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Commentary

Assisted suicide a 20" century problem,
Palliative care a 21* century solution

Matthew Doré

Abstract

Assisted suicide and euthanasia are two forms of what is being
called ‘assisted dying’, and they are touted by proponents
as “progressive” and “compassionate”. In fact, they are, on
the contrary, relics from the last century: today, in the 21*
century, we have moved beyond such archaic solutions — we
now have, instead, proper evidence-based palliative care. It
is this that should be demanded for all.

This article will dispel the myths around dying that are
often cited. It will also explore the oft-overlooked tragedies
generated by assisted suicide, in the hope you, the reader, can
be better informed about this retrogressive practice.

Introduction

I was a young junior doctor, doing my haematology
placement, when the gentleman who had occupied side room
three for over two weeks died naturally of his leukaemia,
comfortably and very peacefully. It was one of the first times
I had seen death - certainly the first time I had formed a close
bond with a dying patient and their family. In one of those
formative moments I will always remember, his adult son
handed me a tin of chocolates for the ward and told me:

“Dr Matt, you know, my dad taught me how to use a spoon,
ride a bike, wash and dress, to be fair and generous. He
taught me how to be a good husband and father, he taught
me how to graciously age... he taught me everything I know,
and, you know what, he has now taught me how to die as
well”

This is what a good death looks like: a life which is complete
and a legacy handed on. This dying gentleman has both
reassured and helped his son see death as a normal part of
living and provided a model for him in the future. It was this
moment that helped form my decision to go into palliative
care - I found myself asking “how can I help achieve this in
all my patients?”” and “how can I help people achieve a good
death?”

Of course, assisted suicide is incapable of achieving the
same thing: because such suicide also creates an example
and demands generational repetition. It feeds an unfounded
fear of the process of dying, and a misunderstanding that
the way to approach this fear is to pre-empt it. After much
reflection and careful consideration, I do not think assisted
suicide is at all compatible with palliative care. It would be
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a calamity and a great scandal if introduced here in the UK
or Ireland.

There is a narrative that ‘of course’ palliative care would
be heavily involved in assisted suicide. The reality is very
different, ‘The Association of Palliative medicine’', the
largest representative body of palliative care doctors in the
UK and Ireland, opposes any changes to the law. A survey of
members outlined 82 % were opposed in 2015% and this was
confirmed in the RCP survey in 2020° with 81% of palliative
medicine physicians opposed. My esteemed palliative care
colleagues, who have seen dying the most, are thus overall
united in this thinking. These are also the physicians who are
anecdotally one of (if not the most) accepting and progressive
group of doctors and nurses in the health care profession.
Their mantra is compassion. You have to ask yourself: Why
are Palliative Care Physicians so overwhelmingly against
assisted suicide?

If I were to pick one over-arching reason it would be that
palliative care understands how vulnerable people can
become. Certainly physically, but also psychologically,
spiritually and socially. Indeed, I would argue, out of all the
vulnerable groups, those approaching end of life are the most
vulnerable, and need a higher degree of protection.

We shall now explore the ways in which this population
becomes vulnerable, and why we must protect them.

Mental Health and Suicide prevention

In Canada, where assisted suicide and euthanasia are legal
(and, euphemistically, titled “Medical Assistance in Dying
— MAID”), only 6.7% of 10,064 MAIiD provisions (3.3%
of all deaths in Canada) were referred to a psychiatrist for
assessment in 2021%. Likewise, in Oregon, in 2021 only 2
patients out of 383 were referred for psychiatric evaluation
(0.5%)°, in 2020 this was only 1 patient out of 188°. Couple
this with data showing three quarters of those requesting
assisted suicide report being lonely and 60% are clinically
depressed’, it is evident we are missing mental health as a
causative factor in these patients.
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In the Netherlands (where again, assisted suicide and
euthanasia are legal) an analysis of individuals requesting
euthanasia or assisted suicide for mental health issues
showed that the commonest diagnosis was a depressive mood
disorder and that, compared with the general population, they
were more likely to be single, female, or a lower educational
background and with a history of sexual abuse®.

It had been hoped that legalising assisted suicide would
reduce the background rate of “ordinary” suicide, positing
that some ‘not assisted’ suicides happen because the victims
are terminally ill and/or have unbearable symptoms.

It doesn’t - evidence suggests the opposite. In Oregon, the
background suicide rate has risen by nearly one third (32%)
since ‘assisted suicide’ was legalised®!°. In Europe this
has been thoroughly investigated and controlled against
neighbouring countries and trends by David Jones’s recent
paper''. He confirms the data demonstrates a rising ‘not
assisted’ suicide rate in countries permitting assisted suicide.
Indeed, Belgium now has the highest non-assisted suicide
rate in women in Europe''.

“In all of the four jurisdictions (Switzerland, Luxembourg,
the Netherlands, and Belgium) there have been very steep
rises in suicide (incl. AS) or in ISID (Intentional self-initiated
death) after the introduction of EAS (Euthanasia or Assisted
Suicide). A striking example is the suicide rate (incl. AS)
of women in Switzerland which has roughly doubled since
1998. Many more people have died prematurely after these
changes.”!

Oregon: deaths from AS vs non-assisted suicide rates
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Used with permission from https://kadoh.uk' Non-assisted
suicides in Oregon have risen by 32% despite legalising
assisted suicide'.

In the name of ‘progress’ there has been a societal moral shift
in these countries. Not only is suicide a reasonable course of
action in the face of hardship, but those medical professionals
who don’t provide assisted suicide have questionable ethics,
whereby they are perceived more concerned with their
own moral hang-ups than the welfare of the patient. This is
outlined in the desperately sad case in which a Dad got his
son to shoot him dead because he had been refused legal
assisted suicide in Australia®®. It is becoming a ‘right’ to
demand and thus provide.

Assisted suicide bypasses the exploration of mental health,
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it damages the excellent work to normalise talking about
mental health, and it conflates ‘autonomy’ above mental
illness. All the while often proponents are cheering you on
to fight for your right to have someone help you commit
suicide. Topsy-Turvy doesn’t cover it.

Burden

In Oregon’s 2021 report on reasons people had assisted
suicide, 54% felt a burden and 8% had financial concerns.
The percentage of assisted suicides in Oregon who felt a
burden has doubled in the last 10 years (26% to 54%)°.

Oregon: number and % of AS patients who feel a burden
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“I don’t want to be a nuisance” as one of my patients put
it, and although sometimes is perceived as noble, is where |
believe society should step in.

Even out-with mental illness, society has a deep
responsibility to protect the most vulnerable, and who is the
most vulnerable if not those who are open to suggestion or
worse, pressurised?

Simply having the option of assisted suicide expressed is
in itself, an acknowledgment this is an acceptable course
of action, and thus acts as a ‘pressure to consider such’. I
imagine that disabled people understand what it is to feel
like a burden on society, they are only too aware of the
implicit suggestion this creates. This explains why all the
major organisations representing the disabled are opposed
to such legislation as they are aware of being perceived ‘as
a nuisance’.

No matter how caring your family is, this societal pressure
would be exerted upon everyone who had a terminal illness,
or in Canada and parts of Europe, self-described suffering.
The pressure may be spoken or unspoken, but by creating an
option, a door opens, in which consideration of an assisted
suicide becomes real. The expectation to alleviate a burden
on their family will be felt by the patient, or worse the patient
perceives forcing a burden upon their family to care for them.
As many suicide letters have sadly written, “You are better
off if  wasn’t here.”".

Within palliative care I have readily seen the gratification
and melancholy pleasure of family caring for their loved
one. Albeit it is often hard work and there comes a tipping
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point of which professionals are needed, however like caring
for a new-born child there is pleasure in the hardship. This
‘burden’ perceived by the patient is often a gladly received
role by the family.

In discussions with families, I have often asked them to put
on each other’s shoes. The point reveals how much they care
about each other and the ‘welcome role’ of caring for a loved
one. It becomes obvious if roles were reversed they would
care for the other.

However if, as sometimes happens there isn’t a caring family,
our societies role is surely to provide an environment which
substitutes that ‘family role’. I feel many nursing homes,
social care, the hospitals, hospices and community palliative
care services provide this role exceptionally well, although
albeit work needs to be done to be equitable across the whole
country. This is the opposite of what some Canadians are
experiencing as assisted suicide becomes the only option
with their housing and social crisis'®.

Or maybe it’s even worse, how can it be uncovered that there
is a coercive family? Exerting a pressure on the patient into
assisted suicide. Maybe out of spite, money, feud or neglect
or any number of reasons. Legislation has to be for the whole
of society not just for the well-meaning families, and not be
left for doctors to be pretend detectives or judges.

I have also witnessed the traumatic effects of suicide
personally. The regret and questioning and torment this
action brings to those remaining. It is important to highlight
there is no requirement in any of the legislations to tell
family and loved ones of what they are planning to do, as it’s
touted as being based on individual autonomy. Inevitably,
in the pursuit to not be a burden some people may create a
greater one. “No man is an island” - John Dunne'”.

Dignity

Death is an unknown. Death however has the misconception
that it’s commonly associated with pain, suffering and
indignity, this is really not true for the vast vast majority
of cases. The prominent lobbying group is called ‘Dignity
in Dying’ highlights the word ‘dignity’ in taking one’s life.
Would assisted suicide help create dignity?

Dignity is not something you can claim for yourself, it is
placed upon you. Dignity is given to you through a caring,
respectful environment. The Queen, for example, is the most
dignified lady I can think of, because we placed that respect
and honour upon her. The palliative care ethos is something
that restores that dignity in dying because of the caring
people and environment the patient finds themselves in at
home, hospice, community or hospital.

The lobbying group ‘Dignity in Dying’ is therefore mis-
named, it predisposes the only ‘dignified’ way to die is to use
assisted suicide, hence the name. This is clearly not true as
many through history have died with dignity naturally. They
also mistakenly define ‘dignity’ synonymously with personal
choice, there is a big overlap to be sure, but compassion and
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dignity is a lot more than that. Dignity is passionately the
pursuit of making ‘you’ more ‘you’, bestowing you with
worth and value.

The lack of absolute certainty that palliative care can control
all the symptoms is often used as a rational for assisted
suicide, however a lot less well recognised is that assisted
suicide is actually associated with multiple complications
itself.

Oregon, despite having the best available recorded data out
of all assisted suicide jurisdictions is incomplete, with no
record of the complications (‘unknown’ in the table below)
in 67% of all patients. Out of the recorded known data 9.3%
had complications®.

In an interestingly never repeated study in the Netherlands,
7% vomited the medication up and 16% experienced
significant problems such as failure to induce coma, or
induction of coma followed by awakening of the patient or a
prolonged time to die'®.

In Canada there is anecdotal recognition of the many
complications from MAID, but worryingly there is no data
recorded to quantify this, creating an evidence free zone'.

2021 2020 1998-2019 Total
Characteristics (N=238) (N=259) (N=1,662) (N=2,159)
Complications® (N=238) | (N=259) (N=1,662) (N=2,159)
Difficulty ingesting/regurgitated 5 | 3 30 38
Seizures 0 | 1 2 3
Other 1 | 1 15 17
None 69 | 69 708 846
Unknown 163 | 185 907 1,255
Other outcomes
Regained consciousness after ingesting 1 0 8 9

DWDA medications

Chart from Oregon ‘Death with Dignity Act’ 2021 report®

This is regrettably understandable given there is no lethal
drug combination that has ever been formally researched or
agreed for such a purpose®. As a consequence Oregon have
tried four different drug mixtures in the last seven years’.
Only one study 30 years ago has examined the complication
rate for assisted suicide (outlined above)'®. This has never
been repeated. Why?

Assisted suicide is by its nature a pre-emptive intervention
and thus will never wholly correspond to the tiny minority in
which death is difficult. Inevitably we will be ending the life
of many early, with complications, who would have had a
comfortable death. We do this for no good discernible reason
other than ‘fear of loss of dignity’ i.e. an unlikely future of
‘suffering’. Is this ethos dignified? How many lives cut short
justify avoidance of the rare complex deaths managed by
Palliative Care?

Putting this together with our well recognised poor
prognostication,*'?>? a changing mind (a wish to die is often
transient®) and we will be ending the life of patients who
could also live on and would have nothing to fear. Is fear a
good enough reason for ending a life early? What proportion
of those who would have had a good natural death justify the
right for a minority to avail of assisted suicide?
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This poor prognostication is reflected in Oregon’s own data.
In the 2021 report it outlines:

Of the 383 patients for whom prescriptions were written
during 2021, 219 (57%) ingested the medication; 218 died
from ingesting the medication, and one patient ingested the
medication but regained consciousness before dying from the
underlying illness (and therefore is not counted as a DWDA
death). An additional 58 (15%) did not take the medications
and later died of other causes.’

This leaves 106 patients in which the status is unknown.
The report goes on to outline out of this 106, 37 have died
(unknown if related or not to lethal medications) and the
remaining 69 we don’t know death or ingestion status. This
pattern is repeated in each previous years with a regular
cohort in which lethal medication were prescribed in
“previous years”. This is surprising given legal confirmation
in Oregon’s touted safeguard has to establish the patient has
“six months or less to live” with a ‘terminal illness’, in which
they have clearly objectively outlived!® There is also no legal
requirement to revisit the prescription of lethal medications
after they have been issued. Is it safe to anyone to have lethal
medications sitting in a person’s house for indefinite time
periods?

Conclusion

So far, in every piece of proposed legislation for assisted
suicide, there is not a single one which explores the
question, “Why are you requesting this?”” There is no legal
requirement, other than eligibility criteria, to explain and
address the question ‘Why?’

With the exception of mental health causing a distorted
reality, the underlying reason for requesting assisted suicide
is the simplest and most human of emotions, that of distress
and fear. Fear for myself, fear for others and fear of loss of
control. Fear of uncertainty, fear of suffering, fear of not
being able to cope. Even fear of loss of their self-identity
with dementia or simply despair about loss of what was. This
is a normal response to awful news, but it is a tragedy if
the response becomes a funnel into killing the patient, rather
than addressing the distress and fear, the symptoms and
psychological turmoil.

If assisted suicide is legalised in the UK or Ireland, every
patient at some point will have to confront a new, terrible
question. The simple act of placing this option on the table
and asking the question, “Have you considered assisted
suicide?” cruelly demands decisions from the patient.
Whether to actively discount the option, in itself a recurrent
challenge, often self-perceived as creating work and burden
for others in continued living, or to avail of assisted suicide
and get it done with.

It is coy to think healthcare professionals are not also caught
up in the distress of a situation and in their alarm, take up
the so called ‘therapeutic option’ in recommending assisted
suicide. Those healthcare professionals who resist and object
are deemed to weigh their own morality above the welfare of
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the patient by this new culture shift.

This ground swell of a retrogressive moral change in
‘valuing life is not a doctors primary aim’ anymore is
causing a consistent slippage of the legislation. Such as in
Canada, where the original restriction on MAiD to people
with ‘grievous and irremediable suffering’ and ‘6 months or
less’ has been promptly dropped from the legislation. Now
in 2021 the ‘reasonably foreseeable death’ requirement has
also been removed with further legislation predicted pushing
for certain mental health reasons to be included as eligible.

If the basis for providing this legislation is the prevention of
suffering, it is brutally “logical”, and fair that the scope is
widened, to those suffering mentally, to those with chronic
disease who have a longer period of time, to children with a
lower age of consent, or to those with dementia who can’t.
After all it is only fair and equal to not restrict access to a
personal ‘right’. Indeed, this is all happening right now.

I suggest we have a new suicide epidemic. The scandal of
our century, which will be looked back on with the same
horror of the eugenics programmes.

But it is not too late, I believe we should address the
underlying, understandable, distress and fear of dying with
true compassion and tenderness affirming their valuable
personhood. The progressive stance is to move forward
away from fear. To address it properly, confront it head on,
to drive all care, including palliative care forward for all of
us. Maturely addressing the dying person, not prescribing an
inaccurate, deadly, pre-emptive strike. Not to go backwards.

“How a society treats its most vulnerable is always the
measure of its humanity.”

Ambassador Matthew Rycroft®
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