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Some notes on terminology 
• In its Greek origins, ‘euthanasia’ means good death. Virtually everyone on all sides of the debate 

want to promote that. Now the term can refer to a range of things, and even then people contest 
which words are most appropriate (more on this later).

• Basic distinctions:
1. ‘Passive euthanasia’ – withdrawing or withholding treatment when the patient chooses, or 

when it is thought that the intervention will not be good for the patient. 
2. Active euthanasia – causing the patient’s death

• Voluntary active euthanasia – when the person has asked 
• Non-voluntary active euthanasia – when the person is not able to ask (e.g. children, people with 

advanced dementia) 
• Involuntary active euthanasia – when the person could ask but hasn’t (usually regarded as murder) 

3. Assisted Suicide – providing a person with means to kill themselves 

• Currently in New Zealand, (1) is lawful and happens routinely. (2) and (3) are not lawful, though 
they do occur on occasion, and the cases that have been prosecuted have generally drawn light 
sentences. 



The international situation

• The number of jurisdictions permitting some form of euthanasia or assisted 
suicide has steadily increased over recent years (currently 8 countries and 7 
US States). 

• Oregon legalised assisted suicide in 1994. The Netherlands passed a law 
permitting euthanasia and assisted suicide in 2002. 

• The conditions under which euthanasia or assisted suicide is permitted 
vary. For example, most require that the person be currently competent, 
some require that the person have a terminal illness (e.g. Oregon), while 
others specify intolerable, irremediable suffering (e.g. the Netherlands) 
(other conditions and processes are also specified) 

• For a recent summary of the details see: Dyer, et al. Assisted dying: law and practice around the world. 
BMJ 2015;351 www.bmj.com/lookup/doi/10.1136/bmj.h4481

http://www.bmj.com/lookup/doi/10.1136/bmj.h4481


The situation in NZ
• ‘Passive euthanasia’ is routinely practiced in New Zealand, but active 

euthanasia is illegal. Suicide is not illegal, but assisting a person to commit 
suicide is. 

• Public debate of the assisted suicide and euthanasia was recently reignited 
by the Lucretia Seales case. In 2015 Seales sought a High Court declaration 
that it would not be unlawful for her GP to help her to die. Justice Collins 
concluded that this required an act of parliament. 

• In 2016 a Health Select committee inquiry received a record 22,000 
submissions on the issue. The committee is yet to report back.

• In June 2017 David Seymour’s ‘End of Life Choice Bill’ was drawn from the 
parliamentary ballot. Parliament will most likely debate the bill later this 
year (after the election) or early next year. 



The End of Life Choice Bill 

• A copy of the Bill and a pictorial summary of the way it may progress can be 
found here:

https://www.parliament.nz/en/pb/bills-and-laws/bills-proposed-
laws/document/BILL_74307/end-of-life-choice-bill

https://www.parliament.nz/en/pb/bills-and-laws/bills-proposed-laws/document/BILL_74307/end-of-life-choice-bill


The End of Life Choice Bill continued…

The Bill will make assisted dying available to a person who—
(a) is aged 18 years or over; and
(b) is—

(i) a person who has New Zealand citizenship as provided in the Citizenship
Act 1977; or
(ii) a permanent resident as defined in section 4 of the Immigration Act 2009; and

(c) suffers from—
(i) a terminal illness that is likely to end his or her life within 6 months; or
(ii) a grievous and irremediable medical condition; and

(d) is in an advanced state of irreversible decline in capability; and
(e) experiences unbearable suffering that cannot be relieved in a manner that he or she 
considers tolerable; and
(f) has the ability to understand—
(i) the nature of assisted dying; and
(ii) the consequences for him or her of assisted dying. 



Palliative Care

• Palliative care emerged from the hospice movement. 

• The goal of palliative care is to improve the quality of life 
of people who are dying. It recognises the multi-
dimensional nature of suffering, and involves a 
multidisciplinary approach.

• Palliative care acknowledges the dying process, and seeks 
neither to postpone nor hasten death. 

• The current legal option of last resort in palliative care is 
‘Palliative Sedation Therapy’. This involves reducing a 
patient’s consciousness until their pain is relieved. It may 
be intermittent or permanent unto death. 



The ‘doctrine of double effect’

• There is a long standing ethical doctrine that states that if the only 
way of relieving a person’s pain will also bring about the person’s 
death, then the act of doing so is not murder. 

• This doctrine has been broadly accepted by the medical community, 
and for a long time was invoked to justify the use of potentially lethal 
doses of pain relief in the terminal phase of life. 

• As it happens, there is little evidence that conventional palliative care 
practice does in fact hasten a person’s death. 
• See for example: Ekström et al, ‘Safety of benzodiazepines and opioids in very severe 

respiratory disease: national prospective study’, BMJ 2014; 348 doi: 
https://doi.org/10.1136/bmj.g445



Contested terms
Proponents of euthanasia generally prefer the phrase ‘Aid-in-dying’ and related 
variations, instead of ‘assisted suicide’. This is because they regard the act of ending 
one’s life in these conditions to be morally different to the act of suicide. Opponents 
reject this distinction, and add that the phrase confuses the action with palliative 
care. 

For example, the End-of-Life Choice Bill says:
‘In this Act, unless the context requires another meaning,— assisted dying means the 
administration by a medical practitioner of a lethal dose of medication to a person to relieve his 
or her suffering by hastening death’

By contrast, on the website Euthanasia-Free NZ one can read:
‘“Assisted dying” is an umbrella term for assisted suicide and voluntary euthanasia. “Assisted 
dying” is also called “end of life choice”, “end of life options”, “dying with dignity”, “death with 
dignity”, “right to die”, “aid in dying”, or “mercy killing”. All these terms are euphemisms, 
because they intend to make assisted suicide and voluntary euthanasia sound vague and less 
offensive. …’

http://euthanasiadebate.org.nz/assisted-dying-assisted-suicide-and-voluntary-euthanasia/

http://euthanasiadebate.org.nz/assisted-dying-assisted-suicide-and-voluntary-euthanasia/


The arguments in support of a law change 

• Two ethical concepts are deployed in arguments for euthanasia: 
compassion and autonomy. The application of these is difficult to 
disentangle; they may or may not be of equal importance, depending 
one’s basic values. 

The introduction to the End of Life Choice Bill reads:

‘The motivation for this Bill is compassion. It allows people who so 
choose, and are eligible under this Bill, to end their lives in peace 
and dignity, surrounded by loved ones.’



The importance of autonomy “My life, my choice.’

• In her submission to the High Court Lecretia Seales wrote the following:

"I have accepted my terminal illness and manage it in hugely good spirits
considering that it’s robbing me of a full life. I can deal with that, and deal with the
fact that I am going to die, but I can’t deal with the thought that I may have to suffer
in a way that is unbearable and mortifying for me.

I have lived my life as a fiercely independent and active person. I have always been
very intellectually engaged with the world and my work. For me a slow and
undignified death that does not reflect the life that I have led would be a terrible
way for my good life to have to end.

I want to be able to die with a sense of who I am and with a dignity and
independence that represents the way I have always lived my life. I desperately
want to be respected in my wish not to have to suffer unnecessarily at the end. I
really want to be able to say goodbye well."



The importance of autonomy “My life, my choice.’

• In a secular, liberal democracy, there is a general expectation that people should 
be free to do what they choose, as long as their choices do not interfere with or 
harm others. It is recognised that people have different values, and that 
differences in values should be respected, but also not imposed on others. From 
this standpoint, it can be hard to think how anybody could deny Lucretia Seales
her choice.  

To justify opposition one must either:

1. Show that the action or policy change will be in some way harmful to others. 
And/or
2. Challenge the presumed conception of our secular, liberal democracy. 

There are arguments opposing a law change that attempt to do both. 



Additional arguments

• A consistency argument can be made based on the current right to 
refuse treatment. Currently people are permitted to die by refusing 
treatment when they have ‘had enough’, and doctors seem to manage 
such cases well enough. Indeed, palliative care seems to promote this 
kind of death. Moreover, we sometimes say ‘it was a mercy’ when a 
person dies peacefully in their sleep, because they were spared a ‘drawn 
out’ process. Some feel it is unfair that others must suffer such drawn 
out processes until they die of natural causes. 

• Some people with progressive illnesses are currently choosing to 
commit suicide earlier than they would have otherwise, for fear that 
they will be unable to at the point their life actually becomes 
unbearable. Allowing others to assist may in fact prolong the lives of 
people in such situations. 



Public support

Surveys and opinion polls in New Zealand since around 2000 have consistently reported 
around 60% – 75% support for a law change. These surveys typically have referred to 
situations where a person is close to death and experiencing untreatable pain. For example, a 
Horizon poll this year asked:

This poll surveyed 1274 people aged 18+ who are members of Horizon Research’s HorizonPoll
panel. The results have a confidence level of 95%. 46% of respondents ‘strongly supported’ 
and ‘29% supported’ (=75% support).

The survey also asked a parallel question about irreversible and non-terminal conditions (e.g. 
Motor Neuron Disease) as opposed to terminal illness. The overall support for this was only 
slightly lower at 66%. 

See https://horizonpoll.co.nz/page/465/75-support

Q.1 Do you support a law change to allow medical practitioners to assist people to die, where a request has 
come from a mentally competent patient, 18 years or over, who has end stage terminal disease and 
irreversible unbearable suffering, e.g. cancer?

https://horizonpoll.co.nz/page/465/75-support


Problems with opinion polls

• Opinion polls don’t always deliver the best results. 

• A major drawback is that we don’t know how much the respondents 
know about the matter in question. For example, how many 
respondents are aware of the option of palliative sedation therapy? 
And are the aware of the purported problems? Would knowing such 
things change how they respond? 

• That said, democracy is the least bad form of government available, 
and public opinion must be taken seriously. 



Is pain the primary issue?
Reasons people are choosing aid-in-dying in Oregon and Washington 

From Emannuel et al. ‘Attitudes and Practices of Euthanasia and Physician-Assisted
Suicide in the United States, Canada, and Europe’, JAMA. 2016;316(1):79-90. doi:10.1001/jama.2016.8499



Problem 1: Is the ethical distinction 
sustainable?

• Are we clear on the difference between bona fide forms of ‘elected death’ and suicide?

Many proponents of a law change also regard suicide prevention as very important. Similarly, even opponents 
of a law change might accept that there could be situations where it would be acceptable to kill a person to 
save them from pain. 

We might think of conditions under which a person’s death might be ‘hastened’ on a continuum of relative 
moral acceptability. Something like this: 

Situations where we 
should hasten death. 
E.g. Man burning on 

the pyre 

Situations where 
we should prevent 
hastened-death. 
E.g. teen suicide Where is the line that separates early deaths we should allow 

(or assist) and which we should prevent?

The assist-prevent continuum
Along this line place all the possible conditions that a person 

might be want an early death. 



Problem 1: Is the ethical distinction sustainable? 
…continued…

• Some jurisdictions have relatively conservative laws that allow assistance 
only for deaths far to the left on the continuum, while others are more 
liberal, and allow assisting deaths under a greater range of conditions. 

• Moving the line of acceptability to the right gives greater scope to personal 
choice, but appears to also decrease the social and political impetus to 
preserve the value of life in the face of adversity. 

• This problem becomes more pressing if the line that we draw is not 
sustainable. 

• Opponents of a law change make this point when they argue that 
permitting a constrained form euthanasia leads to others becoming 
acceptable. 

• Such ‘slippery slope’ arguments come in various forms: conceptual, 
psychological, moral, and practical. 



Problem 1: Is the ethical distinction 
sustainable? …continued…
• There are a number of practical challenges in applying the criteria. For 

example, prognostication is not a precise science. 

• In Canada where aid-in-dying is now available to people with a terminal 
illness, some disabled persons are claiming the law is discriminatory, and 
that it should be available to those who are suffering with a degenerative 
diseases also. 
• See for example: http://www.cbc.ca/beta/news/canada/montreal/assisted-dying-

quebec-canada-legal-challenged-1.4160016

• The more weight we give to the individual’s own assessment of the 
tolerability of their suffering, the more difficult it would be to deny access 
to people in such conditions. 

http://www.cbc.ca/beta/news/canada/montreal/assisted-dying-quebec-canada-legal-challenged-1.4160016


Problem 1: …continued … Expanding criteria? Changing expectations?

http://www.dutchnews.nl/news/arc
hives/2016/12/assisted-dying-
could-be-legalised-for-over-75s-
who-have-had-enough-of-life/



Problem 1: …continued …
Some comparative trends?

Gamondi, et al. Legalisation of assisted suicide: a safeguard to euthanasia? 12 July 2014. The Lancet
DOI: http://dx.doi.org/10.1016/S0140-6736(14)61154-5



Problem 1: …continued …
Increasing use



Problem 1: …continued …
Increasing use

• There a various possible explanations for the increase in the Netherlands.

• The aging population is probably part of it. 

• However, official statistics indicate that more patients with non-terminal 
conditions are taking the option, including a small but growing number of 
patients with psychiatric illnesses.

• Theo Boer, who spent nine years on one of the regional evaluation 
committees, has suggested that people have begun viewing ‘aid-in-dying’ 
as a ‘right’ rather than an option of last resort. 

See DutchNews.nl: Rise in euthanasia requests sparks concern as criteria for help 

widen http://www.dutchnews.nl/features/2015/07/rise-in-euthanasia-requests-sparks-concern-as-criteria-for-help-widen/

http://www.dutchnews.nl/features/2015/07/rise-in-euthanasia-requests-sparks-concern-as-criteria-for-help-widen/


Problem 1: …continued…

• The idea of a ‘right to die’ is said to have led to patients and families pressuring 
doctors to provide the service. Theo Boer:

“The doctor doesn’t want to put it in the dossier; you need to read between the 
lines. Sometimes it’s the family who go to the doctor. Other times it’s the patient 
saying they don’t want their family to suffer. And you hear anecdotally of families 
saying: “Mum, there’s always euthanasia”.’”

(There is some survey evidence supporting this claim)

See DutchNews.nl: Rise in euthanasia requests sparks concern as criteria for help 
widen http://www.dutchnews.nl/features/2015/07/rise-in-euthanasia-requests-sparks-concern-
as-criteria-for-help-widen/

http://www.dutchnews.nl/features/2015/07/rise-in-euthanasia-requests-sparks-concern-as-criteria-for-help-widen/


Problem 1: …continued …
Pressure on healthcare providers 
• Ruben van Coevorden, a pioneer of euthanasia in the Netherlands, agrees with Boer, and gives 

the following illustration: 

‘I’ve come across it two or three times in my role as a SCEN doctor. There was one case where a 
woman was dying and had terrible stomach pains, her doctor was tearing his hair out, and when 
I turned up at the house the family practically pinned me to the wall and said: “You need to give 
mum the jab now, she’s in agony!” ‘I discovered that her treatment wasn’t working, she was on 
the wrong type of laxatives and was terribly constipated. I organised a palliative regime that 
made her more comfortable, and afterwards the family were extremely grateful. She was close 
to dying anyway, but it allowed them to say goodbye in a better way.’

• One might say this is an example of the system working. Others are concerned by the 
observation that doctors in these situations are ill-equipped and under pressure. 

See DutchNews.nl: Rise in euthanasia requests sparks concern as criteria for help 
widen http://www.dutchnews.nl/features/2015/07/rise-in-euthanasia-requests-sparks-concern-as-criteria-for-
help-widen/

http://www.dutchnews.nl/features/2015/07/rise-in-euthanasia-requests-sparks-concern-as-criteria-for-help-widen/


Problem 2: Impact on palliative care and 
healthcare providers?
• A 2011 survey (n = 1456) among Dutch physicians found that 86% of 

physicians dread the emotional burden of performing euthanasia.73

Interviews of physicians who have participated in euthanasia and PAS 
indicate that the decision to go through with a procedure is neither 
easy nor straightforward.112,113 An Oregon study found that only 11% 
of hospice nurses (n = 397) rated caregivers of patients receiving PAS 
as more burdened than caregivers of other hospice patients.114

Emannuel et al. ‘Attitudes and Practices of Euthanasia and Physician-Assisted
Suicide in the United States, Canada, and Europe’, JAMA. 2016;316(1):79-90. 

doi:10.1001/jama.2016.8499



Problem 2: Impact on palliative care and 
healthcare providers?
• Typically doctors, especially those working in palliative and mental health, 

expend a lot of effort helping patients to view their lives as still worthwhile 
despite the adversity they are facing. Some providers feel that allowing 
euthanasia would undermine their efforts, and confound what is already a 
very difficult job.

• Not all agree. Some palliative care physicians view ‘aid-in-dying’ as an 
option patients should be able to choose, along with conventional care.

• It is difficult to get clear evidence on how the law changes have or are 
changing practice.

• Views on whether a law change would lower patient trust in doctors are 
conflicting. There is no clear evidence that it would. See for example:

Hall et all. ‘The impact on patient trust of legalising physician aid in dying’. J Med Ethics 
2005;31:693–697. doi: 10.1136/jme.2004.011452



Problem 3: Social, cultural and financial support

• It is often suggested that if ‘aid-in-dying’ is available vulnerable people will be pressured into 
an early death. 

• A 2007 study of by Battin et al of the Oregon and Netherlands found there was no evidence 
this is happening. 

See Battin et al, Legal physician-assisted dying in Oregon and the Netherlands: evidence concerning the 
impact on patients in ‘‘vulnerable’’ groups. J Med Ethics 2007;33:591–597. doi: 
10.1136/jme.2007.022335

• Not everyone agrees with the analysis. For one response:
Finlay & 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.’

J Med Ethics. 2011 Mar;37(3):171-4. doi: 10.1136/jme.2010.037044. 



Problem 3: Social, cultural and financial support

• The concern about ‘vulnerable’ persons relates back to the fundamental tension 
between respecting a person’s choices and an obligation to intervene when a person 
feels their life is no longer worth living and want to die (i.e. to help them change 
their mind). 

• Some are concerned that if health services and/or social supports erode more 
people will be left in situations where their suffering is intolerable, and be moved to 
opt for euthanasia. 

• For example, loneliness is cited by some patients as a reason that their life is 
unbearable. What is the appropriate medical response?

See for example: Torjesen, ‘More people opt to use assisted dying laws for greater variety of 
reasons’. BMJ 2015;351:h4332 doi: 10.1136/bmj.h4332 

 This may not be considered a problem with the ‘End of Life Choice Bill’, because 
of the requirements that a person have ‘a grievous and irremediable medical 
condition’ and be ‘in an advanced state of irreversible decline in capability’. Then 
again, opponents may still object that these conditions do not necessarily 
correlate with life being unbearable.


