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Voluntary Active Euthanasia: An Overview and Defense 

Dan W. Brock 

Dan W. Brock, Ph.D., is a professor of philosophy and biomedical ethics at Brown University. 
He is also the director of the Center for Biomedical Ethics at Brown. In this essay, Brock sur­
veys a wide range of arguments used by both opponents and proponents of voluntary active 
euthanasia. He critically evaluates these arguments, particularly those based on the potential 
consequences-good and bad-of making euthanasia available in our society. Brock con­
dudes by admitting that he believes that on the whole the stronger arguments are on the 
side of the proponents. In particular, he favors arguments grounded in the values of individ­
ual self-determination and individual well-being. 

Since the case of Karen Quinlan first seized pub­
lic attention fifteen years ago, no issue in bio­
medical ethics has been more prominent than 
the debate about forgoing life-sustaining treat­
ment. Controversy continues regarding some 
aspects of that debate, such as forgoing life-sus­
taining nutrition and hydration, and relevant 
law varies some from state to state. Nevertheless, 
I believe it is possible to identify an emerging 
consensus that competent patients, or the surro­
gates of incompetent patients, should be per­
mitted to weigh the benefits and burdens of 
alternative treatments, including the alternative 
of no treatment, according to the patient's val­
ues, and either to refuse any treatment or to 
select from among available alternative treat­
ments. This consensus is reflected in bioethics 
scholarship, in repons of prestigious bodies 
such as the President's Commission for the 
Study of Ethical Problems in Medicine, The 
Hastings Center, and the American Medical As­
sociation, in a large body of judicial decisions 
in courts around the country, and finally in the 
beliefs and practices of health care profession­
als who care for dying patients. 1 

More recently, significant public and profes­
sional attention has shifted from life-sustaining 
treatment to euthanasia-more specifically, vol-
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untary active euthanasia-and to physician­
assisted suicide. Several factors have contributed 
to the increased interest in euthanasia. In the 
Netherlands, it has been openly practiced by 
physicians for several years with the acceptance 
of the countrys highest coun. 2 In 1988 there 
was an unsuccessful attempt to get the question 
of whether it should be made legally permissible 
on the ballot in California. In November 1991 
voters in the state of Washington defeated a 
widely publicized referendum proposal to le­
galize both voluntary active euthanasia and 
physician-assisted suicide. Finally, some cases of 
this kind, such as "Its Over, Debbie," described 
in the journal of the Ammcan Medical Association, 
the "suicide machine" of Dr. jack Kevorkian, 
and the cancer patient "Diane" of Dr. Timothy 
Quill, have captured wide public and profes­
sional attention. 3 Unfonunately, the first two of 
these cases were sufficiently problematic that 
even most supponers of euthanasia or assisted 
suicide did not defend the physicians' actions 
in them. As a result, the subsequent debate they 
spawned has often shed more heat than light. 
My aim is to increase the light, and perhaps as 
well to reduce the heat. on this important sub­
ject by formulating and evaluating the central 
ethical arguments for and against voluntary 
active euthanasia and physician-assisted suicide. 
My evaluation of the arguments leads me. with 
reservations to be noted, to suppon permitting 
both practices. My primary aim. howe\·er. is 
not to argue for euthanasia. but to identify 
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confusions in some common arguments, and 
problematic assumptions and claims that need 
more defense or data in others. The issues are 
considerably more complex than either sup­
poners or opponents often make out; my hope 
is to advance the debate by focusing attention 
on what I believe the real issues under discus­
sion should be. 

In the recent bioethics literature some have 
endorsed physician-assisted suicide but not 
euthanasia. 4 Are they sufficiently different that 
the moral arguments for one often do not apply 
to the other? A paradigm case of physician-as­
sisted suicide is a patients ending his or her life 
with a lethal dose of medication requested of 
and provided by a physician for that purpose. 
A paradigm case of voluntary active euthanasia 
is a physicians administering the lethal dose, 
often because the patient is unable to do so. The 
only difference that need exist between the 
two is the person who actually administers the 
lethal dose-the physician or the patient. In 
each, the physician plays an active and neces­
sary causal role. 

In physician-assisted suicide the patient acts 
last (for example, janet Adkins herself pushed 
the button after Dr. Kevorkian hooked her up to 
his suicide machine), whereas in euthanasia the 
physician acts last by performing the physical 
equivalent of pushing the button. In both cases, 
however, the choice rests fully with the patient. 
In both the patient acts last in the sense of re­
taining the right to change his or her mind until 
the point at which the lethal process becomes ir­
reversible. How could there be a substantial 
moral difference between the two based only 
on this small difference in the pan played by the 
physician in the causal process resulting in 
death? Of course, it might be held that the moral 
difference is clear and important-in euthanasia 
the physician kills the patient whereas in physt­
cian-assisted suicide the patient kills him- or 
herself. But this is misleadmg at best. In assisted 
suicide the physician and patient together kill 
the patient. To see this. suppose a phvsician 
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supplied a lethal dose to a patient with the 
knowledge and intent that the patient will 
wrongfully administer it to another. We would 
have no difficulty in morality or the law recog­
nizing this as a case of joint action to kill for 
which both are responsible. 

If there is no significant, intrinsic moral dif­
ference between the two, it is also difficult to see 
why public or legal policy should permit one 
but not the other; worries about abuse or about 
giving anyone dominion over the lives of others 
apply equally to either. As a result, I will take the 
arguments evaluated below to apply to both and 
will focus on euthanasia. 

My concern here will be with voluntary eu­
thanasia only--that is, with the case in which a 
clearly competent patient makes a fully volun­
tary and persistent request for aid in dying. In­
voluntary euthanasia, in which a competent 
patient explicitly refuses or opposes receiving 
euthanasia, and nonvoluntary euthanasia, in 
which a patient is incompetent and unable to 
express his or her wishes about euthanasia, will 
be considered here only as potential unwanted 
side-effects of permitting voluntary euthanasia. I 
emphasize as well that I am concerned with 
active euthanasia, not withholding or withdraw­
ing life-sustaining treatment, which some com­
mentators characterize as Mpassive euthanasia." 
Finally, I will be concerned with euthanasia 
where the motive of those who perform it is to 
respect the wishes of the patient and to provide 
the patient with a "good death," though one im­
portant issue is whether a change in legal pol­
icy could restrict the performance of euthanasia 
to only those cases. 

A last introductory point is that I will be ex­
amining only secular arguments about euthana­
sia, though of course many peoples attitudes to 
it are inextricable from their religious views. The 
policy issue is only whether euthanasia should 
be permissible, and no one who has religious 
objecnons to it should be required to take any 
part m it. though of course this would not fully 
sansfy some opponents. 
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THE CENTRAL ETHICAL 

ARGUMENT FOR VOLUNTARY 

ACTIVE EUTHANASIA 

The central ethical argument for euthanasia is 
familiar. It is that the very same two fundamen­
tal ethical values supponing the consensus on 
patient's rights to decide about life-sustaining 
treatment also suppon the ethical permissibil­
ity of euthanasia. These values are individual 
self-determination or autonomy and individual 
well-being. By self-determination as it bears on 
euthanasia, I mean peoples interest in making 
important decisions about their lives for them­
selves according to their own values or concep­
tions of a good life, and in being left free to act 
on those decisions. Self-determination is valu­
able because it permitS people to form and live 
in accordance with their own conception of a 
good life, at least within the bounds of justice and 
consistent with others doing so as well. In exer­
cising self-determination people take responsi­
bility for their lives and for the kinds of persons 
they become. A central aspect of human dignity 
lies in people's capacity to direct their lives in 
this way. The value of exercising self-determi­
nation presupposes some minimum of decision­
making capacities or competence, which thus 
limitS the scope of euthanasia supponed by self­
determination; it cannot justifiably be adminis­
tered, for example, in cases of serious dementia 
or treatable clinical depression. 

Does the value of individual self-determina­
tion extend to the time and manner of ones 
death? Most people are very concerned about 
the nature of the last stage of their lives. This 
reflects not just a fear of experiencing substan­
tial suffering when dying, but also a desire to 
retain dignity and control dunng this last period 
of life. Death is today increasingly preceded by a 
long period of significant physical and mental 
decline, due in pan to the technological inter­
ventions of modem medicine. \tany people ad­
just to these disabilities and find meaning and 
value in new activities and ways. Others find the 

impairments and burdens in the last stage of 
their lives at some point sufficiently great to 
make life no longer wonh living. For many pa­
tients near death, maintaining the quality of 
one's life, avoiding great suffering, maintaining 
one's dignity. and insuring that others remember 
us as we wish them to become of paramount im­
ponance and outweigh merely extending one's 
life. But there is no single, objectively correct an­
swer for everyone as to when, if at all, one's life 
becomes all things considered a burden and un­
wanted. lf self-determination is a fundamental 
value, then the great variability among people 
on this question makes it especially important 
that individuals control the manner, circum­
stances, and timing of their dying and death. 

The other main value that suppons eu­
thanasia is individual well-being. It might seem 
that individual well-being conflicts with a per-

. son's self-determination when the person re­
questS euthanasia. Life itself is commonly taken 
to be a central good for persons, often valued for 
its own sake, as well as necessary for pursuit of 
all other goods within a life. But when a com­
petent patient decides to forgo all funher life­
sustaining treatment then the patient, either 
explicitly or implicitly, commonly decides that 
the best life possible for him or her with treat­
ment is of sufficiently poor quality that it is 
worse than no funher life at all. life is no longer 
considered a benefit by the patient. but has now 
become a burden. The same judgment underlies 
a request for euthanasia: continued life is seen 
by the patient as no longer a benefit, but now a 
burden. Especially in the often severely com­
promised and debilitated states of many criti­
cally ill or dying patients, there is no objective 
standard, but only the competent patient's 
judgment of whether continued life is no longer 
a benefit. 

Of course, sometimes there are conditions, 
such as clinical depression, that call into ques­
tion whether the patient has made a competent 
choice. either to forgo life-sustaining treatment 
or to seek euthanasia, and then the patients 
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choice need not be evidence that continued life 
is no longer a benefit for him or her. just as with 
decisions about treatment, a determination of 
incompetence can warrant not honoring the pa­
tient's choice; in the case of treatment, we then 
transfer decisional authority to a surrogate, 
though in the case of voluntary active euthana­
sia a determination that the patient is incompe­
tent means that choice is not possible. 

The value or right of self-determination does 
not entitle patients to compel physicians to act 
contrary to their own moral or professional val­
ues. Physicians are moral and professional 
agents whose own self-determination or in­
tegrity should be respected as well. If perform-­
ing euthanasia became legally permissible, but 
conflicted with a panicular physician's reason­
able understanding of his or her moral or pro­
fessional responsibilities, the care of a patient 
who requested euthanasia should be transferred 
to another. 

Most opponents do not deny that there are 
some cases in which the values of patient self­
determination and well-being suppon euthana­
sia. Instead, they commonly offer two kinds of 
arguments against it that on their view outweigh 
or override this suppon. The first kind of argu­
ment is that in any individual case where con­
siderations of the patients self-determination and 
well-being do suppon euthanasia, it is neverthe­
less always ethically wrong or impermissible. 
The second kind of argument grants that in some 
individual cases euthanasia may not be ethically 
wrong, but maintains nonetheless that public or 
legal policy should never permit it. The first kind 
of argument focuses on features of any individual 
case of euthanasia, while the second kind focuses 
on social or legal policy. In the next section I con­
sider the first kind of argument. 

EUTHANASIA IS THE DELIBERATE 

KILLING OF AN INNOCENT PERSON 

The claim that any indivtdual instance of 
euthanasia is a case of delibente killing of an in­
nocent person ts. Wllh onl~· mtnor qualtfica-

tions, correct. Unlike forgoing life-sustaining 
treatment, commonly understood as allowing to 
die, euthanasia is clearly killing, defined as de­
priving of life or causing the death of a living 
being. While providing morphine for pain re­
lief at doses where the risk of respiratory de­
pression and an earlier death may be a foreseen 
but unintended side effect of treating the pa­
tient's pain, in a case of euthanasia the patients 
death is deliberate or intended even if in both 
the physicians ultimate end may be respecting 
the patients wishes. If the deliberate killing of an 
innocent person is wrong, euthanasia would be 
nearly always impermissible. 

In the context of medicine, the ethical pro­
hibition against deliberately killing the inno­
cent de·rtves some of its plausibility from the 
belief that nothing in the currently accepted 
practice of medicine is deliberate killing. Thus, 
in commenting on the "It's Over, Debbie" case, 
four prominent physicians and bioethicists 
could entitle their paper "Doctors Must Not 
Kill. "5 The belief that doctors do not in fact kill 
requires the corollary belief that forgoing life­
sustaining treatment, whether by not starting 
or by stopping treatment, is allowing to die, not 
killing. Common though this view is, 1 shall 
argue that it is confused and mistaken. 

Why is the common view mistaken? Con­
sider the case of a patient terminally ill with ALS 
disease. She is completely respirator dependent 
with no hope of ever being weaned. She is un­
questionably competent but finds her condition 
intolerable and persistently requests to be re­
moved from the respirator and allowed to die. 
Most people and physicians would agree that 
the patient's physician should respect the pa­
tients wishes and remove her from the respira­
tor, though this will certainly cause the patient's 
death. The common understanding is that the 
physician thereby allows the patient to die. But 
is that correct? 

Suppose the patient has a greedy and hos­
tile son who mistakenly believes that his mother 
will never decide to stop her life-sustaining 
treatment and that even if she dtd her phystcian 
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would not remove her from the respirator. 
Afraid that his inheritance will be dissipated by 
a long and expensive hospitalization, he enters 
his mother's room while she is. sedated, extu­
bates her, and she dies. Shonly thereafter the 
medical staff discovers what he has done and 
confronts the son. He replies, "I didn't kill her, 
I merely allowed her to die. It was her ALS dis­
ease that caused her death." I think this would 
rightly be dismissed as transparent sophistry­
the son went into his mother's room and delib­
erately killed her. But, of course, the son 
performed just the same physical actions, did 
just the same thing, that the physician would 
have done. lf that is so, then doesn't the physi­
cian also kill the patient when he extubates her? 

I underline immediately that there are im­
ponant ethical differences between what the 
physician and the greedy son do. First, the 
physician acts with the patient's consent 
whereas the son does not. Second, the physician 
aets with a good motive-to respect the patients 
wishes and self-determination-whereas the 
son acts with a bad motive-to protect his own 
inheritance. Third, the physician acts in a social 
role through which he is legally authorized to 
carry out the patient's wishes regarding treat­
ment whereas the son has no such authoriza­
tion. These and perhaps other ethically 
imponant differences show that what the physi­
cian did was morally justified whereas what the 
son did was morally wrong. What they do not 
show. however. is that the son killed while the 
physician allowed to die. One can either kill or 
allow to die with or without consent, with a 
good or bad motive, within or outside of a social 
role that authorizes one to do so. 

The difference between killing and allowing 
to die that I have been implicitly appealing to 
here is roughly that between acts and omissions · 
resulting in death.6 Both the physician and the 
greedy son act in a manner intended to cause 
death, do cause death. and so both kill. One rea­
son this conclusion is resisted is that on a dif­
ferent understanding of the distincuon between 
killing and allowing to die. what the physician 

lift 

does is allow to die. In this account, the mothers 
AI.S is a legal disease whose normal progression 
is being held back or blocked by the life-sus­
taining respiratory treatment. Removing this ar­
tificial intervention is then viewed as standing 
aside and allowing the patient to die of her un­
derlying disease. I have argued elsewhere that 
this alternative account is deeply problematic, in 
pan because it commits us to accepting that 
what the greedy son does is to allow to die, not 
kill. 1 Here, 1 want to note two other reasons why 
the conclusion that stopping life suppon is 
killing is resisted. 

The first reason is that killing is often under­
stood, especially within medicine, as unjusti­
fied causing of death; in medicine it is thought 
to be done only accidentally or negligently. It is 
also increasingly widely accepted that a physi­
cian is ethically justified in stopping life suppon 
in a case like that of the AI.S patient. But if these 
two beliefs are correct, then what the physician 
does cannot be killing, and so must be allowing 
to die. Killing patients is not, to put it flippantly, 
understood to be pan of physicians' job de­
scription. What is mistaken in this line of rea­
soning is the assumption that all killings are 
unjustified causings of death. Instead, some 
killings are ethically justified, including many 
instances of stopping life suppon. 

Another reason for resisting the conclusion 
that stopping life suppon is often killing is that 
it is psychologically uncomfonable. Suppose the 
physician had stopped the ALS patient's respi­
rator and had made the son's claim, "I didn't kill 
her, I merely allowed her to die. It was her ALS 
disease that caused her death." The clue to the 
psychological role here is how naturally the 
"merely" modifies "allowed her to die." The 
characterization as allowing to die is meant to 
shift felt responsibility away from the agent­
the physician-and to the lethal disease process. 
Other language common in death and dying 
contexts plays a similar role; ·'letting nature 
takes its course" or "stopping prolongmg the 
dying process·· both seem to shift responstbility 
from the phystct::m who stops life suppon to the 
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fatal disease process. However psychologically 
helpful these conceptualizations may be in mak­
ing the difficult responsibility of a physician's 
role in the patients death bearable, they never­
theless are confusions. Both physicians and fam­
ily members can instead be helped to 
understand that it is the patients decision and 
consent to stopping treatment that limits their 
responsibility for the patient's death and that 
shifts the responsibility to the patient. 

Many who accept the difference between 
killing and allowing to die as the distinction be­
tween acts and omissions resulting in death 
have gone on to argue that killing is not in itself 
morally different from allowing to die.8 1n this 
account, very roughly, one kills when one per­
forms an action that causes the death of a person 
(we are in a boat, you cannot swim, I push you 
overboard, and you drown}, and one allows to 
die when one has the ability and opportunity 
to prevent the death of another, knows this, and 
omits doing so, with the result that the person 
dies (we are in a boat. you cannot swim, you 
fall overboard, I don't throw you an available life 
ring, and you drown). Those who see no moral 
difference between killing and allowing to die 
typically employ the strategy of comparing cases 
that differ in these and no other potentially 
morally important respects. This wilt allow peo­
ple to consider whether the mere difference that 
one is a case of killing and the other of allowing 
to die matters morally, or whether instead it is 
other features that make most cases of killing 
worse than most instances of allowing to die. 
Here is such a pair of cases: 

Case 1. A very gravely ill patient is brought 
to a hospital emergency room and sent up to 
rhe ICU. The patient begins to develop res­
piratory failure that IS likely to require intu­
bation very soon. At that point the patients 
family members and long-standing physi­
cian arrive at the IQJ and inform the ICU 
staff that there had been extensive discus­
sion about future care wtth the patient when 
he was unquesuonably competent. Give h1s 
gra\·c and tcrmmal 1llness. as well as his 

state of debilitation, the patient had firmly 
rejected being placed on a respirator under 
any circumstances, and the family and 
physician produce the patients advance di­
rective to that effect. The ICU staff do not in­
tubate the patient, who dies of respiratory 
failure. 

Case 2. The same as Case 1 except that the 
family and physician are slightly delayed in 
traffic and arrive shonly after the patient has 
been intubated and placed on the respirator. 
The lCU staff exrubate the patient, who dies 
of respiratory failure. 

In Case 1 the patient is allowed to die, in 
Case 2 he is killed, but it is hard to see why what 
is done in Case 2 is significantly different 
morally than what is done in Case 1. It must be 
other factors that make most killings worse than 
most allowings to die, and if so, euthanasia can­
not be wrong simply because it is killing instead 
of allowing to die. 

Suppose both my arguments are mistaken. 
Suppose that killing is worse than allowing to 
die and that withdrawing life suppon is not 
kUling, although euthanasia is. Euthanasia still 
need not for that reason be morally wrong. To 
see this, we need to determine the basic princi­
ple for the moral evaluation of killing persons. 
What is it that makes paradigm cases of wrong­
ful killing wrongful? One very plausible answer 
is that killing denies the victim something that 
he or she values greatly--continued life or a fu­
ture. Moreover. since continued life is necessary 
for pursuing any of a person·s plans and pur­
poses, killing brings the frustration of aU of 
these plans and desires as well. In a nutshell, 
wrongful killing deprives a person of a valued 
future. and of all the person wanted and 
planned to do in that future. 

A natural expression of this account of the 
wrongness of killing is that people have a moral 
right not to be killedY But in this account of the 
wrongness of killing. the right not to be k11led. 
like other rights. should be waivable when the 
person makes a competent decision th:n con· 
unued life 1s no longer wanted or a good. but !S 
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instead worse than no funher life at all. In this 
view, euthanasia is properly understood as a 
case of a person having waived his or her right 
not to be killed. 

This rights view of the wrongness of kUling 
is not, of course, universally shared. Many peo­
ple's moral views about killing have their origins 
in religious views that human life comes from 
God and cannot be justifiably destroyed or 
taken away, either by the person whose life it is 
or by another. But in a pluralistic society like 
our own with a strong commitment to freedom 
of religion, public policy should not be 
grounded in religious beliefs which many in that 
society reject. I tum now to the general evalua­
tion of public policy on euthanasia. 

WOULD THE BAD CONSEQUENCES 
OF EUTHANASIA OUTWEIGH 
THE GOOD? 

The argument against euthanasia at the policy 
level is stronger than at the level of individual 
cases, though even here I believe the case is ul­
timately unpersuasive, or at best indecisive. The 
policy level is the place where the main issues 
lie, however, and where moral considerations 
that might override arguments in favor of eu­
thanasia will be found, if they are found any­
where. It is important to note two kinds of 
disagreement about the consequences for public 
policy of permitting euthanasia. First, there is 
empirical or factual disagreement about what 
the consequences would be. This disagreement 
is greatly exacerbated by the lack of firm data on 
the issue. Second, since on any reasonable as­
sessment there would be both good and bad 
consequences, there are moral disagreements 
about the relative imponance of different effects. 
In addition to these two sources of disagree­
ment. there is also no single. well-specified pol­
icy proposal for legalizing euthanasia on which 
policy assessments can focus. But without such 
specification. and espectally without explicit 
procedures for protecting against well-inten­
tioned mtsuse and ill-intentioned abuse. the 

consequences for policy are largely speculative. 
Despite these difficulties, a preliminary account 
of the main likely good and bad consequences is 
possible. This should help clarify where better 
data or more moral analysis and argument are 
needed, as well as where policy safeguards must 
be developed. 

Potential Good Consequences 
of Permitting Euthanasia 
What are the likely good consequences? First, 
if euthanasia were permitted it would be possi­
ble to respect the self-determination of compe.: 
tent patients who want it, but now cannot get it 
because of its illegality. We simply do not know 
how many such patients and people there are. 
In the Netherlands, with a population of about 
14.5 million (in 1987), estimates in a recent 
study were that about 1,900 cases of voluntary 
active euthanasia or physician-assisted suicide 
occur annually. No straightforward extrapola­
tion to the United States is possible for many 
reasons, among them, that we do not know how 
many people here who want euthanasia now get 
it, despite its illegality. Even with better data on 
the number of persons who want euthanasia but 
cannot get it, significant moral disagreement 
would remain about how much weight should 
be given to any instance of failure to respect a 
persons self-determination in this way. 

One important factor substantially affecting 
the number of persons who would seek eu­
thanasia is the extent to which an alternative is 
available. The widespread acceptance in the law, 
social policy, and medical practice of the right of 
a competent patient to forgo life-sustaining 
treatment suggests that the number of compe­
tent persons in the United States who would 
want euthanasia if it were permitted is probably 
relatively small. 

A second good consequence of making eu­
thanasia legally permissible benefits a much 
larger group. Polls have shown that a maJority of 
the American public believes that people should 
have a right to obtain euthanasia if they want 
it. 10 No doubt the vast ma_1omy of those who 
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suppon this right to euthanasia will never in fact 
come to want euthanasia for themselves. Nev­
ertheless, making it legally permissible would 
reassure many people that if they ever do want 
euthanasia they would be able to obtain it. This 
reassurance would supplement the broader con­
trol of the process of dying given by the right to 
decide about life-sustaining treatment. Having 
fire insurance on one's house benefits all who 
have it. not just those whose houses actually 
bum down, by reassuring them that in the un­
likely event of their house burning down, they 
will receive the money needed to rebuild it. 
Ukewise, the legalization of euthanasia can be 
thought of as a kind of insurance policy against 
being forced to endure a protracted dying 
process that one has come to find burdensome 
and unwanted, especially when there is no life­
sustaining treatment to forgo. The strong con­
cern about losing control of their care expressed 
by many people who face serious illness likely to 
end in death suggests that they give substantial 
importance to the legalization of euthanasia as 
a means of maintaining this control. 

A third good consequence of the legalization 
of euthanasia concerns patients whose dying is 
filled with severe and umelievable pain or suf­
fering. "When there is a life-sustaining treatment 
that, if foregone, will lead relatively quickly to 
death, then doing so can bring an end to these 
patients' suffering without recourse to euthana­
sia. For patients receiving no such treatment. 
however, euthanasia may be the only release 
from their otherwise prolonged suffering and 
agony. This argument from mercy has always 
been the strongest argument for euthanasia in 
those cases to which it applies. 1l 

The imponance of relieving pain and suf­
fering is less controversial than lS the frequency 
with which patients are forced to undergo un­
treatable agony that only euthanasia could re­
lieve. If we focus first on suffermg cased by 
physical pain, it is crucial to d!stmgutsh pam 
that could be adequately relieved wtth modern 
methods of pain control. though it in fact is not. 
from pam that is relievable only by death. 12 For 
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a variety of reasons, including some physicians' 
fear of hastening the patient's death, as well 
as the lack of a publicly accessible means for 
assessing the amount of the patients pain, many 
patients suffer pain that could be, but is not, 
relieved. 

Specialists in pain control, as for example 
the pain of terminally ill cancer patients, argue 
that there are very few patients whose pain 
could not be adequately controlled, though 
sometimes at the cost of so sedating them that 
they are effectively unable to interact with other 
people or their environment. Thus, the argu­
ment from mercy in cases of physical pain can 
probably be met in a large majority of cases by 
providing adequate measures of pain relief. This 
should be a high priority. whatever our legal 
policy on euthanasia-the relief of pain and suf­
fering has long been, quite properly, one of the 
central goals of medicine. Those cases in which 
pain could be effectively relieved, but in fact is 
not, should only count significantly in favor of 
legalizing euthanasia if all reasonable effons to 
change pain management techniques have been 
tried and have failed. 

Dying patients often undergo substantial 
psychological suffering that is not fully or even 
principally the result of physical pain.13 The 
knowledge about how to relieve this suffering 
is much more limited than in the case of reliev­
ing pain. and effons to do so are probably more 
often unsuccessful. If the argument from mercy 
is extended to patients experiencing great and 
unrelievable psychological suffering, the num­
bers of patients to which it applies are much 
greater. 

One last good consequence of legalizing eu­
thanasia is that once death has been accepted, 
it is often more humane to end life quickly and 
peacefully, when that is what the patient wants. 
Such a death will often be seen as better than a 
more prolonged one. People who suffer a sud­
den and unexpected death. for example by 
dying quickly or in their sleep from a hean at­
tack or stroke, are often considered lucky to 
have dted in this way. We care about how we die 
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in pan because we care about how others re­
member us, and we hope they wH! remember us 
as we were in "good times" with !hem and not as 
we might be when disease has robbed us of our 
dignity as human beings. As with much in the 
treatment and care of the dying. people's con­
cerns differ in this respect, but for at least some 
people, euthanasia will be a more humane death 
than what they have often experienced with 
other loved ones and might otherwtse expect for 
themselves. 

Some opponents of euthanasia challenge 
how much imponance should be given to any of 
these good consequences of permitting it, or 
even whether some would be good conse­
quences at all. But more frequently. opponentS 
cite a number of bad consequences that permit­
ting euthanasia would or could produce. and it 
is to their assessment that I now tum. 

Potential Bad Consequences 
of Permitting Euthanasia 
Some of the arguments against permitting eu­
thanasia are aimed specifically against physi­
cians, while others are aimed agamst anyone 
being permitted to perform it. 1 shall first con­
sider one argument of the former son. Permit­
ting physicians to perform euthanasia. it is said. 
would be incompatible with their fundamental 
moral and professional commitment as healers 
to care for patientS and to protect life. Moreover, 
if euthanasia by physicians became common. 
patients would come to fear th:n a mcdic:uion 
was intended not to treat or care. but instead to 

kill. and would thus lose trust in their physi­
cians. This position was forcefully stated in a 
paper by Willard Gaylin and his colleagues: 

The very soul of medicine ts on mal 
This issue touches medicine at tts moral cen­
ter; if this moral center collapses. tf physt­
cians become killers or are even h..:cnscd to 
kill. the profession-and. thcrcwnh . ..::.~~:h 
physictan-will never again be w.mhv ~,f 
trust and respect as healer and <.:llmtoncr 
and protector of hfe in allns tradt\·. 

These authors go on to make clear that, 
while they oppose permitting anyone to per­
form euthanasia, their special concern is with 
physicians doing so: 

We call on fellow physicians to say that they 
will not deliberately kilL We must also say to 
each of our fellow physicians that we will 
not tolerate killing of patients and that we 
shall take disciplinary action against doctors 
who kill. And we must say to the broader 
community that if it insists on tolerating or 
legalizing active euthanasia, it will have to 
find nonphysicians to do its killing. 14 

If permitting physicians to kill would un­
dermine the very "moral center" of medicine, 
then almost cenainly physicians should not be 
permitted to perform euthanasia. But how per­
suasive is this claim? Patients should not fear, 
as a consequence of pennitting voluntary active 
euthanasia. that their physicians will substitute 
a lethal injection for what patients want and be­
lieve is pan of their care. If active euthanasia is 
restricted to cases in which it is truly voluntary, 
then no patient should fear getting it unless she 
or he has voluntarily requested it. (The fear that 
we might in time also come to accept nonvol­
untary, or even involuntary, active euthanasia is 
a slippery slope worry l address below.) Patients' 
trust of their physicians could be increased. not 
eroded, by knowledge that physicians will pro­
vide aid in dying when patients seek it. 

Might Gaylin and his colleagues nevenheless 
be correct m their claim that the moral center 
of medicine would collapse if physicians were to 

become killers? This question raises what at the 
deepest level should be the guiding aims of 
medicine. a question that obviously cannot be 
fully explored here. But l do want to say enough 
to indicate the direction that I believe an appro­
priate response to this challenge should take. 
ln spelling out above what I called the positive 
argument for voluntary active euthanasia. I 
suggested that two principal values-respect­
ing patients· self-determmation and promoting 
their well-bemg-underlie the consensus that 
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competent patients, or the surrogates of incom­
petent patients, are entitled to refuse any life­
sustaining treatment and to choose from among 
available alternative treatments. It is the com­
mitment to these two values in guiding physi­
cians' actions as healers, comforters, and 
protectors of their patients' lives that should be 
at the "moral center" of medicine, and these two 
values suppon physicians' administering eu­
thanasia when their patients make competent 
requests for it. 

What should not be at that moral center is a 
commitment to preserving patients' lives as 
such, without regard to whether those patients 
want their lives preserved or judge their preser­
vation a benefit to them. Vitalism has been re­
jected by most physicians, and despite some 
statements that suggest it, is almost certainly not 
what Gaylin and colleagues intended. One of 
them, Leon Kass, has elaborated elsewhere the 
view that medicine is a moral profession whose 
proper aim is "the naturally given end of health," 
understood as the wholeness and well-working 
of the human being; "for the physician, at least, 
human life in living bodies commands respect 
and reverence-by its very nature. • Kass contin­
ues, "the deepest ethical principle restraining 
the physician's power is not the autonomy or 
freedom of the patient; neither is it his own 
compassion or good intention. Rather, it is the 
dignity and mysterious power of human life it­
self. "15 1 believe Kass is in the end mistaken 
about the· proper account of the aims of medi­
cine and the limits on physicians' power, but 
this difficult issue will certainly be one of the 
central themes in the continuing debate about 
euthanasia. 

A second bad consequence that some fore­
see is that permitting euthanasia would weaken 
societys commitment to provide optimal care for 
dying patients. We live at a time in which the 
control of health care costs has become, and is 
likely to continue to be. the dominant focus of 
health care policy. If euthanasia is seen as a 
cheaper alternative to adequate care and treat­
ment. then we might become less scrupulous 

about providing sometimes costly suppon and 
other services to dying patients. Panicularly if 
our society comes to embrace deeper and more 
explicit rationing of health care, frail, elderly, and 
dying patients will need to be strong and effec­
tive advocates for their own health care and 
other needs, although they are hardly in a posi­
tion to do this. We should do nothing to weaken 
their ability to obtain adequate care and services. 

This second worry is difficult to assess be­
cause there is little firm evidence about the like­
lihood of the feared erosion in the care of dying 
patients. There are at least two reasons, how­
ever, for skepticism about this argument. The 
first is that the same worry could have been di­
rected at recognizing patients' or surrogates' 
rights to forgo life-sustaining treatment, yet 
there is no persuasive evidence that recognizing 
the right to refuse treannent has caused a serious 
erosion in the quality of care of dying patients. 
The second reason for skepticism about this 
worry is that only a very small proponion of 
deaths would occur from euthanasia if it were 
permitted. In the Netherlands, where euthanasia 
under specified circumstances is permitted by 
the couns, though not authorized by statute, the 
best estimate of the proportion of overall deaths 
that result from it is about 2 pen:enc.l6 Thus, the 
vast majority of critically ill and dying patients 
will not request it, and so will still have to be 
cared for by physicians, families, and others. 
Permitting euthanasia should not diminish peo­
ples cornminnent and concern to maintain and 
improve the care of these patients. 

A third possible bad consequence of permit­
ting euthanasia (or even a public discourse in 
which strong support for euthanasia is evident) 
is to threaten the progress made in securing the 
rights of patients or their surrogates to decide 
about and to refuse life-sustaining treatment. 17 

This progress has been made against the back­
drop of a clear and firm legal prohibition of eu­
thanasia. which has provided a relauvely bright 
line limiting the dominion of others over pa­
tients" lives. It has therefore been an important 
reassurance to concerns about how the author-
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ity to take steps ending life might be misused, 
abused, or wrongly extended. 

Many supporters of the right of patients or 
their surrogates to refuse treatment strongly op~ 
pose euthanasia. and if fol'l:ed to choose might 
well withdraw their support of the right to 
refuse treatment rather than accept euthanasia. 
Public policy in the last fifteen years has gener­
ally let life-sustaining treatment decisions be 
made in health care setting between physicians 
and patients or their surrogates. and without the 
involvement of the courts. However, if euthana­
sia is made legally permissible greater involve­
ment of the courts is likely, which could in tum 
extend to a greater court involvement in life-sus­
taining treatment decisions. Most agree, how­
ever, that increased involvement of the courts 
in these decisions would be undesirable. as it 
would make sound decisionmaking more cum­
bersome and difficult without sufficient com­
pensating benefits. 

As with the second potential bad conse­
quence of permitting euthanasia, this third con­
sideration too is speculative and difficult to 
assess. The feared erosion of patients' or surro­
gates' rights to decide about life-sustaining treat­
ment, together with greater court involvement 
in those decisions, are both possible. However, I 
believe there is reason to discount this general 
worry. The legal rights of competent patients 
and. to a lesser degree, surrogates of incompe­
tent patients to decide about treatment are very 
firmly embedded in a long line of informed con­
sent and life-sustaining treatment cases. and are 
not likely to be eroded by a debate over, or even 
acceptance of, euthanasia. It will not be ac­
cepted without safeguards that reassure the pub­
lic about abuse. and if that debate shows the 
need for similar safeguards for some life-sus­
taining treatment decisions they should be 
adopted there as well. In neither case are the 
only possible safeguards greater court involve­
ment. as the recent growth of insmuuonal ethics 
committees shows. 

The fourth potential bad consequence of 
permnting euthan:lSla has been developed by 

David Velleman and turns on the subtle point 
that making a new option or choice available to 
people can sometimes make them worse off, 
even if once they have the choice they go on to 
choose what is best for them.lS Ordinarily, peo­
ples continued existence is viewed by them as 
a given, a fixed condition with which they must 
cope. Making euthanasia available to people as 
an option denies them the alternative of staying 
alive by default. lf people are offered the option 
of euthanasia, their continued existence is now a 
choice for which they can be held responsible 
and which they can be asked by others to justify. 
We care, and are right to care, about being able 
to justify ourselves to others. To the extent that 
our society is unsympathetic to justifying a se­
verely dependent or impaired existence, a heavy 
psychological burden of proof may be placed on 
patients who think their terminal illness or 
chronic infirmity is not a sufficient reason for 
dying. Even if they otherwise view their life as 
worth living, the opinion of others around them 
that it is not can threaten their reason for living 
and make euthanasia a rational choice. Thus the 
existence of the option becomes a subtle pres­
sure to request it. 

lhis argument correcdy identifies the reason 
why offering some patients the option of eu~ 
thanasia would not benefit them. Velleman takes 
it not as a reason for opposing all euthanasia, 
but for restricting it to cil'l:umstances where 
there are "unmistakable and overpowering rea­
sons for persons to want the option of euthana­
sia," and for denying the option in all other 
cases. But there are at least three reasons why 
such restriction may not be warranted. First. 
polls and other evidence suppon that most 
Americans believe euthanasia should be permit· 
ted (though the recent defeat of the referendum 
to permit it in the state of Washington raises 
some doubt about this suppon). Thus. many 
more people seem to want the choice than 
would be made worse off by getting it. Second. 
if givmg people the option of ending their life 
realh- makes them worse off. then we should not 
l'nly prohtbit euthanasta. but also take back 
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from people the right they now have to decide 
about life-sustaining treatment. The feared 
harmful effect should already have occurred 
from securing people's right to refuse life-sus­
taining treatment, yet there is no evidence of any 
such widespread harm or any broad public de­
sire to rescind that right. Third, since there is a 
wide range of conditions in which reasonable 
people can and do disagree about whether they 
would want continued life. it is not possible to 
restrict the permissibility of euthanasia as nar­
rowly as Velleman suggests without thereby 
denying it to most persons who would want it; 
to permit it only in cases in which vinually 
everyone would want it would be to deny it to 
most who would want it. 

A fifth potential bad consequence of mak­
ing euthanasia legally permissible is that it 
might weaken the general legal prohibition of 
homicide. This prohibition is so fundamental 
to civilized society. it is argued, that we should 
do nothing that erodes it. If most cases of stop­
ping life suppon are killing, as I have already ar­
gued, then the court cases permitting such 
killing have already in effect weakened this pro­
hibition. However. neither the courts nor most 
people have seen these cases as killing and so 
as challenging the prohibition of homicide. The 
courts have usually grounded patients' or their 
surrogates' rights to refuse life-sustaining treat­
ment in rights to privacy. libeny. self-determina­
tion. or bodily integrity, not in exceptions to 
homicide laws. 

Legal permission for physicians or others to 

perform euthanasia could not be grounded in 
patients' rights lO decide about medical treat­
ment. Permitting euthanasia would require 
qualifying, at least in effect. the legal prohibition 
against homicide. a prohibition that in general 
does not allow the consent of the victim to jus­
tify or excuse the act. Nevertheless. the very 
same fundamental basis of the right to decide 
about hfe-sustaming treatment-respecting a 
person's self-determmanon--does support eu­
thanasia as well. Individual self-determination 

has long been a well-entrenched and fundamen­
tal value in the law, and so extending it to eu­
thanasia would not require appeal to novel legal 
values or principles. That suicide or attempted 
suicide is no longer a criminal offense in all 
states indicates an acceptance of individual self­
determination in the taking of one's own life 
analogous to that required for voluntary active 
euthanasia. The legal prohibition (in most states) 
of assisting in suicide and the refusal in the law 
to accept the consent of the victim as a possible 
justification of homicide are both arguably a re­
sult of difficulties in the legal process of estab­
lishing the consent of the victim after the fact. 
If procedures can be designed that clearly es­
tablish the voluntariness of the person's request 
for euthanasia, it would under those procedures 
represent a carefully circumscribed qualification 
on the legal prohibition of homicide. Nevenhe­
less, some remaining worries about this weak­
ening can be captured in the final potential bad 
consequence, to which I will now tum. 

This final potential bad consequence is the 
central concern of many opponents of euthana­
sia and. 1 believe, is the most serious objection 
to a legal policy permitting it. According to this 
"slippery slope" worry. although active euthana­
sia may be morally permissible in cases in which 
it is unequivocally voluntary and the patient 
finds his or her condition unbearable, a legal 
policy permitting euthanasia would inevitably 
lead to active euthanasia being performed in 
many other cases in which it would be morally 
wrong. To prevent those other wrong cases of 
euthanasia we should not permit even morally 
justified performance of it. 

Slippery slope arguments of this form are 
problematic and difficult to evaluate. 19 From 
one perspective. they are the last refuge of con­
servative defenders of the status quo. When all 
the opponent's objections to the wrongness of 
euthanasia itself have been met. the opponent 
then shifts ground and acknowledges both that 
1t is not m itself wrong and that a legal pohcy 
which resulted only m its being periormed 
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would not be bad. Nevenheless, the opponent 
maintains, it should still not be permitted be­
cause doing so would result in its being per­
formed in other cases in which it is not 
voluntary and would be wrong. In this argu­
ments most extreme form, permitting euthana­
sia is the first and fateful step down the slippery 
slope to Nazism. Once on the slope we will be 
unable to get off. 

Now it cannot be denied that it is possible 
that permitting euthanasia could have these 
fateful consequences, but that cannot be enough 
to warrant prohibiting it if it is otherwise justi­
fied. A similar possible slippery slope worry 
could have been raised to securing competent 
patients' rights to decide about life suppon, but 
recent history shows such a worry would have 
been unfounded. It must be relevant how likely 
it is that we will end with horrendous conse­
quences and an unjustified practice of euthana­
sia. How likely and widespread would the abuses 
and unwarranted extensions of permitting it be? 
By abuses, I mean the performance of euthana­
sia that fails to satisfy the conditions required for 
voluntary active euthanasia. for example, if the 
patient has been subtly pressured to accept it. 
By unwarranted extensions of policy, I mean 
later changes in legal policy to permit not just 
voluntary euthanasia, but also euthanasia in 
cases in which, for example, it need not be fully 
voluntary. Opponents of voluntary euthanasia 
on slippery slope grounds have not provided the 
data or evidence necessary to tum their specu­
lauve concerns into well-grounded likelihoods. 

It is at least clear. however, that both the 
character and likelihood of abuses of a legal pol­
icy permitting euthanasia depend in significant 
part on the procedures put in place to protect 
against them. I will not try to detail fully what 
such procedures might be, but will just give 
some examples of what they might include: 

l. The patient should be pro\1ded wnh all 
relevant information about his or her 
medical condition. current prognosis. 

available alternative treatments, and the 
prognosis of each. 

2. Procedures should ensure that the pa­
tient's request for euthanasia is stable or 
enduring (a brief waiting period could be 
required) and fully voluntary (an advocate 
for the patient might be appointed to en­
sure this). 

3. All reasonable alternatives must have been 
explored for improving the patients qual­
ity of life and relieving any pain or suffer-

~g._ 
4. A psychiatric evaluation should ensure 

that the patients request is not the result 
of a treatable psychological impairment 
such as depression. 20 

These examples of procedural safeguards are 
all designed to ensure that the patient's choice 
is fully informed, voluntary. and competent, and 
so a true exercise of self-determination. Other 
proposals for euthanasia would restrict its per­
missibility funher-for example, to the termi­
nally ill-a restriction that cannot be supponed 
by self-determination. Such additional restric­
tions might, however, be justified by concern for 
limiting potential harms from abuse. At the 
same time, it is important not to impose proce­
dural or substantive safeguards so restrictive as 
to make euthanasia impermissible or practically 
infeasible in a wide range of justified cases. 

These examples of procedural safeguards 
make clear that it is possible to substantially re­
duce, though not to eliminate. the potential for 
abuse of a policy permitting voluntary active 
euthanasia. Any legalization of the practice 
should be accompanied by a well-considered set 
of procedural safeguards together with an on­
going evaluation of its use. Introducing eu­
thanasia into only a few states could be a form of 
carefully limited and controlled social experi­
ment that would give us evidence about the 
benefits and harms of the practice. Even then 
firm and uncontroversial data may remain elu­
sive. as the conunuing controversy over what 
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has taken place in the Netherlands in recent 
years indicates. 21 

The Slip into Nonvoluntary 
Active Euthanasia 
While 1 believe slippery slope worries can 
largely be limited by making necessary distinc­
tions both in principle and in practice, one slip­
pery slope concern is legitimate. There is reason 
to expect that legalization of voluntary active eu­
thanasia might soon be followed by strong pres­
sure to legalize some ·nonvoluntary euthanasia 
of incompetent patients unable to express their 
own wishes. Respecting a persons self-determi­
nation and recognizing that continued life is not 
always of value to a person can suppon not only 
voluntary active euthanasia, but some nonvol­
untary euthanasia as well. These are the same 
values that ground competent patients' right to 
refuse life-sustaining treatment. Recent history 
here is instructive. In the medical ethics litera­
ture, in the courts since Quinlan. and in norms 
of medical practice, that right has been extended 
to incompetent patients and exercised by a sur­
rogate who is to decide as the patient would 
have decided in the circumstances if compe­
tent. 22 It has been held unreasonable to con­
tinue life-sustaining treatment that the patient 
would not have wanted just because the patient 
now lacks the capacity to tell us that. Ufe-sus­
taining treatment for incompetent patients is 
today frequently forgone on the basis of a sur­
rogates decision, or less frequently on the basis 
of an advance directive executed by the patient 
while still competent. The very same logic that 
has extended the right to refuse life-sustaining 
treatment from a competent patient to the sur­
rogate of an incompetent patient (acting with 
or without a formal advance directive from the 
patient) may well extend the scope of active eu­
thanasia. The argument will be. Why continue 
to force unwanted life on patients just because 
they have now lost the capacnv to request eu­
thanasia from us? 

A related phenomenon may reinforce this 
slippery slope concern. In the Netherlands, 
what the courts have sanctioned has been 
clearly restricted to voluntary euthanasia. In it­
self, this serves as some evidence that permitting 
it need not lead to permitting the nonvoluntary 
variety. There is some indication, however, that 
for many Dutch physicians euthanasia is no 
longer viewed as a special action. set apan from 
their usual practice and restricted only to com­
petent persons. Instead, it is seen as one end of 
a spectrum of caring for dying patients. When 
viewed in this way it will be difficult to deny 
euthanasia to a patient for whom it is seen as the 
best or most appropriate form of care simply be­
cause that patient is now incompetent and can­
not request it. 

Even if voluntary active euthanasia should 
slip into nonvoluntary active euthanasia, with 
surrogates acting for incompetent patients. the 
ethical evaluation is more complex than many 
opponents of euthanasia allow. just as in the 
case of surrogates' decision to forgo life-sustain­
ing treatment for incompetent patients, so also 
surrogates' decisions to request euthanasia for 
incompetent persons would often accurately re­
flect what the incompetent person would have 
wanted and would deny the person nothing that 
he or she would have considered wonh having. 
Making nonvoluntary active euthanasia legally 
permissible, however, would greatly enlarge the 
number of patients on whom it might be per­
formed and substantially enlarge the potential 
for misuse and abuse. As noted above, frail and 
debilitated elderly people, often demented or 
otherwise incompetent and thereby unable to 
defend and assen their own interests, may be es­
pecially vulnerable to unwanted euthanasia. 

For some people. this risk is more than suf­
ficient reason to oppose the legalization of vol­
untary euthanasia. But while we should in 
general be cautious about inferring much from 
the experience in the Netherlands to what our 
own experience in the United States might be. 
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there may be one important lesson that we can 
learn from them. One commentator has noted 
that in the Netherlands families of incompetent 
patients have less authority than do families in 
the United States to act as surrogates for incom­
petent patients in making decisions to forgo life­
sustaining treatment. 24 From the Dutch 
perspective, it may be we in the United States 
who are already on the slippery slope in having 
given surrogates broad authority to forgo life­
sustaining treatment for incompetent persons. 
In this view. the more imponant moral divide, 
and the more important with regard to poten­
tial for abuse, is not between forgoing life-sus­
taining treatment and euthanasia, but instead 
between voluntary and nonvoluntary perfor­
mance of either. If this is correct, then the more 
imponant issue is ensuring the appropriate 
principles and procedural safeguards for the ex­
ercise of decisionrnaking authority by surrogates 
for incompetent persons in all decisions at the 
end of life. This may be the correct response to 
slippery slope worries about euthanasia. 

I have cited both good and bad conse­
quences that have been thought likely from a 
policy change permitting voluntary active eu­
thanasia, and have tried to evaluate their likeli­
hood and relative importance. Nevenheless, as I 
noted earlier, reasonable disagreement remains 
both about the consequences of permitting eu­
thanasia and about which of these consequences 
are more imponant. The depth and strength of 
public and professional debate about whether. 
all things considered. permitting euthanasia 
would be desirable or undesirable reflects these 
disagreements. While my own view is that the 
balance of considerations supports permitting 
the practice. my principal purpose here has 
been to clarify the main issues. 

THE ROLE OF PHYSICIANS 

If euthanasia is made legally permissible. should 
phystcians take part m it? Should only physi-

cians be permitted to perform it, as is the case in 
the Netherlands? In discussing whether eu­
thanasia is incompatible with medicine's com­
mitment to curing, caring for, and comforting 
patients, I argued that it is not at odds with a 
proper understanding of the aims of medicine, 
and so need not undermine patients' trust in 
their physicians. If that argument is correct, 
then physicians probably should not be prohib­
ited. either by law or by professional norms. 
from taking pan in a legally permissible practice 
of euthanasia (nor, of course, should they be 
compelled to do so if their personal or profes­
sional scruples forbid it). Most physicians in the 
Netherlands appear not to understand euthana­
sia to be incompatible with their professional 
commitments. 

Sometimes patients who would be able to 
end their lives on their own nevenheless seek 
the assistance of physicians. Physician involve­
ment in such cases may have imponant bene­
fits to patients and others beyond simply 
assuring the use of effective means. Historically. 
in the United States suicide has carried a strong 
negative stigma that many today believe unwar­
ranted. Seeking a physicians assistance, or what 
can almost seem a physicians blessing, may be 
a way of trying to remove that stigma and show 
others that the decision for suicide was made 
with due seriousness and was justified under the 
circumstances. The physicians involvement pro­
vides a kind of social approval, or more accu­
rately helps counter what would otherwise be 
unwarranted social disapprovaL 

There are also at least two reasons for re­
stricting the practice of euthanasia to physicians 
only. First, physicians would inevitably be in­
volved in some of the important procedural 
safeguards necessary to a defensible practice. 
such as seeing to it that the patient is well-in­
formed about his or her condition, prognosis. 
and possible treatments. and ensuring that all 
reasonable means have been taken to improve 
the quality of the patients life. Second, and 
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probably more imponant. one necessary protec­
tion against abuse of the practice is to limit the 
persons given authority to perform it, so that 
they can be held accountable for their exercise 
of that authority. Physicians, whose training and 
professional norms give some assurance that 
they would perform euthanasia responsibly, are 
an appropriate group of persons to whom the 
practice may be restricted. 
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Oregon's Ballot Measure 16: The "Death with Dignity Act:" (1994) 

Editor's Note: On November 8. 1994. the .. Deatn wtth Dignity Act- (Measure 16) was ap­
proved by Oregon voters by a 52 percent ::J 48 oercer.t vote. It was to have gone into ef­
fect on December 8th of that year b~: •.-:<!S c·oc~ed b·.1 court actton. 

Summary 

Allows terminally ill adult Oregon residents \"Ol­
untary informed choice to obtam phys1c1an's pre­
scription for drugs to end life. Remo\'es cnmmal 
penalties for qualifying physician-assisted su1c1de. 
Applies when physicians pred1ct puent's death 
within 6 months. Requires: 

15-day waiting period: 
2 oral, 1 written request; 

second physicians opinion: 
counseling if either physician bd1e\'es pauent 
has mental disorder. impa1red _1udgmem f~om 
depression. 

Person has choice whether to noui\' next of 
kin. Health care prov1ders 1mmur.e i~om .::nl. 
cnmmalliability for good f::uth corr.;:>i1ar:.:e. 

Written Request for Medication 
to End One's Life in a Humane 
and Dignified Manner 

2.01 \\'ho May Initiate: a Written 
Request for Medication 
An adult who IS capable. :sa r.:s1..:;:~: . : lk:~on. 
and has been determmed by the J::.::-. .::nl! F:":\'Si­

Ciln and consulung phys1c1an :o b:: ~u::·::nn,: =·~om 
.1 :crm:nai .:i;seasc:: .. mci ',\·ho :.. .. 1::: ·• ·.·.::·.:.u: ·. t:x-

pressed his or her wish to die, may make a writ­
ten request for medication for the purpose of end­
ing his or her life in a humane and dignified 
manner in accordance with this Act. 

2.02 Fonn of the Written Request 

(1) A valid request for medication under this 
Act shall be in substantially the form de­
scribed in Section 6 of this Act, signed and 
dated by the patient and witnessed by at 
least two individuals who, in the presence 
of the patient, attest that to the best of their 
knowledge and belief the patient is capable, 
acting voluntarily, and is not being coerced 
to sign the request. 

(2) One of the witnesses shall be a person who 
is not: 
(a) A relative of the patient by blood. mar­
riage or adoption: 
(b) A person who at the time the request 
is signed would be entitled to any ponion 
of the estate of the qualified patient upon 
death under any will or by operation of 
law: or 
(c) An owner. oper:uor or employee of a 
health care facility where the quahfied pa­
tient IS recei\;ng medical treatment or 1s a 
resident. 


