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• Nothing new about people becoming terminally ill, 

suffering, wanting to die, and our being able to kill 
them.  

 
• Can now do much more to relieve suffering 
 
 So why now, when we’ve prohibited euthanasia  
 for millennia, are we debating legalizing it? 
 
 Cause is coalescence of profound changes  
 in our post-modern, secular,  
   western, democratic societies 
 



 
 
  dominate our society and its values 
 
 giving pre-eminence to rights to 
  autonomy and self-determination -“choice”  
 often to exclusion of considering harms  
   to institutions, community or society 
  –  favours acceptance of euthanasia. 
 



 
 

 Impact of euthanasia at different levels: 
           micro or individual level            
  meso or institutional level  
  macro or societal level   
  mega or global level.  

 
 
 Moral relativism  
  – no absolute right or wrong -  
    decide for self 

 



Pre-mortem loneliness:  
 Dying alone or unloved a universal human fear  
 
 People have sense of loss of family and community 
 
 Death a medical event takes place in great isolation  
 
 Death has been professionalized, technologized,  

   depersonalized and dehumanized  
 
 All of these factors make  
   euthanasia seem attractive option 



ii) 
 
 Students saw no problems with euthanasia 
     except possible abuse 
 
  Student explained:  
 "I think many of our reactions come from an aversion to 

suffering, and an unwillingness to prolong pain.“ 
 
 Difficult to respond to relief-of-suffering justification  
 
 Suffering often seen as the greatest evil 



iii) 
 
 “Mediatization" of euthanasia means  
 fail to consider societal and cultural-level issues 
 
  Consider only issues presented by the mass media  

 - and those only as presented by them 
 
 Harm euthanasia would do  
  to present and future society  
   very difficult to present visually 



iv) 

 We are death-denying, death-obsessed societies  
 
 With loss of religion have  
 lost main forum for engaging in "death talk”  
 
 Need “death talk"  
 to accommodate death into the living of our lives  
 
 Extensive discussion euthanasia in media  
 may be contemporary "death talk“  



v)  
 Generalized “death talk” makes  
 denial of death more difficult and  
  fear of death more present and “real” 
  
 Deal with this fear by seeking  
 to have death under control - euthanasia  
 
 Cannot make death optional,  
 but euthanasia can create an illusion it is 
 
 Euthanasia a “terror reduction”  
  or “terror management” device  

 
 



vi) 
 
 Use law as a response to fear,  
  often in misguided belief will  
   increase control and augment safety  
 
 We have, to varying degrees, become legalistic societies 
 
 
 Courts and legislatures are "secular cathedrals" 



vii) 
 
 Western societies highly materialist and consumerist 
 
 Lost any sense of “sacred”, even just “secular sacred"  
 
 Loss favours euthanasia because means  
 worn-out people equated with worn-out products 
  and both seen primarily as "disposal" problems. 
  
“When you are past your ‘best before’ or ‘use by’ date, you 

 should be checked out  
   as cheaply, quickly and efficiently as possible.” 
     Jeff Kennett, Australian politician 



viii) 
 
 Mysteries make many contemporary humans  
  highly anxious as lack control.  
 
 To reduce anxiety convert mysteries into problems  

 to deal with them through a technological solution 
 
 If convert mystery of death to problem of death,  
  euthanasia (a lethal injection) seen as solution 



ix) 
 
 Extraordinary scientific progress  

   and resulting mistaken views 
 can know everything through science and 
   science and religion antithetical 
 are an important cause of  
  loss of a sense of the “sacred”, in general,  
   and re human life, in particular  



 A science-based approach to life and death  
  – which  euthanasia reflects –  
   is strongly related to taking control.   

 
 In contrast, a “spiritual approach”  
 -which may or may not be based in religious belief - 
 accepts are some things  
  we cannot or ought not try to control,  
   at least through certain means. 

 



x) 
 
 Heart of many current ethics debates,  
 including euthanasia,  
 whether humans deserve "special respect"  
  as compared with animals or robots  
 
 Human dignity as marker of  
 humans’ ethical and moral sense,  
  which distinguishes them from animals 

 
 “Euthanize your dog” argument for euthanasia 



xi) 

 
 The euthanasia debate one of many current debates with 

a common feature:  
 they are challenging long-established,  
 previously widely-shared, societal values 
  
 While it’s good to be open to debate about our 

values, it’s not necessarily progress to change them, 
in fact, it can be the opposite. 



 
 “We all want progress, but if you're on the wrong 

road, progress means doing an about-turn and 
walking back to the right road; in that case, the 
man who turns back soonest is the most 
progressive.”  

    

   C.S. Lewis 



xii) 
 
  “pure science” view 

 
  “pure mystery” view  

 
 “science human-spirit” view 
 
Human death involves a mystery  
 - at least the “mystery of the unknown” –  
which we sense through intuitions, especially moral ones.  
 
Death is part of the mystery of life,  
 which means to respect life, we must respect death.  

 



PART II  
 

IDENTIFYING 
 

i) DIFFERENCES AND DISAGREEMENTS BETWEEN  
PRO- AND ANTI-EUTHANASIA ADVOCATES 

 
AND  

 
ii) THE STRATEGIES AND ARGUMENTS USED  
TO PROMOTE  LEGALIZATION OF EUTHANASIA 
 



 
 
 
1. INHERENTLY WRONG vs. MORAL RELATIVISM 
 
 Inherently wrong for one human being  
   intentionally to kill another  
 
 Utilitarians  and moral relativists disagree  

 - rightness or wrongness depends on   
     circumstances, values and preferences 

  
 They argue euthanasia should be legal,  
  when benefits for individual persons  
   outweigh its risks and harms 
 
 21 



2. SANITIZING LANGUAGE  
   (CAUSES CONFUSION) 
 For instance, don’t speak of killing  
   or euthanasia or even suicide,   
  but, as in the Quebec government reports,  
    “medically assisted death” 
    “medical aid in dying” (Bill 52).  

 
 This euphemistic, concealing use of language 

 creates confusion re what euthanasia involves,  
 which is a strategy used to promote it.  

   
 IF EUTHANASIA IS NOT KILLING, WHAT IS IT? 

 
22 



3. “NO DIFFERENCE” ARGUMENT  
 (LEGALIZING THROUGH CONFUSION) 
 Pro euthanasia argue refusals of treatment 
  that result in a shortening a patient’s life,  
   is recognition of a right to die.  
  Such refusals are ethical and legal 
   therefore, if are to act consistently,  
   euthanasia should be ethical and legal. 
  
 Related argument  
  euthanasia is just another medical treatment  
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 But right to refuse treatment is not a right to die;  

 
 Both intention of the physician  
  and causation of death are radically different 
   in refusals and euthanasia; 
 
 And most physicians do not regard  
   inflicting death as medical treatment 
 

24 



 Intention governing action 
 Refusals of treatment: physician no primary intention to kill;  
 Euthanasia : physician has primary intention to kill 
 
 Causation of death 
 Refuse life support: die natural death from underlying illness.  
 Euthanasia: die from the lethal injection  
 
 Ends vs. means 
 Pro-euthanasia “no difference” euthanasia and refusals treatment 
   as death occurs “anyway”  
 
 But issue is not if we die – we all die - it’s how we die and whether are 

valid ethical and legal distinctions between well-accepted 
medical practices at the end-of-life and euthanasia. 

 
 

25 



4. VALUES CONFLICT 
  Anti-euthanasia proponents give priority  
  to value of respect for life  
  pro euthanasia advocates give priority  
  to value of respect for individual autonomy 
   when these values conflict as in euthanasia 
 
 i) Autonomy  
   is it possible? 
   relational autonomy 
 ii) Respect for life 
  labeled as religious and passé in secular society 

 
 

26 



5. LEVELS OF ANALYSIS 
  Pro-euthanasia focus on the individual person who 

wants euthanasia: valid focus, but not sufficient 
 
 Euthanasia is not just a matter of personal decision-

making  
 
 What we decide about euthanasia will affect others, 

important institutions and society. 
 
  Law and medicine carry value of respect for life:  
  euthanasia requires changing the law to allow it and 

authorizing physicians to carry it out  
 

27 



 
6. SLIPPERY SLOPES 
  Euthanasia advocates deny is any evidence  

  that slippery slopes have resulted.  
 
 But strong evidence  in Belgium and Netherlands for   
 ‘logical’ slippery slope  
   – situations where euthanasia available expand–  
  and  ‘practical’ slippery slope  
  – euthanasia will be used abusively.    
 
 Latter is major concern re vulnerable people  
 - those old, disabled or dying.  
 

 
28 



CONCLUSION 
 
The euthanasia debate is momentous.  
 
It involves:  
 our individual and collective past –  
 the ethical, legal, and cultural norms handed down  
  to us as families, groups and societies;  
 
 the present – 
 whether we will change those norms; and  
 
 the future – 
 the impact this would have on those coming after us.  

 



Three important questions re euthanasia:  
 
 Would legalization help us or hinder us in our search 

for meaning in our individual and collective lives?  
 
 How do we want our grandchildren and great 

grandchildren to die?  
 
 And, in relation to human death, what kind of values 

and culture do we want to pass on? 
 



“The world of the 'consenting adult', the world remade in 
accordance with the 'social contract' of the enlightened 
liberal conscience, is, in the last analysis, a world too timid 
for love.”  

            Roger Scruton 
             Sexual Desire: A Philosophical Investigation, p. 358.  
 
 Is euthanasia the outcome  
  of our failure to be able to love  
   those who are dying  
    or even just disabled, old, or frail? 
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SUFFERING 



Pain and Suffering 

 Pain is not always bad 
 Touching a hot stove 

 Pain without suffering 
 e.g.—marathon runners 

 Suffering without pain 
 e.g.—depression 



Suffering 

“The suffering intrinsic in animal existence 
is…not primarily that of pain (which is occasional 
and a concomitant) but of want and fear—i.e.—an 
aspect of appetitive nature as such.” 

 
    -- Hans Jonas 

        The Phenomenon of Life 



Human Suffering: further 
refinements 

 The frustration of human appetite 
 The human appetite is infinite 



Dignity 
 Attributed 

 The value others attribute to us or we attribute to 
ourselves 

 
 Intrinsic 

 The value we have by virtue of being the kinds of things 
that we are 

 



Intrinsic Dignity and  
the Human Natural Kind 

 Intrinsic value is the value something has by virtue of 
being the kind of thing that it is. 

 That value (at least for humans) is what we mean by 
intrinsic Dignity. 



Intrinsic Dignity is not the value we 
have … 
 By being in control 
 How we appear 
 How productive we are 
 Rather 

 The value we have by virtue of being the kinds of things 
that we are 

 “Being somebody” 
 An interest-independent value—the value of the person 

whose interests we ought to respect 



A Portrait of Intrinsic Human Dignity 



Finitude & the Human Natural Kind 
 Finitude is characteristic of the kind of thing we 

are 
 We are (finitely):  

 Primate mammals 
 Rational 
 Affective 
 Mutually interdependent/social 
 Aesthetic 
 Free willing 
 Capable of grasping the finite and the infinite 
 Capable of humor 
 Practically moral 

 Independent deliberation 
 Coordinated action 
 Mutual binding of our wills 



Suffering: a refined definition 

 To suffer is to undergo an experience that makes 
explicit the essential tension between the Intrinsic 
Dignity and the finitude that characterize an 
individual as a member of a Dignified and finite 
natural kind. 



Two Types of Occasions of Suffering 

Neuro-cognitive 
 

Agent-narrative 

Jansen & Sulmasy, Theor Med Bioeth 2002; 23:321-337 



Neuro-cognitive suffering 
 occasioned by physiological disturbances or 

disruptions in physical integrity 
 e.g. – pain, diagnosable depression, delirium, nausea, 

seizures, etc.  



Agent-narrative suffering 
 occasioned by disturbances in one’s sense of agency, 

narrative history, or relationships with other persons 
 e.g. – sadness, loneliness, alienation, rejection, guilt, 

despair, doubt, self-hatred. 
 



THERAPEUTICS 



Medicine is a human response to 
certain kinds of suffering 

 Always and primarily a response to neurocognitive 
suffering 

 Always cognizant of and responsive to the agent-
narrative suffering that often accompanies 
neurocognitive suffering 



How Does Medicine Accomplish Its 
Therapeutic Ends? 

 “Meta-rules” for therapy 
 “Canons of therapeutic responsiveness” 

 Proportionality 
 Parsimony 
 Restoration 
 Discretion 

 



Canon of Proportionality 
 The therapeutic response must “fit” the disease 
 Both “means-end” & “benefit-burden” proportionality 

 Means-end—i.e.—butter knife for surgery 
 Benefit-burden—i.e.—interferon for a cold 



Canon of Parsimony 
 Do not use more therapy than is necessary 
 Paracelsus— 

 All medicines are poisons.  Therapy is a matter of dose. 



When therapy goes awry, most 
often 
“… it would not be because physical force or power was lacking or too little 

was exerted, but rather because there was actually too much force in 
play.  But when the act works, suddenly everything seems to happen 
spontaneously, lightly and effortlessly. … Genuine success is 
accomplished in medical practice at just that point where intervention 
is rendered superfluous and dispensable.  All medical efforts at healing 
are already conceived from the outset in light of the fact that the 
doctor’s contribution consummates itself by disappearing as soon as the 
equilibrium of health is restored.” 

 
      --Hans Georg Gadamer 
         The Enigma of Health  



Canon of Restoration 
 Therapeutic acts must have one of two intentions: 

 To restore right relationship completely (cure), or 
 To restore incompletely so as to mitigate suffering (relief 

or comfort). 
 



Examples of Restoration in  
Breast Cancer 
 Lumpectomy & radiation for stage I – curative 
 Chemo for 1st recurrence – mitigates disease 
 Oxycodone for pain – mitigates symptoms 
 Phase I trial -- research  



Canon of Discretion 
 Good therapy is also respectful of the limits of 

medicine 
 Indiscretions of degree 

 Overestimate the power of medical therapy 
 “Better dead than leukemic” 

 Indiscretions of scope 
 Expansionist view of medicine’s discretionary space 
 “In this school, children are either gifted or on Ritalin” 

 Indiscretions of expertise 
 Expansionist views of one’s own expertise 
 “I can handle this without a referral” 
 



Illness & injury attack attributed dignity 
 Disfigurement 
 Loss of control 
 Lack of social contribution 
 The ill and dying can even question their own 

intrinsic worth 
 



Illness & injury 
 Do not rob a person of intrinsic dignity 
 Do not make a somebody into a nobody 
 The most fundamental values at stake in medicine: 

 Duty to respond to those whose attributed dignity has 
been diminished by illness & injury 

 Because we recognize & respect their intrinsic dignity 



Suffering and Mood: 
Sadness and depression  
at the end of life 

 Very common to be sad if dying 
 agent-narrative 

 Common to have major depression 
 neurocognitive  

 Major depression is not “natural” in the face of 
death 

 Major depression is treatable even at the end of life 



Desire for Death 
 Common among the terminally ill:  

 45% express some desire 

 Desire for death is persistent in 9% 
 These patients have a 17-fold higher prevalence of major 

depression 

 Desire for death is statistically associated with: 
 Depression 
 Pain 
 Lack of social support 

Chochinov et al., Am J Psychiatry 1995;152:1185-91. 



Fortunately, all of these can be treated 
 Pain 

 with analgesic medicines and other techniques 
 Depression 

 with anti-depressants 
 Lack of support 

 with interpersonal care and attention 



Euthanasia & assisted suicide 
 Have no place in palliative care 
 Undermine the fundamental values of medicine 
 Violate the canons of therapy 



Depressed or sad? 
 The line might be blurred 

 The fact of dusk… 

 The key common symptom is the feeling of 
worthlessness 

 If depressed, then treat the depression 
 Restore the pathologically distorted sense of 

worthlessness 

 If sad, then never ratify as rational the view that 
someone has no worth 
 Violates the intrinsic dignity of that person 
 Undermines the fundamental values of medicine 



Euthanasia & PAS violate the canons of 
therapy 
 Restoration 

 One always aims to restore the patient or mitigate the 
loss 

 Medicine ought never aim to turn a somebody into a 
nobody 

 Proportionality 
 Means-ends 

 The proper treatment for depression is antidepressants not 
barbiturates 

 The proper interventions for sadness are interpersonal  
 Accompaniment 
 Upbuilding 

 



Discretion  



Suicide is never a private act 
  “In whose closet do you intend to leave your skeleton?” 

 
 

Ned Cassem, SJ, PhD 



The intrinsic worth of the dying: 
flipping the default switch 

 Default is currently continued life 
 The default question once the option is on the table 

 “Why haven’t you?” 
 



The slippery slope is real 



Depression as an indication for 
euthanasia in non-terminally ill patients 

 
 Netherlands 
 Belgium 

 



Experience in Oregon 
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Sulmasy, D. P. et al. Arch Intern Med 1998;158:974-978. 

An attitudinal link:  
Support for PAS is higher among those who are the most “cost-effective” 



Do Not Take Requests at Face Value 
 Symptom control 
 Depression  
 Top reasons in Oregon and Washington are agent-

narrative: 
 Being a burden 
 Loss of control 
 Loss of independence 



Alternatives 
 Hospice and palliative care 
 Forgoing life-prolonging treatments 
 Adequate symptom control 

 Even to the point of sedation or respiratory 
depression under the RDE 

 Accompaniment 
 Never ratifying the idea that a somebody has 

become a nobody, even (or especially) when that 
person declares himself or herself a nobody 
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