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1. INTRODUCTION

Voluntary euthanasia may be defined as “a medically assisted quick peaceful death at the request of and in the interests of a patient”
, “the deliberate ending of a life in a painless manner at the request of the patient”
, the “killing of someone where, on account of his distressing physical or mental state, this is thought to be in his own interests… done at the request of the person himself.”
  O’Loughlin and McNamara define euthanasia as the

intentional taking of a human life either by a deliberate act (as with a lethal injection) or by the deliberate neglect of reasonable care (as with not offering feeds to a newborn infant.)

They observe that “the continuing use (by proponents of euthanasia) of the term voluntary euthanasia to specify a policy, shifts the emphasis from the objective nature of the act of killing to the intent or choice of the persons involved, be they doctor or patient.  This pro-choice emphasis is similar to that used in the abortion debate.”

Euthanasia advocates prefer the usage “voluntary euthanasia” because they believe that voluntary euthanasia can be kept separate from other acts of euthanasia which involve the killings of patients without their explicit request.
  The South Australian Voluntary Euthanasia Society (SAVES) believes that changes to the law to permit voluntary euthanasia represent a “clearly defined and unambiguous boundary”, and that such evidence as SAVES claims it has “does not support this escalation of fear.”
  SAVES is “simply proposing” changes in the law to rectify the anomalies they see, and that, “as in The Netherlands, the circumstances in which v.e. is permissible should be carefully defined and the law changed accordingly.”

2. CAN VOLUNTARY EUTHANASIA BE TAMED?

Supporters of voluntary euthanasia claim that voluntary euthanasia can be domesticated, that it will not lead to other forms of medical killing which violate the patient’s autonomy or right to choose.  The Netherlands is frequently cited as the test case which proves the point.  I shall assess the evidence available on the practice of euthanasia in that country shortly.

Invoking the principle of autonomy as the defining principle to decide the moral rightness or wrongness of euthanasia, Tristram Engelhardt and Helga Kuhse both recognise the qualification of avoiding harm to others.  Like Jonathon Glover they hold that

To refuse to provide help [to commit suicide] is a very serious denial of the person’s autonomy over the matter of his own life and death, and is only to be justified by powerful arguments appealing either to the future quality of his life or to side-effects.

None of these writers believe that we have cause to worry about deleterious social consequences.

However Helga Kuhse and Peter Singer also believe that it is sometimes morally right to kill certain classes of humans without their knowledge and consent. Peter Singer can justify the killing of a “defective infant”.

When the death of a defective infant will lead to the birth of another infant with better prospects of a happy life, the total amount of happiness will be greater if the defective infant is killed. The loss of a happy life for the first infant is outweighed by the gain of a happier life for the second.  Therefore, if killing the haemophiliac infant has no adverse effect on others, it would, according to the total view, be right to kill him.

Kuhse and Singer “think some infants with severe disabilities should be killed.”
  They believe that

there is a limit to the burden of dependence which any community can carry. If we attempt to keep all handicapped infants alive, irrespective of their future prospects, we will have to give up other things which we may well regard as at least as important.

As far as adults who refuse euthanasia are concerned, Helga Kuhse proposes the following strategy to make the choice for death seem the only choice to make.

If we can get people to accept the removal of all treatment and care – especially the removal of food and fluids – they will see what a painful way this is to die, and then, in the patient’s best interests, they will accept the lethal injection.

Kuhse is not proposing a policy of coercive “voluntary euthanasia”.  Her view is that a public policy, which allows the withholding of food and fluids, is a cruel one and not in the patient’s best interest.  She believes the public recognition that such a policy grossly disregards the interests of patients must lead to the acceptance of active euthanasia.

Daniel Myen proposes suicide not just as a right but, in some circumstances, a duty.

The duty to suicide occurs when through my continued living lack of autonomy, misery, isolation, uniformity, unfruitfulness, incurability, lameness, pain, insensitivity, disgrace, madness, sin threaten to become the norm for humanity and my suicide is the only means available for me to prevent this.

The New South Wales Humanist Society has suggested that “converting some forms of N.V.E. [non-voluntary euthanasia] to V.E. [voluntary euthanasia] is very desirable.” It suggested the possibility of a “senile degenerate” having signed prior consent to being killed “while still in full possession of his faculties”.  They further suggest that the law could be changed to allow “the mentally ill, the right of consent to E. [euthanasia].”  As for babies “born with severe mental or physical disabilities, such as are sure to make it a misery to itself or to those who have to look after it, its life should be terminable by legal process before any person becomes emotionally attached to it.”  This could be done by “passing a law granting parents a right to assign certain discretion to a doctor”.  The N.S.W. Humanist Society refers specifically to “babies grossly mentally or physically handicapped.  The severe mentally afflicted.  Senile degenerates.  It does seem undesirable to keep these unfortunates alive.  Their continued existence burdens relatives, friends and the community, and often, though not always, themselves.”
  This discussion of the non-voluntary killing of some “degenerates” occurs in a document which begins firstly with a discussion of suicide, assisted suicide, and voluntary euthanasia, a discussion which inexorably leads to the canvassing of the killings even of the mentally ill.

It appears, then, that many of the key proponents of voluntary euthanasia are committed, as well, to the non-voluntary killings of other classes of humans, some of whom they are disposed to define as non-persons to make the killings seem more “reasonable”.  That being the case, there is every reason to question the claim that voluntary euthanasia can be quarantined from the non-voluntary killings of different groups of vulnerable human beings.

3. PETER SINGER, “THE AGE”
 DEBATE, AND THE NETHERLANDS

In the Melbourne newspaper “The Age”, of March 6 1992, Peter Singer advocated the legalisation of euthanasia in line with the court-sanctioned practice of The Netherlands.  He referred to a study carried out by the Monash University Centre For Human Bioethics which purported to show that a quarter of the Victorian nurses who participated in the survey “had been asked by a doctor to do something that would, at the request of the patient, directly and actively end the patient’s life.” Of these, 85 per cent had engaged in the administration of death to their patients at least once, and 80 per cent “had done so more than once.”  This was in line with an earlier survey of Victorian doctors “which found that 29 per cent of respondents had taken active steps to bring about the death of a patient who had asked for death to be hastened.”

The essential elements of Singer’s case were:

a) The doctors and nurses are doing it anyway, it is better it is legal so that patients can have access to the services that “would put them in control of the last phase of their lives.”

b) The Netherlands system means that a second opinion will be required and strict conditions met.

c) It will put the minds of doctors and nurses at ease that they will not be charged with murder.

d) As in The Netherlands “voluntary euthanasia can be offered openly, in specified circumstances, and reported as the cause of death on the death certificate, without any fear of prosecution, as long as correct procedures were followed.”

e) In The Netherlands about 2300 deaths each year result from voluntary euthanasia carried out by doctors.

A spirited correspondence and a series of other articles followed the Singer article and an earlier statement (March 3) by Ron Merkel.  Merkel, the president of the Victorian Council for Civil Liberties claimed that the distinction between passive and active euthanasia was illusory.

If you stand by and don’t help a patient who therefore dies – or if you are standing by and you help that patient to die – there is no real difference.

Peter Coghlan responded by arguing that Merkel was mistaken, that there is a morally relevant distinction between intending to kill by act or by neglect, and engaging in acts or omissions without intending to cause death.
  The South Australian Select Committee On the Law and Practice Relating to Dying has also refused to accept that “there is no moral distinction between letting someone die and bringing about that person’s death.”
  Dr Lloyd Morgan rejected the call for active euthanasia “because it is unnecessary in most cases”, and because the choices of dying in pain or being killed are not the only choices available given modern palliative care.

4. THE TRUTH ABOUT THE NETHERLANDS

The evidence from The Netherlands, now available in the official Dutch reports, and in a recently published research piece by the English legal academic John Keown, provides conclusive evidence of abuse, of the slippery slope that Singer, Kuhse and others have denied would be the case.  The Dutch reports contain abundant evidence that doctors kill more without their explicit request than with their explicit request, and that euthanasia is not restricted by the so-called “strict medical guidelines” provided by the Dutch courts.

The first results of the Dutch nationwide study on “euthanasia and other medical decisions concerning the end of life (MDEL)” give pause for thought.  The report, published in the British medical journal The Lancet and based upon larger reports published in Dutch, hereinafter referred to as The Lancet Dutch Report, acknowledges that “in cases of euthanasia the physician often declares that the patient died a natural death”
.  This amounts to a tacit admission that Dutch doctors are prepared to make false statements even when they kill patients according to the strict medical guidelines laid down by the judiciary.  The study, which is a prospective survey, needs to be handled carefully given the fact that Dutch doctors who perform acts of euthanasia are not always very truthful.  Nevertheless, The Lancet Dutch Report indicates that about 0.8% of the 38.0% of all deaths involving MDEL were “life-terminating acts without explicit and persistent request”.
  The need for the request to come from the patient, for it to be well-considered, durable and persistent, as well as a free and voluntary request forms part of the strict medical guidelines laid down by the Dutch courts and summarised by Mrs Borst-Eilers, Vice-President of the Dutch Health Council.
  This means that The Lancet Dutch Report acknowledges the deaths of about 1,000 Dutch citizens in a single year which were the result of the doctor hastening the death of the patient, without the patient’s explicit request and consent. The Lancet Dutch Report summarises it in this way:

Sometimes the death of a patient was hastened without his or her explicit and persistent request.  These patients were close to death and were suffering grievously.  In more than half such cases the decision had been discussed with the patient or the patient had previously stated that he would want such a way of proceeding under certain circumstances.  Also, when the decision was not discussed with the patients, almost all of there were incompetent.

In the light of the fact that Dutch doctors do not always tell the truth in these matters, that some 1,000 patients are killed outside of the ‘strict medical guidelines’, the lack of concern by the authors of The Lancet Dutch Report is noteworthy.  Ten Have and Welie have suggested that the Remmelink Committee’s interpretation of the facts “reveals a political bias”.

The committee clearly tried to remove any societal anxieties about the practice of euthanasia. Similar practices are brought under dissimilar headings to keep the numbers low. And at crucial places, particularly with the 1,000 non-voluntary cases, the committee uses fallacious rhetoric to emphasize that there is nothing to worry about.

There are two other matters which also give cause for concern.

Firstly, the definition of euthanasia used in the report is a very narrow one: “active termination of life upon the patient’s request.”  This definition does not include those who die of involuntary euthanasia, and so does not include the 1,000 patients to which I have already referred. If reference is then made to the two Dutch reports, available only in Dutch, and upon which The Lancet Dutch Report is based, then a very disturbing picture emerges.  The real number of physician-assisted deaths, estimated by the Remmelink Committee Report
 is, in reality, 25,306 which is made up of:

2,300 euthanasia on request

400 assisted suicide

1,000 life-ending treatment without explicit request

4,756 patients died after request for non-treatment or the cessation of treatment with the intention to accelerate the end of life

8,750 cases in which life-prolonging treatment was withdrawn or withheld without the request of the patient either with the implicit intention (4,750) or with the explicit intention (4,000) to terminate life

8,100 cases of morphine overdose with the implicit intention (6,750) or with the explicit intention (1,350) to terminate life.
  Of these 61% were carried out without consultation with the patient, i.e. non-voluntary euthanasia.

This total of 25,306 physician-assisted deaths amounted to 19.61 per cent of total deaths (129,000) in The Netherlands in 1990.

To this should be added the unspecified numbers of handicapped newborns, sick children, psychiatric patients, and patients with AIDS, whose lives were terminated by physicians, according to the Remmelink Report.
  The narrow definition of euthanasia masks the real number of individuals whose lives are ended by interventions from the medical profession, and also masks the fact that more people are killed by physicians without their consent than with their consent.

Secondly, The Lancet Dutch Report blandly observes:

Many physicians who had practiced euthanasia mentioned that they would be most reluctant to do so again, thus refuting the “slippery slope” argument.

This begs the question as to why such physicians “would be most reluctant” to practice euthanasia again.  Is it that they feel they have done something very wrong?  Was it, all things considered, an unpleasant experience, and, if so, in what way?  It further begs the question as to how the ‘slippery slope argument’ is refuted.  To be “most reluctant” to do so again doesn’t mean that one will not do it again.  And in the light of the actual information in the Dutch Euthanasia Survey Report, on which The Lancet Dutch Report is based, there is ample evidence of the slipperiest of slopes,
 thereby giving support to Thomas Hobbes’ observation that to voluntary agree to be killed threatens the right to life of other members of the community as well.

The Remmelink Report, in the context of dealing with the nature of medical decisions at the end of life,
 does not effectively deal with the questions of palliative care
, patient depression, patient fears, and the subtle and not too subtle pressure brought to bear on patients to end it all now, rather than to continue being a burden on others. The Remmelink Report fails to give reasons why patients who were close to death “were suffering grievously”,
 and why a wealthy country like The Netherlands does not offer patients effective means to relieve that suffering.  “Good care is not cheap; it is much cheaper to kill people.”

Alexander Morgan Capron
 attended a meeting at the Institute for Bioethics, Maastricht, The Netherlands, in December 1990, which brought together, by invitation, 14 experts to examine the practice of euthanasia in The Netherlands.  Capron considered the two basic requirements for the justification of euthanasia in The Netherlands, self-determination and the relief of suffering.

Proponents of euthanasia began with a “narrow” definition (limited to voluntary cases) as a strategy for winning acceptance of the general practice, which would then turn to the second factor, relief of suffering, as its justification in cases in which patients are unable to request euthanasia.
 [my emphases]

Capron went on to cite the evidence of one of the Dutch participants, a physician, who “mentioned that in perhaps thirty cases a year, patients’ lives were ended after they had been placed in a coma through the administration of morphia.”

When asked about the apparent discrepancy, she replied that the latter cases were not instances of euthanasia because they weren’t voluntary: discussing the plan to end to patients’ lives would be “rude”, she said, particularly as they know they have an incurable condition. Comments from several other physicians made clear that this practice is neither limited to one particular hospital nor of recent vintage.  Nevertheless, a number of the Dutch participants were plainly discomfited to find that at least in some situations the number of instances of physicians causing death without consent overshadowed the number that met the Dutch definition of “euthanasia”.

In a recently completed research project carried out in The Netherlands, John Keown argues that the ‘guidelines’ for euthanasia in The Netherlands are not strict or precisely defined, and that there is no “satisfactory procedure, such as an effective independent check on the doctor’s decision-making, to ensure that they are met”.
  Dr. Keown is the Director of the Centre For Health Care Law, in the Faculty of Law in the University of Leicester, U.K.. Keown doubts that the requirement that the request for euthanasia be “entirely free and voluntary” is met.  “Although the K.N.M.G. Guidelines state that the request must not be the result of pressure by others, they do not prevent the doctor or nurse from either mentioning euthanasia to the patient as an option or even strongly recommending it.”

Having developed his case that the guidelines are not strictly enforced Keown goes on to remark that the “overwhelming majority of cases are falsely certified as death by natural causes and are never reported and investigated… a doctor who has acted in breach of the law is no more likely to admit having done so in his report than a tax evader is likely to reveal his dishonesty on his tax return.”
  The fact that the “vast majority of deaths from euthanasia are illegally and incorrectly reported as natural deaths itself casts doubt on the lawfulness of much of the euthanasia which is being carried out.”

Brian Pollard makes similar observations to Keown.  He also refers to this statement by the Advocate General of The Netherlands: “The medical profession is in all likelihood the only academically trained group of professionals, who by virtue of their profession, are guilty of making false statements in writing with great regularity when, after a euthanasia procedure, they make inaccurate death declarations which conceal the unnatural death case.”

The naivety of Singer and Kuhse in imagining that the legalised killing of some would not lead to the unauthorised killing of others is noteworthy.  It is naïve to imagine that people will always be “reasonable”, especially professional elites like physicians and nursing staff.
  Yet Helga Kuhse and Peter Singer have already shown that some doctors and nurses will break the law and kill their patients in certain circumstances.
  Kuhse and Singer appear willing to take doctors at their word, that they had killed patients “who had asked them to do so”,
 without any independent corroborating evidence. Why doctors should be any more law-abiding if voluntary euthanasia were to be legalised is never clearly explained.
  Perhaps it is the “belief” in utilitarianism, the “belief” in humanism, or faith in reason which obscures the truths about human nature so ruthlessly exposed by Hobbes, Augustine, Aquinas and Niebuhr.

5. CONCLUSION

The narrow definition of “euthanasia” in the Dutch report masks the real numbers of physician-assisted deaths, the majority of which have not been shown to be at the request of the patient.  The so-called “strict medical guidelines”
 are clearly not strictly followed or enforced. The encouragement by Peter Singer and Helga Kuhse to embrace these guidelines in Australia on the basis that they have been successfully employed in The Netherlands is simply not supported by the facts.  Voluntary euthanasia cannot be quarantined from other acts of intentional killing as the Dutch experiment clearly demonstrates.  Human rights are inalienable as well as inviolable.  The right to life cannot be given up without threatening the right to life of other members of the community.  When medical killing is allowed in some circumstances, the number of circumstances in which such killings occurs quickly increases.  Repeated assertions of benign Dutch practice do not match the facts.  And since, according to Kuhse and Singer, some doctors and nurses in Australia are already prepared to break the law and kill some patients, one wonders why they imagine that those same doctors and nurses would be any more law abiding even if the law were to allow medical killing in prescribed circumstances.  Their own evidence of medical malfeasance and illegality suggests that such a confidence in medical professionals to obey a euthanasia law would be misplaced.
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