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INTRODUCTION

1. Since late 2013, Maxim Institute has undertaken a stream of research into the legal and policy arguments regarding 
euthanasia and the international experience of legalised assisted suicide and voluntary euthanasia.1 Our research 
has convinced us that the current legal situation is one that best recognises the equal dignity and value 
of human life, and that offers an appropriate balance between protecting society and upholding and 
respecting the rights of individuals to make autonomous decisions about their lives. 

2. It is reasonable and right for the state to place the protection of life above personal autonomy when it comes to 
assisted suicide and euthanasia. While we acknowledge and sympathise with the very real suffering that some 
people will experience at the end of life or as a result of a serious illness or disability, our investigation of the 
international evidence has demonstrated to us that the legal practice of assisted suicide and euthanasia 
poses a grave danger to public safety, especially to vulnerable people, despite the best intentions of 
lawmakers and the introduction of numerous safeguards. Legalising assisted suicide and/or euthanasia 
introduces an inequality in the law’s understanding of the inviolability of life; it opens people with disabilities, the 
frail and the sick to discrimination and potential direct or indirect coercion to “choose” to die; and it heightens 
the consequences for such things as incorrect diagnoses or prognoses or a lack of information or understanding 
about one’s condition—shifting them from an unfortunate mistake to grounds for a potentially premature death.

3. This submission provides responses to numbers three and four of the Health Select Committee’s Terms of 
Reference. It does so with a focus on the legal and congruent social and cultural ramifications of a potential 
change in the law and on the impact on the safety of the public, and especially of vulnerable people, were the law 
to be changed to allow assisted suicide and/or euthanasia. In sum, we have found that legalised euthanasia 
and/or assisted suicide presents dangers to public safety, and to vulnerable people in particular, that 
outweigh any potential benefits to be found in a change in the law. 

4. We recognise that there are many other important dimensions to this discussion, including, but not limited to: 
philosophical issues, such as the nature of dignity and what is needed for a person to live and die with dignity; 
cultural issues, such as the inclusion and acceptance of people with disabilities within society; moral and 
ethical issues, such as the ethical standards needed to uphold the type of society most New Zealanders would 
wish to live in; and clinical issues, such as potential impacts upon the nature and practice of medical care and 
medical education.

5. We commend all of these dimensions to the Committee, and we are sure that others, much more qualified for 
each of these discussions, will write their own submissions. For our part, our submission consists of the following:

• Section I – The current legal situation

 ○ 1.1 The inviolability of life: The law recognises the equal and inherent inviolability of human life as 
an inalienable right, and seeks to uphold and protect all life.

 ○ 1.2 Balancing principles and rights: The desire to uphold the inviolability of human life must be 
balanced, in law, with an individual’s right to security and the autonomy of the individual.

• 1.2.1 The right to security: The suffering caused by a terminal illness or grievous, irremediable 
medical condition does not infringe upon a New Zealander’s right to security.

• 1.2.2 Personal autonomy: The law places personal autonomy above protecting the inviolability 
of life in the case of refusing medical treatment, but the protection of life outweighs personal 
autonomy when the actions of an outside agent are required to bring about death.

1. Our definitions of “assisted suicide” and “voluntary euthanasia” may be found in Appendix A.
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• Section II – Considering a change to the current legal situation

 ○ 2.1 Changes to the inviolability of life: Legalising assisted suicide and/or euthanasia would entail 
committing to the idea that the inviolability of life is not something all people hold equally nor is it 
inalienable.

 ○ 2.2 Impact of changes to the inviolability of life: Introducing an inequality in the understanding 
of the inviolability of life will negatively impact people with disabilities, the frail, and the sick, and will 
undermine suicide prevention efforts.

 ○ 2.3 Changes to the right to security: A legal understanding of the right to security broad enough 
to encompass the existential and physical suffering of those with terminal illnesses or irremediable 
medical conditions would supersede the right to security as enumerated in the New Zealand Bill of 
Rights Act (NZBORA).

 ○ 2.4 Impact of changes to the right to security: A broader understanding of the right to security 
opens the state up to responsibility for a large host of hurts and harms that may afflict an individual 
in the course of his/her life.

 ○ 2.5 Changes regarding personal autonomy: Personal autonomy will be weighted above the 
inviolability of life.

 ○ 2.6 Impact of changes regarding personal autonomy: No international jurisdiction has been able 
to introduce a legal or regulatory framework for the completely safe legal practice of euthanasia and/
or assisted suicide.

• 2.6.1 Limiting access to assisted suicide and euthanasia: Any lines drawn will be porous 
and fuzzy, and they will have the tendency to creep.

• 2.6.2 Medical practitioners as gatekeepers: Doctors will likely struggle to assess their 
patients’ competency and their freedom from coercion, and patients may seek out doctors who 
are more amenable to approving them for assisted suicide/euthanasia.

• 2.6.3 Making an autonomous decision: Evidence shows that persistence and waiting period 
safeguards are not enough to ensure that requests for assisted suicide or euthanasia are made 
autonomously.

• 2.6.4 Review and oversight committees: Committees have been largely powerless to stop 
abuses, such as non-voluntary euthanasia, from occurring in jurisdictions where assisted 
suicide and euthanasia are legal.

• Section III – Conclusions

• Appendix A – Definitions

• Appendix B – Response to the ACT Party’s Free Press of 19 October 2015 
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SECTION 1 
THE CURRENT LEGAL SITUATION

6. The current law states that while it is not a crime to end one’s own life without assistance (that is, to commit 
suicide) or to attempt to commit suicide, it is a crime to assist another person in suicide or to kill another person, 
even if that person has given his/her consent. In addition, all citizens are protected in law if they resort to force in 
order to prevent another person from committing suicide.2

1.1 THE INVIOLABILITY OF LIFE

The law recognises the equal and inherent inviolability of human life as an inalienable right, and seeks to 
uphold and protect all life.

7. The underlying principle behind these provisions is the law’s desire to protect human life. In the modern era, first 
in England and the Commonwealth and then internationally, there has been a recognition that the right to 
life is a natural right of persons and foundational to a just, free and peaceful society; it is a right they 
can neither be deprived of nor give away—that is, it is inalienable.3 The articulation of this right comes from 
a general awareness that there is something inviolable about human life and that this inviolability or sanctity is 
something that all people hold equally and inherently. 

8. Sir William Blackstone, the great commentator on English law—from which New Zealand law is derived—
considered the sanctity of life to be not only part of the common law but also the first rule of English law.4 In the 
Universal Declaration of Human Rights of 1948, the UN similarly sets it forth as a common foundation for peoples 
internationally:

Whereas recognition of the inherent dignity and of the equal and inalienable rights of all members of the 
human family is the foundation of freedom, justice and peace in the world,
. . .
Article 1.
All human beings are born free and equal in dignity and rights. . . .

2. The relevant sections of the Crimes Act are as follows: 
• 41 Prevention of suicide or certain offences

Every one is justified in using such force as may be reasonably necessary in order to prevent the commission of suicide, or the commission of an offence which would 
be likely to cause immediate and serious injury to the person or property of any one, or in order to prevent any act being done which he believes, on reasonable 
grounds, would, if committed, amount to suicide or to any such offence.

• 63 Consent to death
No one has a right to consent to the infliction of death upon himself; and, if any person is killed, the fact that he gave any such consent shall not affect the criminal 
responsibility of any person who is a party to the killing.

• 160 Culpable homicide
. . .
(2) Homicide is culpable when it consists in the killing of any person-
 (a) By an unlawful act . . .
 . . .
(3) . . . culpable homicide is either murder or manslaughter.

• 164 Acceleration of death
Every one who by any act or omission causes the death of another person kills that person, although the effect of the bodily injury caused to that person was merely 
to hasten his death while labouring under some disorder or disease arising from some other cause. 

• 179 Aiding and abetting suicide
Every one is liable to imprisonment for a term not exceeding 14 years who-
. . .
(b) Aids or abets any person in the commission of suicide. 

3. See: John Locke, Two Treatises on Government (London: Printed for R. Butler, etc., 1821); United Nations, Universal Declaration of Human Rights (1948).

4. Attested to in Seales v Attorney General [2015] NZHC 1239 [4 June 2015], at 63.
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Article 2.
Everyone is entitled to all the rights and freedoms set forth in this Declaration, without distinction of any 
kind . . .

Article 3.
Everyone has the right to life, liberty and security of person.

9. Since the drafting of New Zealand’s first Criminal Code in 1893 to the present day, New Zealand law, too, 
has retained an understanding of the inviolability of human life and has upheld an equal and inalienable 
right to life for all New Zealanders. New Zealand’s Criminal Act provisions relating to the ending of one’s life 
come out of this acknowledgement, respect for, and desire to uphold the inviolability and sanctity of human life. 
As Justice Collins found in Seales v Attorney-General, Parliament has enacted these provisions to achieve two 
objectives: 1) to protect the lives of all who are vulnerable, and 2) “to protect, as far as is reasonably possible, the 
lives of those who are not vulnerable”5—that is, to protect the lives of all people. 

1.2 BALANCING PRINCIPLES AND RIGHTS

The desire to uphold the inviolability of human life must be balanced, in law, with an individual’s right to 
security and the autonomy of the individual. 

10. While the inviolability of life is a primary principle underlying our laws, philosophers and legislators have recognised 
other principles that are also of fundamental importance to the person and to the free, just and peaceful operation 
of the state, namely the right to security and personal autonomy. At times, these principles clash, and it is up to 
the legislature and the judiciary of each state to decide how they are to be held in balance.

11. In regards to the ending of one’s life, the state’s interest in protecting human life must be weighted against a 
respect for the right of an individual to enjoy security in his/her person, and the autonomy of the individual. 

1.2.1 THE RIGHT TO SECURITY

The suffering caused by a terminal illness or grievous, irremediable medical condition6 does not infringe 
upon a New Zealander’s right to security.

12. New Zealanders’ right to security is recognised in section 9 of the NZBORA:

9 Right not to be subjected to torture or cruel treatment
Everyone has the right not to be subjected to torture or to cruel, degrading, or disproportionately severe 
treatment or punishment.

13. Other countries within the Commonwealth have similarly codified their citizens’ right to security, the origins of 
which may be found in the Bill of Rights 1689 from the United Kingdom. Concerned with upholding the dignity 
and inviolability of the human person, these provisions seek to protect people from treatment or punishment 
that would violate their dignity or their life.7 In this way, they are a natural continuation of the state’s interest in 
protecting human life.

5. Seales v Attorney-General, at 132.

6. We use the categories of “terminal illness” and “grevious, irremediable medical condition” in this submission as these are the categories used in the latest bill to 
legalise assisted suicide and euthanasia – David Seymour’s “End of Life Choice” Bill.

7. Seales v Attorney-General, at 194.
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14. Where tension may arise between the two—the state’s interest in protecting life and a person’s right to security—
is in the suffering faced by many who may wish to have assistance in ending their lives. The case has been made 
that the state’s refusal to legalise assisted suicide and euthanasia constitutes a breach of a person’s right to security 
as it forces that person to endure pain and suffering that they otherwise would seek an escape from in death.8

15. In Seales v Attorney-General, Justice Collins summarily dismissed such tension in regards to New Zealand law and 
the rights of New Zealanders. He found that the right to security in the NZBORA places a positive obligation 
upon the state not to subject its people to cruel, degrading or disproportionately severe treatment or 
punishment. As the suffering experienced or anticipated by Lecretia Seales was the result not of state 
action but of her tumour, her suffering did not engage her right not to be subjected to torture or cruel 
treatment.

16. Similar conclusions have been drawn in other countries. Justice Sopinka in Canada found in Rodriguez v British 
Columbia that “before there could be ‘treatment’ under s 12 of the Canadian Charter [equivalent to the NZBORA 
s 9], there had to be some form of state control over an individual. He was of the view that a person was not 
subjected to ‘treatment’ for the purposes of s 12 of the Canadian Charter if his or her suffering was due to the 
effects of disease.”9 The House of Lords in the UK and the European Court of Human Rights have also both rejected 
the claim that not allowing assisted suicide or euthanasia breaches a person’s right not to be subjected to cruel 
treatment.10

17. Recently in Canada, the Supreme Court did find that a blanket prohibition on assisted suicide and euthanasia 
infringed Canadians’ right to security. However, this finding was based not on s 12 of the Canadian Charter (which 
is the equivalent of the NZBORA s 9), but on s 7 of the Canadian Charter,11 which the justices used to understand 
the right to security very broadly and to decide that a blanket prohibition makes people live with pain and in such 
a manner that they would not otherwise choose and that this did not accord with the principles of fundamental 
justice.12 New Zealand law and judicial precedent does not recognise such a broad understanding of the right to 
security.

1.2.2 PERSONAL AUTONOMY

The law places personal autonomy above protecting the inviolability of life in the case of refusing medical 
treatment, but the protection of life outweighs personal autonomy when the actions of an outside agent are 
required to bring about death.

18. The principle of personal autonomy is core to a free society as well as to bioethics. Within the area of the end 
of one’s life, a respect for personal autonomy permeates much law: the right of patients to be fully-informed of 
and to make decisions about their care and treatments and the right of patients to refuse treatments, even if so 
refusing means that the patient will die, are well established in law and judicial precedent.13

19. However, the application of personal autonomy must be limited for the well-functioning of society. As 
members of society, we accept limitations on the practice of our autonomy for the protection of others and to 

8.  See: Seales v Attorney-General.

9. Seales v Attorney-General, at 197, discussing Rodriguez v British Columbia (Attorney-General) [1993] 3 SCR 519.

10. R (Pretty) v Director of Public Prosecutions (Secretary of State for the Home Department intervening) [2002] 1 AC 800; Pretty v United Kingdom [2002] ECHR 427 
(Section IV, ECHR), cited in Seales v Attorney-General, at 198-200.

11.  Section 7 of the Canadian Charter of Rights and Freedoms reads: “Everyone has the right to life, liberty and security of the person and the right not to be deprived 
thereof except in accordance with the principles of fundamental justice.”

12. Carter v Canada (Attorney-General) [2015] SCC 5.

13. See: New Zealand Bill of Rights Act, s 11: Right to refuse to undergo medical treatment Everyone has the right to refuse to undergo any medical treatment.
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allow for the functioning of society. We cannot lawfully choose to drive above the speed limit on the roads, to sell 
ourselves into slavery, or to possess methamphetamines. When the danger such actions would pose to other 
individuals or to the rest of society is considered, Parliament has been justified in limiting personal autonomy.

20. When it comes to the ending of one’s life, the law makes a distinction among allowing a person to die, a person 
taking their own life, and actively assisting in someone else’s suicide or killing someone else. 

21. The law places a respect for personal autonomy above any desire to prolong a person’s life in matters related to 
allowing a person to die a natural death. A person may lawfully refuse a course of treatment, request that extreme 
measures not be taken to save their lives in the case of an accident or illness, or ask that life-supporting machines 
be turned off—the law acknowledges that the exercise of personal autonomy in these cases does not present a 
danger to public safety. The individual’s autonomous decision removes or refuses the medical intervention that is 
or will keep them alive, allowing nature to take its course.

22. In the case of suicide, the tenor of law clearly favours the protection of life above the expression of personal 
autonomy—this may be seen in s 41 of the Crimes Act, which allows anyone to act using reasonable force to 
prevent a suicide, that is, to interrupt a suicidal person’s full expression of personal autonomy. The fact that 
committing or attempting suicide are not crimes according to the Crimes Act does not indicate that the law, in 
this instance, places personal autonomy above an interest in protecting the life of an individual. Rather, the law, 
still concerned with protecting life, sees that the best way to prevent people from committing suicide is not to 
threaten them with criminal sanction but to provide them with care and support.

23. Criminal sanction is deemed necessary, however, in the cases of assisting in the suicide of another or killing another 
person even with that person’s consent. Parliament and the courts have viewed the introduction of another 
agent into a person’s death as highly dangerous and worthy of the oversight of the criminal justice 
system. Thus they have seen fit to limit personal autonomy in this area so as to protect the lives of individuals 
and the greater society. As was found in Seales v Attorney-General, the New Zealand parliament and judiciary, in 
regards to assisting in suicide or killing a person with their consent, have consistently weighted “the sanctity of 
human life” more heavily than “respect for personal autonomy.”14 Or, as Lord Mustill observed in the precedence-
recognised judgment in Airedale NHS Trust v Bland, “the interest of the state in preserving life overrides the 
otherwise all-powerful interest in patient autonomy.”15

14. Seales v. Attorney-General, at 132.

15. Airedale NHS Trust v Bland [1993] AC 789 (HL), at 892, quoted in Seales v Attorney-General, at 98.
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SECTION 2 
CONSIDERING A CHANGE TO THE CURRENT LEGAL SITUATION

24. The above discussion has been of the current legal situation. But just because this is the current situation does 
not mean that everyone believes it is the one that should be perpetuated. Public opinion polls regularly show 
popular support for the idea of legalising what is often referred to as “assisted dying.” Just last year Lecretia Seales 
made headlines with her attempt to find a legal opening that would allow her doctor to “facilitate” or “administer” 
her death; her widower Matt Vickers carries on her cause in the mainstream and social media. Maryan Street 
and the Voluntary Euthanasia Society have publicly stated that they believe the law should be changed to allow 
medical professionals to offer assisted suicide and euthanasia to the terminally ill and to those with an irreversible 
condition which makes life unbearable—it is their petition that has touched off this investigation. Furthermore, as 
an MP, Maryan Street drafted a Bill that would have given people “end of life choices;” ACT MP David Seymour is 
currently promoting a similar bill. What they all seek is a change in the current legal situation.

25. If Parliament were to make assisted suicide and euthanasia legal, there would necessarily need to be changes to 
the current legal situation. As was demonstrated in the sections above, the current legal situation, in regards to 
the ending of one’s life, rests on the principle of the inviolability or sanctity of human life, understood as qualities 
held by all people equally and inalienably. The current law holds that the state’s interest in upholding this principle 
justifies a limit upon personal autonomy in the case of assisted suicide and the killing of one person by another, 
even with the dying person’s consent, as a matter of public safety. The current law also holds that this interest in 
no way infringes an individual’s right to security as recognised within the NZBORA. Some, or all, of this would have 
to fall for assisted suicide and euthanasia to be legalised in New Zealand.

2.1 CHANGES TO THE INVIOLABILITY OF LIFE

Legalising assisted suicide and/or euthanasia would entail committing to the idea that the inviolability of 
life is not something all people hold equally nor is it inalienable. 

26. Changing the law to allow medical professionals to assist in their patients’ suicides or to perform euthanasia on 
their patients would undermine the idea that the inviolability of life is something all people hold equally 
and that this inviolability is inalienable. 

27. The current legal provisions preventing medical professionals from assisting in their patient’s suicides or 
facilitating their patient’s deaths are based on the desire to protect the lives of all people because those lives 
are understood to be inviolable. Legal changes that would allow these practices for the terminally ill and those 
with irremediable medical conditions would effectively be creating two categories of people in society: those 
whose lives would continue to receive full protection under the law (that is, those who would be barred 
from accessing assisted suicide or euthanasia), and those for whom the law’s protection in this area was 
deemed unnecessary. 

28. For those eligible for assisted suicide or euthanasia, a new understanding of the inviolability of life would have to 
be created because the current legal understanding is one that cannot allow assisted suicide and/or euthanasia. 
Assisted suicide and euthanasia, even when considered to be “merciful” or “compassionate” acts, results in the 
ending of a person’s life—the ultimate violation of that life. 

29. In permitting this violation, the law would have to allow for there being some characteristics—such things 
may include being given a terminal diagnosis, having a disability, or contracting a chronic illness—that 
change the nature and value of a person’s life. The life of such a person would be considered inviolable only if that 
person (and their doctor) deemed it to be. For this category of people, the inviolability of their lives would no longer 
be understood as inherent or inalienable, as it would be for all those outside the potential law’s eligibility criteria.
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2.2 IMPACT OF CHANGES TO THE INVIOLABILITY OF LIFE

Introducing an inequality in the understanding of the inviolability of life will negatively impact people with 
disabilities, the frail, and the sick, and will undermine suicide prevention efforts.

30. Introducing an inequality in the understanding of the inviolability of life will have far-reaching social and cultural 
ramifications. Perhaps the two most serious will be: 1) the real potential for those caught up in what one 
commentator has called “the category of the killable” to face discrimination and both indirect and 
direct pressure to die; and 2) the undermining of suicide prevention efforts across society.

31. Many people with disabilities around the world are united in opposition to the introduction of assisted suicide 
and euthanasia. They see in such legislation a culmination of the discrimination and lack of acceptance and 
understanding they already face on a day-to-day basis. They hear certain vocal members of society declaring that 
they would never want to live like a disabled person—that there is no dignity in a life lived dependent on others, 
being physically and/or mentally limited, or experiencing pain and suffering. Seeing and hearing all of this, they 
feel under threat.16

32. Anecdotal evidence coming out of the Netherlands validates these concerns. In 2015, journalist Gerbert 
van Loenen published a book recounting his investigations into a troubling trend he was noticing in his home 
country: the increasingly harsh way in which his fellow countrymen and women were talking about disability and 
people with disabilities. He found that this trend coincided with the legalisation of euthanasia and its increasing 
acceptability amongst the Dutch. His conclusion is that a “consequence of people being able to speak about their 
own death and about the question of whether death is in some cases preferable to life, is that they may also make 
the judgment about others—that they are better off dead.”17

33. Inequality in the recognition of the inviolability of life allows for these judgments to turn from disappointing social 
and cultural realities into both direct and indirect pressure that many will feel to end their lives. And it will not be 
only disabled people who will feel this pressure. Others who experience vulnerability—the terminally ill, those 
with chronic conditions, and the elderly—will also be put at risk. In Oregon in 2014, 40% of those who accessed 
assisted suicide declared that they did so—at least in part—because they felt like they were or would be a burden 
on their family or caregivers.18 They seem to have received the message that their conditions were ones that they 
shouldn’t submit others to.

34. Alongside the discrimination and pressures that could come to bear upon those eligible for assisted suicide and/
or euthanasia, society will also face a dilemma in the matter of suicide prevention. Allowing and accepting that 
some lives can lose their inviolability based upon a subjective judgment of worth is a concept that is 
incongruent with efforts to prevent suicide. 

35. It is not logical to tell one group of people that their lives have value and worth even if they themselves don’t 
believe it, and another group that they are the arbiters of the value and worth of their own lives, and that they are 
free to dispose of this life if it is not what they would like it to be. This sends mixed messages about suicide as an 
answer to suffering: it is not an answer if you are young and healthy, but it could be the answer (and may even 
be a brave choice) if you are sick or disabled. With the high rates of suicide that plague New Zealand society, it 

16.  For some examples of this perspective from members of the disabled community see: Not Dead Yet (available at: http://www.notdeadyet.org); Scope UK, “Majority 
of disabled people fear change to assisted suicide law,” (available at: http://www.scope.org.uk/media/press-releases/july-2014/assisted-suicide-law); Not Dead Yet 
Aotearoa (available at: https://www.facebook.com/Not-Dead-Yet-Aotearoa-894401763957596/); and Dr. Huhana Hickey, speaking at the event Why Not? Making 
sense of the case against assisted suicide, 3 September 2015 (available at: https://vimeo.com/140116867).

17.  G van Loenen, Do you call this a life? Blurred boundaries in the Netherlands’ Right-to-Die laws (London, Ontario: Ross Lattner Educational Consultants, 2015), 169.

18.  Oregon Public Health Division, Oregon’s Death with Dignity Act – 2014 (Salem: Oregon Public Health Division, 2015).
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seems imprudent to make harder the jobs of all of those working on the ground trying to convince people that life 
is inherently valuable.

36. There is a reason the English legal tradition and international convention have upheld the inviolability of all human 
life as an inalienable right. To dilute that right, to introduce an inequality in the understanding of the inviolability 
of life, will put many in our society at risk.

2.3 CHANGES TO THE RIGHT TO SECURITY

A legal understanding of the right to security broad enough to encompass the existential and physical 
suffering of those with terminal illnesses or irremediable medical conditions would supersede the right to 
security as enumerated in the NZBORA.

37. A change in the law to allow for medical professionals to practice assisted suicide and euthanasia could be argued 
for on the grounds that the current legal situation does not appropriately protect an individual’s right to security. 
Terminal illness and grievous, irremediable medical conditions can inflict and evoke much physical and existential 
pain and suffering. Sometimes even the best palliative care and the most loving support of family, friends and 
caregivers may not alleviate pain away to the extent that the person with the illness or condition would like. 
Anecdotal evidence suggests that, in these cases, some people believe that death could be the best, or even only 
escape from such suffering and pain.

38. Under the current legal situation, the existential and physical pain and suffering a person may experience as a 
result of a terminal illness or a grievous, irremediable condition do not present an unjustified infringement of an 
individual’s right to security, which is a right not to be subjected to torture or to cruel treatment. For an argument 
for the legalisation of assisted suicide and euthanasia to stand on the grounds of an individual’s right 
to security, a new right to security would have to be used, one that’s much more expansive than what 
Parliament was willing to provide in the NZBORA.

2.4 IMPACT OF CHANGES TO THE RIGHT TO SECURITY

A broader understanding of the right to security opens the state up to responsibility for a large host of hurts 
and harms that may afflict an individual in the course of his/her life.

39. For the existential and physical suffering of terminal illness or irremediable medical conditions to be considered 
as a threat to a person’s security, security would have to be understood and interpreted quite broadly. In most 
jurisdictions where cases have arisen in which plaintiffs have asserted that their right to security has been breached 
by prohibitions on assisted suicide and euthanasia, courts have been hesitant to regard security so broadly as to 
encompass the natural result of illness or disability.19

40. Security, instead, tends to be viewed much as Justice Collins viewed it in Seales—as a positive obligation on the 
state, organisations or other individuals not to threaten the security of the person. 

41. More broadly interpreting the right to security to include a subjective assessment of the threshold at which either 
physical or existential pain and suffering becomes too great for an individual would signify a large shift from 
current understandings of the right to security. The precedent it sets could open the state up to liability for 
a large host of hurts and harms that may afflict an individual in the course of life. People suffer everyday—

19. See, for instance: Rodriguez v British Columbia (Attorney-General) [1993] 3 SCR 519; R (Pretty) v Director of Public Prosecutions (Secretary of State for the Home 
Department intervening) [2002] 1 AC 800; Pretty v United Kingdom [2002] ECHR 427.
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disappointment at not getting a promotion at work; fear following reports of crime in their neighbourhoods; 
sadness over the breakup of a relationship; anxiety about providing for their children when the family budget gets 
stretched. These are all things that the Government rightly concerns itself with to some extent, but they do not 
currently place a burden of responsibility on Government to prevent them or to help people escape from them. 

2.5 CHANGES REGARDING PERSONAL AUTONOMY

Personal autonomy will be weighted over the inviolability of life.

42. Recent draft bills that would legalise the practices of assisted suicide and euthanasia have all weighted personal 
autonomy above the state’s interest in protecting life.20 Entitled “End of Life Choices” or “End of Life Choice,” these 
bills seek to give people legal access to life-ending options that, up to now, have been deemed to present a danger 
to public safety and, thus, justifiable grounds for limiting personal autonomy so as to protect the lives of all people.

43. Proponents of such bills recognise that their elevation of personal autonomy can present a danger to public safety. 
They contend, however, that this danger may be circumscribed, if not done away with altogether, by the institution 
of a number of well-crafted legal and regulatory safeguards, in particular: 

 ○ Limiting access to assisted suicide and euthanasia to particular, enumerated categories of people; 

 ○ Requiring the sign-off of two medical professionals attesting to the diagnosis of the person requesting 
assisted suicide or euthanasia, to the person’s competence and their understanding of what assisted 
suicide or euthanasia entails, and that there has been no evidence of coercion in the person’s decision; 

 ○ Evidence of persistence in a request for assisted suicide or euthanasia or a waiting period between 
when a person first requests assisted suicide or euthanasia and when the procedure will be carried 
out; and 

 ○ The establishment of a review or oversight committee to ensure that the proper process has been 
followed for each assisted suicide and euthanasia and that abuses, such as non-voluntary euthanasia, 
do not occur.

2.6 IMPACT OF CHANGES REGARDING PERSONAL AUTONOMY

No international jurisdiction has been able to introduce a legal or regulatory framework for the completely 
safe legal practice of euthanasia and/or assisted suicide.

44. If the legal situation is to be changed to allow assisted suicide and euthanasia on the grounds that it is more 
important to uphold personal autonomy than for the state to protect life, then it must be shown that doing so will 
not endanger society—that the safeguards, believed by proponents of legalising assisted suicide and euthanasia 
to enable the exercise of personal autonomy without compromising the safety of others, will work as they are 
intended. However, this is not the case. Despite the best of intentions, no international jurisdiction has been 
able to introduce a legal or regulatory framework for the completely safe legal practice of euthanasia 
and/or assisted suicide. 

45. The following sub-sections will discuss the impacts of the most common and well-crafted legal and regulatory 
safeguards as laid out in paragraph [43] above.

20. Maryan Street, “End of Life Choices Bill,” Members Bill, Consultation draft (2012), available at: http://www.parliament.nz/resource/0000197305; David Seymour, “End 
of Life Choice Bill,” Members Bill, Consultation draft (2015), available at: https://d3n8a8pro7vhmx.cloudfront.net/eolc/pages/37/attachments/original/1444699434/
End_of_Life_Choice_Bill_FINAL.pdf?1444699434. 
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2.6.1 LIMITING ACCESS

Any lines drawn will be porous and fuzzy, and they will have a tendency to creep.

46. No jurisdiction grants legal access to euthanasia and/or assisted suicide to all of its people. Every law passed has 
enumerated categories of people who may request to be assisted in suicide or euthanised. The US jurisdictions 
that have legalised assisted suicide have done so only for those who have received a terminal diagnosis with a 
prognosis of six months or fewer to live. More of the population may access assisted suicide or euthanasia in 
the Netherlands, Belgium and Luxembourg, but even there, it is limited to the terminally ill and to those with an 
incurable condition that makes life unbearable.

47. Such categories may offer some comfort in the abstract—assisted suicide and euthanasia will only be 
available to those who are dying anyway or who live with debilitating, incurable conditions—but in practice they 
have proven to be quite porous. Diagnoses can be wrong, prognoses can be wrong, and incurable, unbearable 
conditions are often to be found in initially unintended places. 

48. In the US state of Oregon, assisted suicide is legal for the terminally ill with fewer than six months to live. Given 
the way in which the Oregon Public Health Division reports on assisted suicide deaths,21 it is impossible to know 
exactly how many people ingest lethal drugs over six months after they have been prescribed, but the number is 
greater than zero: in 2014, 11 people died after taking drugs prescribed under the Death with Dignity Act in either 
2013 or 2012—anywhere from 1 to all of these outlived their required six-month prognosis.22

49. This demonstrates a point that many doctors will attest to—diagnosis and prognosis are often more art than 
science, and doctors do get them wrong. Under the current legal situation, the price of an incorrect diagnosis or 
prognosis may be burdensome but not lethal for the patient involved. Were the law to be changed and assisted 
suicide and/or euthanasia legalised, a person given an incorrect diagnosis or prognosis will be denied the 
opportunity to make a correctly informed decision about the end of their life, and the consequence could be an 
earlier than necessary (or even desired) death.

50. In addition, when assisted suicide and euthanasia are made available to those with incurable conditions 
that they find unbearable, the lines between those allowed to access assisted suicide and euthanasia 
and those not become even fuzzier. Images often conjured for what types of unbearable, incurable conditions 
would make a person eligible for assisted suicide and euthanasia might include ALS, Parkinson’s disease, or motor 
neuron disease. But it could also easily include chronic pain, an untreated heart condition, or Alzheimer’s. Deaf 
45-year-old twins who were going blind, a 44-year-old woman with chronic anorexia nervosa, and a physically 
healthy 24-year-old woman who suffered from depression have all been approved for euthanasia in Belgium, while 
in the Netherlands a 54-year-old woman with personality and eating disorders and a 47-year-old woman with 
tinnitus were euthanised in the past few years.23

51. What is more, even these porous categories can creep, extending access to assisted suicide and euthanasia 
out to categories of people never publicly intended at the outset. If the legalisation of assisted suicide and/
or euthanasia is made on the grounds that personal autonomy outweighs the inviolability of life and the state’s 

21 The Oregon Public Health Division writes a report each year detailing the experience of “Death with Dignity” from the previous year. At this point, they report on 
people taking lethal drugs that were prescribed prior to the year being reported upon. While there is no way to know if the prescriptions were written fewer than six 
months before ingestion (just in a different calendar year), the fact that some prescriptions were written two calendar years before ingestion means that at least 
some of these people were given prescriptions for assisted suicide more than six months before they died—in fact, over a year before.

22 Oregon Public Health Division, Oregon’s Death with Dignity Act – 2014 (Salem: Oregon Public Health Division, 2015), 2.

23.  RT News, “Children’s euthanasia bill signed by Belgium king,” (5 March 2014), available at: http://rt.com/news/belgium-king-sign-euthanasia-bill-566/ (accessed 
25 June 2015); Sue Reid, “In a country where death is now just a lifestyle choice: a mum with ringing ears. Babies whose parents don’t want them to suffer. They’ve 
all been allowed to die by assisted suicide in Holland,” in The Daily Mail (2 January 2015), available at: http://www.dailymail.co.uk/news/article-2893778/As-debate-
assisted-suicide-dispatch-Holland-thousands-choose-die-year.html (accessed 30 June 2015).
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interest in protecting all life, it will be logical for those kept outside the initial category of those eligible to insist 
that their autonomy too should be acknowledged and supported. What of the depressed, what of those under 18, 
what of those simply tired of life?

52. Such a scenario has played out in overseas jurisdictions where assisted suicide and/or euthanasia are legal. The 
Netherlands and Belgium now allow euthanasia for children and for those suffering from non-physical ailments. 
And pressure still mounts for even further slippage in the categories of those eligible for assisted suicide or 
euthanasia. Last year the communications director for the World Federation of Right to Die Societies Dutch doctor 
Rob Jonquière came to New Zealand to promote a change in the law here. In an interview with The Listener he 
commented:

 The discussion is now going on whether you go to the situation where that sort of medication [a suicide pill] would 
be available and on what conditions, or whether—and I belong to this group—these very old people have very 
minor ailments, and any ailment alone is never sufficient argument for euthanasia. But if you have a combination 
of ailments that are physical, social or mental, that when collated together might be an argument to say this is 
unbearable and hopeless suffering, I think they would fit into the framework and you don’t have to change the law.24

53. While the Netherlands debates about making suicide pills available to those over the age of 85, there are some 
jurisdictions where the categories have not crept as much, namely Oregon, which has had legalised assisted 
suicide since 1997. However, even in Oregon there are pushes at the boundaries. Just last year an Oregon legislator 
introduced a bill that would extend assisted suicide to those with a prognosis of a year or less to live—up from the 
current six months.25

54. Retired eminent English judge Elizabeth Butler-Sloss has observed:

 Laws, like nation states, are more secure when their boundaries rest on natural frontiers. The law that we have 
rests on just such a frontier—it rests on the principle that involving ourselves in deliberately bringing about the 
death of others, for whatever reason, is unacceptable behaviour. To create exceptions, based on arbitrary 
criteria such as terminal illness or mental capacity, is to create lines in the sand, easily crossed and 
hard to defend. The law is there to protect us. We tinker with it at our peril.26

55. Any categories the law may devise for limiting access to assisted suicide and/or euthanasia will never be as safe 
as what we currently have—a blanket prohibition on assisting in suicide, and therefore a blanket protection of all 
lives. Enumerated categories can never absolutely map onto the millions of individual lives that make up 
the New Zealand population, and they will have a tendency to creep. There will always be cases around the 
edges and uncertainty about who is to be included and who is not. There can be no completely impenetrable ring 
fence around eligibility for assisted suicide and/or euthanasia, and that should give us pause as to the effectiveness 
of this particular safeguard.

2.6.2 MEDICAL PROFESSIONALS AS GATEKEEPERS

Doctors will likely struggle to assess their patients’ competency and their freedom from coercion, and 
patients may seek out doctors who are more amenable to approving them for assisted suicide/euthanasia.

24.  R Macfie, “Live & let die,” in New Zealand Listener (12 March 2015), available at: http://www.listener.co.nz/current-affairs/social-issues-current-affairs/live-let-die/ 
(accessed 25 January 2015).

25. J Mapes, “Bill to expand Oregon’s Death with Dignity Act runs into a buzz of saw of opposition,” in The Oregonian (3 March 2015), available at: http://www.oregonlive.
com/mapes/index.ssf/2015/03/bill_to_expand_oregons_death_w.html (accessed 25 January 2016).

26. Quoted in: J Bingham, “We tinker with assisted suicide laws at our peril,” in Telegraph (15 December 2013), available at: http://www.telegraph.co.uk/news/uknews/
law-and-order/10517189/We-tinker-with-assisted-suicide-laws-at-our-peril-warns-Baroness-Butler-Sloss.html, accessed 25 January 2016. Emphasis added.
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56. The need to have two medical professionals examine the case of a person requesting assisted suicide or euthanasia 
and determine the person’s diagnosis, their competency, and that they are acting of their own will is a common 
safeguard in jurisdictions where these practices are legal. The first medical professional is usually intended to 
be the person’s doctor, and the second medical professional is usually intended to be someone independent 
of the situation, who can act as a check on the first medical professional. While, in theory, this system should 
result in a well-analysed, front-line assessment of the appropriateness of a person’s request for assisted suicide or 
euthanasia, the reality can be quite different.

57. First, medical professionals may have difficulty determining the competency of their patients and that 
their patients have not been coerced into requesting assisted suicide or euthanasia. 

58. On the competency side, most jurisdictions require that the doctor attest to the fact that the patient requesting 
assisted suicide or euthanasia is capable of making independent decisions about themselves, their care and 
their lives, and that the patient is aware of the consequences of assisted suicide or euthanasia. Competency 
is not always an easy thing to measure, with people—especially those with a terminal illness or debilitative 
condition—often sliding along the scale of competency, sometimes without many overt signs. Palliative care 
doctors note that those making end-of-life decisions are often at risk of several markers of vulnerability, which 
could affect their ability to make truly independent and well-considered decisions: communicative difficulties, 
having unrelieved symptoms or a distressing medical condition, or being socially undervalued.27

59. When it comes to detecting coercion, again medical professionals may not pick up on coercion that their patient 
is experiencing. Most jurisdictions only ask medical professionals to query their patient about whether or not they 
are being coerced, with some requesting that medical professionals undertake, “to the best of their abilities,” 
an investigation if they suspect coercion, but none require medical professionals to extensively interview their 
patients, their families and caregivers or require them to bring in or consult with a mental health professional 
who might be able to find evidence of coercion if any is occurring. By its very nature, coercion can be hard 
to discover by an outside observer. Family or caregivers could be putting subtle or indirect pressure on the 
patient, and the medical professional might never know.

60. The second drawback to the medical professional as gatekeeper is that in jurisdictions where assisted suicide 
and euthanasia are legal, there is mounting evidence that people at times engage in “doctor shopping” when 
they desire to be assisted in suicide or euthanised. If their own physician deems them unfit for assisted suicide or 
euthanasia, or is unwilling to engage in the practice, people often seek out a doctor who is willing to engage in the 
practice and who deems them eligible. 

61. Seeking out an appropriate doctor for the care one desires is not in and of itself a bad thing. The potential for harm 
comes in two consequences of this doctor shopping for end of life care: first, the short tenure of doctor/patient 
relations; and second, the great potential for selection bias in the choice of doctors.

62. In Oregon in 2014, some patients had known their physician for only a week before they started the process of 
gaining a prescription under the Death with Dignity Act.28 One week is not long enough for a doctor and patient 
to build a relationship within which the doctor may come to understand how the patient is likely to approach a 
terminal diagnosis or how different treatment options may work for the patient (and hence what their prognosis 
could be), or what, if any, coercive elements the patient may be subject to. If this doctor is supposed to be the 
primary gatekeeper for ensuring the patient meets the eligibility criteria and that they are making the request of 
their own free will, a one-week relationship is not sufficient.

27. IG Finlay and R George, “Legal physician-assisted suicide in Oregon and the Netherlands: evidence concerning the impact on patients in vulnerable groups; another 
perspective on Oregon’s data,” in Journal of Medical Ethics (2011), 37: 171-174, 172.

28. Oregon Public Health (2015), 6.
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63. Many of those patients who have less than a weeklong relationship with their doctor will have been denied assisted 
suicide by their regular doctor, either because that doctor did not believe that the patient was eligible for assisted 
suicide or because that doctor had a conscientious objection to assisted suicide. These patients then seek out a 
doctor who will give them what they want. 

64. What has been found in jurisdictions where assisted suicide and/or euthanasia are legal is that there tends to form 
a relatively small contingent of doctors who regularly assist in suicides or perform euthanasias. In Oregon in 2014, 
some physicians wrote up to 12 prescriptions under the Death with Dignity Act in the year (most implicated under 
the Act only write one).29 Since 2012 in the Netherlands, mobile euthanasia units (Levenseinde, or “Life End”) have 
operated in the country, offering euthanasia to people whose own physicians have turned down their requests.30 
Patients turn to these doctors because they know that their requests will not be met with as much scrutiny or 
hesitancy as they met with their regular doctors. In this way there is great potential for selection bias, with patients 
seeking out a ready supply of doctors who will confirm their desire for assisted suicide or euthanasia rather than 
act as a rigorous gatekeeper. 

65. For anyone inclined to advocate for the legalisation of assisted suicide and euthanasia on the grounds of 
personal autonomy, the holes in the medical professional as gatekeeper safeguard should be of concern. 
To truly allow someone with a terminal illness or a grievous, irremediable condition to exercise personal autonomy 
in the matter of requesting a medical professional’s assistance to die, it is of paramount importance that any 
request be made by someone who is capable of making such decisions and understanding their meaning and 
who is not being coerced into doing so by family, caregivers or others. Asking medical professionals to assess this, 
especially given the propensity—seen in international jurisdictions—for people to engage in “doctor shopping,” 
may not be an appropriate safeguard for protecting society or vulnerable people.

2.6.3 MAKING AN AUTONOMOUS DECISION

Evidence of persistence and waiting periods are not enough to ensure that requests for assisted suicide or 
euthanasia are made autonomously. 

66. If assisted suicide and euthanasia are legalised on the grounds of respecting personal autonomy above the state’s 
interest in protecting life, it is vital that those who access a doctor’s assistance in committing suicide 
are truly exercising their own autonomy. Several of the safeguards built into “end-of-life choice” legislation 
are aimed at ensuring that the person requesting assisted suicide or euthanasia are making a free and informed 
choice—that is, that they are fully aware of what it is they are asking and that it is what they want. Requiring those 
requesting assisted suicide or euthanasia to make multiple requests over a set period of time and/or to wait for 
a set amount of time between when they make their request and when the procedure would be carried out is a 
common safeguard aimed at these purposes.

67. In requiring persistence in a request and/or a waiting period between a request and assisted suicide and euthanasia, 
proponents of the legalisation of assisted suicide and euthanasia recognise the great weight of the procedures 
they want to legalise—a person will die at the hands of another or with the active assistance of another. Many 
would desire such a decision to be a well-reasoned, well-considered one that was not induced out of a lack 
of information and understanding about their other options or under the influence of a mental illness, such as 
depression. Unfortunately, persistence and/or a waiting period are not enough to ensure this outcome.

68. First, the ability of a person to make a well-reasoned, well-considered decision in the matter of assisted suicide 
and euthanasia is not certain. Those with a terminal illness or a grievous, irremediable condition may be 

29. Oregon Public Health (2015), 3.

30. Kate Connolly, “Dutch mobile euthanasia units to make house calls,” in The Guardian (1 March 2012), available at: http://www.theguardian.com/world/2012/mar/01/
dutch-mobile-euthanasia-units (accessed 13 December 2015).
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affected by a particular vulnerability that would make it difficult to make a well-reasoned and well-
considered decision about the end of their life. As was noted in paragraph [56], those faced with end-of-life 
decisions experience particular vulnerabilities. They can often exhibit communicative difficulties, which can make 
it difficult to carry out conversations with medical professionals, family and caregivers regarding their prospects 
and the types of care they could receive. They can also suffer from unrelieved symptoms or a distressing medical 
condition, which can cloud their judgment. Or they can be socially undervalued, which can put them at increased 
risk of feeling like they are a burden to those close to them and to society.31

69. Furthermore, even apart from this vulnerability, those attempting to make end-of-life decisions may be 
circumscribed in their ability to make a well-reasoned and well-considered decision due to a lack of 
reliable or understandable information. Many laymen and women may struggle with the vast amounts of 
information, foreign vocabulary, and webs of treatment options and their various benefits and drawbacks that 
come with a terminal illness or grievous, irremediable condition. And then this information is not always as 
accurate or precise as one could hope for when having to base a decision about whether or not to die upon it—as 
was discussed in paragraphs [47-49], diagnoses can be wrong as can prognoses. Medical professionals can help 
navigate their patients through this quagmire of information, but they too are limited when it comes to advising 
their patients about the end of their lives. A medical professional may know reasonably well the course a person’s 
illness or condition will take, but they will struggle to know at what point that person will feel like enough is 
enough.32 With legalised assisted suicide and/or euthanasia, getting this assessment wrong is not just a mistake, 
but will potentially enable the ending of a life prematurely.

70. And finally, there is worrying evidence that many requests for assisted suicide or euthanasia may come 
out of depression rather than a person’s rational will. A study out of the Netherlands in 2005 found that 
terminally ill cancer patients with a depressed mood were at a greater risk of requesting euthanasia than the general 
population of terminally ill cancer patients: “[t]he risk of a request for euthanasia by patients with depressed mood 
was 4.1 . . . times higher than that of patients without depressed mood at inclusion [in the study].”33

71. The Royal College of Psychiatrists stated in 2006 that many doctors of the terminally ill neither recognise nor 
know how to assess their patients for depression, and that even when they are able to detect that their patient 
has depression, they often determine that this is an “understandable depression” that is not the same as “real” 
depression and cannot be treated.34 This is most worrying because doctors are proving increasingly reticent 
to refer patients who request assisted suicide or euthanasia on to psychiatrists who might assess whether the 
patient’s desire to die was coming out of a treatable depression. In Oregon, the number of patients requesting 
assisted suicide who were referred for psychiatric or psychological evaluation has declined from 43.5% in 1999 
to just 2.9% in 2014, with an average of 5.9% for 1998 to 2013.35 It can be no wonder then that relatively recent 
studies have estimated that approximately one in every six patients in Oregon who are given a prescription under 
that state’s Death with Dignity Act suffer from clinical depression.36

72. The vulnerability that often characterises those making end-of-life decisions; the lack of reliable and understandable 
information available to the terminally ill and to those with grievous, irremediable conditions; and the very real risk 

31. Finlay and George, 172.

32. T D G Frost, D Sinha, B J Gilbert, “Should assisted dying be legalised?” in Philosophy, Ethics and Humanities in Medicine (2014) 9:3, 3.

33. M L van der Lee et al., “Euthanasia and depression: a prospective cohort study among terminally ill cancer patients,” in Journal of Clinical Oncology (2005), 23: 
6607-6612, 6609.

34. Statement from the Royal College of Psychiatrists on Physician-Assisted Suicide (2006) para 2.4, cited in John Keown, “Physician-assisted suicide: some reasons 
for rejecting Lord Falconer’s Bill,” (London: Care Not Killing, 2014), 2.

35. Department of Human Resources, Oregon Health Division, Center for Disease Prevention and Epidemiology, Oregon’s Death with Dignity Act: The First Year 
Experience (Portland: Oregon Health Division, 1999), Oregon Public Health Division (2014).

36. L Ganzini, et al., “Prevalence of depression and anxiety in patients requesting physician’s aid in dying: cross sectional survey,” in British Medical Journal (2008), 
337: 1682; I Levene and M Parker, “Prevalence of depression in granted and refused requests for euthanasia and assisted suicide: a systematic review,” in Journal of 
Medical Ethics (2011), 37(4): 205-211.
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that a request for assisted suicide or euthanasia comes out of depression should concern all those who would put 
the autonomy of the individual over the inviolability of life. These realities come to bear on decisions currently left 
to the individual, such as refusing treatment or stopping a medical intervention, but in these cases the exercise 
of personal autonomy allows a natural process to occur; it is passive. The exercise of personal autonomy in 
a regime that allows assisted suicide and/or euthanasia introduces a new level of seriousness to the 
consequences of the vulnerability of the patient, their likely inability to fully understand all that is 
happening to them, and the possibility that they are suffering from depression; it sets off the action of 
an outside agent, the doctor. This puts a great onus on doctors and as well as on their patients—an onus that 
is not relieved by evidence of a persistent request for assisted suicide or euthanasia or a waiting period between a 
person’s first request to die and when the procedure occurs.

2.6.4 REVIEW AND OVERSIGHT COMMITTEES

Review and oversight committees have been largely powerless to stop abuses, such as non-voluntary 
euthanasia, from occurring in jurisdictions where assisted suicide and euthanasia are legal.

73. The final safeguard offered by proponents of legalising assisted suicide and euthanasia is that of the establishment 
of a review or oversight committee to ensure proper processes are followed and that abuses do not occur. As with 
the other safeguards proposed, international evidence provides much cause for concern with the efficacy 
of this safeguard to uphold individual and public safety.

74. Review and oversight committees in the Netherlands and Belgium were set up to oversee and provide a check 
on the practice of assisted suicide and euthanasia in each country. However, these committees have been 
largely powerless to stop abuses from occurring and significant numbers of people from dying without 
their consent. These failures have led Professor Theo Boer, a Member of a Regional Review Committee in the 
Netherlands, to become an outspoken critic of his country’s euthanasia law. “Not even Review Committees,” he 
warns, “despite hard and conscientious work, have been able to halt these developments.”37

75. Evidence from the Netherlands points to the lives of thousands of patients being ended without those patients’ 
required consent;38 evidence from the Flanders region of Belgium, where the vast majority of Belgian euthanasia 
cases occur, puts the non-voluntary euthanasia rate at roughly 30% of all euthanasia deaths, or 1.8% of all deaths 
in the region.39 What is perhaps most shocking about these statistics is that despite academics finding vast 
evidence of non-voluntary euthanasia occurring in these countries, the review committees have investigated very 
few medical professionals or the deaths they have taken part in—no convictions have been made. 

76. The fact that review committees have taken little action against the practice of non-voluntary euthanasia may, 
sadly, not be all that surprising when reporting rates are considered. Every jurisdiction that has legalised euthanasia 
and/or assisted suicide requires medical professionals who take part in one of these procedures to follow a series 
of processes laid down by law or regulation and to report each death to a review or oversight committee. But just 
because medical professionals are supposed to follow the law and regulation does not mean that they do. 
Studies from the Netherlands indicate that at least 23% of euthanasia deaths are not reported each year;40 in the 
Flanders region of Belgium only approximately 50% of euthanasia deaths are reported.41 Even were the review and 
oversight committees to have teeth, such high rates of under reporting would ensure that they would rarely bite.

37.  Quoted in Steve Doughty, “Don’t make our mistake: as assisted suicide bill goes to Lords, Dutch watchdog who once backed euthanasia warns UK of ‘slippery slope’ 
to mass deaths,” in The Daily Mail (9 July 2014), available at: http://www.dailymail.co.uk/news/article-2686711/Dont-make-mistake-As-assisted-suicide-bill-goes-
Lords-Dutch-regulator-backed-euthanasia-warns-Britain-leads-mass-killing.html (accessed 15 December 2015).

38. R Cohen-Almagor, Euthanasia in the Netherlands: the policy and practice of mercy killing (New York: Kluwer Academic Publishers, 2004); N M Gorsuch, The future 
of assisted suicide and euthanasia (Princeton: Princeton University Press, 2009), 103-114.

39. K Chambaere, et al., “Physician-assisted deaths under the euthanasia law in Belgium: a population-based study,” in Canadian Medical Association Journal (2010), 
182(9): 895-901.
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SECTION III 
CONCLUSIONS

77. The legal practice of assisted suicide and euthanasia poses a great danger to public safety, especially 
to vulnerable people, despite the best intentions of lawmakers and the introduction of numerous 
safeguards. 

78. While we acknowledge that sometimes even the best palliative care and the most loving support of family, friends 
and caregivers may not alleviate pain to the extent that a person with an illness or condition would like, granting 
the ability to obtain a doctor’s assistance to end a life, puts so many more people in danger. It endangers people 
with disabilities, the frail and the sick by changing the way in which first the law and then society understands 
the inviolability of their lives. It endangers those at risk of suicide by sending them the message—however 
inadvertently—that suicide is an acceptable response to suffering. It endangers those whom we may bar from 
accessing assisted suicide and/or euthanasia today but could access it in years to come, due to the inevitability 
of boundary creep, people finding legal workarounds, or imperfect implementation. It endangers doctors, who 
will be forced to take on a heavy responsibility for not only the life but potentially the death of their patients. 
It endangers patients, who may not receive full and perfect information from their doctors, or whose doctors 
may miss signs of incompetence or coercion. And it endangers the terminally and seriously ill vulnerable, whose 
vulnerability characteristics are especially susceptible to indirect pressure and abuse.    

79. As citizens of a liberal democracy, we rightly value our freedom to make choices about our lives. But we also 
accept limits on our freedom when the exercise of that freedom would pose too great a danger to other individuals 
or to society as a whole. 

80. The current legal situation holds that it is too dangerous to allow people the freedom to gain assistance in ending 
their lives, and the international experience of assisted suicide and euthanasia confirms this danger. This is why 
we are convinced that the current legal situation is one that best recognises the equal dignity and value 
of human life, and that offers an appropriate balance between protecting society and upholding and 
respecting the rights of individuals to make autonomous decisions about their lives. 

81. Sometimes we have to accept that there are some lines that should not be crossed. Legalising assisted suicide and 
euthanasia is one of them. 

40. B Onwuteaka-Phililpsen, et al., “Trends in end-of-life practices before and after the enactment of the euthanasia law in the Netherlands from 1990 to 2010: a 
repeated cross-sectional survey,” in The Lancet (2012), 908-915.

41. T Smets, et al., “Reporting of euthanasia in medical practice in Flanders, Belgium: cross sectional analysis of reported and unreported cases,” in British Medical 
Journal (2010), 341: 5174.
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APPENDIX A 
DEFINITIONS

Double effect: In a small number of cases, the most effective way to treat a dying patient’s symptoms is to give them a 
treatment (for example, a high dose of morphine) that also may have the unintended effect of shortening the patient’s 
life. If a medical professional provides this treatment with the aim or relieving the patient’s suffering, the potentially 
resulting earlier death is unintended—though foreseeable—and is thus considered a “double effect.” Most ethical and 
moral codes would not consider the “double effect” to be wrong, and the law currently allows this practice.

Cessation of treatment: Sometimes a treatment being provided to a patient is futile—it is not improving the patient’s 
condition and may be causing the patient distress. In these cases, the patient or their famiy (if they are incapable of 
making their wishes known) may ask their doctor to stop the treatment even if this means that the patient will die. This 
can also be referred to as “pulling the plug,” and it is legal in New Zealand.

Physician assisted suicide/Assisted suicide: If a doctor prescribes a lethal drug to a patient knowing that the patient 
intends to take the prescription to end his or her life, the doctor is assisting in the patient’s suicide. This is sometimes 
euphemistically referred to as “facilitated dying,” “assisted dying,” or “death with dignity.” Places where this practice is 
legal often limit it to competent, terminally ill or disabled adults. It is not legal in New Zealand.

Voluntary euthanasia: If a doctor administers a lethal drug to a patient (usually through a lethal injection) at that 
patient’s request so that the patient may die, the doctor is committing voluntary euthanasia. This is sometimes 
euphemistically called “administered dying,” “assisted dying,” or “death with dignity.” It is not legal in New Zealand.

Non-voluntary euthanasia: If a doctor administers a lethal drug to a patient in order to kill that patient without that 
patient’s request, the doctor is committing non-voluntary euthanasia. The patient may be in a coma, be unable to 
consent due to a mental condition, or just not be consulted. Non-voluntary euthanasia is not legal in New Zealand.

Involuntary euthanasia: If a doctor administers a lethal drug to a patient in order to kill that patient despite that 
patient’s request not to die, the doctor is committing involuntary euthanasia. Involuntary euthanasia would be considered 
murder in nearly every country in the world, but in jurisdictions that allow voluntary euthanasia, it can sometimes be 
difficult to determine, after the patient has died, whether or not euthanasia was performed against the patient’s wishes.
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APPENDIX B

The following is a response written by Dr. Jane Silloway Smith to alligations made in the ACT Party’s regular bulletin of 
19 October 2015, that Maxim Institute had lied or misrepresented statistics regarding the international experience of 
legalised euthanasia and assisted suicide. 

Recently, the ACT Party’s Free Press newsletter called into question the veracity of some facts used by Family First 
on their website protect.org.nz; facts drawn from Maxim Institute research that was made available to the public. 

Maxim Institute has conducted research over the past two years into the experience of euthanasia and assisted suicide 
in those jurisdictions where one or both practices have been legalised. 

As any good researcher will acknowledge, facts are facts, but they always come to us wrapped in a context—usually an 
argument—that can shift how we understand and think of those facts. In Free Press, the ACT Party attack the use of our 
facts—calling those who cite these facts “liars.” What they are actually challenging are arguments and implications that 
we and others have drawn from those facts. They claim they hadn’t “found a single claim by opponents that stands up 
to scrutiny.” We respectfully disagree with their reading of the facts. 

Here at Maxim we welcome such critique and challenge—it is through rigorous, civil discussion and debate that the 
best ideas can be raised, sharpened, and clarified. We take this opportunity here to respond to their critiques so as to 
set the record straight. 

Critique 1: 1.8% of deaths in Belgium occur without the patient’s explicit consent

The ACT Party’s regular bulletin, Free Press, of 19 October 2015, reads:

They claim 1.8 per cent of all deaths in Belgium are deliberately caused by doctors without the patient’s explicit 
consent. That’s the nightmare of legalised assisted dying, right? Well, it’s from a study that concludes: ‘its 
occurrence has not risen since the legalisation of euthanasia in Belgium. On the contrary, the rate dropped from 
3.2% in 1998 to 1.8% in 2007. In the Netherlands, the rate dropped slightly after legalisation, from 0.7% to 0.4%.” 
In other words, all countries have people who die without explicitly asking at the hands of health professionals 
administering palliative care. This rate has actually dropped in Belgium as a result [sic] Assisted Dying being 
under the law. The study concludes the opposite from the point that Family First attempt to make from it. Perhaps 
more amazingly, they claim their source is the well-funded Maxim Institute.

Quick points:

• 1.8% of people dying at the hands of their doctors without their consent is a worrying statistic, regardless of 
what the rate may have been previously. 

• The fact that this rate—the highest in the world in 2007—occurred in Belgium, a country that legalised 
euthanasia in 2002 and has openly practiced euthanasia since at least the 1990s concerns us. We see 
in this statistic the potential for abuse of vulnerable people when euthanasia becomes an accepted and 
normalised option for “treating” the terminally ill and those with grievous, irremediable medical conditions.

• The study in question was published in 2010 and concerned statistics pertaining to 2007. We now know 
that a major shift occurred in Belgium around 2008: the number of deaths by euthanasia began to increase 
rapidly. A new study of euthanasia deaths without consent has not been done with data from 2008 and 
beyond. It may be that the drop in unconsented deaths seen between 1998 and 2007 has been reversed.

Further explanation:
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The study in question here is “Physician-assisted deaths under the euthanasia law in Belgium: a population-
based survey.”

The study’s primary aim is to find the rate of what they call “physician-assisted deaths without explicit request” in the 
Flanders region of Belgium between June and November 2007, and compare the traits of those who were euthanised 
with their explicit consent and those who were given life-ending drugs without their explicit consent.42

What they found was that 66 people were euthanised without their explicit consent in Flanders between June and 
November 2007; this represents 1.8% of all deaths in Flanders during the study period (2% of all deaths in Flanders 
during this period were by euthanasia with the patient’s explicit request). Patients given a lethal dose of drugs without 
their explicit consent were predominantly aged 80 or older and died in hospital. As the authors report:

In the majority of cases, the patient was not involved in the decision, primarily because of coma or dementia; 
however, relatives and other caregivers were often consulted. Considerations involving the relatives and needless 
prolongation of life were reasons indicated by physicians for reaching the decision. Compared with euthanasia 
and assisted suicide [with explicit patient request], cases of assisted death without an explicit request from the 
patient had a shorter length of treatment of the terminal illness, were more likely to have cure as a goal in the 
treatment in the last week, had a shorter estimated time by which life was shortened and more often involved the 
administration of opioids alone.

The fact that euthanasia is occurring in Belgium without the explicit consent of the patient concerns us, and the rate 
at which this was occurring in 2007—almost as high as the rate of euthanasia with the patient’s explicit consent—is 
worrying to us as well. We see in this statistic the potential for abuse of vulnerable people when euthanasia 
becomes an accepted and normalised option for “treating” the terminally ill and those with grievous, 
irremediable medical conditions.43

The ACT Party’s challenge, however, does not concern this central finding of the study. Instead, what they go after is a 
statement made within the course of the study authors’ interpretive remarks:

[T]he use of life-ending drugs without a patient’s explicit request occurred more often in Flanders, Belgium, than 
in other countries, including the Netherlands, where euthanasia is also legal. Flemish physicians have been shown 
to be more open to this practice than physicians elsewhere, which suggests a larger degree of paternalistic 
attitudes. This being said, its occurrence has not risen since the legalisation of euthanasia in Belgium. On the 
contrary, the rate dropped from 3.2% in 1998 to 1.8% in 2007. . . . Although legalisation of euthanasia seems to 
have had an impact, more efforts are needed to further reduce the occurrence of life-ending drug use without an 
explicit request from the patient.

This statement does not undermine our concerns for the 1.8% of people given life-ending drugs without their explicit 
consent. Understanding why involves two pieces of context:

1) that euthanasia has been openly practiced in Belgium since at least the 1990s; and 

2) that a major shift in the practice (and abuse) of euthanasia in Belgium occurred from 2008.

Euthanasia was practiced in Belgium prior to its official legalisation in 2002 – this is why the researchers have statistics 
available from 1998. Belgians, especially those in Flanders, have been comfortable with doctors assisting their patients’ 
suicides for decades. The percentages of those doing so without explicit consent may have dropped for a period 
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following legalisation, but they are still high—the highest in the world, in fact.

And that drop may have been a temporary blip. A major shift has been occurring in Belgium since 2008, which we now 
know about from data that was unavailable to the researchers behind this study in 2010. 

In 2007, 495 declared cases of euthanasia occurred in Belgium – an increase from 2006 of 65 deaths. In 2008, declared 
euthanasia deaths jumped by 209, to 704 people. And the increases kept going: 822 people in 2009; 953 in 2010; 1133 
in 2011. The European Institute of Bioethics reported in 2012, “Initially legalised under very strict conditions, euthanasia 
has gradually become a very normal and even ordinary act to which patients are deemed ‘to have a right’.” 

A peer-reviewed study into the rate at which doctors are euthanising their patients without their explicit request since 
2007 has not yet been done. But the combination of the phenomenal increase in the numbers of reported euthanasia 
deaths over the past eight years, an emerging Belgian culture that views euthanasia as a normal and ordinary act, and 
the openness of Belgian doctors to ending their patients’ lives without their explicit request, is worrying.

We stand by bringing to the public’s attention the fact that as of 2007, 1.8% of those who died in Belgium were given 
lethal drugs by their doctors without their explicit consent. It is the most up-to-date information we have about a very 
worrying practice in a jurisdiction where euthanasia is regularly practiced and legal.

Critique 2: There has been a 656% increase in the number of assisted suicide deaths in Oregon since 1998

The Free Press charges:

Some amateur hour misleading statistics. Since the state of Oregon legalised assisted dying in 1998, the number of 
people seeking an assisted death has increased by 656 per cent, the protect.org.nz website breathlessly reports. 
They are technically correct, it has increased from 16 the first year the law was introduced and was 105 last year. 
Approximately 30,000 people die in Oregon each year, so now 29,895 people die each year without assisted dying 
whereas it used to be 29,984.

Quick points:

• The Free Press doesn’t disagree with us on this fact: there has been a 656% increase in deaths by assisted 
suicide in Oregon since 1998. 

• Statistics help us to uncover and understand trends in ways that individual numbers may not. Introducing 
the figure of 30,000 deaths a year is an attempt to conceal behind a very large number the reality that 
deaths in Oregon by assisted suicide have been increasing significantly since 1998. 

Further explanation:

Here the ACT Party is accusing Family First (and us because this fact is cited to us) of sensationalising the rate of growth 
in assisted suicide deaths in Oregon since 1998. They do not contest the validity of this fact, but merely the reporting.

From 1998 to 2014, the number of deaths from assisted suicide in Oregon44 has increased from 16 to 105 per year – this 
represents a 656% rise over 16 years. The percentage increase is important because it shows just how phenomenal a 
rate of increase has occurred.

42. By Belgian law, the term “euthanasia” only applies to deaths that occur according to the guidelines laid out for such practice—that is, that the doctor has properly 
adhered to the regulations laid out by law and that the patient has consented to die. Doctors administering life-ending drugs to their patients without adhering to 
the legal safeguards, without the consent of their patients, or without reporting the death is not deemed to be euthanasia in Belgium—a distinction without much 
merit outside of the legal framework of Benelux countries.

43. David Seymour’s “End of Life Choices Bill” would, if passed, allow those with a terminal diagnosis of six months or less to live or with a “grievous, irremediable 
medical condition” to end their lives with the assistance of a medical professional.
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Say a baby is born weighing 3kgs; by the time she’s six months old, she might weigh 6kgs. To say that a person has gained 
3kgs isn’t all that remarkable (though true and a fair reporting of what’s happened), but to truly grasp the amazing 
growth that a baby goes through in its first year, it’s better to think of the child having increased her weight by 100% in 
half a year.

The same with the assisted suicide statistics from Oregon. The numerical increase in people taking up assisted suicide in 
Oregon is troubling, but it is thrown into sharp relief when we consider exactly what that rate of increase has been: 656%. 

From all of the evidence from overseas that we have considered in our research, we have come to be concerned that the 
legalisation of assisted suicide and/or euthanasia can change the culture of a country (or, in this case, a state) 
so that suicide comes to be seen as an acceptable and normal answer to suffering. Seeing extraordinary rates of 
growth in assisted suicide deaths is a fairly robust indicator that such changes may be occurring.

We stand by bringing to the public’s attention the fact that there has been a 656% increase in the number of assisted 
suicide deaths in Oregon since 1998.

Critique 3.1: 40% of those in Oregon who access assisted suicide do so out of a worry that they are a burden:

The Free Press asserts:

Family First claims: Forty per cent of patients who requested assisted dying in 2014 did so out of concern for being 
a burden on their family[22]; only 13% did so in 1998[23]. Why the different reference numbers? The reference at 
[22] tells us that it’s never been 13. 40 per cent has been the average for every year since 1998. They use a different 
data source to get 13 per cent only because it suits their story.

Quick points: 

• The two years that were cited were simply to compare the data from the first year assisted suicide was legal 
in Oregon, and data from the most recent year for which figures are available. 

•  The percentage of 13% in 1998 is absolutely correct (as reported in the Oregon Public Health Division report 
of 1999). Free Press couldn’t find the individual figure for 1998 in the 2014 report (reference 22) because 
Oregon does not republish the statistics for every year in its annual reports, just the numbers from the 
reporting year, alongside a running historical average. 

Further explanation:

We cite two different sources for the two different numbers because the Oregon Public Health Division publishes a 
report each year giving statistics and information about the uptake of the state’s Death with Dignity provisions—that 
is on those who requested assisted suicide, those who filled prescriptions for deadly drugs, and those who took those 
drugs in the year. 

The first one came out in 1999 (one year after the Death with Dignity Act went into effect), and the most recent one in 
2015; each of these reports details statistics and information from the previous year. Citation [22] on protect.org.nz 
references the 2015 report; citation [23] references the 1999 report. We chose these two data points because they 
come from the first year in which the law took effect and the latest.

The table below contains the percentages of people who said that the idea of being a burden was a concern that led 

44. Oregon has legalised assisted suicide but not euthanasia. They have also limited access to assisted suicide to those with a terminal illness and a diagnosis of 6 
months or fewer to live. Those with grievous, irremediable medical conditions are not eligible for assisted suicide in Oregon, as they would be under Mr Seymour’s 
private member’s bill were it to be passed into law in New Zealand.
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them to access assisted suicide in each year since legalisation:

Year reported upon Percentage (%) citing this concern

1998 13% 

1999 26%

2000 63%

2001 24%

2002 37%

2003 38%

2004 38%

2005 42%

2006 43%

2007 45%

2008 33%

2009 25%

2010 26%

2011 42%

2012 57%

2013 49%

2014 40%

The percentage has oscillated fairly widely over the 17 years the law has been in effect, but it has held relatively steady 
over the past several years at 40% or above, and, apart from the aberration of 2000, it remained at below 40% until 
2005.

We find these high rates of people indicating that they have requested assisted suicide out of a fear of being a burden on 
their families and caregivers deeply troubling. And yet Free Press wishes to challenge this concern. 

Critique 3.2: 40% of those in Oregon who access assisted suicide do so out of a worry that they are a burden:

The Free Press writes:

If 40 per cent of those choosing assisted dying in Oregon did so because they were worried about burdening 
their family that would be truly concerning, but is it? Turns out this figure emerges because people who choose 
Assisted Dying in Oregon are asked to ‘tick all that apply.’ Since 1998 the concerns have been: [l]osing [a]utonomy 
(91.5 per cent), [l]ess able to engage in activities making life enjoyable (88.7), [l]oss of dignity (79.3), losing 
control of bodily functions (50.1), [b]urden on [ f]amily, [ f ]riends, [c]aregivers (40.0)[,] [i]nadequate pain control 
or concern about it (24.7)[,] and, finally, [ f ]inancial [i]mplications of [t]reatment (3.2 per cent). That’s a total 
of 377.5 per cent. In other words, far from being a rising motivation for choosing assisted dying, concern about 
others has been a secondary concern at for [sic] a minority of people at a consistent level for 17 years in Oregon.

Quick points: 

• There is no contesting that 40% of people who accessed assisted suicide in Oregon in 2014 reported that 
they were doing so out of a fear that they were or would be a burden on their family, friends or caregivers.
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• Adding up the percentages of people who ticked each of the seven “end of life concerns” on Oregon’s survey 
for those who access assisted suicide is nonsense. The percentages do not tell us rankings of the concerns 
or which patients chose which combination of concerns, but merely what percentage of the 105 people who 
received lethal prescriptions from their doctors in 2014 did so out of each one of the concerns. 

• If you take the average of those who have accessed assisted suicide in Oregon out of a fear of being a burden 
between 1998 and 2014, you will get 40% (with a low of 13% in 1998 and a high of 63% in 2000). The fact that 
40% is both the percentage for 2014 and the average for the past 17 years of those surveyed reporting that 
“being a burden” is a contributing factor to their decision to end their life should not be relief to anyone. This 
should be a primary concern to anyone contemplating legalising euthanasia in New Zealand. 

Further explanation: 

It is true that those who access assisted suicide in Oregon are asked to fill out a survey as to why they have chosen to fill 
a deadly prescription under the Death with Dignity Act (referred to as their “end of life concerns”), and they are invited 
to “tick all that apply;” the categories are as Free Press indicates. The responses for 2014 are given in the table below:

End of life concern Number Percentage (n=105)

Losing autonomy 96 91.4%

Less able to engage in activities that 
make life enjoyable

91 86.7%

Loss of dignity 75 71.4%

Losing control of bodily functions 52 49.5%

Burden of family, friends/caregivers 42 40.0%

Inadequate pain control or concern 
about it 

33 31.4%

Financial implications of treatment 5 4.8%

As is clear from this table, people are regularly selecting more than one end of life concern. It’s also clear that most 
patients in Oregon in 2014 who died under the Death with Dignity Act were motivated in their decision by the twin 
concerns of losing autonomy and of being less able to engage in activities that make life enjoyable.

These are the motivating factors that most proponents of assisted suicide and euthanasia say are their reasons for 
supporting legalisation—that people should be able to ask their doctors to assist their suicide if they believe that their 
lives have become less than what they would like them to be. These numbers concern us for what they say about the 
rubric people are using when they weigh up the value of their own lives, of human life. 

But back to the 40% who say that fear of being a burden was a motivating factor in accessing assisted suicide. The 
data collected by the Oregon Public Health Division does not give us individual, or even collective, rankings 
of concerns. We can’t say from this data how much motivational power any of the concerns listed has on any 
one person or on the group as a whole.

What the data does tell us, however, is that a sizeable proportion of those requesting and being granted a lethal 
prescription feel—to some extent—like they are or will be a burden on their family, friends and caregivers. 
This worries us because we would hope that no society would want their terminally ill to feel like they were a burden. 
We would hope that all societies would look on the care of the terminally ill as one of the hallmarks of a decent and 
compassionate society; that these people would be made to feel that, though they are dying, they are still an integral 
part of their families, their communities, and their society.

It is likely that even in jurisdictions where assisted suicide and euthanasia are not legal, there are many terminally ill 
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patients who fear that they are or will be a burden on their families. But with the legalisation of euthanasia and/or 
assisted suicide, this fear can turn from a bothersome emotion into an indirect coercion to die. 

Most proponents of legalisation would limit euthanasia and assisted suicide to mentally competent adults who make 
an autonomous decision to die at an appointment time with the assistance of their doctors. Fears of being a burden, 
however, undercut this illusion of a person’s ability to make an autonomous decision—they show that people do 
not make decisions in a vacuum; they make them in a complex web of relationships and emotions. 

If I’m worried that I will be a burden on my family and friends, will I be more likely to ask for assisted suicide than if I felt 
convinced that my family and friends would relish the opportunity to care for me? If I knew that my society sanctioned 
the early deaths of the terminally ill and those with grievous irremediable medical conditions, would I feel like it might 
be selfish to carry on, that it would be unfair to burden my family and friends when there was an easy and legal way to 
release them from my care?

We stand by bringing to the public’s attention the fact that 40% of those in Oregon who access assisted 
suicide do so out of a worry that they are a burden. This number should worry all those who would wish to show 
compassion to the terminally ill and those with grievous, irremediable medical conditions. We would hope that, as a 
society, we would wish to answer someone’s fears of being a burden with reassurances and greater care rather than 
validating their fears and offering them death and ourselves release from their pain.


