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Abstract
Euthanasia and assisted killing are challenging issues being faced by medical sciences. It attracts moral, ethical and legal
considerations. It is one of the most controversial issues in medical ethics. This article explores the concept and types
of euthanasia and assisted killing. Article focuses on diversity in legality, attitudes and perceptions in practices regarding
physician assisted suicide in different countries and cultures.
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Introduction of the people, but not all consider it morally acceptable, as

The root of the term euthanasia is Greek. It is derivative of two
words “eu” and “thanatos” meaning “good death” or “easy
death”. Another term used for this phenomenon is mercy kill-
ing. In other words to cause pain free death for a person who
is otherwise suffering from a hopelessly incurable and agoniz-
ing disease is called euthanasia [1]. There are different sets of
rights and wrongs associated with different forms of euthana-
sia. An illustration of active and passive euthanasia is as fol-
lows:

There is yet another distinction called indirect euthanasia re-
ferred to as providing such treatment which usually reduces
pain but its side effects accelerate the patient's death. Some

Table 1: An illustration of active and passive euthanasia.

underlying intention is not to kill. Such moral justifications are
formally called the doctrine of double effect [2]. In doctor as-
sisted suicide, a person is provided with information, guidance
and ways of ending his or her own life. In other words the
patient is equipped with medical knowledge for enabling him/
her to take his/her own life. This knowledge pertains to pain-
less and useful medical ways of committing suicide. If a doctor
helps another person in killing him/herself this is referred to
as physician assisted suicide [3].

Literature Review

Participation of physicians in assisted suicide or euthanasia

to cause death.

No. Active Euthanasia Passive euthanasia

1 Death of patient is caused directly and deliberately. | Death is not caused directly but just by inactiveness.

2 An act is performed to bring death of the patient. Death is not caused actively but consequences of inaction are clear i.e. death.
Therefore moral dissatisfaction is associated with it.

3 Example: Administering an overdose of pain killers | Omission results in death e.g. withdrawing or withholding treatment. Switch-

ing off the machine giving life to the patient and not performing surgery to
extend a short span in life of patient are examples of withdrawing and with-
holding respectively.

However some people view it as morally better.

4 Traditionally considered worse than passive form. | Traditionally considered less bad.
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Table 2: Voluntary and non-voluntary is another division of euthanasia, which along with its moral considerations is explained as

under.
No. Voluntary euthanasia Non-voluntary euthanasia
1 Request for death is made personally. Decision of death is taken on behalf of the person who cannot make a choice between
living and death meaningfully, due to extreme lack of intellect, being very young, uncon-
scious or under age as per law to take decision.
2 - The person chooses to live but killed anyway. It is usually regarded as murder but death is
counted for benefit of the person died.

has been denounced by the ethical guidelines of Norwegian
Medical Association. However a Norwegian study to explore
the attitudes of their physicians towards end life dilemma in-
dicates that a considerable part of population is open minded
in this regard. There was a sample of 1476 participants. Data
was collected through postal questionnaires. 66% of the sam-
ple responded. The findings revealed broadly restrictive atti-
tudes of physician towards euthanasia. The question regard-
ing having an opportunity for actively ending the life of a
patient with terminal illness and great pain, who also requests
for it, was responded positively by 17% of the sample. How-
ever a question regarding chronic illness, accompanying pain
and deteriorated quality of life of the patient and having a
similar option was agreed upon by 4% of the sample, despite
the fact that he may otherwise have several years to live. Cer-
tain actions aimed at accelerating the death process of the
patient were performed by 6%. Treatment was provided at
least once by 76% to the patients, for whom even they felt it
should have been discontinued. A multiple logistic regression
analysis indicated that medicine specialists, surgeons and psy-
chiatrists significantly held more restive views as compared to
laboratory specialties, physicians educated abroad and those
with negative attitudes towards patient autonomy, who were
more liberal in their views towards euthanasia [4]. Finding of a
study suggests that assisted suicide is unethical. There are
studies indicative of the fact that either depression or any
other mental illness impairs the ability to judge in most of sui-
cidal people. Prevalence of an actually “rational suicide” is
rarer than the devastating majority of suicide. Assisted suicide
can contribute to heighten suicide rate in general population,
more specifically in younger people. The underlying factor in it
would be de-stigmatization of suicide and contagion effect [5].
In a USA based survey, 1902 completed questionnaires (re-
sponded by 61%), it was found that 11% of the physicians
were willing to hasten the death of a patient under certain
circumstances by prescribing medications under existing legal
constraints. 7% consented for administering a lethal injection.
However 36% and 24 % respectively agreed for the same but
at the condition of legality. A request for assisted suicide by
the patient was received by 18.3 % of the physicians whereas
request for lethal injection was received by 11.1 % .16% of the
responding physicians who received such requests, 3.3 % of
the whole sample, reported having written a prescription to
be used to accelerate death at least once. 4.7% reported ad-
ministering at least one lethal injection [6]. In the Netherlands

the concept of euthanasia and physician assisted suicide al-
though remained technically illegal but there has been in-
creased openness in its practice. A nationwide study (1990-
1991) was conducted on euthanasia and other life ending
medical practices. It was commissioned by a governmental
committee chaired by Professor Jan Remme, the attorney gen-
eral of the Dutch Supreme Court. It gave a complete overview
of the medical decisions in the country, related to ending life
hence attracted much attention [7, 8]. There is a probability
thatincrease in reported euthanasia cases from 486 in 1990 to
1466 in 1995 is attributive to introduction of a new reporting
procedure of euthanasia and physician assisted suicide. To
evaluate the new procedure an almost identical nationwide
study (1995-1996) was conducted. It was commissioned by
the ministers of health and justice. The purpose of 1995 study
was; to have authentic estimation of the incidence of eutha-
nasia and other life ending medical practices and changes in
them from 1990 to 1995, and to describe the involved pa-
tients, physicians, and circumstances as well. Both studies re-
vealed similar results regarding incidence pertaining to most
of the practices. There was a 37% increase from 1990 in the
requests for euthanasia at a later time in the course of dis-
ease, comprising 34,500. There was a 9 percent increase from
1990 in explicit requests for euthanasia or physician assisted
suicide at a particular time, comprising 9700. 2.3% and 2.4%
of all deaths resulted from euthanasia, found in the interview
and death certificate study respectively. However these rates
were 1.9% and 1.7% respectively in 1990. Instance of assisted
suicide was 0.4% and 0.2% of all deaths in the interview and
death-certificate study respectively, whereas it was 0.3% and
0.2 % respectively, in 1990. There were 0.7% of deaths which
involved ending the patient’s life without his explicit, concur-
rent request, as reported in both 1995 studies. However 0.8%
of deaths in the death-certificate study were reported to oc-
cur in this way in 1990 [9, 10]. Physician assisted suicide was
legalized for the first time in Oregon State in November, 1994,
when ballot initiative, the Oregon Death with Dignity Act was
approved by voters [11]. A Federal district judge ruled the
measure unconstitutional in August 1995 [12]. A survey was
conducted in Oregon. Its sample was physicians, eligible for
prescribing a lethal medicine under the new law of the State.
Objectives of the survey were to describe association between
personal and professional characteristics and particular atti-
tudes towards physician assisted suicide, existing practices for
caring the patients with terminal illness, including assessment
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of responses to assisted suicide requests and contact with
other health care professionals and issues of concern pertain-
ing to implementation of Oregon Death with Dignity Act. 70%
of the sample responded to the questionnaire of the survey. It
was thought by 60% of the respondents that in certain cases
physician assisted suicide should be legal. In case of being le-
gal, 46% might be willing to prescribe a lethal dose of medica-
tion. Unwillingness was shown by 31% in doing so on moral
grounds. Requests for assisted suicide were received by 21%
of respondents among whom 7% complied with. Half of the
respondents were not certain about prescribing what in this
regard. 83 % attributed financial constraints as a possible fac-
tor for requesting as such. The respondents had concerns re-
garding complications of suicide attempts and their own abili-
ty in predicting survival at six months accurately [13]. In a
study (1995-1996), 405 Dutch physicians were interviewed
who were selected randomly nationwide and were stratified
by specialty and region. Structured questionnaire was used for
interviewing. The interview was conducted by 30 experienced
and trained physicians. It was responded by 89% of the sam-
ple. In response to patient’s explicit request for ending his life,
administration of drugs with the intention to do so was re-
ferred to as Euthanasia. However prescription or supply of
drugs with explicit intention to equip the patient to end his/
her own life was called as assisted suicide. 134 physicians had
a most recent case of granted request, whereas 148 physicians
had their most recent case of a refused request. Those whose
requests were refused included; female patients over the age
of 80, patients having less chances of cancer, predominant de-
pression patients, patients with probability of having a life
span of more than 6 months, those whose requests were less
explicit and those who were suffering less severely and had an
access to alternative forms of treatment. In both the refused
and the granted requests “avoiding loss of dignity” 42% (95%
confidence interval 31.6% to 52.4%) and 56% (46.3% to 66.2%)
respectively and “unbearable or hopeless suffering” 39%
(29.0% to 48.8%) and 74% (64.9% to 82.6%) were mentioned
as the patient's reason for requesting euthanasia or physician
assisted suicide mostly. Only two reasons were mentioned
more often in refused requests than in granted requests;
“weariness of life” 40% (29.8% to 50.5%) and 18% (10.2% to
25.5%) respectively and “not wanting to become a burden on
the family” 23% (14% to 32.3%) v 13% (5.8% to 19.2%)). The
reasons most often given by physicians for refusal of the re-
quest were “suffering was not unbearable” (35%); “still alter-
natives for treatment” (32%); “the patient was depressed or
had psychiatric symptoms” (31%); and “the request was not
well considered” (19%) [14]. Assistance in dying by physician is
also legally regulated in other countries. The Oregon Death
with Dignity Act was enacted into law in 1997 to legalize phy-
sician-assisted suicide. In 2002 Belgium adopted a law largely
similar to the Dutch law on euthanasia [15, 16]. As regards
large-scale research to ascertain insight into the practices of
euthanasia/assisted suicide and their utilization in end of life
decision making, the Netherlands is the 1st country. Data
regarding frequency and characteristics of euthanasia, physi-
cian assisted suicide and other medical acts for accelerating
death process has been provided by large scale nationwide

studies of 1990, 1995 and 2001 [17, 18, 19]. The importance
of decision making regarding end-of-life in current medical
practice has been proved in these studies. They have influ-
enced national policy making for end-of-life care. In 2005, a
follow-up study was conducted to evaluate the effects of the
2002 Dutch law and changes in end-of-life care. The reporting
rates for euthanasia, assisted suicide and reasons for non-re-
porting as explained by the physicians need to be further as-
sessed.

Conclusion

A clear cut controversy exists globally regarding the issue. The
issue demands legal, moral, ethical and religious discussions.
As the Hippocratic Oath does favor the opponents of eutha-
nasia and assisted killing, others are in favor of modification
in medical ethics advocating these practices. Autonomy of the
patient is defined in different ways by both entities. One point
of view being patient has a right to die and others argue that
no one has right to take away the life of an individual not even
individual him or herself. After decades of conflict resolution
is still awaited.
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