and the Right to Choose

For many decades the euthanasia debate is particularly controversial
in modern societies. Indeed, in the northern European tradition, as
well as in countries of Anglo-American influence, euthanasia,
physician-assisted suicide and other end-of-life decisions are an
important source of social debate. It is well known that in many
circumstances, medical decision-making often contributes to hasten
the death of a particular patient and different societies have different
understandings with regard to the specific role of health professionals
in this setting. Moreover, death usually happens in the hospital, far
away from family and friends, at an environment more prone to
loneliness and abandonment. The rise of the hospice movement in the
sixties and, more recently of palliative care as a new philosophical and
practical approach to death and dying, is also a sign that this issue
should be properly addressed as a major cultural transition. Indeed, as
suggested by John Keown in his book Euthanasia, Ethics and Public
Policy “whether the law should permit voluntary euthanasia or
physician-assisted suicide is one of the most vital questions facing all
modern societies” [1].

Although there is a strong debate in modern societies over the
legalisation of physician-assisted suicide, many ethicists of different
philosophical backgrounds are comfortable with voluntary euthanasia
and the right to die with dignity [4]. For instance, it is well known that
libertarians, such as Tristram Engelhardt Jr., contend that there is no
ethical difference between killing and letting dye as long as the mutual
consent of involved parties is obtained [5]. Also, from a utilitarian
perspective, James Rachels in his book “The Elements of Moral
Philosophy” [6] suggested that “euthanasia may be morally right” and
that “the argument can be summarized as this:

There have been many attempts to legalize euthanasia in the western
world, but only a few have succeeded. There are plenty of good reasons
why euthanasia should or should not be legalized. Traditionally, in
most countries with a Christian tradition, euthanasia and physicianassisted suicide was a morally condemned practice due to the sanctity
of human life. However, the emergence of secular pluralistic societies
gave a different meaning to the concept of personal autonomy, and the
right to self-determination is a progressively recognized value of
modern societies. Both as a negative right as a positive one meaning
that the “realization of an ideal of a more perfect humanity as
conceived by reason” [2]. Therefore, western countries are not so prone
in condemning voluntary euthanasia and physician-assisted suicide,
and are now faced with contradictory political and social evidences
with regards to these practices. Indeed, although there should exist a
consensus over death and dying, conflict has come to dominate the
debate [3].
However, from a strict medical ethics perspective, international
guidelines following the Hippocratic Oath and the World Medical
Association Declaration of Geneva still consider euthanasia and
physician-assisted suicide as a morally forbidden practice. The
objective of this paper is to determine what might be the consequences
to medical ethics, in a global perspective, with the legalization of
euthanasia in a growing number of countries. Specifically, how should
the medical codes of ethics adapt to such an evolution in an ethical
consistent way.
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a)
“The morally right thing to do, on any occasion, is whatever
would bring about the greatest balance of happiness over unhappiness;
b)
On at least some occasions, the greatest balance of happiness
over unhappiness may be brought about by mercy killing;
c)
Therefore, on at least some occasions, mercy killing may be
morally right”.
This evolution happened primarily in northern Europe and in
countries of Anglo-American tradition. However, even in southern
European countries, as well as in countries that share common
traditions and cultural backgrounds, such as Latin America countries,
there is evidence available that shows a similar evolution regarding the
practice of euthanasia. Although in Mediterranean countries there is a
longstanding tradition of respecting the sanctity of human life,
legalisation of assisted death is now also in the political agenda.
Indeed, in the last decades the sociological background of many
southern European countries has changed dramatically, namely due to
an increase in life expectancy, a decreased influence of the Roman
Catholic Church, as well as a different role of the family as an informal
carer. The nuclear family is smaller, with a substantial decrease of the
birth rate and, consequently, there are fewer members to take care of
the older family members, especially with chronic and terminal
conditions.
In this changing social and cultural settings, it is expected that new
approaches regarding assisted death are steadily developed all over the
civilized world, as many people, namely terminal patients, have
frequent thoughts about death and dying and believe that the practice
of euthanasia should be considered as an acceptable public policy.
Also, and from an ethical perspective, it is well known that some
terminal patients feel that physician-assisted suicide and euthanasia
can be a valid option at the end of life and that this practice is within
the limits of the right to self-determination. Amongst the various
motives for requesting assisted death, it is of significance the fact that
the person feels alone and has difficulty in self-care. The reasons why a
terminal patient has this opinion are, in general, related to feelings of
abandonment leading to a collapse of the individual’s life project.
Indeed, the inexistence of clear objectives to self-fulfilment may be
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related to thoughts about dying, leading to the assumption that the
individual’s life project might be perceived as already accomplished [7].
Also, many patients that request physician-assisted suicide claim
that their reasons are the loss of autonomy and dignity and also the
incapacity to engage in activities that give their life meaning. For
instance, the Dutch law on euthanasia refers to “unbearable suffering”
as the criterion to request euthanasia. That is, this law refers to a
subjective evaluation by the patient, not presenting any feasible
alternatives to a death with dignity. However “unbearable suffering” is
not a technical term but a subjective personal condition that will
determine the choice for a merciful death [8].
Also, it is clear that euthanasia is conceptually different from other
issues such as withholding and withdrawing life-prolonging medical
treatment in terminal patients, namely futile and heroic treatments,
sedation for refractory symptoms of terminal patients that may hasten
death, or even decisions to forego medical treatment in the persistent
vegetative status [9]. The alleviation of severe symptoms sometimes
involves the use of drugs that may be life shortening as a potential side
effect. But, it is beyond the scope of this paper to evaluate the ethics of
withholding or withdrawing of medical treatment [10], namely
because in general they are an accepted medical practice. And,
therefore no specific changes are needed in most codes of medical
ethics.
Different variables can influence a specific request of euthanasia that
is the practice of administrating, supplying or prescribing drugs with
the explicit intention of hastening death, resulting in the patient’s
death. If it is true that some of these variables are difficult to overcomesuch as death or absence of family members-other variables can and
should be dealt with before a policy of physician-assisted suicide is
implemented and legalised-for instance, a nationwide program of
palliative care. Euthanasia can only be considered an ethical option if is
it an expression of the person’s autonomy. It is argued that any undue
influence in the patient’s will-such as a treatable depressionundermines the concept of voluntary euthanasia. Also, it is
unacceptable that any request of euthanasia is grounded on unbearable
pain because nowadays most healthcare systems should provide
adequate pain management services. In any case, unbearable suffering
should never be equivalent to unbearable pain and physicians should
be particularly acquainted with this difference.
Furthermore, it is frequently wondered if a terminally ill patient
with unbearable suffering finds acceptable to ask a physician to
terminate his or her life. That is, if voluntary euthanasia and/or
physician-assisted suicide should be legalized and incorporated in
medical practice. Indeed, there is a difference between the moral
acceptance of a practice and its legalisation. Legalisation implies a
social shift in fundamental values because any law has a specific set of
ethical principles in its internal framework. Indeed, the public opinion
of many democratic countries is favourable to the legalisation of
voluntary euthanasia. A recent survey by the Institute DEXUS in Spain
pointed out that 79% of the Spanish population accepted physicianassisted death. Namely, the changing family patterns-with a different
role of the woman both in the family and in the labour force, fewer
children per couple, the increased professional mobility, etc. inevitably
leads to a decrease of the significance of informal caring of patients at
the end of life, namely in large urban areas.
This trend is probably related as well to the international discussion
over voluntary euthanasia. However, the unethical consequences of
legalising voluntary euthanasia, such as involuntary or non-voluntary
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euthanasia, are an important argument to be ruled out. A thorough
analysis of the empirical evidence gathered from Oregon (were
physician-assisted suicide is legalised through the Oregon Death with
Dignity Act), the Australian Northern Territory (where euthanasia and
physician-assisted suicide were temporarily legalised through the
Rights of the Terminally Ill Act of 1995), and also the Dutch and Belgic
experience, seems to be paramount [11]. In the Netherlands, the first
country to legalise euthanasia, Heide et al. demonstrated that, in 2005,
1,7% of all deaths were the result of euthanasia [12]. Also, in Belgium it
is estimated that about 30 percent of all deaths are preceded by
palliative care and that about 2 percent are through euthanasia [13].
In other countries, the debate over euthanasia is just beginning and
issues such as death with dignity will lead necessarily to a balance
between autonomy of the patient and his or her best interests from a
societal perspective [14]. Nevertheless, the debate will be more fruitful
if on one hand the access to palliative care becomes universal and on
the other hand there is an adequate training of healthcare professionals
in end-of-life decision-making [15]. In the long run, however,
physician-assisted death will be much more accepted if the fears of
involuntary and non-voluntary euthanasia are ruled out. Also,
common conditions such as depression and anxiety should be
detected. But, as Ganzini et al. demonstrated in a cross sectional survey
performed with patients requesting physician’s aid in dying in Oregon,
most patients who requested physician assistance in dying did not have
a depressive disorder [16]. The prevalence of depression and anxiety
should nonetheless be monitored so that society is reassured of the
autonomous nature of euthanasia.
Evaluating the rights of vulnerable populations-especially those that
are unable to decide for themselves-should be a milestone in the debate
over the public policy on euthanasia. The distinction between
voluntary and involuntary euthanasia seems paramount from an
ethical and even a legal perspective. And, medical ethics must also
address this issue properly namely in the professional setting.

Medical Ethics in a Global Perspective
Some developed countries and societies that share the same
traditions and ideals have a longstanding practice of publicly
discussing euthanasia and physician-assisted suicide, sometimes
empowering the society to directly deliberate over these issues.
However, in other countries euthanasia was considered as a proscribed
practice because of the intrinsic disvalue of killing humans. Also, from
a hypocratical perspective, euthanasia is always wrong because the
fiduciary nature of the patient/physician relation would be at stake if
the patient did not completely trust his or her physician [17]. That is,
euthanasia and physician-assisted suicide usually weren’t considered as
an option and personal autonomy was limited namely regarding death
and dying. Traditionally, the objectives of medicine were to cure, to
care and to alleviate the patient’s suffering [18]. The internal morality
of medicine would be questioned if its fundamental goals were
changed in a way not compatible with the protection of human dignity,
such as putting an end to the patient’s life [19]. Moreover, professional
autonomy acknowledges the right to conscientious objection and
therefore medical ethics recognises the right of a particular physician
to reject the practice of euthanasia, even if this practice is in
accordance with the law [20]. Physicians’ religious or moral values are
usually considered as a valuable reason to object certain practices, such
as euthanasia or assisted suicide.
For instance, the International Code of Medical Ethics of the World
Medical Association [21] states that “A physician shall always bear in
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mind the obligation to respect human life” and the Medical Ethics
Manual of the World Medical Association states that “Euthanasia, that
is the act of deliberately ending the life of a patient, even at the patient’s
own request or at the request of close relatives, is unethical. This does
not prevent the physician from respecting the desire of a patient to
allow the natural process of death to follow its course in the terminal
phase of sickness” [22]. Indeed, and in accordance with Peter Hudson,
it might be asked “Who would be the individuals or groups of
healthcare professionals charged with the responsibility for enabling
and enacting EAS (euthanasia and assisted suicide)? What training,
supervision, scrutiny, and reporting of effective practice would be
required for those teaching medical, nursing, and allied health
students? How would this affect the training of clinicians in the care of
seriously ill patients when it is already acknowledged that current
health professionals’ training does not adequately equip them for these
roles?” [8]. Also, the consequences to the internal morality of medicine
of such an evolution should be evaluated, namely in the professional
evolution of physicians and in the construction of his or her moral
character [23].
Although this traditional and historic context, even within the
medical profession, there is a progressive acceptance of euthanasia and
physician-assisted suicide, namely in intensive care, oncology or even
palliative care. A study carried out by Lindblad et al. concludes that
there is no clear majority among Swedish physicians for or against
physician-assisted suicide and that significantly more senior physicians
accept this practice [24]. Even at the Unites States, the medical
community is not unanimous regarding physician-assisted suicide. A
2003 study of AMA members showed that only 69% objected to
physician-assisted suicide [25], meaning that more than 30% of the
inquired physicians did not have such strong convictions about this
issue.
In short, there are valuable arguments for and against the practice of
voluntary euthanasia that are synthesised by Margaret Battin, as
follows [26]:
a) For: respect for personal autonomy, relief of the pain and
unbearable suffering, and quality of life;
b) Against: intrinsic wrongness of killing, integrity of the profession,
and potential abuse (slippery slope).
The debate over the legalisation of euthanasia and physician-assisted
suicide often warned of a “slippery slope”, predicting abuse of people in
vulnerable groups, namely children. Indeed, some of the worst fears of
legalising euthanasia and physician-assisted death will still remain
because, as stated by John Keown, it will always be difficult to
implement strong mechanisms of supervision and control with the
potential for abuse of vulnerable populations. This author claims that
in the United Kingdom the Lord Joffe’s Assisted Dying for the
Terminally Ill Bill of 2006 was rejected by 148 votes against 100
because a set of regulatory recommendations to prevent abuse were
not considered in its proposal [27].
However, Battin et al. showed that there is no evidence whatsoever
of a heightened risk of involuntary euthanasia of the elderly, women,
the uninsured, people with low educational status, the poor, or the
physically disabled in Oregon or the Netherlands [28]. Many authors
stand for a regulatory policy where assisted death is effectively
monitored by authorized officials. In this way, the prevention of nonvoluntarily and involuntary euthanasia would be more easily
accomplished [29]. Indeed, for a valid consent, and in accordance for
instance with Beauchamp and Childress, the consent should be
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completely voluntary: “a person acts voluntarily to the degree that he
or she wills the action without being under the control of another’s
influence. We considered here only control by other individuals,
although conditions such as debilitating disease, psychiatric disorders,
and drug addiction can also diminish or void voluntariness” [18]. For a
valid “individual” consent of the child (presuming an already acquired
competency to decide), parental consent is not necessary, as it is
eventually disruptive of a true voluntary consent [5].
To further implement effective supervision, it has been suggested
that medical training should emphasise learning skills to deal with
death and the dying process, especially primary care physicians that
should be able to determine if the person who asks for euthanasia does
not want to live in those circumstances or does not want to live at all
[30]. Also, the psychological impact associated to the practice of
euthanasia or assisted suicide and to the loss of a close person through
assisted suicide should be evaluated. Preliminary results in a Swiss
study suggest that a higher prevalence of Post-Traumatic Distress
Disorder and depression is found in relatives that witnessed those
practices in Switzerland, but the prevalence of complicated grief is
comparable to that reported by the general Swiss population [31].
From a medical perspective, and although euthanasia is prohibited
by traditional medical ethics, physicians are more prone to engage in
practices that deliberately hasten death if the patient is in end-stage
disease with unbearable suffering (regarded as unrelieved and
intractable suffering) whether by reasons of pain, distress or otherwise
by which the patient finds so severe as to be an unacceptable condition.
In specific cases, it is not only considered an acceptable medical
practice but it is even integrated with palliative care as a true Eueuthanasia [32]. It has been suggested that the creation of a centrally
run system would remove the physician’s direct involvement in
euthanasia or assisted suicide. Prokopetz and Lehmann [33] envision
“the development of a central state or federal mechanism to confirm
the authenticity and eligibility of patients’ requests, dispense
medication, and monitor demand and use. Such a mechanism would
obviate physician involvement beyond usual care”. This is close to the
Swiss model, according to which volunteers assist suicide of consenting
persons, and not physicians. However, the ethical foundation of this
proposal is not clear because it could be argued that if euthanasia or
physician-assisted suicide is legal, so consenting physicians should not
be deprived of engaging in a practice that is in accordance with his or
her conscience.
In a global perspective, there are countries (or states) where
euthanasia or physician-assisted suicide is accepted and legalised and
others where it is still a criminal offence. To preserve the integrity of
medicine, it is suggested in this paper that codes of ethics both in
individual countries as well as at an international level become neutral
with regard to euthanasia or physician-assisted suicide. It means that
international organisations that regulate medical practice at a
worldwide level should promote a change in their codes of ethics,
perhaps incorporating a general expression such as “A physician shall
always bear in mind the obligation to promote death with dignity”
being “death with dignity” a concept subjectively interpreted by any
physician in accordance with his or her ethical beliefs.
It follows that, from an international medical ethics perspective,
euthanasia and physician-assisted suicide should be dealt at a
professional and personal conscience level and, eventually, a
conscientious objection due to the fact that it is no longer arguable (at
least in some cultural settings) that “Euthanasia, that is the act of
deliberately ending the life of a patient, even at the patient’s own
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request or at the request of close relatives, is unethical” [22]. Indeed, in
societies that have legalised euthanasia and physician-assisted suicide,
many physicians have accepted and deliver these practices, and
likewise the majority of their peers are ethically in accordance that this
is a true medical act.
Thus, for the patient/physician relationship to remain a fiduciary
one all over the world, and considering also the high mobility that
people have due to the cultural and economic globalisation (both
patients and physicians), international codes of ethics should evolve, as
well as national one’s, namely in Europe and other geopolitical
communities. For instance, the American Medical Association,
although considering that “permitting physicians to engage in
euthanasia would ultimately cause more harm than good”, actively
suggests that “Preserving opportunity for physicians to act (or to
refrain from acting) in accordance with the dictates of conscience in
their professional practice is important for preserving the integrity of
the medical profession as well as the integrity of the individual
physician, on which patients and the public rely. Thus physicians
should have considerable latitude to practice in accord with wellconsidered, deeply held beliefs that are central to their self-identities.”
[34].
This proposal is not only based in common sense, but it is likely to
maintain a global ethical unity in medicine worldwide, because it
would still be the same ethics and the same international (or national)
code, although with different interpretations and approaches. We
believe this solution is considerably better for medical ethics than
allowing for a variable geometry in this field, according to which every
national medical organization determines its own ethical rules and
guidelines.

Conclusion
Physician-assisted death is one of the most stringent debates of
modern societies. Although different countries have particular social
and religious backgrounds, most developed societies are progressively
engaging in such debate. The rapid change of the sociological
environment all over the world anticipates that the legalisation of
voluntary euthanasia will take place in more countries in the near
future. As Quill suggests, there are several things that should
previously be cleared before legalising euthanasia and physicianassisted suicide [35]. First of all, palliative care is the standard of
assistance for addressing the suffering of seriously ill patients [36]. This
follows that public policies should address the issue of improving the
access and delivery of palliative care [37]. Secondly, and despite of
state-of-the-art of palliative measures, there will always remain some
patients whose suffering is insufficiently relieved. Several “last resort”
options could address many of these cases [38]. Aggressive pain
management, forgoing life-sustaining therapies and sedation to
unconsciousness are a common practice to relieve suffering, even if
death is hastened.
Also, self-determination at the end of life should be promoted. For
example, legalising the living will to allow an easier withdrawal or
withholding of futile treatments gives a sense of control that is usually
felt as an opportunity to alleviate pain and suffering. In this vein, Tolle
et al. have suggested that the availability of such an escape, as
euthanasia, may be much more important to many individuals than its
actual use [39]. Moreover, evidence shows that the legalisation of
euthanasia and physician-assisted suicide enhances rather than
undermines other aspects of palliative and end-of-life care. For
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instance, according to Jan Bernheim “In what has become known as
the Belgian model of integral end-of-life care, euthanasia is an
available option, also at the end of a palliative care pathway. This
approach became the majority’s view among the wider Belgian public,
palliative care workers, other health professionals and legislators. The
legal regulation of euthanasia in 2002 was preceded and followed by a
considerable expansion of palliative care services” [13].
In this global context, medical ethics should have the insight to
evolve accordingly and to promote true universal values in death and
dying. If some practices are universally considered as consensual one’s
- such as withholding or withdrawing futile treatments, the living will
or even palliative sedation-euthanasia and physician-assisted suicide
are ethically disruptive, even from the medical ethics point of view.
Only by letting physicians abide to their conscience will medical ethics
be allowed to remain universally unquestioned.
Indeed, the goal is not to reach the lowest common denominator
but only to allow some responsiveness of medical ethics, so it can adapt
to specific cultural settings. Of course there are some values that are
indisputable, such as respect for personal autonomy, medical integrity,
or protection of vulnerable people and populations. But ethics in
medicine cannot stay completely static because social values evolve
steadily by themselves. Probably the best strategy will be to resort to
some kind of “glocalisation” of medical ethics so that consensual
universal principles do not contend with particular ethical views of
medical practice.
In the absence of such strategy, and if the actual global code of
medical ethics is ignored in some countries and cultures, medical
ethics might be severely undermined in the near future. This new role
for a global ethics is dependent of the existence of practical ways to
implement and to divulge these universal ethical principles. And it also
implies a fair way to determine the consensus. Tristram Engelhardt Jr.
speaks of reaching a consensus in ethics by mutual consent [5]. It
follows that in a medical ethics perspective public deliberation,
meaning medical deliberation, could be a solution. This kind of
method is particularly appealing when there are apparently
irreconcilable moral perspectives-for instance with regard to
euthanasia-nevertheless, there is a common will to reach a consensus
[40]. By consensus it is meant not the consensual resolution of a
particular ethical dilemma but a consensus regarding the way
physicians should individually deliberate and decide. Consensus also
implies some degree of compromise between different views of a good
life.
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