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       SUBMISSION FROM
EUTHANASIA AND PHYSICIAN ASSISTED SUICIDE

COUNCIL OF EUROPE,

PARLIAMENTARY ASSEMBLY


(Ref.  Resolution 9898 from Dick Marty MP, for debate on 29th  JANUARY 2004)

1. Introduction

1.1 CARE (Christian Action Research & Education) is a mainstream Christian charity and NGO with special consultative status at the UN with a hospitality network of 350 Christian homes, 150 Crisis Centres offering support, advice and information to those with unplanned pregnancies, foster families to adults with learning disabilities and the radical care of young people on remand in the UK.  CARE also undertakes research and lobbying on associated issues.  CARE’s concern is for the well being of all in society but particularly for the most vulnerable and needy. CARE for Europe represents the views of our 100,000 supporters on the continent from our office base in the European Quarter of Brussels.
2. What is euthanasia?

2.1 In legal terms euthanasia is the intentional killing of a patient as part of his/her medical treatment.  It is sometimes referred to as ‘mercy killing’.  The key factor is the intention behind the act.  Euthanasia occurs when a doctor, friend or relative intentionally ends a person’s life, to “put them out of their misery”, i.e. kill them.  In contrast, the intention of good medical practice is to maximise the patient’s quality of life, but never to end life intentionally.  There have been cases where individuals have requested euthanasia because they feel depressed and see no purpose to life, even though they are not terminally ill.  

3. What is the difference between voluntary euthanasia and euthanasia that is not voluntary?

3.1 Voluntary euthanasia is euthanasia requested by the patient (i.e. they know what they are asking for) and the doctor gives a lethal injection.  Involuntary euthanasia occurs when a patient is competent to request or consent to treatment but is not consulted and is intentionally killed.  Non-voluntary euthanasia occurs when a patient is not in a position to understand their circumstances; they may be mentally incapacitated, and therefore cannot exercise their judgement.

4. What is physician assisted suicide?

4.1 Over the last few years, there has been increasing debate over whether patients should be able to ask doctors to end their life if they feel they no longer want to live.  This is often referred to as doctor assisted dying or physician assisted suicide. In cases of so called “physician assisted suicide”, the doctor provides lethal medication that the patient then administer.

	4.2 The British Medical Association (BMA) has drawn together views on physician-assisted suicide and their conclusions are instructive. 

4.3 In opposing the Patient (Assisted Dying) Bill introduced in the UK House of Lords in February 2003 by Lord Joffe, The UK Disability Rights Commission (DRC) summarised their objections as follows:

· Legalisation of assisted suicide and euthanasia is currently unsafe.  It could prove an unbearable pressure, on disabled people, to choose death in a society where they are made to feel inferior and a burden on relatives, carers and public resources, where there is a lack of social support services to aid dignity and independence, and sometimes a lack of palliative care resources.

· The DRC takes very seriously the principle of autonomy expressed in the phrase “a right to die”.  However, we believe that the right to live is equally important.  Alongside the wishes of people like Reginald Crew and Dianne Pretty, we hear the voices of disabled people who express a real fear that their lives will be put at risk if voluntary euthanasia or assisted suicide were legalised. 

	


· The DRC is not aware of any country that has managed to frame a law that allows assisted suicide or voluntary euthanasia, for people with terminal illness, as in the cases of Mr Crew and Mrs Pretty, whilst ensuring that disabled people are protected from coercion pressure, and involuntary euthanasia.

· The Patient (Assisted Dying) Bill has many flaws.  In particular, a lack of convincing regulation and monitoring to ensure disabled people are: safe from misjudgements by others on their quality of life; have full information and appropriate support to aid their decision-making; and are free from overt, covert or unintentional, coercion.

Statements from a BMA conference to promote the development of consensus – 3-4th March 2000
Drawing together a wide range of moral viewpoints and practical considerations, the conference cannot agree to recommend a change in law to allow physician assisted suicide.
Within the profession there is a very wide range of views on physician assisted suicide (both for and against).
The conference believes that if physician assisted suicide were to be practised:
It would alter the relationships between:
doctors and patients;
doctors and significant others; and
doctors and society.
The conference recognises the importance of:
patient autonomy; and
open communication with the patient.
In the context of the debate on physician-assisted suicide, an important moral issue to be considered would be the balance between respect for the patient's autonomous request and any distress and harm that may be caused to those close to the patient.
5.  Why do patients want this option?

5.1  The end of life and suffering inevitably raises many fears.  Some                                feel they will not be able to cope and do not want to lose their “quality of life”.  Others do not want to see their loved ones suffer.  All of these feelings are entirely understandable.  However, the current law allows doctors to increase pain relief for patients even if it may cause a shortening of the patient’s life.  This principle is known as double effect and has been upheld by the courts in the overwhelming majority of jurisdictions.

6. The law and the principle of double effect

6.1 The principle of double effect allows a doctor to administer pain relief to a patient that might (rarely) have the foreseeable but unintended effect of accelerating the patient's death.  Deliberately accelerating a patient's death is criminal in the overwhelming majority of  jurisdictions, but it is the intention of the doctor that is critical both ethically and legally.  If his intention was to control pain then it is acceptable.  If however, his intention was a deliberate intervention to end life, then such an action contravenes the current law. 
6.2 Some have made the point that only the doctor knows what his intention was, and that the doctor's action could be hypocritical.  For this reason such decisions should be taken with the widest discussion possible, involving the patient, the family, and all relevant members of the healthcare team.  It is worth noting that according to research from the hospice movement, adequate pain control even with very high doses of palliatives usually prolongs life, and life of a good quality.  See 8.1 below.
6.3 If the principle of double effect is not upheld then the only alternative becomes euthanasia.  Without the protection of this legal principle, doctors would have to refrain from increasing palliatives, which would lead to unacceptable levels of unrelieved suffering.  Thus, the acceptance of the principle of double effect makes it more difficult to argue in favour of the legalisation of euthanasia.  
7 Supporters of the principle of double effect

7.1 There is widespread recent support for the principle of double effect from the healthcare and legal professions.  These are some representative comments from the UK.
· The House of Lords Select Committee on Medical Ethics 1994

"Double effect is not in our view a reason for withholding treatment that would give relief, as long as the doctor acts in accordance with responsible medical practice with the objective of relieving pain or distress, and without the intention to kill". 


Lords Report Paper 21-111, Part 4, Recommendation No 282.
· The Royal College of Nursing 1994

"The present position in English law remains as set out by Mr Justice Devlin in his direction to the jury in the prosecution of Dr Bodkin Adams in 1957 as follows, '...a doctor is entitled to do all that is proper and necessary to relieve pain even if the measure he took might incidentally shorten life by hours or perhaps longer.'   The RCN believes that this judgement is both wise and still relevant.  Giving drugs in order to relieve pain and suffering, even if they have the secondary effect of shortening life, is not euthanasia as we have defined it."   



Lords Report Paper 21-111, Vol 2, Page 73.   

· The BMA 1994 

"In the past, there was sometimes hesitation among doctors and nurses to provide the necessary degree of pain relief due to concern about drug tolerance or fear of shortening the patient's life....It is now emphasised that relief of physical and mental distress must be the first aim of treatment at the end of life.  Hospices have demonstrated that in the majority of cases, pain can be controlled by analgesics in appropriate doses at regular intervals."   



Lords Report Paper 21-111, Vol 2, Page 32. 

· The National Hospice Council 1997 

"The occasional need for high doses of analgesic and other drugs in the final stages of life can cause anguish among doctors and care-givers alike and lead to the perennial misinterpretation by the media and the public of this as euthanasia by stealth. The dosage required by one patient may be hundreds of times greater than that required by another.... Even if there is some real risk of shortening life, the reasonable and responsible doctor will not shirk from adequate symptom control.  This is legally sound and ethically defensible through the principle of double effect.  Doctors already have all the latitude they require in legal terms to ensure that patients do not die in pain." Voluntary Euthanasia: The Council's View July 1997.  

8 Confusion over the availability of pain relief

8.1 While advances in pain relief have been dramatic in recent years, hospices have been accused of only being able to help 95% of patients suffering from pain.   According to Dr Robert Twycross, Macmillan Reader in Palliative Medicine at the University of Oxford this is an inaccurate statement.  Speaking in July 1997 he stated, "The bottom line is making the unbearable bearable, and this is readily achievable with skill, imagination and determination in approximately 95% of cases.  In the remainder, approximately 5%, it is much harder to achieve this goal, but that does not mean that the patient "cannot be helped" or is not to be helped.  In extreme situations, patients will receive sedation to keep them asleep, around the clock if necessary, in order to ease the intolerable physical and/or mental distress.  No one need die in agony.  It is not necessary to legalise mercy killing/euthanasia to make this claim reality."

9  Lessons from the Criminal Law in the Netherlands: The "Slippery Slope"

9.1 Although euthanasia is forbidden in the Dutch Penal Code, the Dutch Supreme Court held in 1984 that a doctor who kills a patient may in certain circumstances successfully invoke the defence of necessity, also contained in the Penal Code to justify the killing.  In the same year the Royal Dutch Medical Association issued its members with guidelines for euthanasia.  Since then the lives of thousands of Dutch patients have been intentionally shortened by their doctors.  

9.2 The Remmelink Commission established by the Dutch Attorney General in 1990 provides the empirical evidence for the “slippery slope” in the Netherlands.  The most damning statistic in the Commission's 1991 Report revealed that of the 3,300 euthanasia deaths in 1990, there were 1,030 cases of euthanasia with no specific request from the patient.  Furthermore in the well-documented 1994 Chabot Case, a Dutch doctor assisted in the suicide of a 50 year old woman suffering from depression after the death of her two sons.  Although she was physically fit, she was euthanased and the Dutch Supreme Court subsequently cleared her doctor of committing any criminal act. 
9.3 Further evidence in recent years confirms the findings of the Remmelink investigation.  When speaking in the House of Lords on 6th June 2003, Lord Alton commented: “I was in Holland last week when the Dutch Government officially reported that last year there were some 3,800 cases of euthanasia and that 900, one in four, were involuntary. So much for patient autonomy. Even more shocking the Dutch Government also reported in 2001 “just 54% of such deaths were officially reported”. The research concluded that “the low percentage of reported euthanasia deaths was because doctors wished to avoid the administrative hassle of reporting a euthanasia case and were concerned that they might have breached the regulations.” So there we have it. We decriminalise; we move to voluntary euthanasia; we move on to involuntary euthanasia; and then, because it becomes so routine, we move on to non-reporting in some 50% of cases.”
10.  Relationship with doctor
10.1 Historically doctors have had a role to cure and care for their patients.  Legalising euthanasia or physician-assisted suicide would fundamentally alter this relationship and the relationships of trust between doctor and patient.
10.2 Experience from the Netherlands suggests that changing the law eventually leads to pressure for non-voluntary euthanasia.
11. Key arguments against the decriminalisation of euthanasia
11.1 CARE believes that euthanasia is morally, legally and medically unacceptable.

•
Morally: As a society we have a moral obligation and social responsibility to care for those who are elderly, dying or disabled.  The legalisation of euthanasia would result in pressure, real and/or perceived for the vulnerable to request euthanasia.  


•
Legally: The legalisation of euthanasia would fundamentally change the basis on which the criminal law is founded, namely intentional killing.  The prohibition of intentional killing protects us all, and any change, as the Dutch have found, would be impossible to police, not least because the key witness is dead.  


•
Medically: The role of doctors has been to cure and care but never to kill their patients.  The legalisation of euthanasia would fundamentally change the role of the doctor and the relationship of trust between the doctor and the patient.  
11.2  CARE believes that euthanasia is unnecessary 


•
Patients Can Reject Treatment: The current law firmly recognises the legal right of patients to reject medical treatment.  Competent patients should be reassured that they will not be subjected to life prolonging treatment against their stated wishes. 

•
Advances in Hospice Care: The Hospice movement established in the UK by Dame Cicely Saunders in 1967 has pioneered an international movement dedicated to the care for the dying.  With over 200 hospices in the UK and the St. Bridget's Hospice on the Isle of Man, numerous home care teams, a new medical discipline of palliative care and a partnership approach between professional and patient, the quality of care that is now provided to the dying makes euthanasia unnecessary.   

11.3   CARE recognises that euthanasia is internationally condemned.


•
While international debate and discussion continues to be promoted by a network of worldwide euthanasia groups, other countries in the world are firmly rejecting attempts to change the law.

•
Australia: The world's first law legalising voluntary euthanasia, the Northern Territory's Rights of the Terminally Ill Act 1995, was overturned in 1997 on consideration by the Federal Parliament in Canberra.  

•
USA:  In 1997 the US Supreme Court in a landmark judgement rejected two attempts to legalise physician-assisted suicide.  Chief Justice Rehnquist, stated in a unanimous judgement that euthanasia " has no place in our nation's traditions, given the country's consistent, almost universal rejection of it."   

•
Netherlands: As outlined above, Dutch Government evidence from the Netherlands shows clearly that a change in medical practice permitting euthanasia is impossible to police. 

CARE would respectfully invite the Council of Europe Parliamentary Assembly  to reject the possibility of legalising or even decriminalising active euthanasia or physician assisted suicide as promoted by Mr Dick Marty’s proposed Resolution for the many reasons given above.
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