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Why Should the World Medical Association
not Change its Policy towards Euthanasia?

Pablo Requena

In Maxence Van Der Meersch’s popular
novel Bodies and Souls Michele Doutreval,
a young country doctor, the son of a well-
known university professor in Angers, due
to several turns of events, finds himself
working in a small town in the North of
France. One of the episodes in particular
describes doctor Doutreval’s great human-
ity and good approach to Medicine. On his
way back home after a long day at work,
he meets a man on his doorstep. The man,
who looks clearly sorry to trouble the doctor
at such a late hour, tells him that his little
daughter, Franchina Ray is dying of tuber-
culosis and wishes to say goodbye. Michele’s
answer is concise but very illustrative: “Yes,
sure. I'll be right back”. He enters his house
to greet his wife and to tell her that once
again they will not be able to spend the
night together. Then he sets out on his way
to the sick girl’s house where he stands by
her side until she dies. The episode ends
with the remark that it was late when the
doctor finally got back home [1]. Medical
science has certainly changed in the century
that separates us from doctor Doutreval’s

time, and it has changed irreversibly... Nev-
ertheless, every doctor would wish to have
the same availability and friendliness that
Michele had in his medical practice.

It seems to me that Van Der Meersch’s sto-
ry can be a useful backdrop for the compli-
cated topic of this article. Medical science
changes with society, not only because today
we have more diagnostic and therapeutic
means than we used to have a few decades
ago. The introduction of technology into
medical care has caused a great transforma-
tion in the way of conceiving the doctor-
patient relationship. Patients are each time
seen by more and more professionals and
this represents a temptation for the doctor,
who can easily become another stranger at
the bedside [2]. Moreover, autonomy, one
of the basic principles of Bioethics, has in-
duced many doctors to shirk their duty of
providing advice and orientation, and bar-
ricade themselves behind technical means.
It is within this complicated medical con-
text and the prolongation of pathological
processes, that the demand for euthanasia
can insinuate itself. So far and with few ex-
ceptions, medical science, through its con-
stituent bodies, has refused to take this path.
However, social pressure is strong in some
countries and consequently it is essential to
engage in a calm and well-considered de-
bate on the topic.

The World Medical Association (WMA),
which defines euthanasia as “the act of de-
liberately ending the life of a patient, even at
the patient’s own request or at the request of
close relatives”, has condemned euthanasia
since 1987 in a clear and explicit way, stat-
ing that “it is unethical”. It then goes on to
clarify what is and what is not euthanasia,
by adding that “This does not prevent the
physician from respecting the desire of a
patient to allow the natural process of death
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to follow its course in the terminal phase
of sickness”[3]. Moreover, according to the
2002 resolution on euthanasia: “The World
Medical Association reaffirms its strong
belief that euthanasia is in conflict with
basic ethical principles of medical practice
and the WMA strongly encourages all Na-
tional Medical Associations and physicians
to refrain from participating in euthanasia,
even if national law allows it or decriminal-
izes it under certain conditions”[4]. In this
paper I would like to highlight some of the
arguments that justify this policy bearing
in mind that negative moral prescriptions
are not an end in themselves, but are the
starting point for a profound and creative
reflection on medical assistance at the end
of life; an end of life which has benefited
immensely over the last decades from ad-
vances in palliative care. Unfortunately, the
teaching of this area of medical science has
been insufficient in many instances. For
this reason, this reflection is also a call for
a more substantial engagement in order to
stimulate an increase in undergraduate and
graduate training in this important field of
modern medicine.

Since its inception, Medical Ethics has re-
jected euthanasia following a basic deon-
tological principle: “doctors must not kill”.
Deontology, which is currently represented
by Kantian ethics, highlights what can be
done and what cannot be done. The ratio-
nale for these norms may vary according to
the various moral formulations, but what is
more important here is the assumption of a
series of obligations and prohibitions; pro-
hibitions of acts which contravene the good
of the person or of society. Apart from the
deontological argument, utilitarian argu-
ments have also been added to recent de-
bates on euthanasia. Their argument claims
that a particular action is to be considered
wrong not because there is a norm prohib-
iting it, but rather because the action goes
against the greatest good for the great-
est number of the people. For the case in
point, the utilitarian or consequentialist
argument rejects the practice of euthanasia.
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Even though utilitarianism does not con-
sider the practice immoral in itself, and in
fact considers it justified in some cases, it
accepts that allowing it would result in seri-
ous abuses. This form of argumentation has
entered the bioethical bibliography using
the term “slippery slope”.

“Doctors must not kill”

'The deontological principle condemning eu-
thanasia finds its paradigmatic expression in
the Hippocratic Oath, which has constituted
the basis of Medical Ethics from the origins
of medical science to this day. This text, dat-
ing back to the 4th century BC, states: “T will
neither give a deadly drug to anybody if
asked for it, nor will I make a suggestion to
this effect”[5]. This is a brief statement, like
the rest of the statements that are mentioned
in the Oath, which instructs doctors not to
provide patients with any means to end their
lives. Actually, what the Oath condemns is
what we know today as “assisted suicide”.
However, medical tradition has always seen
it as a prohibition of any lethal act on the part
of the doctor. The anthropologist Margaret
Mead explains that Greek medicine distin-
guished the doctor from the magician, when
the definitive separation between to kill and
to cure was achieved [6].

As concerns the current debate on euthana-
sia, this ethical rule is extremely important,
for it was written in a social and philosophi-
cal context that widely favoured suicide.
Platonists as well as cynics and stoics were
in favour of euthanasia in the event of ill-
ness, and in some cases it was actually seen
as an act of courage. Aristotle and Epicu-
rus held a less positive outlook on suicide,
though left certain space for its justification
[7].This is a significant fact, for even though
it was a relatively common and socially jus-
tified practice, Medical Ethics considered
it important for doctors to avoid in order
not to contradict their profession which is
precisely to cure and not to kill the patient.
It was also important in order to avoid any
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suspicion that doctors would anticipate
their patients’ death.

Throughout the centuries, the moral prin-
ciple “doctors must not kill” has been passed
on from generation to generation as a ba-
sic pillar of the doctor’s vocation. For some,
the idea of converting this rule into a mere
prima facie principle, or a simple piece of
advice that can be ignored in certain cir-
cumstances, constitutes an alteration, not of
some peripheral element of Medicine but
of its very essence: “The very soul of medi-
cine is on trial” [8]. Lonnie Bristow, former
president of the AMA, in a statement read
before the Congressional Committee of
the United States voiced the same opinion:
“Laws sanctioning physician assisted sui-
cide serve to undermine the foundation of
the physician-patient relationship, which
is grounded in the patient’s trust that the
physician is working wholeheartedly for the
patient’s health and welfare” [9].

Daniel Callahan, in his thought provoking
book 7he Trouble Dream of Life, holds that
the request for euthanasia is a manifestation
of patients’ and society’s lack of trust in the
healthcare system. Euthanasia would repre-
sent the illusion of being in control of ill-
ness at all times and of being able to put an
end to life, when considered the best choice,
without having to succumb to the domi-
nance of technology that can keep people
alive as long as possible. Fundamentally,
there is a feeling of mistrust towards the
doctor and his medicine. What the author
finds paradoxical is that in order to protect
itself from this technological assault, society
would so easily choose this path and happily
entrust the doctor with the power of delib-
erately ending a life [10]. This view appears
as the bottom line in Herbert Hendin’s in-
teresting book Seduced by Death, in which
the history of euthanasia in the Netherlands
is described directly by the people who have
been involved in it and which concludes
with the message that it is not worth fol-
lowing this path. The author is of the per-
sonal view that there is no moral issue in ap-
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plying euthanasia to specific cases; but the
European experience shows the great influ-
ence the legalisation of this practice has on
the doctor-patient relationship. Ultimately
this means increasing the power of medi-
cine to decide end-of-life situations which
are extremely complex and which could find
in euthanasia a far too easy “solution” [11].

Another important aspect when consider-
ing euthanasia that goes beyond the doctor-
patient relationship is the weighty matter
of critically ill patients having to make a
decision, and in a certain sense justify, their
desire to carry on living. Although its pro-
ponents insist that the choice of euthanasia
must be free from coercion, in practice this
hardly ever happens. If the sick person is
aware that her/his condition constitutes a
burden to their family and the community,
it is logical that she/he would wish to spare
them the burden and decide for euthanasia
for this reason. In 2002, Tonti-Filippini, an
Australian bioethicist (who recently passed
away), wrote an open letter in plain and di-
rect language to the then Prime Minister
of his Country, Mike Rann, concerning a
legislative proposal in favour of euthanasia.
He pointed out that for people like himself,
who found themselves in a situation eligible
for euthanasia, the last thing they needed
was precisely such a possibility. What they
needed was human contact, support and
good medical care, since their critical state
of health was already dulling their will to
fight...and to live [12]. It seems to me that
this aspect of the matter is rarely taken into
serious consideration, whereas it should give

healthcare professionals food for thought.

Slippery slope

The debate on euthanasia has increasingly
given greater weight to moral arguments
based on consequences caused by actions
and on healthcare policies. The “slippery
slope” argument holds that if a law is passed
allowing euthanasia for a number of very
concrete cases and with strict conditions,



VATICAN

Euthanasia

World Medical

Journal

this would not prevent abuse. Experience
proves, moreover, that in time the restric-
tions are weakened and euthanasia ends up
being applied to patients who in principle
should have been excluded.

Before we move on to study this issue, let us
look at some data. Even though these num-
bers do not represent “a fall down the slope”,
they certainly deserve special attention, as
they are illustrative of this situation bear-
ing in mind that when the law in favour of
euthanasia was approved in the Netherlands
and Belgium in 2002 the thought was that
it would apply to a very limited number of
cases. As a matter of fact in the Netherlands
it was legalised in 1984 as a result of a deci-
sion of the Dutch Suprme Court. In the de-
bates previous to the ratification of the law,
they talked of limit cases in which medical
care, it was held, was incapable of provid-
ing a satisfactory answer. Instead what has
been witnessed over the years has been an
annual increase in the practice of euthanasia
as more and more justifications have been
given for it. It is true that, in the years fol-
lowing the approval of the law in favour of
euthanasia in the Netherlands, there was a
slight decrease in the number of cases com-
pared to the previous years. In 2001, deaths
from euthanasia and assisted suicide repre-
sented 2.6% of all deaths, whereas in 2005
they represented 1.7% [13]. Nevertheless,
after the numbers settled, there has been a
considerable increase over the last few years.
In the 2003 report of the Regional euthana-
sia review committees which gives data from
the first year of the promulgation of the law,
1815 cases of euthanasia and assisted sui-
cide were recorded; in 2004, they increased
to 1886 and in 2005, they reached 1933
cases. In the 2015 report, the total number
of deaths by euthanasia and assisted suicides
was 5516 [14]. It is also worth noting as
Van Der Heide does in her 2007 article that
apart from the recorded increase in cases of
euthanasia over the years, there has been a
parallel increase in cases of continuous deep
sedation intended as a means to hasten pa-
tients’ death. In 2001, the deaths from con-

tinuous deep sedation amounted to 5.6% of
all deaths, whereas in 2005 the number had
risen to 7.1%. Increased numbers have also
been recorded in cases referred to as “volun-
tary stopping of eating and drinking” which,
according to the Roya/ Dutch Medical Associ-
ation (2011), account for up to 2500 deaths
a year. Although the Duzch Medical Associa-
tion considers this practice distinct from as-
sisted suicide, in our opinion there is hardly
any difference between the two [15]. These
statistics help give an idea of the situation
regarding euthanasia and similar practices
at the end-of-life in the country with the
most experience of such issues.

Going back to the “slippery slope” argu-
ment, special mention should be made of
the works of Professor John Keown, who
has produced one of the most in-depth
studies of the debate over voluntary eutha-
nasia from a legal perspective, and who of-
fers a good overview of this tool of moral
reasoning [16]. He distinguishes two main
aspects of the argument: an empirical and a
logical one. The first is a simple observation:
in those places in which euthanasia was ap-
proved for persons with incurable illness as-
sociated with intolerable suftering and who
would repeatedly request for an end to their
lives, it is has been seen that, over the years,
euthanasia has been performed on patients
with curable illnesses, who did not have in-
tolerable suffering or who had not requested
to die. The logical aspect of the argument,
holds that the specific precautions, which
are taken with the specific purpose of reduc-
ing the practice of euthanasia to only limit
cases, disappears not only because of the
practical question at the moment of imple-
mentation, but also because of a theoretical
reason. What justifies euthanasia in certain
limit cases, making reference to patient au-
tonomy or to the fact that some patients
would be better off dead, can also be used to
justify its practice when patients voluntarily
ask for it even if they do not have intoler-
able suffering such as in the case for elderly
people. Similarly, non-voluntary euthanasia
would be also considered justifiable in those
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cases in which chronically unconscious pa-
tients are considered to be better off dead.

Some authors claim that “the Dutch experi-
ence” demonstrates a sufficiently transpar-
ent system in which the incidence of eu-
thanasia abuses would not occur frequently
[17]. However, a considerable number of
authors have found flaws in the system, and
the inability of avoiding a slip down the
“slippery slope”. Raphael Cohen-Almagor,
another author who has made an in-depth
study of euthanasia in the countries that
have legalised it, is of the same opinion. In
one of his articles, he writes that, although
some deny slipping on the “slippery slope”,
the two major studies carried out in Hol-
land in 1990 and 1995 show that frequently,
it is the doctors who first propose eutha-
nasia or the patient’s family members who
initiate the discussion process; these initia-
tives in turn have a marked influence on the
decision-making process. In other cases, pa-
tients’ requests are not adequately evaluated;
and more seriously, and in quite a number of
cases, people who did not ask for euthanasia

end up dead [18].

The entire system controlling euthanasia in
the Netherlands and Belgium relies on the
information gleaned from questionnaires
completed by doctors for each case and sent
to the relevant Commission for evaluation.
This control system fails in the assessment
of less clear cases or when not all the legal
provisions have been followed. In a study
published in the British Medical Journal in
2010, Smets et al. analysed questionnaires
sent to doctors in Flanders covering a pe-
riod in which there had been 137 certified
cases of euthanasia out of a total of 6202
deaths. The conclusion of the study was that
only half of the cases of euthanasia were re-
ported to the Commission. In some cases,
the error was due to the fact that doctors did
not consider the death as due to euthanasia;
in others it was due to the feeling that com-
pleting the documentation was an admin-
istrative burden, or that not all the legal re-
quirements had been applied. Some doctors
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even claimed that euthanasia was a private
matter between the doctor and patient [19].

A number of monographs have been writ-
ten on the subject of the “slippery slope”[20].
Due to limited space, we will only mention
three major points: euthanasia for the el-
derly people who are not suffering from any
incurable illness; euthanasia for newborns
or minors and euthanasia for patients with
depression. The first point is a clear example
of the “slippery slope” argument in action. At
the beginning, the law required an incurable
illness, which would cause intolerable suffer-
ing. However, according to the 2015 “Code
of Practice” of the Regional euthanasia review
committees in the Netherlands, the practice of
euthanasia is granted to those elderly peo-
ple who think that their lives are no longer
worth living and would rather die than con-
tinue living. The text goes as far as pointing
out that this question was the issue of previ-
ous debate but which has been resolved as it
has been noted that intolerable suffering is
not only caused by terminal illnesses but also
by many geriatric conditions [21]. It is easy
to understand how difficult it is for doctors
to evaluate such a request. There are very few
objective elements foreseen by law on which
a request could be based to justify a more or
less autonomous decision to end one’s life,
independent of one’s health.

Euthanasia is also problematic when con-
sidered at the opposite extreme of age. In the
first years of the debate on euthanasia and
during the drafting of the first legislation,
the practice of euthanasia was intended for
adults, who could provide a valid consent. In
the Dutch situation, it only took a few years
to extend euthanasia to those over 16 with-
out their parents consent, and to those be-
tween 12 and 16 with parental consent [22].
Neither did it take long to justify euthanasia
for newborns born with serious conditions
[23]. Although it may be true that these are
very complex cases, in which the best inter-
ests of the child are being sought, it is also
true that in their justification the basic mor-
al element of autonomous decision is lost.
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In 2014, Belgium abolished the age limit on
euthanasia. A similar problem arises when
euthanasia is granted to people with psychi-
atric illnesses, and in particular those who
suffer from depression. In these cases, it is
very hard to ascertain that the request to
die is the result of a well informed decision
made with the minimum amount of interior
freedom required for such a decision.

A final thought

Although many points and much of the de-
bate on euthanasia could still be analysed
and addressed, based on what has been said
so far, it appears quite clear that euthanasia is
presented as a “help” and even as a “solution”
for a few hopeless cases. We can conclude
that, from both a medical and ethical point
of view, it represents an inadequate solution
to a real problem; a solution that, as we have
seen, leads doctors and patients to get used
to it and to consider it as one more therapeu-
tic option. This in turn explains the growing
number of euthanasia cases every year.

We believe that Medicine has much more
to offer and that, today, its ability to deal
with many symptoms is incomparably bet-
ter than it was a few years ago. In many
articles that describe the experience of eu-
thanasia in the Netherlands and Belgium,
pain, and generally pain caused by cancer, is
one of the major reasons why people ask for
euthanasia [24]. In some cases, it is true that
treating this kind of pain might be very dif-
ficult, but modern palliative care is capable
of alleviating the majority of this type of
pain. The problem is that, often, physicians
do not possess the appropriate competence
to do so. The fifth report of the Federal Com-
mission _for Control and Assessment of Eutha-
nasia in Belgium (2010-2011) indicates
that, of all the doctors who had received
requests for euthanasia, only 10% had been
trained in palliative care. This figure appears
to us to suggest that the solution to requests
for euthanasia, which in reality are always
a request for help, lies in this direction. A
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request for help can be answered in many
different ways, but not all the answers are
equally beneficial. As we said at the begin-
ning, closing the door on euthanasia should
represent a starting point for substantially
improving professional training in the ter-
minal care of patients.

Therefore, we believe that WMA should
not change its policy on euthanasia. A pol-
icy based on a Medical Ethic thousands of
years old, which does not involve any exter-
nal control of medical care but rather is a
constant stimulus to better the care of pa-
tients in the final moments of their lives, al-
ways guaranteeing their personal autonomy.

I am very grateful to Dr. Paul Kioko and
Prof. John Keown for their invaluable help
with the final draft of this article.
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