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1) Introduction

In recent years, questions dealing with the subgctssisted suicide and
euthanasia have arisen more and more frequentlyhémany reasons for this
development, one is the progress in medical sciafeh leads to a significant
prolonging of life expectancy. In fact, even durthg last congress of the Swiss
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GPs this was an issue when it was emphasised thaldeswleath, for example
due to a “simple” heart attack or a stroke is nearthinkable today, due to
possibilities of modern intensive care. Obvioushys progress is a blessing for
the majority of people. However, this progress e#o lead to a situation in
which death as a natural result of an illness capdstponed to a point much
further in the future than some patients would wemtbear such illness.
Consequently, people who have decided not to @arrying but rather to self-
determinedly put an end to their suffering stattedking for ways to do so. This
development went hand in hand with tighter controls the supply of
barbiturates and progress in the composition ofrphaeuticals which led to the
situation that those wishing to put an end to tH#& could not use this
particular option anymore for their purpose andtsthto choose more violent
methods. A further, parallel, development was ike of associations focusing
on patient’s rights, the right to a self-determiregdl of life and the prevention
of the negative effects resulting from the narraywrf options.

In Switzerland, over 25 years agaxIE (German part of Switzerland) was the
first association to offer the option of an accomnipd suicide to its members.
Later, associations like thexE-A.D.M.D. (French part of SwitzerlandEx-
INTERNATIONAL and DGNITAS followed, the only difference being mainly the
acceptance of members residing in countries ottaar Switzerland. Due to the
above-indicated aspects and other development®dem society, the focus of
all associations has also widened to include dyremt indirectly working on
suicide preventive issues, especially suicide gitgrophylaxis.

Today, Eat has some 53,000 membersxiiEA.D.M.D. 15,000 and &

INTERNATIONAL approximately 700 members. IdNITAS, together with its
independent German partner associatiolsNDAsS-Germany, counts 5,600
members worldwide of whom over 700 reside in thi€.U.

In the past almost 13 years ofdNITAS’ existence, 164 members ofidNITAS
residing in the U.K. have made use of the optiommfaccompanied suicide in
Switzerland. For all members, being assisted and accompahiedgh the final
stage of their life towards their self-determinadl &vas and is an issue of major
importance. DGNITAS always encourages members to have their nextrof-ki
and/or friends at their side during this stagewa#i as on their journey and at
the accompaniment itself. However, the presentl Isjaation in the U.K. has
the appalling effect that this very important suppowards the end of life must
take place shadowed by the fear of prosecutiongioras even leading patients
to decide to travel only with very few loved oneseven alone. This effect,
deriving from the current legal situation can oty seen as a disrespect of

! Congress of Swiss General Practitioners in Arbkach 38— April 2", 2001, see online:
http://www.arosakongress.ch
2 For a detailed statistichttp://www.dignitas.ch/images/stories/pdf/statisitit-jahr-wohnsitz-1998-2010.pdf
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human dignity. The publication by the Crown ProsiecuService (CPS) of the
“Policy for Prosecutors in respect of Cases of kmaging or Assisting
Suicide”, issued by the Director of Public Prosemu{DPP) in February 2030
sparked by the court case of Debbie Purdy, didchahge this; in fact, it could
not change the legal status quo as the DPP singay dot have the competence
to change the law — only Parliament can do so.

The fact that suicide as such is not a crime (amginm the U.K., yet aiding,
abetting, counselling or procuring the suicide obther or an attempt by
another to commit suicide (Suicide Act 196%)a crime, finds a different
approach in Swiss law: whilst in Switzerland, teoicide as such is not a crime,
article 115 of the Swiss Criminal Code states:

“Whoever, from selfish motives, induces anothersparto commit suicide
or aids him in it, shall be imprisoned for up tediyears or pay a fine,
provided that the suicide has either been completedtempted.”

The obvious difference is the “selfish motives”: ilshthe U.K. law catego-
rically threatens to punish assistance in suicidlatever the motives, Swiss law
makes a clear distinction of motives, excludingisaaace out of non-selfish
motives, and thus gives a basis for assisted (qoapmd) suicide — made
possible by associations likexiE, ExiIT-A.D.M.D., EX-INTERNATIONAL and
DIGNITAS.

DiGNITAS very much welcomes the investigation work of them@nission on
Assisted Dying as it brings the issue of end-d-fjuestions to the level where
it should be addressed: the legislation.

The categorical approach in the U.K. law of crinizinag assistance in suicide
raises the question whether this is in line witk turopean Convention on
Human Rights which the U.K. ratified on March, 8951 and implemented in
its law.

2) Atrticle 8 § 1 of the European Convention on Huma Rights (ECHR) and
the right to a voluntary death

In the judgment of the European Court of Human Righ the case of IBNE
PRETTY v. the United Kingdom dated April 292002, at the end of paragraph
61, the Court expressed the following:

“Although no previous case has established as suwh right to self-

determination as being contained in Article 8 ad tbonvention, the Court
considers that the notion of personal autonomynignaportant principle

underlying the interpretation of its guarantees.”

% To be found onlinehttp://www.cps.gov.uk/publications/prosecution/assi_suicide policy.pdf
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Furthermore, in paragraph 65 of the mentioned juElgnDANE PRETTY, the
Court expressed:

“The very essence of the Convention is respecthiaman dignity and

human freedom. Without in any way negating the giple of sanctity of

life protected under the Convention, the Court aers that it is under
Article 8 that notions of the quality of life taka significance. In an era of
growing medical sophistication combined with londde expectancies,
many people are concerned that they should natriged to linger on in old
age or in states of advanced physical or mentalegeéade which conflict

with strongly held ideas of self and personal idgrit

On November 8, 2006, the Swiss Federal Court recognized thatesomis
decision to determine the way of ending his/hex if part of the right to self-
determination protected by article 8 § 1 of the @onion stating:

“The right of self-determination in the sense difcde 8 8 1 ECHR includes
the right to decide on the way and the point iretioh ending ones own life;
providing the affected person is able to form has/lwill freely and act
thereafter.*

In that decision, the Swiss Federal Court had @l eeth the case of a man
suffering not from a physical but a mental ailmétnturther recognized:

“It cannot be denied that an incurable, long-lagtisevere mental impair-
ment similar to a somatic one can create a suffjeout of which a patient
would find his/her life in the long run not wortiving anymore. Based on
more recent ethical, juridical and medical stateisiean possible prescription
of Sodium Pentobarbital is not necessarily comrieated and thus no
longer generally a violation of medical duty of €ar. . However, utmost
restraint needs to be exercised: it has to bendisished between the wish
to die that is expression of a curable psychicodigin and which calls for
treatment, and the wish to die that bases on ads&trmined, carefully
considered and lasting decision of a lucid persoalgnce suicide’) which
possibly needs to be respected. If the wish tdbdses on an autonomous,
the general situation comprising decision, undetage circumstances even
mentally ill may be prescribed Sodium Pentobarkdtadl thus be granted
help to commit suicide.”

And furthermore:

“Whether the prerequisites for this are given, cdrioe judged on separated
from medical — especially psychiatric — special ktezlge and proves to be

4 BGE 133158, page 67, consideration 6.1. To badoon-line:
http://www.bger.ch/index/juridiction/jurisdictiomherit-template/jurisdiction-recht/jurisdiction-tge
leitentscheide1954.htm
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difficult in practice; therefore, the appropriatessassment requires the
presentation of a special in-depth psychiatric igoin.”

Based on this decision, the applicant made efftot®btain an appropriate
assessment, writing to 170 psychiatrists — yetdiled to succeed. Seeing that
the Swiss Federal Court had obviously set up a itondwhich in practice
could not be fulfilled, he took the issue to thedpean Court of Human Rights.

On January 20 2011, the European Court of Human Rights redier judge-
ment and stated in paragraph 51:

"in the light of this jurisdiction, the Court find¢hat the right of an
individual to decide how and when to end his lifgpvided that said
individual was in a position to make up his own din that respect and to
take the appropriate action, was one aspect afigheto respect for private
life under Article 8 of the Convention”

Even though the European Court of Human Rights dondirmed the statement
of the Swiss Federal Court and also recognized sbateone’s decision to
determine the way his or her life will end is paftthe right to self-determina-
tion protected by article 8 § 1 of the Conventibriailed to postulate a positive
obligation for the contracting states of the Cornvmnto give those individuals,
who would like to make use of this right, an ertitent against the state to
make access possible to the necessary means éty satking use of such right.

The case has now been requested to be referrdu tGrand Chamber of the
European Court of Human Rights. In addition, thare two further cases
pending at the said Court which rest upon this v&sye. In light of the fact that
the Court confirmed the judgment of the Swiss Fald€@ourt and because of
respect for human personal autonomy, which the tCacknowledges as an
important principle in order to interpret the gudees of the Convention,
further legal developments are to be expected.

Dignity and freedom of humans mainly consists dénaevledging the right of
someone with full capacity of discernment to decilen on existential
questions for him- or herself, without outside rfdeence. Everything else
would be paternalism compromising said dignity &egdom. In the judgment
DIANE PRETTY V. the United Kingdom, the Court correctly recamu that this
problem will present itself increasingly within t@®nvention’s jurisdiction, due
to demographic developments.

We would like to emphasize that in this contextcsi the case of #&Ico v.
ltaly (judgment of May 1%, 1980, series A no. 37, no. 669474he developed

®>  Application no. 31322/07; Judgment of a Chambi¢he First Section (in French), available online:
http://cmiskp.echr.coe.int/tkp197/view.asp?item=b&tpl=hbkmé&action=html&highlight=31322/07%20|%2
031322/07&sessionid=70300354&skin=hudoc-en
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practice (so-called Rrico-jurisdiction) is of major importance. In paragra@®
of said judgment the Court explained:

“The Court recalls that the Convention is intendedyuarantee not rights
that are theoretical or illusory but rights that aractical and effective; . . .”

As the Convention, in the frame of the guarantearbfle 8 § 1, comprises the
right or the freedom to suicide, then everyone wiighes to make use of this
right or freedom has a claim that he or she sha#rmbled to do it in a dignified
and humane way. Such individuals should not bettefely on methods which
are painful, which comprise a considerable riskagitire and/or endanger third
parties. The available method will enable the irdiial to pass away in a risk-
free, painless manner and within a relatively shione. Such a method must
also consider aesthetic aspects in order to emaldgves and friends to attend
the process without being traumatized.

3) The protection of life and the general problem fosuicide

In the judgment IANE PRETTY v. the United Kingdom, the Court rightly paid
great attention to the question of the influenceanticle 2 of the ECHR - the

right to life, especially the aspects of protectfionthe weak and vulnerable. In
the meantime, the experience of the US-Americate st Oregon due to its

“Death With Dignity Act” shows that the question thie weak and vulnerable

does not pose a problem in reality: neither thekwea the vulnerable nor those
with insufficient (or even without) health insur@&would choose the option of
physician assisted suicide — but in fact the seifscious, the above-average
educated, the strong ones.

Yet, the principle of protection of life cannot been only in the light of the
individual life of a single person who wishes a-slgtermined end to their life;
it must also be applied in questions regardingiputdalth.

Until now, national and international debates osisied suicide and euthanasia
never realized that, apart from the small numbeandividuals who wish to end
their life due to severe suffering with one of thew available methods
(palliative care, assisted suicide, etc.), thera jgoblem on a much larger scale
which questions the sanctity of life: the genenallgem of suicide and suicide
attempts.

On average, a person dies every two hours in Edglara result of suicide. It is
the commonest cause of death in men under 35.thieisnain cause of prema-

% To be found onlinehttp://cmiskp.echr.coe.int/tkp197/view.asp?item=b&pl=hbkm&action=htmi&highli

ght=6694/74&sessionid=70300408&skin=hudoc-en

See the death with dignity act annual reports e@kepartment of Human Services of the state of @rem
be found online: http://public.health.oregon.gov/ProviderPartnerReses/EvaluationResearch/ Deathwith
DignityAct/Pages/ar-index.aspx

7
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ture death in people with mental illnédsMany other states, like Switzerland,
show a very high number of suicide attempts ana dagher counts of failed
suicide attempts. In response to the request rggairformation on suicide and
suicide attempts in Switzerland from Mr. Andrea®$3; a member of the Swiss
National Council, the Swiss government rendered dtsnments to the
parliament on January™92002. The government explained that, based on
scientific research (National Institute of Mentaledth in Washington),
Switzerland might have up to 67,000 suicide attsmapinually — that is 50 times
the annual number of 1,350 of fulfilled (and regist) suicides. Thus, the risk
of failure of an individual suicide attempt is wp49:1!

In the year 2009, the U.K. counted 5,675 registexgidides’ in England and
Wales, in the year 2008, this number was 4,87Given the results of the
scientific research mentioned before, the suicttengpts in England and Wales
must be estimated to be up to 228,500 per year.

Referring to the previously mentionekAco-jurisdiction: even if this risk was

‘only’ 19:1 or even ‘only’ 9:1, it would indicateh&t an individual can only

make use of the right to end his or her life selfedminedly by accepting such a
high risk of failure and therefore an unbearabigtlfer) deterioration of his or

her state of health. This signifies however, tia tight to end ones life self-
determinedly under the conditions currently foumd the U.K. and other

contracting states of the ECHR is neither practicalefficient.

The negative and tragic result of “clandestinetglas is diverse:

» high risk of severe physical and mental injuriestfe person who attempts
suicide;

» psychological problems for next-of-kin and friemafsa suicidal person after
their death;

» personal risks and psychological problems for redeams, the police, etc.,
who have to attend to the situation at or aftarieide attempt;

e enormous costs for the public health care systapeaally costs arising
from caring for the invalid, and for a country’soeomy (for example due to
delay of trains) and the public sector (rescue tegmlice, coroner, etc))

® National Suicide Prevention Strategy for England, to be found onlinétttp://www.dh.gov.uk/prod_con

sum_dh/groups/dh_digitalassets/@dh/@en/documenitaldsset/dh _4019548.pdf

http://www.statistics.gov.uk/cci/nugget.asp?id=1092

10 http://www.samaritans.org/PDF/SamaritansSuicidésSies1999-2008. pdfreferring to the Office for
National Statistics.

1 See the study of Peter Holenstditip://www.dignitas.ch/Weitere Texte/Studie%20Suizisiien.pdf. In
Switzerland, in the year 1999, there were 1'26%steged suicides leading to estimated costs of BH)n
Swiss Francs; given that the estimated numberioidguattempts is considerably higher (based on
information provided by forensic psychiatrists,auers, etc., the study calculates with a suicitengit rate

9
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Despite the enormous number of fulfilled and faitedcide attempts and their
negative effects, governmental measures towardsmgmoved suicide and

suicide attempt prevention appear to be lackingoatnentirely. Yet, it must be

the aim of all efforts to reduce the number of sl@s, especially the number of
unaccompanied “clandestine” suicides, and, of agutee much higher number
of suicide attempts.

4) Suicide prevention — experience of IBNITAS

Everyone should be able to discuss the issue ofdsubpenly with their GPs,
psychiatrists, carers, etc. The taboo which cotteestopic must be lifted. The
possibility of — anonymously as well as openly +hgsa help-line is a very
important service provided by some institutidhsHowever, for many people
“talking about it” does not suffice: they seek ttencrete option of a painless,
risk-free, dignified and self-determined deathptd an end to their suffering.

DIGNITAS’ experience with people who do not suffer from ithmess or other
impairment but who wish to end their life due tgersonal crisis shows that
giving them the possibility to talk to us openlydanmithout fear of being put in a
psychiatric clinic has a very positive effect: thag being taken seriously (often
for the first time in their life!). Through thisheéy are offered the possibility of
discussing solutions for the problem(s) which leeim to feeling suicidal in the
first place. They are not left to themselves angcted like other suicidal
individuals who cannot discuss their suicidal ideath others through fear of
being deprived of freedom for at least some time, mental institution.

Furthermore, through their contact withaRITAS, their suicidal ideas are not
only taken seriously but they also know that they talking to an institution

which could in fact — under certain conditions faage for a ‘real way out’.

This aspect of authenticity cannot be underestithate

The experience of our association, drawn from atrh8syears of working in the
field of suicide prevention, shows that — paradabyc— the option of an assisted
suicide without having to face the heavy risks nené in commonly-known
suicide attempts is one of the best methods ofgmtavg suicide attempts and
suicide.

Knowing about such an option will deter many froomanitting suicide through
insufficient, undignified means. Furthermore, nekkin and friends are
involved in the preparation process and encourdgeble present at the last
hours: this gives them a chance to mentally prefmaréhe departure of a loved

that is 10 to 50 times higher than the registetgcides), these costs could well be around 2'484i|kRon
Swiss Francs.
12 n the U.K. provided for example by The Samaritaeshttp://www.samaritans.org/our_services.aspx
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one and thus give their support and affection ¢ostincidal person until the very
end of life.

The issue is not whether someone would take adgardban assisted suicide:
in fact, the majority of members of IGNITAS who have requested the
preparation of an accompanied suicide and who Hhasen granted the
“provisional green light” do not make use of thetiop after all. Based on a
study on our work, we know that from a sample grotipeople who — through
the given procedure in our association — receivpdraval from a Swiss
physician that he or she would issue the necegsascription for an assisted
suicide, 70 % did not contact us again after swtHication. Only 13 % — some
after quite a long time — made use of the optioramfassisted suicitfe For
many, the prospect of such a prescription signdiesturn to personal choice in
a time when their fate is very much governed byr thaffering. It enables many
to calmly wait for the future development of théiimess and not to prematurely
make use of an assisted suicide.

This shows that a liberal solution, which entirefspects the suicidal human
being, offers more sophisticated results than swlatwhich in such situations
deprive individuals of their dignity, personal fdeen and responsibility for

themselves.

5) Questions raised by the Commission on Assistedying in its Call for
Evidence"

1. Do you think that it is right that in certain circumstances, the DPP can decide
not to prosecute a person who assists another person to commit suicide?

DiGNITAS feels that this question could be misleading ampfiears to suggest
that since the publication of the “Policy for Prostrs in respect of Cases of
Encouraging or Assisting Suicide” in February 2@iére is currently more (or

less) room for weighing whether a prosecution tgkase or not. However, as
stated before, the Policy did not change anythmghe law. Even before the
publication of the Policy U.K. members ofdNiTAs travelled to Switzerland for

an accompanied suicide, most of them being accomgary relatives and/or

friends, and found themselves facing the uncesgtahtheir loved ones possibly
being prosecuted upon their return home. Yet, eaerthat time, to our

knowledge, none of such relatives and friends kas leeen prosecuted.

Of course the Policy, which gives a margin of ap@ton for the DPP in
allowing for decisions not to prosecute, is atieasne comfort for relatives and
friends of patients deciding to travel toddITAS. To DIGNITAS’ knowledge, so

13 Extract of the study (available in German) onlimip://www.dignitas.ch/images/stories/pdf/studie-mr
weisse-dossier-prozentsatz-ftb.pdf
1 See onlinehttp://www.commissiononassisteddying.co.uk/subroissif-evidence
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far all cases of investigation in connection wilsiated (accompanied) suicides
of U.K.—DIGNITAS members have been closed under the notion of tmere
being any public interest to prosecute”.

As already pointed out before, the overall legalation in the U.K. in this issue
appears to be in conflict with the European Coneendn Human Rights. It is
only a matter of time until a U.K. resident — jlike Diane Pretty and Debbie
Purdy before — will bring a legal challenge to & and the Policy. Depending
on the proceedings, this could lead to a judgmenthie European Court of
Human Rights — and those judgments are bindingdatracting states.

2. Is it right that it is currently illegal for a healthcare professional to assist
somebody to commit suicide and that a healthcare professional is more likely to
be prosecuted for providing assistance than a friend or family member?

In DIGNITAS view, this situation constitutes an unlawful disgnation. As
already stated, attendance of relatives and fri@nttsa loved one at the end of
life is very important and has the effect of pravem suicide. A family member
who is at the same time a healthcare professiomaldcface the situation of
risking prosecution if he or she helped a loved. dneaddition, this exclusion
precludes help from precisely those people whopioyession, know best how
to look after a suffering patient: they would bected to disrespect the possible
wish of such an individual to bring an end to hiser suffering.

3. Does the DPP policy currently provide sufficient safeguards to protect
vulnerable people?

Up front, it is necessary to define what a vulnérabdividual is. The general
understanding may be that individuals under thedaddis, individuals who are
dependent on medical care and individuals who stiffen loss of capacity to
consent (for example due to dementia) would besiflad as vulnerable.
However, this aspect needs to be further explosegarately, as not every
individual who may be seen by third parties as srdble would personally
share this view. There is a fine line where pratectturns into undesired
paternalism.

At first glance, one could assume that the DPPcpolvould indeed provide
sufficient safeguards, for example by stating @hgirosecution would be more
likely if the victim did not have the capacity teach an informed decision to
commit suicide. However, the Policy does not (aannot) tackle the issue at its
root. It is DGNITAS’ experience that one cannot protect the possihlyperable
by simply threatening to prosecute certain indialduwho might provide
assistance in suicide. In fact, those intendinguiban end to their life are put at
even more at risk by doing so and are prone tarfaheir attempt — with all the
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heavy consequences — if they do not receive hetp atention from third
parties.

The notion of “vulnerable” people who should betpobed must also be seen in
connection with the “slippery-slope” argument whistused again and again by
opponents of any sort of legalisation on end-@-bfssistance: it is known by
now — especially through the very instructive anmegorts of the Ministry of
Health of the US-American State of Ore(gbr that assisted suicide has
absolutely nothing to do with “vulnerable” individis. Furthermore, “vulner-
able” is a pretext argument which distracts frora thal problem: Those who
become suicidal yet are left alone with their peold — because there is still a
taboo hovering over this issue, because the indalgl fear of being put in a
psychiatric clinic or fear of having his or her @dal thoughts denounced,
belittled, ignored or dismissed. These individuais the really vulnerable ones.
There are all sorts of suicide prevention measares$ strategi¢d but such
strategies should be renamed and focused on suattigigpt prevention — not
only suicide prevention. We also refer in this esxttto our comment with
guestion 8 and 9a.

The Journal of Medical Ethics carried an articléhwthe title “Legal physician-
assisted dying in Oregon and the Netherlands: ag&l€oncerning the impact
on patients in "vulnerable" groups” The problem-related relevant part of the
abstract of this article has the following wording:

“Background: Debates over legalisation of physieasisted suicide (PAS)
or euthanasia often warn of a "slippery slope"dmting abusef people in
vulnerable groups. To assess this concernatitieors examined data from
Oregon and the Netherlands, the twoncipal jurisdictions in which
physician-assisted dying iegal and data have been collected over a
substantial period.

Methods: The data from Oregon (where PAS, now dalleath under the
Oregon ‘Death with Dignity Act’, is legal) compreall annualand
cumulative Department of Human Services reports812006and three
independent studies; the data from the Netherl@wtisre both PAS and
euthanasia are now legal) comprised faillr government-commissioned
nationwide studies of end-of-lifdecision making (1990, 1995, 2001 and
2005) and specialisestudies. Evidence of any disproportionate impact on
10 group®f potentially vulnerable patients was sought.

!> Death with dignity act annual reports of the Dépent of Human Services of the state of Oregobgto
found online: http://public.health.oregon.gov/ProviderPartnerReses/EvaluationResearch/ Deathwith
DignityAct/Pages/ar-index.aspx

16 See for example “The National Suicide Preventiwat&gy for England”, to be found onlintettp://www.dh
gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@cuments/digitalasset/dh_4019548.pdf

7 Journal of Medical Ethics 2007;33:591-597; doill@6/jme. 2007.022335, to be found online:
http://jme.bmj.com/content/33/10/591.abstract
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Results: Rates of assisted dying in Oregon anthenNtetherlands showed
no evidence of heightened risk for the elderly, vwamthe uninsured
(inapplicable in the Netherlands, where all areuiad), peoplevith low
educational status, the poor, the physically deslor chronically ill,
minors, people with psychiatric illnessesluding depression, or racial or
ethnic minorities, comparadith background populations. The only group
with a heightenedsk was people with AIDS. While extralegal casesrav
not thefocus of this study, none have been uncovered eg@r, among
extralegal cases in the Netherlands, there waviderce ohigher rates in
vulnerable groups.

Conclusions: Where assisted dying is already lethedre is no current
evidencefor the claim that legalised PAS or euthanasia wilve
disproportionateimpact on patients in vulnerable groups. Those who
receivedphysician-assisted dying in the jurisdictions staldiappearedo
enjoy comparative social, economic, educationabfgasionaland other
privileges.”

4. Do you think that any further clarification of the DPP policy is needed? Or
has the DPP policy already gone a step too far?

Once again, it must be stated that the DPP hawermto change the law and
thus contribute towards a sensible legal solutmre by which U.K. residents
would no longer have to leave their home countrd &#ecome a “suicide
tourist” because they want to make use of theltrig a self-determined end in
life, for example with E-INTERNATIONAL or DIGNITAS in Switzerland. In the

light of this, the DPP could not go “a step tod fahen it only put into a written

Policy what had been practice before.

5. Do you think there should be change in the law to create a legal framework
that would allow some people to be assisted to die in certain circumstances?

Absolutely. No one should be forced to leave hisi@r home in order to make
use of the basic human right of deciding on theetamd manner of the end of
his or her life. In this context it should be pe@idtout that only individuals with
at least a minimum of financial resources — a ragrniied to many in the U.K. —
can afford to travel abroad as a “suicide tourist'order to make use of the
option of a self-determined end in life, a furtheracceptable discrimination.
The present legal situation in the U.K. (and otbeuntries) is a disgrace. It
shows the disrespect law-makers have towards papigon which is in favour
of freedom of choice in these “last isSuESDIGNITAS strongly supports the

18 See for example the First Report of the Selechittee on Assisted Dying for the Terminally Il Bilo be
found online:http://www.parliament.the-stationery-office.co.u&/ld200405/Idselect/Idasdy/86/8609.hion
press coveragéuttp://www.timesonline.co.uk/tol/life_and_style/litadarticle5337761.ece
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notion that the U.K. and other countries shouldpadolegal scheme similar to
Switzerland which, and this in fact is the longnteaim of DGNITAS, would
make DGNITAS obsolete.

6. If some form of assisted dying were to be legalised, who do you think should
be eligible for assistance?

It is generally and widely accepted that individualffering from a physical

terminal illness such as most forms of cancer, daropbic lateral sclerosis
(motor neurone disease), multiple sclerosis, ¢twuksl be eligible for assistance
with a self-determined end in life or even euthamadowever, there are further
“categories” of suffering individuals who should bkgible for assistance yet
who are not affected by a terminal illness per sach as, for example,
paraplegics and quadriplegitsor patients suffering from Parkinson’s,
Multisystem-atrophy and Chorea Huntington. Furthamenindividuals suffering

from a mental illness also have a right to a setetmined end in life as long as
they have capacity to consent: the Swiss FederairtCin its decision of

November & 2006° acknowledged this, as mentioned before.

Overall, limiting access to assistance in dying ¢ertain individuals
automatically leads to a discrimination againststh@xcluded. What is even
worse, those excluded are exposed to the high gsksected with suicide
attempts via inadequate means with all the diresequences. From a
humanitarian perspective, restricting an indivitkiahccess to a risk-free,
dignified and accompanied (assisted) suicide cabaqgustified.

Furthermore, from a legal, human rights perspecte#ting up categories which
would include and exclude certain individuals frdraving access to a self-
determined end in life could constitute an unlaveiigicrimination. Article 14 of
the ECHR states:

“Prohibition of discrimination

The enjoyment of the rights and freedoms set fortthis Convention shall
be secured without discrimination on any grounchsag sex, race, colour,
language, religion, political or other opinion, ioatl or social origin,

association with a national minority, property thior other status.”

Furthermore, the Court has a well-established stgnaon the practicability and
efficiency of its guaranteed rights and freedomeugh its ARTiCco-jurisdiction:

9 Such as for example the rugby-player Daniel Janteswas left paralysed with no function of his ttisy pain
in his fingers, spasms, incontinence and needingo24 care after a sports accident.

20 BGE 1331 58, to be found on-linkttp://www.bger.ch/index/juridiction/jurisdictiomherit-template/jurisdict
ion-recht/jurisdiction-recht-leitentscheide1954.htm
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“The Court recalls that the Convention is intendedyuarantee not rights

that are theoretical or illusory but rights that gractical and effective;.>”

Given that, as mentioned before, the European @wuHuman Rights basically
acknowledged the right of an individual to decidevhand when to end his or
her life, a narrowing of access to this right coatmhstitute a conflict with the
Convention.

Generally, the European Court on Human Rights tededon several occasions
that the ECHR has to be read as a whole. The Ctioverevolves around the

idea of ‘man’ as a mature individual, fully respimhs for his or her actions.

This is the form of the enlightened individual imetsense of the philosopher
Immanuel Kant, that is as an individual who hagsdréim- or herself from self-

inflicted immaturity and thus from governmentallig®us and other social

paternalism.

7. 1f some form of assisted dying were to be legalised, what safeguards would be
required to protect vulnerable people?

We refer to our comment on question 3.

8. What do you think are the main risks (both to individuals and to society) that
would be associated with legalising any form of assisted dying?

One of the main arguments of opponents to legaisaif any form of assisted
dying is the so-called “slippery-slope”. Opponemtigue that any form of
legalisation could pressure individuals to end rthié¢, for example because
they would not want to be a burden to their lovedsoanymore. We refer to our
comment on question 3 above and the statement ef fuii professor
(“Ordinarius”) for law ethics at the University éfamburg, Germany, Dr. iur.
REINHARD MERKEL, who looked into this argument in his report “Das
Dammbruch-Argument in der Sterbehilfe-Debatte” (EThslippery-slope
argument in the euthanasia debdte”)n this report he emphasized that
arguments of this nature have always been the memised instruments of
persuasion in public debates on controversial stdhj@hey have always been
the probate residuum of ideologists and demagogues.

Based on the experience of the Zlrich City Coumedl,now know that allowing

physician assisted suicide (PAS) even in nursingd®for the elderly does not
lead to any rise of such assisted (accompaniedjdgsi of the 16,000 residents
in the Zurich homes for the elderly, only zero wmtassisted suicides per year

2L Case of RTico . Italy (judgment of May 13th, 1980, series A B3, no. 6694/74), paragraph 33, to be
found online: To be found onlingttp://cmiskp.echr.coe.int/tkp197/view.asp?item=bd&pl=hbkm&
action=html&highlight=6694/74&sessionid=70300408&skhudoc-en

%2 in: Frank Th. Petermann, (ed.), SicherheitsfradgmSterbehilfe, St. Gallen 2008, p. 125-146
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took place since the authorities allowed assoaiatilike ExiT, DIGNITAS and
others to access such homes in 2002.

9a. If some form of assisted dying were to be legalised, who do you think should
make the decision on whether somebody who requests an assisted death should
be eligible for assistance?

There can be only one person making the final datisn whether to continue
with life or put an end to it: the individual hiror herself. DGNITAS favours the
possibility of assisted (accompanied) suicide wimgplies that a) the individual
has the capacity to consent and thus rationallyesephis or her will to end his
or her life and b) the individual is able to caoyt the final act which puts an
end to his or her life (for example drinking theéhkd barbiturate) by him- or
herself.

Basically, any intervention by third parties witbquests by individuals who
wish to end their life stands in conflict with thedividual's right to self-
determination and thus implies paternalism. Howewa must not ignore that
some form of “gate keeping” would make sense: #ugiest of a patient stricken
with terminal cancer must not be lumped togetheéhthe request of a young
man suffering after the breakdown of the relatigmstith his girlfriend. Whilst
both requests are to be taken seriously and shmulebspected up-front — this
being the base of an authentic suicide-attemptemtean approach — the patient
suffering from cancer certainly needs a differeindkof attention to his or her
request than the young man. In the first case, s&lling on alternative options
such as palliative care and the preparation okastlan option to an assisted
suicide (what we at BNITAS know as the “provisional green light”) are the
means of choice, whilst the in the latter case sellimg making it clear that
“other parents have beautiful daughters too” shdake place. However, as
already stated, in both cases the principle ofaetspg person’s request to end
their life and certainly not denouncing, belittlinignoring or dismissing that
request should be the rule. Individuals who expeesssh to end their suffering
have valid personal reasons to do so — they wabé tacknowledged and heard
and not simply be dismissed as “being in a crigis’even committed to a
psychiatric clinic.

In this context, one should not overlook the fhetttseveral completely different
types of suicidal individuals may be found who amecly comparable one to
another. Quite a number of commonly heard phradé®“a suicide attempt is
normally just a cry for help”, “80 % of people whave survived a suicide
attempt would not like to repeat it”, “someone wtatks about suicide will not
do it” — are simply “thought savers” (an expressmeated by the American
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journalist Lincoln Steffens, a friend of Presidefiheodore Roosevéd.
“Thought savers” are a way to stop thinking aboptsticular problem without
solving it. It is quite significant that such “thglt savers” are very common in
relation to the suicide problem. With a “thoughtesd, one may get rid of the
problem, belittling it so that it appears no longerth thinking about. Nobody
asks, for instance when speaking of a “cry for heldy does this person feel
the need to undertake the risk of a suicide atteamptder to find help, instead
of talking to other people and saying that theydneelp? In the special case of a
suicidal situation, the reason for the “cry forpgielithout words is the risk of
losing one’s liberty (due to being put in a psytigaclinic) or the risk of not
being taken seriously or being rejected (deprivea@ftection) if one talks to
someone else about suicidal ideas. AtNDrAs, we hear again and again how
individuals felt quite a major relief after havihg@d the opportunity of speaking
to us openly about their idea to commit suicidesthindividuals acknowledge
that being taken seriously and receiving honestrmétion on the possibilities
at the end of life and the risks involved with df-s¢tempted suicide helped
them to ease the urgency of the feeling of waniingje as soon as possible.

In Switzerland, the “gate keepers” are basicallylived doctors. Only a medical

doctor can prescribe the lethal drug Pentobarbiteodium which is the one

drug of choice for a dignified, risk-free and pasd accompanied suicide.
Furthermore, associations likeIE and DGNITAS are the ones with many years
of experience and trained staff to take care of mbguests by individuals

wishing to end their life and arrange for accompdrsuicides in the framework
of the Swiss law. It is generally known that mangdical doctors help their

patients in one way or another to end their suffetupon explicit request of the
patient. However, this is taking place in a rath@andestine manner.

Furthermore, many medical doctors understandalgyeathat they should not
be burdened with the responsibility of being the @md only gate-keepers of
access to a self-determined end in life.

This last aspect even takes on more weight whezomies down to asking
psychiatrists to serve as a part of the “gate-keFpiAs mentioned before, the
Swiss Federal Court set the prerequisite of a ‘igban-depth psychiatric
opinion”. Yet, it ignored the fact that psychiatsigegularly face an important
conflict of interest in such cases: psychiatristsnetheir income through the
existence of mental disorders in other individudlserefore, if psychiatrists are
asked to carry out appraisals (which would mean shah a patient could end
his or her life), then these psychiatrists, fromemonomic point of view, are
compelled to accept a reduction of their income.oAgst medical doctors,
psychiatrists (more or less like paediatricians} #me category of medical

23 |n: The Autobiography of Lincoln Steffens
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doctors with the smallest income and the economrdlict of interest is obvi-
ous.

In addition, there is a psychological conflict otarest: from the statistics on
causes of deaths it can clearly be seen that tbepational group of medical
doctors has the highest rate of suicide amongstoatlupational groups.
Amongst the medical doctors, psychiatrists havean higher rate of suicide
than their colleagues not specialising in psychialiherefore, and for this very
reason, a psychological conflict of interest arimesmedical doctors and above
all psychiatrists: if he or she helps a patientetlise his or her wish for a self-
determined end to life by establishing an in-degfipraisal, then he or she
further reduces the already low barrier against drisher personal suicidal
tendencies by which he or she sees his or hereexistendangered. This is
known in analytic psychology as transference anthtatransference.

The Swiss scientist Frank Th. Petermann showedkipublication “Capacity to
Consent (Urteilsfahigkeitf*, the numerous problems which derive from
intending to make medical doctors and psychiatrtbies “gate-keepers” of
assisted suicide.

Through giving third parties the responsibility fdeciding whether somebody
who requests an assisted death should be eligibl@dsistance, paternalism
over individuals is enforced instead of strengthgnihe self-determination of
individuals; a result which is in direct contradict with the meaning and
content of the ECHR.

9b. Should this decision be made by doctors, by an independent judicial body
such as a tribunal, or by another type of organisation?

We refer to our comment with question 9a

10. If some form of assisted dying were to be legalised, should doctors be able to
takearolein assisting those who request assistance to die? A. If yes, what
actions should doctors be able to take? B. If no, please explain your reasoning.

Not only medical doctors, but any individual shoblasically be able to take a
role in assisting those who request assistancestdld give all the human care
possible to an individual wishing to end his or hié due to any sort of

suffering is the minimum human approach that cobéd asked from any

individual — not only medical doctors. In any caseyould first be necessary to
define what “assistance” comprises. However, itinslerstood that the expert
medical knowledge provided by medical doctors warld should play a role in

% Frank Th. Petermann, capacity to consent (Urtgilgkeit), pages 81 — 85, cipher 228-234
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the requests of individuals who wish to end thiéer dlue to severe suffering. It
is certainly undisputed that the assessment of @dicalefile is a helpful basis
upon which to look into the request of an individuar an assisted
(accompanied) suicide. As stated before, in Swamner medical doctors are
very much the “gate-keepers” to an assisted suidittevever, for reasons
outlined in our comment with questions 9a, thisttiog the decision-making
burden” more or less exclusively on the shoulddrmedical doctors is not a
sensible approach.

11. If some form of assisted dying were to be legalised, what provisions would
be required to protect doctors and other healthcare professionals who are
ethically opposed to assisted dying?

If medical doctors and healthcare professionaleweibe in any way the “gate-
keepers”, they should not and must not be forcedetoinvolved in assisted

dying if they do not want to do so. Freedom of ckoobn the side of the

individual who wishes to put an end to his or lierlso has to respect freedom
of choice for individual medical doctors and heedite professionals to

participate or not in assisted suicide.

However, the fact that some medical doctors andthezae professionals try to
withhold medical documents or even issue “varnisheddical reports once
they become aware that these documents could lmedder a request for the
preparation of an assisted (accompanied) suicidegsito be attended to. We
know from ‘DIGNITAsS-friendly’ medical doctors in the U.K. that the Meal
Defence Union (MDU) unofficially advises its membearot to hand out any
medical reports in such cases. However, normaltiepts certainly do have a
personal right to access their medical file withaglay. Paternalism and
discrimination of patients because of some ethestonal opinion of medical
doctors and healthcare professionals cannot beterte

12. Could assisted dying have a complementary relationship to end of life care
or are these two practicesin conflict?

Most certainly, these two practices are not in konfout in fact have a
complementary relationship. Almost every dagiDTAS receives calls for help
from patients stricken by the final stage of terahinancer and their relatives
and friends. As the administrative proceedings Ivea with the preparation of
an accompanied (assisted) suicide generally taks lgast two to three months,
often even longer, terminally ill patients are aj@aecommended to pursue, for
example, palliative treatment possibly leading eamtinal sedation. Palliative
care is an approach that improves the qualityfefdf patients and their families
facing the problems associated with life-threatgniiness, through the
prevention and relief of suffering by means of eartientification and
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impeccable assessment and treatment of pain aret ptloblems, physical,

psychosocial and spiritifal Palliative care is widely accepted and practided.
is the means of choice if the suffering of the wdlial is intolerable (in the

view of the patient, of course) and the life expacy is only a matter of a few
days, maybe a few weeks. It is certainly humarataand good practice in the
sense of “the good Samaritan” to give a sufferohgng patient all the end of
life care necessary and requested by the patientdar to soothe his or her
ordeal.

However, voices claiming that palliative care “ctve anything” and “soothes
any suffering” lack reality and try to mislead theblic. As already mentioned,
there are uncountable illnesses which are not texinais such, at least not in the
short run. Patients suffering from neurologicahelkses such as multiple
sclerosis, etc., or even more so quadriplegicsfdgasexample in the before
mentioned case of Daniel Jarffe®r patients suffering from ailments related to
old age (as for example the well-known British coctdr Sir Edward Downes)
are generally not per se eligible for palliativeecand terminal sedation because
they are not suffering from a life-threatening élés. Certainly, they receive
medical treatment for pain relief, but that canbetcompared with the dosages
usually applied in end-of-life palliative care. Watut doubt, such patients are
experiencing severe suffering which can lead themwish to end their life. In
such cases, the wish for an accompanied (assistéclile is a personal choice
which must be respected.

Generally, and especially in end-of-life issuess amust avoid lumping together
that which needs to be distinguished. There isunh $hing as “the one typical
terminally ill patient” and there is no “typical ffering which would make the

individual eligible for a certain end-of-life cardduman beings are individuals.
Every suffering individual experiences his or hewation differently. Physical

and mental pain is subjective; it can be judgedhind parties only to a minor

degree. A humanitarian approach demands that theidoal is seen as such —
and not just as “one patient amongst many others”.

13. If the law was to be changed to permit some form of assisted dying, what
forms of assistance should be permitted? Should assisted suicide be permitted?
Should voluntary euthanasia be permitted? (Please see the definitions above).

As already stated before)dNITAS favours the option of assisted (accompanied)
suicide such as Swiss law allows them to practind ahich the Swiss
associations have been offering to their membersstmme 25 years now.
Assisted (accompanied) suicide implies the follayvin

%5 Definition by the World Health Organisation, segie: http://www.who.int/cancer/palliative/definition/en
%6 See foot note no. 18
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» The individual is respected in his or her requedtdve an end to his or her
suffering.

* This request is explicitly expressed by the indingtl not only once but
several times during the process of preparationrarabnfirmed even in the
final minute prior to the assistance. (In the caB@accompanied suicide in
Switzerland, this is the moment prior to handing@rothe lethal drug to the
individual).

* The individual expresses his or her desire to eisdoh her life not only
verbally but undertakes the last act in his or IHerhim- or herself (In the
case of accompanied suicide in Switzerland, thisthis action of the
individual actually drinking the lethal drug or aboking it in another form
such as feeding it him- or herself through a PEG}u

» All actions are based exclusively on the explidit of the individual.

» With assisted (accompanied) suicide the taboo dalingnsomeone’s life
actively (on request by the patient, which wouldvieduntary euthanasia or
even without such request which would be non-va@ontactive euthanasia)
does not have to be broken. Without the final &¢he individual, there will
be no ending of life.

» Access to the option of an assisted suicide hasra immportant, yet all too
often overlooked suicide attempt preventative éffécsuffering individual
often finds him- or herself between a rock and il ldace: on the one hand
there is the option of enduring the suffering andlee other hand there is the
option of an attempt with inadequate means, lonakky and with the
outlook of possibly severe consequences for theviohaal and third parties.
In this situation, the option of an assisted (ageanmed) suicide offers the
individual the freedom of choice in a setting tmaduld certainly be con-
sidered more dignified than jumping from a bridgeaoshot in the head!
Besides, as already mentioned, it is proven tht @aminority — 13% — of
those who receive access to the option of an acapmg suicide at
DiGNITAS actually make use of this option.

However, these aspects of assisted (accompaniedjlesicannot hide the fact
that with assisted suicide “only”, some individuai®uld be excluded from
assistance in dying: an individual in a coma orfesufg from advanced
dementia would not be able to express his or hiérwould not have sufficient
capacity to consent and/or simply would not be dblelo the last act which
brings about the end of life him- or herself. Fbede situations, separate
approaches will be necessary: the strengthening isapdementation of the
already wide-spread and widely accepted PatientdsaAce Decisions (also
called Patient’s Advance Directives or Patient’'sihg Will) and possibly even
regulations on how to implement (voluntary and moiintary) euthanasia —
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such as in The Netherlands, Belgium and Luxembo@tll, based on
DIGNITAS’ experience, the large majority of requests for iadividual's
dignified end in life can be covered by assistatdanpanied) suicide.

14. Should those who wish to be assisted to die, but are physically unable to end
their own lives, receive assistance to die? If yes, what assistance should be
provided?

We refer to our comment on question 13.

15. Please include here any further comments, evidence or personal experience
that you would like the Commission to consider:

Hereafter, we add an extractof the philosophical and political principles
guiding the activities of BNITAS which we feel may well serve as a basis for
any considering of end-of-life-issues:

The fundamental values ofIENITAS are based on values that the Swiss state
has upheld since the founding, in 1848, of the moflederation, and the further
development of these values on a national andnatenal level since then.

The starting point is the liberal position that anfree state any freedom is
available to a private individual provided that #hailing of that freedom in no
way harms public interests or the legitimate indeseof a third party. Just like
John Stuart Mill stated:

“Over himself, over his own body and mind, the indual is a sovereign®
These values are:

* Respect for the freedom and autonomy of the indadchs an enlightened
citizen

» Defending this freedom and autonomy against thaidigs who try to restrict
those rights for some reason, whether ideologreagjious or political

 Humanity which seeks to prevent or alleviate inhnenauffering when
possible: probably the most shining example of thisour history, on a
national and international level, led to the foungdof the Red Cross

« Solidarity with weaker individuals, in particulan ithe struggle against
conflicting material interests of third parties

 Defending pluralism as a guarantee for the contisudevelopment of
society, based on the free competition of ideas

" From the booklet/brochure ,How Dignitas worksVadable onlinehttp://www.dignitas.ch/images/stories
[pdf/so-funktioniert-dignitas-e.pdf
28 John Stuart Mill, Essay on Liberty, Library of Libesats edition, p. 13.
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» Upholding the principle of democracy, in conjunatiwith the guarantee of
the constant development of fundamental rights

Respect for the freedom of individuals:

Respect for the freedom of individuals in the fayhan enlightened citizen who
takes on personal responsibility (a “citoyen” i thense of the political philo-
sopher from Basel, RNOLD KUNZzLI, who died in 200@); he also reveals,
among other things, that — in contrast to earlav | constructive law valid
today no longer punishes a suicide attempt.

Freedom from the expectations of a third party:

It is also clear that every person on Swiss sodnstled to the freedom to live
his or her life independent from the individual attegical, religious or other
types of ideas of a third party.

No one has the right to impose or even attemptnfmose his or her individual

ideological, religious or political beliefs on ahet. Muslims should not do it to

Christians, Jews or Buddhists. Christians shoulddmit to Jews or those of

other beliefs and a believer should not do it tauabeliever — not even using the
indirect method of a governmental regulation.

In this case, the state should be the guarantoa fduralistic society and must
forbid anything that would restrict this pluralismn lead it in a certain direction
in the interest of a specific ideological viewpoint

Humanity:

When addressing the question of whether a persanwishes to die should be
offered help, humanity needs to be the centraldocu

The term “humanity” is admittedly vague in and tfeif; however, it plays an
important role for example in the “Declaration oéri@va”, which was adopted
by the General Assembly of the World Medical Asation in 1948 and last
amended in 2006.

Although this declaration does not make any refezeto medically assisted
suicide, it does begin with the formulation:

“I solemnly pledge to consecrate my life to thevsms of humanity”
The declaration also contains the following adiital sentences:

“I will maintain the utmost respect for human lifeyill not use my medical
knowledge to violate human rights and civil libesti even under threat”.

29 As described in his essay ,Bourgeois und Citoyas Doppelgesicht unserer Gesellschaft, in: Mitha
Haller, Max Jaggi, Roger Miiller (Ed.), Eine deforrneeGesellschaft, Die Schweizer und ihre
Massenmedien, Basel 1981, p. 299 ff.)
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Since experience shows, however, that it is diffiboi interpret the undefined
terms of humanity, respect or even dignity as sucithe end the only help
comes from the decision to stop and consider whahe true objective of
medicine instead of relying on interpretation.

The German medical ethicisDEAR DAHL from the Giessen Clinic formulates

it this way™:
“Medicine consists first and foremost of preventidragnosis and therapy.
This means that it strives to avoid disease, ifledisease and treat disease.
One could conclude from this that the objectiver@dicine is to maintain
the health of the individual. In fact, the Declavatof Geneva states that
“The health of my patient will be my first considéon”. As enlightening
as this declaration appears to be, it is howeveomplete. A look at
palliative medicine is sufficient to show that acttw’s duty is not at all
limited to simply maintaining health. For examppalliative doctors spend
their days and nights caring for patients whosdtiheannot be restored.

Based on this, it would seem more suitable to ctamsthe objective of
medicine to be the alleviation of human sufferingoking at it this way,
we would also be encouraged by asking ourselvesmaxicine is commit-
ted to avoiding, identifying, and treating diseaBae fight against disease is
not an objective in itself. Rather, this fight ekén up to protect us from
physical and emotional suffering, which tends toomapany illnesses.

By fulfilling its objective to alleviate human sefiing, medicine is however
continually bound to respecting the self-determorabf human beings. No
one is allowed to treat a patient against his omhik That doctors are only
permitted to introduce or terminate medical proceduwith the express
permission of the patient is now a generally aaegact. For example,
whether or not a life-prolonging procedure is idwoed or terminated is
always and exclusively dependent on the agreenighegatient involved.

When medical ethics, as described above, are basdte alleviation of

suffering and the respect of self-determinationshbuld be obvious that
these ethics are completely compatible with assistecide, since a doctor
who fulfils the request of a terminally-ill patietd stop all further therapy
and prescribe a lethal medication is alleviatinfjesing and respecting self-
determination.”

A policy that is aimed at doing everything possibdeprevent every suicide
without taking into account the will of the persooncerned violates humanity.
Whoever acts in this way to force people to attetopbring about their own

% in his essay ,Im Schatten des Hippokrates / Aissier Suizid und arztliches Ethos miissen sichtmidtier-

sprechen”, published in ,Humanes Leben — Humaneb&ig 4/2008, p. 66-67, Augsburg, Germany.
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death in a violent manner, and thus accept theilpbigsof inhumane risks, is

acting inhumanely.

Is it somehow humane to allow a person to achiageoh her own will by
attempting something, such as that reported by rderasted person from

England who e-mailed IBNITAS in 2008, and to accept the consequences

thereof?

“Dear Dignitas. My name is J.(xx) H.(xx). lam 19 y
old, and live in Scotland, UK.

About 2 months ago | attempted to commit suicide by
off a multi storey car park. My attempt failed, and
of dying, | write this e-mail to you from my hospit

| crushed both of my feet, broke my leg, broke my k
broke my sacrum (part of my pelvis) and most devast
broke my spine, in 3 places, which has resulted in

of paralysis in my legs. | spent 6 weeks in hospita
home town of Edinburgh, and was then transferred to
special spinal rehabilitation hospital in Glasgow.

| am told that | will need to spend 6 months at thi
hospital, and that | will be in a wheelchair for th

of my life. | now have a loss of sexual function, w
seems unlikely to return, as well as huge problems
my bowels and bladder (I cannot feel them moving).

| was already suicidal, and now that I will be disa
the rest of my life, at such a young age, | truly c
bear the prospect of life. | am only 19, and | now
grim reality of 60 years in a wheelchair. The physi

| am in alternates between bearable and completely
unbearable. Perhaps the pain will ease off with tim
this is not a certainty. There are times every day
scream with pain, due to being moved in bed, hoiste
the wheelchair etc.

| would like to ask if I could be considered for an
assisted suicide, as | am completely certain | woul
to end my life, and believe | should have the right
So.

| would be too afraid to try and kill myself again,

the devastating effects of my first failed attempt.
would also be much more difficult to attempt suicid
wheelchair. | only wish that my country was humane
to let a person die.

Please consider my letter, | hope to hear a respons
J(xx) H.(xx)”
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In this message, which must horrify every persow Wwhs any feelings whatso-
ever, the author has not yet shared what the prollas that motivated him to

attempt suicide in the first place.
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However, one thing is certain: If, after becomingc&lal, he had had the
opportunity to talk with other people about hislemn without having to fear

that he would be immediately admitted to a psycitawvard, his fate would

have most certainly been different. People wouldeh@ied to show him that
there were also solutions other than suicide ferpnoblem in order to give him
a real chance to solve the underlying problem with@sorting to violence

against himself. This way, he would not have haddoept the risks that have
now marred him in such a devastating way. Underdnenconditions of this

kind, he would have certainly had a real chanceowercome his suicidal

tendencies.

In this context, it is especially important to aghy it is ethically commendable
to put a severely suffering animal to death, buisiimpossible to allow a
severely suffering human to end his or her own Wehout having to accept the
inconceivable risks of failure and additional selftilation. What abstruse ideas
could lead someone to declare that what is humane fperson to do to a
suffering animal is unethical if done to a suffgrinuman, especially since an
animalcannot express itself in human speech, yet a human canmlyglstate his
or her will?

Solidarity for the interests of those who are weake

Solidarity with, and protecting the interests otople who are considered
weaker, especially in the struggle against thelmtimg — and often financially
motivated — interests of third parties, is onehd tundamental qualities of the
Swiss public spirit.

The principle “One for all and all for one” is nhtlly realised in the narrow
limitations of that which the state directly encages as solidarity based on the
laws it creates, but rather it is only fully realisin the broader field of social
solidarity in civil society, that is, turning a ¢ta&in group of people towards
another group that is in need of special help.

Plurality:

The defence of a pluralistic system is equally ingrat because it alone
guarantees that the free competition of ideas, #meteby the further
development of society, remains possible.

Democracy and basic rights:

Further significant fundamentals of our sharedtexise include the principles
of democracy within that sphere which is not Igft to the individual’'s own
discretion as a consequence of his or her bagitstig

In this context, it must be said that a represergasurvey on the topic of
assisted suicide found that 75 % of the evangepoalulation and 72 % of the
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Roman-Catholic population would claim the possipibf assisted suicide for
themselves and thus endorséd it

Citizens are not the property of the state:

Finally it must also be said that people who inhabcountry should never be
degraded by being considered the property of e .sThey are the bearers of
human dignity, and this is characterised most gigowhen a person decides his
or her own fate. It is therefore unacceptable fostate or its individual
authorities or courts to choose the fate of itzerts.

6) Conclusion

“No one shall set upon a long journey without hgvihoroughly said goodbye
to loved ones and no one shall set upon such jguwithout careful pre-
paration”.

At a time in which lonely, unassisted suicides agiolder people, in particular,
are increasing sharply — as a result of the sicgmfi increase in life expectancy
and the associated health and social problems afy men and women who
have become old, sick and lonely — careful and idensd advice in matters
concerning the voluntary ending of one’s own life gaining relevance.
Furthermore, developments in modern medical scieage also led to a signifi-
cant prolonging of life. Yet, there are individuail&o explicitly would like to
add life to their years — not years to their life.

It is about time that the law makers in the U.Kndather countries) respected
the will of the people and implemented sensibletsahs that allow individuals,
who choose so, to have a dignified, self-determiaed to life at their own
home, surrounded by those close to their hearts.

DiGNITAS very much welcomes and supports the work of then@ission on

Assisted Dying and hopes that the final reporhef Commission will find some
open ears in Parliament, given that a delegatiothefSelect Committee on
Assisted Dying for the Terminally Ill Bill of the dlse of Lords visited
DIGNITAS in February 2005.

Yours sincerely

DIGNITAS
To live with dignity - To die with dignity
Secretary General

Y

\

Ludwig A. Minelli Silvan Luley

%1 in “Reformiert”, August 29, 2008; GALLUP TELE@NIBUS survey from 3-12 July 2008 through
ISOPUBLIC, Schwerzenbach, online (in Germdrip://www.reformiert.info/files_reformiert/1492 (§if




