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1

‘Voluntary euthanasia’

‘Voluntary’

Campaigners for relaxation of the law typically stress that they are cam-
paigning only for VAE – voluntary active euthanasia. VAE is generally un-
derstood to mean euthanasia at the request of the patient,1 and this is how
it will be used in this book. VAE can be contrasted with ‘non-voluntary’
active euthanasia (NVAE), that is, euthanasia performed on those who do
not have the mental ability to request euthanasia (such as babies or adults
with advanced dementia) or those who, though competent, are not given
the opportunity to consent to it. Finally, euthanasia against the wishes of a
competent patient is often referred to as ‘involuntary’ euthanasia (IVAE).

Some commentators lump together the last two categories and classify
all euthanasia without request as ‘involuntary’. Others (including the au-
thor) think that it is preferable to keep the two categories distinct, not
least because it helps to avoid unnecessary confusion.

‘Euthanasia’

Given the absence of any universally agreed definition of ‘euthanasia’ it
is vital to be clear about how the word is being used in any particular
context. The cost of not doing so is confusion. For example, if an opin-
ion pollster asks people whether they support ‘euthanasia’, and the poll-
ster understands the word to mean one thing (such as giving patients a
lethal injection) while the people polled think it means another (such as
withdrawing a life-prolonging treatment which the patient has asked to
be withdrawn because it is too burdensome), the results of the poll will
be worthless. Similarly, if two people are discussing whether ‘euthanasia’

1 Or at least with the consent of the patient. Euthanasia would still be voluntary even if the doctor
(or someone else) suggested it to the patient and the patient agreed.

9



10 d e f i n i t i o n s

should be decriminalised and they understand the word to mean quite
different things, their discussion is likely to be fruitless and frustrating.

‘Euthanasia’, a word derived from the Greek, simply means a ‘gentle and
easy death’.2 Used in that wide sense, one hopes everyone is in favour of
euthanasia: who wants to endure, or wants others to endure, a protracted
and painful death? Obviously, however, campaigners for the decriminali-
sation of euthanasia are not using the word in this uncontroversial sense.
They are not simply supporting the expansion of hospices and improve-
ments in palliative care. They are, rather, arguing that doctors should in
certain circumstances be allowed to ensure an easy death not just by killing
the pain but by killing the patient. Given the variety of ways in which the
word ‘euthanasia’ is used, rather than pretend that there is one universally
accepted meaning, it seems sensible to set out the three different ways in
which the word is often used, beginning with the narrowest.

All three definitions share certain features. They agree that euthanasia
involves decisions which have the effect of shortening life. They also agree
that it is limited to themedical context: ‘euthanasia’ involves patients’ lives
being shortened by doctors3 and not, say, by relatives. Moreover, all three
concur that characteristic of euthanasia is the belief that deathwould benefit
the patient, that the patient would be better off dead, typically because the
patient is suffering gravely from a terminal or incapacitating illness or
because the patient’s condition is thought to be an ‘indignity’. Without
this third feature, there would be nothing to distinguish euthanasia from
cold-blooded murder for selfish motives.

In short, all three definitions concur that ‘euthanasia’ involves doctors
making decisions which have the effect of shortening a patient’s life and that
these decisions are based on the belief that the patient would be better off dead.
Beyond these points of agreement, there are, as we shall see, several major
differences.

‘Euthanasia’ as the active, intentional termination of life

According to probably themost common definition, ‘euthanasia’ connotes
the active, intentional termination of a patient’s life by a doctor who thinks
that death is a benefit to that patient. On this definition, euthanasia is not

2 ‘Euthanasia’ in The New Shorter Oxford English Dictionary (1993) I, 862.
3 Or, possibly, nurses acting under medical direction.
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simply a doctor doing somethingwhichhe foreseeswill shorten the patient’s
life, but doing something intending to shorten the patient’s life. ‘Intention’
is used here in its ordinary sense of ‘aim’ or ‘purpose’. Such a defini-
tion of ‘euthanasia’ was adopted by the House of Lords Select Committee
on Medical Ethics, which was appointed in 1993 to examine euthanasia
and related issues. Published in 1994, its report defined ‘euthanasia’ as: ‘a
deliberate intervention undertaken with the express intention of ending
a life to relieve intractable suffering’.4 The word ‘intervention’ connotes
some act, rather than an omission, by which life is terminated. Similarly,
the New York State Task Force on Life and the Law, which also reported in
1994, defined ‘euthanasia’ as: ‘directmeasures, such as a lethal injection, by
one person to end another person’s life for benevolent motives’.5 In short,
‘euthanasia’ is often understood to be limited to the active, intentional
termination of life, typically by lethal injection.

The criminal law in most jurisdictions, including the UK and the USA,
regards active intentional killing by doctors as the same offence as ac-
tive intentional killing by anyone else: murder. An example of a doctor
falling foul of the law of murder is the prosecution in England in 1992 of
DrNigel Cox.DrCoxwas a consultant rheumatologist in aNationalHealth
Service hospital. One of his elderly female patients, aMrs Boyes, was dying
from rheumatoid arthritis. She was in considerable pain, and pleaded with
Dr Cox to end her life. He injected her with potassium chloride and she
died minutes later. Surprisingly, he then recorded what he had done in
the patient’s notes. A nurse who read the notes reported the matter to her
superior. The police investigated the matter, and the Crown Prosecution
Service decided to take action.

Dr Cox was charged with attempted murder. The charge was attempted
murder rather than murder because, according to the Crown Prosecution
Service, it was not possible to prove that the potassium chloride had ac-
tually caused the victim’s death because her corpse had been cremated.
The judge directed the jury that it was common ground that potassium
chloride has no curative properties and is not used to relieve pain; that
injected into a vein it is lethal; that one ampoule would certainly kill,

4 Report of the Select Committee on Medical Ethics (HL Paper 21-I of 1993–4) (hereafter ‘Lords’
Report’) para. 20.

5 When Death is Sought: Assisted Suicide and Euthanasia in the Medical Context (Report of the New
York State Task Force on Life and the Law (1994)) (hereafter ‘Task Force’) x.
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and that Dr Cox had injected two.6 In view of the weight of evidence
against him, it is not surprising that Dr Cox was convicted. He was,
however, given only a suspended prison sentence. The General Medical
Council, the medical profession’s regulatory body, was also lenient. Al-
though it censured his conduct, it did not erase his name from the med-
ical register and merely required him to undergo a period of re-training.7

This is just the sort of case that everyone easily recognises as a case of
‘euthanasia’ (or, at least, attempted euthanasia). In short, everyone agrees
that ‘euthanasia’ includes active, intentional termination of life. There are
some, however (including the author), who use ‘euthanasia’ in a wider
sense.

‘Euthanasia’ as the intentional termination
of life by act or by omission

On this wider definition, ‘euthanasia’ includes not only the intentional
termination of a patient’s life by an act such as a lethal injection but
also the intentional termination of life by an omission. Consequently, a
doctor who switches off a ventilator, or who withdraws a patient’s tube-
feeding, performs euthanasia if the doctor’s intention is to kill the patient.
Euthanasia by deliberate omission is often called ‘passive euthanasia’ (PE)
to distinguish it from active euthanasia. A good example of PE is the case
of Tony Bland.

Tony Blandwas a victim of the disaster in 1989 at theHillsborough foot-
ball stadium in Sheffield, in which almost 100 spectators were crushed to
death. Tony was caught in the crush. Although he survived, he lost con-
sciousness, never to recover it. In hospital, Tony was eventually diagnosed
as being in a ‘persistent vegetative state’ (pvs) in which it was believed he
could neither see, hear nor feel. This condition is similar to a coma in that
the patient is unconscious but different in that, whereas in coma the patient
seems to be asleep, in pvs the patient has ‘sleep/wake’ cycles. The patient
is not, however, thought to be aware, even when apparently awake, which
is why pvs has been described as a state of ‘chronic wakefulness without
awareness’. The consensus among the medical experts who examined him

6 R. v. Cox (1992) 12 BMLR 38 at 46.
7 ‘Decision of the Professional Conduct Committee in the Case of Dr Nigel Cox’ General Medical
Council News Review (Supplement), December 1992.
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was that Tony, like most (though not all)8 patients in pvs, would never
regain consciousness. Contrary to some newspaper reports, however, he
was neither dead nor dying: his ‘brain stem’ (that part of the brain nec-
essary for basic bodily functions such as breathing) was still functioning.
Nor was he on a ‘life-support’ machine: he breathed naturally, without
any assistance. He also digested normally. However, as he could not feed
himself he was fed through a nasogastric tube, a tube threaded into his
stomach via his nose. His excretory functions were assisted by a catheter
and enemas. Infections were treated with antibiotics.

Tony’s parents and his doctor wanted to stop the tube-feeding and
antibiotics. His doctor sought the approval of the local coroner but the
coroner replied that the doctor might be prosecuted for homicide. In or-
der to obtain an authoritative legal ruling, the Airedale NHS Hospital
Trust, which ran the hospital, applied to the High Court for a declara-
tion that it would be lawful to stop the tube-feeding and antibiotics. The
application was opposed by the Official Solicitor (an officer of the court
who represents those, like Tony, who are incapable of representing them-
selves). He argued that stopping Tony’s feeding would bemurder or at least
manslaughter: the doctor would be intentionally causing death just as if he
severed the air-pipe of a deep-sea diver. Sir Stephen Brown, President of
the Family Division of the High Court, disagreed, and granted the decla-
ration. The Official Solicitor appealed to the Court of Appeal, but without
success. A further appeal to the House of Lords was also dismissed.

Of the five Law Lords, a majority expressly agreed with the Official
Solicitor’s submission that the doctor’s intention in stopping tube-feeding
would be to kill Tony. Lord Browne-Wilkinson said: ‘As to the element of
intention . . . in my judgment there can be no real doubt that it is present
in this case: the whole purpose of stopping artificial feeding is to bring about
the death of Anthony Bland.’9

Why, then, did the Law Lords dismiss the appeal? Why would it not be
homicide (murder or manslaughter) to deny Tony food and fluids? The
Law Lords held that the doctor would not commit homicide because that
offence normally requires an act not an omission. Stopping feeding and
antibiotics would be an omission not an act. Lord Goff said that the doctor

8 Another Hillsborough victim, Andrew Devine, emerged from pvs after five years and learned
to communicate via a buzzer and to count (The Times, 27 March 1997). See p. 250 n. 55.

9 Airedale NHS Trust v. Bland [1993] AC 789 at 881 (emphasis added).
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would not be killing the patient but would simply be allowing the patient
to die as a result of his pre-existing medical condition. Because, in short,
there was no active termination of life, this was not a case of unlawful
killing or ‘euthanasia’. Lord Goff said:

[T]he law draws a crucial distinction between cases inwhich a doctor decides
not to provide, or to continue to provide, for his patient treatment or care
which could or might prolong his life, and those in which he decides, for
example by administering a lethal drug, actively to bring his patient’s life to
an end. As I have already indicated, the former may be lawful.

He went on:

But it is not lawful for a doctor to administer a drug to his patient to bring
about his death, even though that course is prompted by a humanitarian
desire to end his suffering, however great that suffering may be . . . So to act
is to cross the Rubicon which runs between on the one hand the care of the
living patient and on the other hand euthanasia – actively causing his death
to avoid or end his suffering. Euthanasia is not lawful at common law.10

Tony’s tube-feeding was stopped and he died some days later.
To those who limit ‘euthanasia’ to active intentional termination of

life (definition (1) above), this was not a case of euthanasia. But on the
wider definition of intentional termination of life by act or deliberate
omission, it was. Is there any reason to prefer this wider definition? If
what characterises euthanasia is an intention to kill, it surely makes no
moral difference if the doctor carries out that intention by an omission
rather than by an act. By analogy, if a father were to drown his baby by
pushing her head under the bathwater, we would regard this as a clear
case of intentional killing and condemn the father’s conduct as murder.
So too, surely, if the baby, while reaching for a plastic duck, accidentally
hit her head on the side of the bath and slipped unconscious beneath
the water, and her father deliberately failed to save her with the inten-
tion that she should drown. We would hardly excuse the father because
he deliberately killed his baby by an omission rather than by an act. On
the contrary, we would regard his behaviour in either case as morally
equivalent because his intention in both cases was the same: that his baby
should die. Similarly, in the medical context, there is surely no signifi-
cant moral difference between a doctor intentionally killing a patient by,

10 At 865.
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say, choking the patient, and by deliberately failing to stop the patient
from choking, when the doctor could easily do so, precisely so that the
patient should die. Is it not objectionable to define the first as ‘euthana-
sia’ but not the second when, in both cases, the doctor’s intention (that
the patient die) and the result (that the patient dies) are precisely the
same?11

The Bland case raises profound questions of ethics and law, issues which
will be discussed in chapter 19. The purpose ofmentioning it here is simply
to illustrate that, on the second definition under consideration, it was
indeed a case of ‘euthanasia’, albeit PE, euthanasia by deliberate omission.
There are those who would adopt an even wider definition.

‘Euthanasia’ as intentional or foreseen life-shortening

Some, especially many advocates of VAE, tend to adopt an even wider
definition which embraces not only the intentional termination of life
by act or omission, but also acts and omissions which have the foreseen
consequence of shortening life. It is common practice, in hospitals and
hospices alike, for doctors to administer pain-killing drugs such as mor-
phine to those at the end of life who might otherwise die in pain if not
agony. As the patient’s body develops an increasing tolerance to the dosage
given, the dosage may well have to be increased to achieve the same pal-
liative effect. It is widely believed that a side-effect of administering in-
creasingly large doses is the depression of respiration and the consequent
shortening of the patient’s life (though experts in palliative care point out
that, if properly administered, morphine actually tends to extend life by
relaxing the patient).12 If, however, the popular assumption that mor-
phine shortens life were true, would the administration of morphine to
ease pain at the end of life, a practice long established in medicine and
widely condoned by medical and palliative care associations, constitute
‘euthanasia’? On either of the above two definitions, the answer must be
‘No’ if the doctor’s intention is only to alleviate the patient’s pain and

11 An added problem with limiting euthanasia to active life-shortening is that it requires a clear
distinction to be made between acts and omissions. While the distinction can be black and
white, it can also be a murky grey. For example, there is still some disagreement among
scholars as to whether switching off a life-support machine should be categorised as an act or
an omission.

12 See e.g. Robert G. Twycross, ‘Where There is Hope There is Life: A View from the Hospice’ in
Keown, 141, 162.
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discomfort and not to terminate life. An intention to ease pain is not an
intention to shorten life. But, on the third definition, this practice would
constitute euthanasia because the acceleration of death is foreseen by the
doctor.

Similarly, if a doctor withholds/withdraws a life-prolonging treatment,
for example by switching off a ventilator, and foresees that the patient will
die sooner than would otherwise be the case, is this euthanasia? Again,
if the doctor’s intention is not to shorten the patient’s life but to remove
a treatment because it has become too burdensome to the patient, the
answer, on either of the first two definitions, is ‘No’. An intention to re-
move a burdensome treatment is not an intention to end life. (It is doubly
‘No’ on the first definition if the withholding/withdrawal is categorised as
an omission.) But on the third definition the answer is ‘Yes’, because the
doctor foresees the shortening of the patient’s life.

What canbe said in favour of this third definitionover the first two?Well,
at first blush it might well seem that there is very little difference between
an intended and a merely foreseen result. If you know your conduct is
going to have a particular result, isn’t this the same as intending it? And
the result is exactly the same, whether it is merely foreseen or intended.
However, on closer examination, intention is significantly different from
mere foresight. That difference is the subject of the next chapter.

Conclusions

Much of the confusion which besets the contemporary euthanasia de-
bate can be traced to an unfortunate imprecision in definition. Lack of
clarity has hitherto helped to ensure that much of the debate has been
frustrating and sterile. In an attempt to clarify the confusion, this chapter
has distinguished between ‘voluntary’, ‘non-voluntary’ and ‘involuntary’
euthanasia; has set out the three ways in which the word ‘euthanasia’ is
often used; and has foreshadowed the pivotal moral distinction between
intended and merely foreseen life-shortening.

It has argued that, although the first definition of ‘euthanasia’ (the ‘ac-
tive, intentional termination of a patient’s life on the ground that death is
thought to be a benefit’) is the most common, the second (which would
also include the intentional termination of life by omission) has more to
commend it. As will be argued in the next chapter, it also has more to com-
mend it than the third definition which conflates intended life-shortening
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with merely foreseen life-shortening. It may be optimistic to expect the
emergence of common definitions, at least in the near future, not least
as the different definitions reflect different underlying moral presuppo-
sitions whose resolution is a prerequisite to definitional consensus. Until
such consensus is achieved participants should at least be open and clear
about which definition they are employing and why.


