MATTERS ARISING

‘““Death talk”: debating euthanasia and physician-assisted suicide in Australia

Somerville’s article in the 17 February issue of the Journal, in which she argued that our understanding about
euthanasia is being clouded by the use of imprecise language and deliberate confusion of ethical and legal
concepts, has attracted strong opposition.
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To THE EDITOR: Somerville argues
that Resolution 3 passed at the 2002
Australian Medical Association (AMA)
Annual General Meeting “might inad-
vertently go well beyond” a position
consistent with current ethics and law
and might open a door to euthanasia.’
Resolurion 3 states:

...that the AMA support doctors
whose primary intent is to relieve the
suffering and distress of terminally ill
patients in accordance with patients’
wishes and interests, even though a
foreseen secondary consequence is the
hastening of death.

As the mover of this resolution, I wish
to comment on Somerville’s arguments.

Pain versus suffering: Somerville
claims the phrase “to relieve their pain”
does not open up the possibility of
legitimating euthanasia, whereas “to
relieve their suffering” does. She sug-
gests better language would be “the
relief of pain and other symptoms of
serious physical distress of terminally ill
patients”.

This argument is weakened by the
fact that powerful analgesics and adju-
vant pain medications can be used for
euthanasia, but the methods of palliat-
ing other suffering cannot so readily be
used for this purpose.

Furthermore, the concept of purely
physical pain has long been discredited.
The dimensions of suffering cannot be
neatly separated. Existential suffering
can be just as agonising as physical
discomfort, and there are moral and
clinical imperatives to relieve all kinds of
suffering.

Curvent law: Resolution 3 is based on
the “Care of the Dying” clause in the
South Awustralian Consent to Medical
Treatment and Palliative Care Act 1995.
This clause codified the common law
position. It was overwhelmingly sup-
ported in parliament — politicians
believed terminally ill patients should
not have to suffer pain and distress
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because clinicians feared prosecution
for hastening death.

The Act and Resolution 3 are funda-

mentally similar: both involve the prin-
ciple of double effect, and both stipulate
the need for patient-centred decision-
making.
Patients’ wishes and interests:
Somerville is critical of the phrase “in
accordance with patients’ wishes and
interests”. She says it justifies rather than
excuses life-shortening treatment: “an
excuse carries the message that life-
shortening is wrong. .. The message of
a justification...is that the conduct of
shortening life is right.”

I believe it is better for a doctor to
provide a valid justification than offer
an excuse for a treatment that contrib-
utes to a patient’s death. An excuse
equates with an unsatisfactory attempt
at explanation, whereas a valid justifi-
cation implies ethical and appropriate
care.

If a doctor aims to act in the patient’s
interests, and with the patient’s
informed consent, then the life-shorten-
ing consequences of an action may be
accepted. The treatment, rather than
the outcome, may be seen as “justified”.
Ethical care involves negotiation with
the patient (or representative) to select
the treatment that best suits the
patient’s wishes and interests.

Somerville apparently undervalues
the principles of patient autonomy and
informed consent, but these have a cru-
cial role in medical decision-making.
Decision-making about treatments that
affect the time of death must be bal-
anced between being doctor-centred
and patient-centred.

Conclusion: Resolution 3 is consistent
with current ethics and law, and with
relevant clinical concepts. If a medical
treatment results in a patient’s death
then a valid justification, rather than an
excuse, is required. This justification
involves the careful consideration of,
and respect for, the patient’s wishes and
interests.

1. Somerville MA. “Death talk”: debating euthanasia and phy-
sician-assisted suicide in Australia. Med J Aust 2003; 178:
171-174. a
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To THE EDITOR: Somerville’s analysis
of the Australian Medical Association’s
(AMA’s) confusion in its recent resolu-
tions concerning death and dying is
helpful, but her subsequent anti-eutha-
nasia arguments are inadequate.!

Somerville suggests that the AMA has
moved closer to supporting euthanasia
by adopting a neutral stance, because
being neutral means the AMA has no
principled reasons to oppose it. This is
incorrect. Taking a neutral stance is to
recognise that there are both good rea-
sons to oppose an issue and good reasons
to support it. In fact, a neutral stance
remains more felicitous to the status quo,
because it suggests that the AMA does
not contemplate action in regard to the
issue, but action is clearly required to
legalise euthanasia.

Somerville distinguishes the right to
have treatment withdrawn from the
right to be killed, on the basis of the
difference between death caused by the
underlying illness, and death caused by
a lethal injection. She states that there
are “long-established, well understood,
profound and important differences
between allowing people to die, when it
is ethically and legally justified, and
making them die”, and “respecting peo-
ple’s refusals of life-saving treatment
belongs in the former category, eutha-
nasia in the latter”. It is difficult to
assess what force Somerville thinks
these assertions have. They do not con-
stitute arguments for her position.

The only reason Somerville appears
to offer is that acting with the primary
intention of Kkilling another person is
inherently wrong, except in justified
self-defence or defence of others, and
this is a cornerstone of our law and
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relationships. However, anything that is
inherently wrong but admits exceptions
is at least open to further argued excep-
tions. If there are cases in which assist-
ing someone to die would be better than
letting nature take its course (and many
people believe there are such cases),
then there is clearly a case for seriously
questioning our “deep moral intui-
tions”, rather than issuing infallible
moral proclamations based on tradition.
Finally, while Somerville is correct in
stating that doctors’ secret involvement
in euthanasia does not mean that it is
right, she makes the stronger empirical
suggestion that if doctors are presently
ignoring the law against murder, we
should expect them to disobey guide-
lines for voluntary euthanasia. This sug-
gestion is no more than a rhetorical
mischief, as doctors who ignore the
current law are those who support
euthanasia, and they would have no
reason to disobey legal guidelines.
1. Somerville MA. “Death talk”: debating euthanasia and phy-

sician-assisted suicide in Australia. Med J Aust 2003; 178:
171-174. u]
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To THE EDITOR: Somerville! says that
language matters, which is why she
selects the definition of euthanasia as “a
deliberate act that causes death under-
taken by one person with the primary
intention of ending the life of another
person, in order to relieve that person’s
suffering”. This obviously produces a
different response compared with the
realistic definition (based on the classi-
cal understanding of the word) as “an
act to cause a peaceful and dignified
death on request”, or the practical def-
inition (that of the Voluntary Euthana-
sia Society of Victoria) as “an act, taken
by, or at the request of, a rational

Correspondents

informed person, whose intention is to
relieve their intolerable suffering, by
hastening their death in a dignified
manner”, which incorporates all the
components of euthanasia in a medical
context. Somerville provides a legal def-
inition, which ignores the simple fact
that the primary intention of an act of
euthanasia is to relieve suffering — it is
an act of palliation. The doctor involved
has no desire to end life — that is the
intention of the patient.

Somerville seems to choke on the
word “voluntary”, dismissing it in one
sentence, despite the Australian Med-
ical Association accepting, rightly, that
doctors should respect “the patient’s
wishes and interests”. She also, not
surprisingly for a lawyer, recognises no
suffering other than physical pain,
ignoring dyspnoea, paralysis, cachexia,
or psychological and existential suffer-
ing.

She claims, without any evidence,
that allowing euthanasia would cause
profound damage to society. The Neth-
erlands have openly practised voluntary
euthanasia for nearly 20 years, and the
Swiss have allowed assisted suicide for
50 years® without any evidence of soci-
etal damage. Medically assisted suicide
in Oregon (US) has been closely and
officially documented over the past 5
years with positive effects on the use of
hospice care, opioid use, and deaths at
home rather than in hospital.?

Finally, how long must it take for this
debate to focus more intently on physi-
cian-assisted suicide? Most patients
who wish to relieve their suffering can
do this for themselves, with the assist-
ance of a physician for advice, support
and prescription. This then places the
responsibility for this fundamental de-
cision and action where it should be,
with the patient. It also minimises the
small possibility of non-voluntary
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euthanasia. Just because the Dutch
adopted direct lethal injection as their
principal method of voluntary euthana-
sia does not mean that we in Australia
should allow that method to dominate
the debate.
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To THE EDITOR: In endorsing the Aus-
tralian Medical Association’s (AMA’s)
reiteration of a negative policy on volun-
tary euthanasia, Somerville claims that
“Janguage is not neutral”.! In discussing
the wording of the resolutions, she
argues for the term “suffering” to be
subsumed within “pain and physical
distress”, even though “suffering” bet-
ter reflects the complex physical and
psychosocial dimensions of the human
condition. This suggested white-out is
troubling, but to be anticipated.
Defending an unequivocal negative
stance on euthanasia inevitably results
in conditional compassion, for it must
assume the right to control patients,
instead of respecting their autonomy.

A negative policy has no more cre-
dence than a positive one. Neither rep-
resents the diversity of opinion that
exists within the profession, or the
broader community.?

A negative stance takes refuge in,
instead of challenging, the problems
imposed by the doctrine of double effect
as public policy. Although this doctrine
offers a (compromised) level of legal
and emotional surety for the doctor, it
takes no real account of other relevant
moral considerations, or the views of the
patient.

A policy stance which mirrors Somer-
ville’s view that “euthanasia is simplis-
tic, wrong and a dangerous response to
the complex reality of death” cannot
respect the complexities arising from
each person’s very personal meanings
and values attaching to life, death and
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dying. Its adherents must defend
against acknowledging the true extent
of suffering that some patients are
forced to endure. A negative policy also
fails to acknowledge that all end-of-life
decision-making attracts moral evalua-
tion, including “doing nothing”, with-
drawing futile treatment, or shortening
life by symptom control.

Rightly or wrongly, the AMA’s policy
stance can also be interpreted as a way
of absolving itself of any responsibility
to face, let alone challenge, the legal and
social circumstances under which medi-
cine is practised — circumstances that
inevitably lead to the “euthanasia
underground” and the horrors of self-
deliverance.?

Somerville’s implication is that a neg-
ative policy stance based upon moral
absolutism will resolve difficult moral
dilemmas. It will not.

Compe[ing interests: JMA is a member of a voluntary euthanasia
society.
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To THE EDITOR: Somerville discussed
her perspectives on the debate concern-
ing voluntary euthanasia which took
place at the 2002 Australian Medical
Association Annual General Meeting.!
This debate arose because of submis-
sions which sought the adoption of a
neutral stance on this issue, similar to
that taken on abortion.?

The voluntary euthanasia debate
(including physician-assisted suicide)
has intensified over the past 10 years,
fuelled by enabling legislation in Swit-
zerland, the Netherlands, Oregon (US),
Belgium, and briefly in the Northern
Territory, and by a groundswell of
favourable public opinion. The argu-
ments have been rehearsed countless
times. Somerville’s article adds nothing,
but underlines the total failure of con-
sensus. Her initial discussion on defini-
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tions and voting patterns seems
pointless in the real world.

Public opinion polls have shown that
more than 70% of Australians support
the idea that terminally ill and severely
suffering people should be free to make
a choice,’ and that palliative care is not
always the answer. Some surveys of
medical opinions, such as one within
the Royal Australian College of Sur-
geons,? suggest most doctors probably
agree, although many do not approve
legalisation. These findings accord with
my practice experiences, and contacts
with colleagues, throughout a long sur-
gical lifetime.

This indicates that voting at the con-
ference did not reflect the opinion of
most Australians, or a possible majority
of our profession. Unfortunately, much
of Somerville’s article reads like a hom-
ily urging the negative view. Like her
opponents, she claims the high moral
ground, but opinions have clearly con-
solidated on the basis of previously
accepted philosophical positions. In
spite of the published studies, there is
no clear and convincing knowledge of
what percentage of Australian doctors
approves voluntary euthanasia, whether
legalised or not.

We need a well-conducted poll to
determine an appropriate medical com-
munity stance on this issue, bearing in
mind that community standards are
now broadly accepted as the appropri-
ate basis for legal sanctions on behav-
iour and practice.
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To THE EDITOR: I agree wholeheart-
edly with Somerville’s closing statement
“How a society treats its weakest, most in
need, most vulnerable members best
tests its moral and ethical tone”.! Unfor-
tunately, by preceding this with an argu-
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ment against choice for euthanasia,
Somerville effectively condemns those
weakest and most vulnerable people who
are suffering intolerably from a terminal
illness to a horrendous existence.

A position statement by Palliative Care
Australia acknowledges that, although
pain and other symptoms can be allevi-
ated, complete relief is not always poss-
ible, even with optimal palliative care.?
The only relief from intractable pain and
symptoms comes through death, and the
present law perpetuates suffering by
denying this release.

The moral and ethical tone of our
society in this regard is shamefully weak.
For too long, end-of-life decisions have
centred on a doctor’s stated intentions
— “double effect”. Somerville gives a
lengthy justification of this doctrine and
tells us that language and doctors’ de-
cisions about euthanasia are most
important. Where do the needs of suf-
fering people fit here?

The moral and legal validity of a
doctor’s action would be best deter-
mined by factors such as:

m the patient’s right to self-determina-
tion and bodily integrity;

m the provision of informed consent;

m the absence of less harmful alterna-
tives acceptable to the patient;

m the severity of the patient’s suffering;
and

m the requirement that a doctor should
work always in the best interests of the
patient.

Such a patient-focused approach will
meet the needs of and protect all vul-
nerable people, thereby strengthening
our society’s moral and ethical tone
with rationality and unconditional
compassion.
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IN REPLY: Hunt seems not to under-
stand the reason for distinguishing
between life-shortening treatment to
relieve pain and physical distress, and
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that to relieve suffering in general.
Whether either type of treatment is
likely to be used for euthanasia is beside
the point. The doctrine of “double
effect” can be used to justify life-short-
ening treatment to relieve pain, but not
to relieve suffering in general. More-
over, if an intention of relieving suffer-
ing in general became a justification for
giving life-shortening treatment, there
would be no limits on using such treat-
ment, that is, euthanasia would be
legitimised.

I disagree that “there are moral and
clinical imperarives to relieve all kinds of
suffering” (emphasis added). Doctors,
like the rest of us, should respond
humanely to suffering people. But it is
beyond the role of doctors and the
mandate of medicine to assume an
authority to kill people in the name of
relief of suffering in general.

I agree with the position taken in the
South Australian Consent to Medical
Treatment and Palliative Care Act 1995,
that patients should not have to suffer
“pain or distress”, but that is a narrower
category than “suffering”. Depending
upon how the Act and Resolution 3 are
interpreted, they might or might not be
“fundamentally similar”. However, if
interpreted to allow life-shortening
treatment for the relief of suffering in
general, then they go well beyond the
accepted common law position on dou-
ble effect.

Parker is wrong in stating that the
Australian Medical Association (AMA)
adopted a neutral stance; it expressly
rejected doing so. However, his misun-
derstanding makes my point that the
resolutions are inconsistent and con-
fusing. He is also wrong to write that a
neutral stance on euthanasia is morally
neutral. It is not — it means that
euthanasia is not morally wrong, which
would contradict the AMA’s current
position.

One strategy for legalising euthanasia
is to move incrementally towards its
acceptance by using ambiguous or con-
fusing language. Whatever Hunt’s
intention in drafting Resolution 3, it
reflects those characteristics. Doctors
need to be aware of that strategy.

Hunt appears to misunderstand the
legal difference between justifications
and excuses. These terms apply to the
consequences of justified acts. Shortening

life as a consequence of a justified treat-
ment should only be excused.

Similarly, both Hunt and Syme do
not seem to understand how informed
consent functions in law and ethics.
Consent is necessary but not sufficient
to justify potentially life-shortening
treatment. That treatment must also be
not contrary to public policy. It meets
this condition only if needed for pain or
symptoms of physical distress.

Parker is dissatisfied with my state-
ments on the distinction between killing
and letting die. This distinction hinges
on ethical and legal doctrines of causa-
tion and intention that are too complex
to discuss here. There is a further dis-
tinction between intention and desire,
which Syme confuses.

Anaf says I argue for “the term ‘suf-
fering’ to be subsumed within ‘pain
and physical distress’”. The fundamen-
tal point of my article is the absolute
opposite. She appears equally confused
on other points. One can only be for or
against euthanasia, so “diversity of
opinion” does not make sense here. Of
course, all end-of-life decision-making
attracts moral evaluation, but my arti-
cle was not about all such decision-
making.

Nommensen implies that “commun-
ity standards” and “an appropriate
medical community stance” necessarily
equate to an ethically acceptable one.
This is incorrect — majorities can
decide to act unethically.

Contrary to Parker’s final claim, there
is evidence that many doctors in the
Netherlands who support euthanasia do
not follow the guidelines for carrying it
out.! Similarly, experience in the Neth-
erlands contradicts Coombe’s assertion
that legalising euthanasia will “protect
all vulnerable people”.! Some of the
most vulnerable — mentally incom-
petent — people have been subject to
euthanasia. The same source challenges
Syme’s statements on the Netherlands
and Oregon (US).

Finally, Syme confuses the definition
of euthanasia with the justification put
forward by advocates of its legalisation.
Creating such confusion can be a delib-
erate advocacy strategy.

1. Foley K, Hendin H, editors. The case against assisted
suicide: for the right to end-of-life care. Baltimore: The
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MJA Vol 179 7 July 2003





