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Abstract 
Introduction: Physician assisted suicide (PAS) is the process where the patient terminates 

his/her life with the aid of a physician who provides a prescription for lethal medication that 

the patient self-administers in order to commit suicide. PAS is practiced in several countries 

and is now gaining support in Sweden. The debate shows some confusion regarding the 

definition of concepts and raises several ethical concerns. 

 

Aim:  

§ To provide an empirical background and clarify concepts. 

§ To analyze the ethical arguments for and against PAS. 

§ To investigate relevant ethical differences between PAS, euthanasia and withdrawal of 

life-sustaining treatment. 

 

Materials and methods: Qualitative literature study based on argumentative- and conceptual 

analysis on hermeneutic ground. Materials were gathered through a literature search and 

consist of scientific articles, debate articles and official materials.   

 

Results: The main ethical arguments supporting PAS are autonomy, beneficence and dignity. 

PAS is by supporters seen as an act of compassion, which fulfills the physician’s obligation of 

non-abandonment. Opponents emphasize that PAS goes against the duty of beneficence and 

nonmaleficence and fear that there may be a slippery slope where more and more people will 

demand PAS. 

 

Conclusion: There is no consensus on whether PAS is considered ethically defendable or not. 

PAS appears to involve a conflict of interest between the principles of beneficence and 

autonomy. There seems to be some factual disagreements as well as different positions as to 

how the ethical principles should be interpreted, and which ethical principle should be valued 

the highest. 

 

 

 

Key words: Physician assisted suicide, ethics, autonomy, beneficence, non-maleficence, 

dignity, justice. 
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1. Introduction  
The upcoming section will present a brief historical overview and give an introduction to the 

current situation concerning physician assisted suicide (PAS) (see definition below 1.4.1) in 

Sweden. Further, relevant definitions and ethical concepts will be provided to ensure a 

distinct ethical analysis.  

 

1.1. Historical Overview  
Throughout history, euthanasia and PAS have been controversial topics for the public debate 

[1]. Although there is some historical uncertainty, in ancient Greece and Rome, the attitudes 

towards PAS appear to have been tolerant. Some physicians did provide their patients with 

poison upon request, to allow an easy and painless death. Simultaneously, a contemporary 

minority of physicians disapproved PAS [1,2], vowing to the Hippocratic oath: “Neither will I 

administer a poison to anybody when asked to do so, nor will I suggest such a course”[3].  

 

The views on PAS shifted in the European society with the arrival of Christianity and 

Judaism, condemning all forms of hastening of death due to the religious belief in the sanctity 

of life. Thus, reinforcing the Hippocratic position on PAS, culminating with a strong 

opposition amongst European physicians between 13th and 15th century [1,2].  

 

During the late 19th century, after the development of ether and isolation of morphine, 

physicians began advocating the use of anesthetics for pain relief in America and Europe. In 

1870, a non-physician, Samuel D. Williams proposed the use of chloroform and other 

anesthetics to deliberately end the patient’s life for the first time. William’s arguments were 

published and widely discussed within the medical profession. Eventually, in 1880 the 

discussion reached lawyers and social scientists questioning some physicians’ paternalism and 

pleading for recognition of the patient’s right to self-determination. Physicians opposed by 

claiming that PAS would result in uncertainty and loss of trust in the entire medical 

profession [2]. The public support for legalization of PAS continued to grow to suddenly 

disappear almost completely, when the German Nazi “euthanasia” program under the name 

Aktion T4, was revealed in mid 1940s. It became clear that physicians were systematically 

involved in the genocide of 100 000-300 000 mentally ill and disabled people [2,4,5]. 
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In the 1970s the debate on PAS resumed with new force [6]. In the United States the debate 

resulted in the enunciation of the Death with Dignity Act in Oregon in 1997, allowing 

terminally ill patients to legally end their lives with a physician’s assistance. Death with 

Dignity Act developed into The Oregon Model allowing PAS on the conditions that the patient 

has to be older than 18 years of age, competent and has to have a terminal condition with a 

prognosis of maximum six months left to live in order to receive assistance in dying. The law 

does not enforce a physician to participate in PAS if it does contradict the physicians personal 

values. The incidence of deaths caused by PAS in Washington and Oregon is 0.3-0.4 percent. 

According to public statistics from the state of Oregon approximately two thirds of the 

patients utilize their prescriptions to end their lives, the remaining one third pass from the 

underlying disease or other causes. Public statistics also show that the number of prescriptions 

issued for the aim to assist suicide are increasing with each year [6]. The Oregon Model is 

currently practiced in several American states, among them Montana (2008), Washington 

State (2008), Vermont (2013), California (2015), Colorado (2016), District of Colombia 

(2016) and Hawaii (2019) [6,8,9].  

 

Switzerland is different. According to penal law swiss citizens have for a long time been 

allowed to assist another person to commit suicide, as long as the person assisting would not 

benefit from the act. Organized forms of assisted suicide have been practiced on this basis 

since 1980. In 1999 the state court of Switzerland established that physicians may be involved 

in PAS, provided that the decision-making capacity of the requesting person is intact [6,7]. 

There are currently several organizations practicing PAS in Switzerland. EX-International 

and DIGNITAS, are two organizations that provide PAS for non-swiss residents. DIGNITAS is 

the organization that has received the most foreign requests for assisted suicide. In December 

2018 DIGNITAS had 9064 members1, of which 83 were Swedish citizens. Between 1998-

2018 a total of 27 swedes have ended their lives with the help of Dignitas [10,11].  

 

In contrast to Oregon and Switzerland, The Netherlands (2002), Belgium (2002) and 

eventually Luxembourg (2009) have chosen a system that allows doctors to deliberately end a 

patient’s life through euthanasia or PAS, creating The Benelux Model [6,7]. These three 

countries have some criterions in common such as the requirement that the patient is suffering 

from unbearable physical or psychological distress, without any possibility of improvement. It 

                                                
1 A membership in DIGNITAS is a payment service that provides the individual with access to legal counselling, 
assistance to compose a living will/advance directory and if needed company at the time of suicide. 
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is not obligatory for the patient to be terminally ill. Another aspect that these countries have in 

common is the preference for euthanasia over PAS. Numbers from the Netherlands show that 

euthanasia accounts for 4.6 % of all deaths in 2015, whilst PAS only accounts for 0.1-0.2 %. 

In Belgian region of Flanders, the numbers were 4.6 % and 0.5 ‰ respectively in 2014. What 

sets these countries apart in term of legislation is the difference in age requirement. Belgian 

legislation allows children of all ages to be granted euthanasia, provided that the child has 

parental consent, is terminally ill and can rationally express his or her wish to die. The 

Netherlands sets the limit at twelve with parental consent and at the age of 16 the individual 

can decide for him or herself. Luxembourg is the only country of the three requiring the 

patient to be of legal age in order to be granted euthanasia or PAS[6]. 

 

1.2. The Situation in Sweden 
In Sweden it is legal for citizens to assist suicide. However, doctors and other caregivers are 

required to provide care according to empirical knowledge and proven experience with the 

primary aim to cure and ease disease as stated in Swedish Hälso- och sjukvårdslag, HSL 

(Health and Medical Service Act) [12,13]. Currently, there are no legal precedents for dealing 

with cases where physicians have been accused of assisting suicide in Sweden. A few 

incidents have been investigated, with the physician risking to lose his or her license. 

However, only few of these investigations has so far resulted in any legal sanctions/penalties 

for the physician2 [13].There have been a couple of cases in Sweden where relatives have 

assisted suicide. The accused in these cases were all convicted for manslaughter with milder 

penalties than the existing minimum penalty for manslaughter of six years according to 

Swedish law [14].  

 

The general public in Sweden expresses a strong and growing support for PAS, shown in 

several public opinion polls [15]. One of the latest public polls provided by surveyor institute 

Ipsos MORI in 2015 showed that out of 2200 Swedish respondents 69 % supported The 

Oregon Model of PAS legalization, whilst 10 % were against [16]. The attitudes amongst 

Swedish physicians are far more diverse. A survey investigating physicians attitudes towards 

PAS was performed by Swedish Medical Society (SMS) in 2007, showed that 34 % supported 

PAS, 39% opposed and 25 % were doubtful; 2 % refrained from answering [17]. Swedish  

                                                
2 One of the most famous cases of assisted suicide in Sweden is the case where journalist Berit Hedeby with the 
help of the physician, Ragnar Toss, assisted her journalist colleague, Sven-Erik Handberg, to commit suicide in 
1977. Ragnar Toss, the physician prescribing lethal medication, sdid lose his license and later committed suicide.  
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Medical Society, in agreement with World Medical Association, takes position against PAS, 

claiming that PAS is incompatible with the physicians’ primary goals to provide care, treat 

and cure disease and should therefore not be practiced [17,18]. Politically, PAS has received 

very little attention, despite the growing interest among individual politicians. Annually, since 

2003, members of the Swedish Parliament have submitted propositions proposing 

investigations and open discussions on PAS, all of which have been rejected by governing 

politicians [15]. In November 2016 a political network was established with the aim of 

promoting the investigation and legalization of PAS. The network consists of 18 political 

members, representing all political parties except Kristdemokraterna [19]. 

 

1.3.  Empirical Background 
In October 2017 The Swedish National Council on Medical Ethics (Smer) published a 

systematic review of empirical data on PAS for the sake of keeping the debate objective and 

factual. The report is a thorough review of more than 100 scientific articles and publications 

[20]. Almost one and a half year after the publication of the report Smer has done a review of 

the medial response in Sweden in terms of published articles on the topic. The evaluation 

presented 110 published posts, whereof one fourth was written by physicians and one third by 

politically committed individuals. The majority of the posts were shallow to content and did 

express a position on PAS; approximately 60 % being against respectively 40 % being for 

PAS. The argumentation has been dominated by value-based arguments, where the principle 

of autonomy stands against the belief of PAS violating the ethical principles of beneficence 

and non-maleficence [20]. The section below will enclose a statistical description of the 

patient group seeking PAS, the experience of dying in Sweden and a short summary of 

arguments for which there is empirical evidence.  

 

1.3.1. Patient Characteristics 

Studies from Oregon show that the majority of the patients requesting PAS are highly 

educated, less religious, male and are aged between of 67-74. The most common underlying 

disease is cancer and more than 90 per cent of the patients are receiving palliative care when 

requesting PAS. The most common incentives when applying for PAS are the fears of losing 

dignity, autonomy and the fear of becoming dependent. Severe symptoms such as pain due to 

disease are less important reasons [6].  
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1.3.2. The Experience of Dying in Sweden 

In Sweden, 90 982 people died in 2016 [21], whereof 49 813 were registered in the Swedish 

Palliative register in 2016. According to the register the patients experience incomplete relief 

of pain (7 383, 14.8 per cent) and anxiety (7 070, 14.2 per cent) at the time of death despite 

palliative care [22]. 

  

1.3.3. Arguments Supported by Empirical Data  

Data confirm that PAS can increase life quality at the end of a patient’s life, by helping to 

preserve the individual’s sense of dignity and independence. PAS has also been seen to 

provide a feeling of security and control at the end of the patient’s life [6].  

 

1.3.4. Arguments Contradicted by Empirical Data 

In countries practicing PAS statistical data show an improved access and increased public 

investments in palliative care. This contradicts the common idea of PAS negatively affecting 

the development of palliative care. There is no evidence of PAS being extended to groups 

outside the legal frame-work, contradicting the common argument of a slippery slope 

development. Two other common misconceptions that have been contradicted by empirical 

data are that PAS would have a negative effect on trust in public health care and that PAS 

would change the perception of human value [6].  

 

1.4. Concepts and Definitions  
1.4.1. Physician Assisted Suicide, PAS  

PAS is the process when the patient aims to intentionally terminate his/her life with the aid of 

a physician who, after an explicit request, provides the knowledge and the means to do so. 

The physician usually provides the patient with a prescription of lethal medication, that is 

self-administered by the patient [6,23].  

 

The medication used for the purpose of PAS varies depending on availability and cost. The 

most common substance was previously pentobarbital in liquid form. However, due to the 

increased cost of this specific substance, physicians have developed a mixture of different 

substances including morphine sulphate, diazepam, digoxine, propranolol and combination of 

buffer suspensions[9].  
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1.4.2. Withholding or Discontinuing Life-sustaining Treatment  

A physician can withhold or discontinue life-supporting treatment from a patient, either due to 

medical futility or the person’s deliberate wish to forgo the treatment. Neither withholding nor 

discontinuing life-sustaining treatment do intend to hasten death, rather accepting the natural 

process of dying as a consequence of an underlying condition [23]. According to the Swedish 

Hälso- och sjukvårdslagen (Health and Medical Service Act), the patient sustains the right to 

forgo life-sustaining treatment as long as the patient is considered competent [12].   

 

1.4.3. Palliative Sedation  

Currently there is no internationally recognized definition nor evidence-based praxis on 

palliative sedation. Smer has made an attempt to define palliative sedation as the monitored 

use of specific sedative medication to alleviate therapy refractory symptoms through 

reduction of the patient’s alertness, to the extent where the patient no longer is conscious of 

his or her severe symptoms. Palliative sedation is a wide concept and can be both continuous 

and discontinuous. Palliative sedation is almost always used in terminal stage/days of the 

patient’s life, allowing the patient to die while being sedated, and is thereby sometimes 

referred to as continuous or terminal sedation. In other cases, where the patient is sick but is 

expected to live for a longer time, the patient can be intermittently sedated and be subject to 

discontinuous palliative sedation [6].   

 

1.4.4. Euthanasia  

The word euthanasia derives from the ancient Greek word euthanos, meaning easy death. 

Euthanasia can be defined as the intentional termination of a person’s life by administration of 

drugs, performed by someone other than the patient after the patient’s deliberate and 

competent request. In countries where euthanasia is legally accepted it is only accepted 

provided that the patient is fully competent [6,23,24]. The most common approach is an initial 

administration of barbiturate to induce a coma, followed by administration of neuromuscular 

relaxants, which paralyzes the respiratory muscles, causing the death of the patient [23]. 

 

1.4.5. Competency 

Competency implies the health care subject’s ability to make a rational decision regarding 

their care and treatment. Being capable suggests that the patient has the competence to 

comprehend sufficient information and predict the consequences of their decision-making 
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[25,26]. Consequently, a patient can make a thoughtful decision, understanding the 

consequences of his or her decision, that for other people may seem irrational and 

simultaneously be competent. Competency is often assessed on the basis of the patient’s 

cognitive ability, emotional stability and rationality[27]. 

 

1.5. Relevant Ethical Concepts  
1.5.1. Autonomy  

Autonomy defines the patients’ right to self- and co-determination and is one of the most 

central principles of Swedish health care and the current medical ethics debate. Autonomy 

implies the patients’ right to have the final say in matters concerning their life and health, 

without being interfered by others [28]. According to the autonomy principle and the Patient 

Act (2014:821), health care should, whenever possible, be performed in consent with the 

patient. The patient is entitled to receive information about medical interventions, different 

options, risks and consequences prior to accepting or declining offered treatment or care. The 

patient also has the right to decide what information to take part of and likewise has the right 

to decline treatment, life-supporting treatment included. Autonomy does not provide the 

patient with the right to require specific medical treatment if it is considered unjustified by the 

physician [29–31]. 

 

1.5.2. Beneficence and Nonmaleficence  

The concept beneficence in the medical context implies the health care provider’s duty to be 

of benefit for the patient, meaning healing and preventing injury and sickness [32]. It also 

includes the obligation to protect the patients’ rights [33]. There are disagreements about what 

counts as medical beneficence. One of the controversies, among many, is PAS. Some claim 

that PAS can be of benefit for the patient when seen as a compassionate act of mercy. Can 

assisted suicide be seen as beneficial liberation for a person suffering physically or 

psychologically [32]?  

 

Nonmaleficence is defined as a physician’s obligation to not inflict harm upon patients, 

regardless of intention. The concept has its roots in moral rules prohibiting to cause harm such 

as “do not kill”, “do not cause pain or suffering”, “do not cause offence” and “do not 

incapacitate” [32,33].  
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When using the terms beneficence and nonmaleficence the doctrine of double effect is often 

applied. The doctrine of double effect suggests that actions that may cause harm can be 

justified if the harmful effect is inevitable to bring about a good result. The condition that 

must be satisfied is the requirement of the good effect outweighing the bad consequences[34].  

 

1.5.3. Empathy 

Empathy is a complex human capacity to correctly notice the emotional state of another 

without experiencing the emotion oneself and appropriately responding to another human’s 

emotion. In medical context empathy is crucial in treatment of patients. The physician has to 

be capable of empathic imagination while keeping necessary distance and respect for the 

patient, avoiding the sense of pity. Some individuals lack the capacity to sense and further 

tolerate other people’s suffering, leading to avoidance or denial of people in distress[35].  

 

1.5.4. Justice of Rights  

Justice in medical context has two core elements: distributive justice, suggesting a fair 

distribution of limited resources and rights-based justice, prohibiting discrimination and 

promoting all humans’ equal rights. The prohibition of discrimination presupposes that all 

patients should be treated equally independent from what disease they suffer from, race, color 

of skin, religion, social status etc. [36].  

 

1.5.5. Dignity  

Dignity could be defined as a person’s subjective experiences in terms of being valued, 

respected and honored. The perception of dignity is influenced by an array of different 

domains such as the experience of general well-being, independence, physical integrity, sense 

of belonging, social security, possibility of autonomous decisions etc. Some people, being 

terminally ill, experience a reduced sense of dignity due to increased dependence on others 

and violation of personal integrity [37].  

 

2. Aim, Research Questions, Materials and Methods  
2.1. Aim 

The aim is to clarify concepts, provide the empirical background and to analyse the ethical 

arguments for and against PAS. 



 11 

 

2.2. Research Questions  
§ What is the empirical background to the debate on PAS? 

§ How can PAS be distinguished from euthanasia? 

§ Which are the main ethical arguments for and against PAS?  

 

2.3. Materials  
The materials that were used in this work consist of scientific articles, debate articles, official 

materials and webpages. The reason why so different sources were used was the aim to find 

as broad spectrum of arguments for and against PAS as possible. Scientific articles were 

searched for in three databases: Cochrane Library, BMJ Journal of Medical Ethics and 

PubMed. The search terms used were “physician assisted suicide”, “ethics”, “attitudes/ethics 

[Mesh]”, “suicide, assisted [Mesh]”. In total five articles were retrieved from these scientific 

databases. To look into the Swedish debate on PAS a search was made in the online archive 

of The Swedish Medical Journal (Läkartidningen) and Svenska Dagbladet, including five 

respectively seven debate articles. Remaining articles were obtained from the reference list of 

the articles found. Smer’s report Assisted Dying- State of Knowledge Report is a profound 

review of more than 100 academic publications and was included to provide empirical 

knowledge on the topic of PAS. A total of 19 sources were included in the analysis.  

 

2.3.1. Relevance and Exclusion criteria  

Articles relevant for this essay were those that addressed PAS specifically and that brought 

about novel ethical arguments according to the aim of creating as wide spectrum of arguments 

as possible. Thus, all articles that did not address PAS nor contributed with new arguments 

were excluded.  

 

2.3.2. Cochrane Library  

The search performed in the Cochrane Library archive was made with the search term 

“physician assisted suicide”, resulted in two hits. One article available in full text was 

included in this study. 
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2.3.3. BMJ, Journal of Medical Ethics  

The search was performed in the e-archive of the Journal of Medical Ethics with the search 

term “physician assisted suicide”. The search resulted in 22 hits. Only articles available in full 

text were included, leaving eight articles. Book reviews and articles focusing on palliative 

sedation or attitudes towards euthanasia were excluded, resulting in one relevant article.  

 

2.3.4. PubMed  

Following search: ("Attitude/ethics"[Mesh]) AND "Suicide, Assisted"[Mesh]) resulted in 30 

hits/search results. Articles written in English and addressing humans were included, limiting 

the number to 19 articles. Further all the articles which addressed “terminal 

sedation/withdrawal of life supporting treatment” were excluded as the primary aim of this 

research is PAS, resulting in six articles. And finally, only articles available in full text were 

included, resulting in three articles.   

 

2.3.5. Svenska Dagbladet, SvD 

SvD has recently hosted an extensive public debate on PAS and euthanasia, for this reason a 

search was performed in the database of SvD with the term “läkarassisterat självmord” (PAS) 

resulting in 41 articles that were read and sorted by relevance for this study. Five articles were 

included in this study.  

 

2.3.6. Swedish Medical Journal, Läkartidningen  

Swedish Medical Journal was chosen to mainly provide the professional view on PAS. The 

search in the Swedish Medical Journal’s archive was made by using the following 

combination of key words: (“läkarassisterat självmord” (PAS), “Sverige” (Sweden), “etik” 

(ethics)), which resulted in 57 hits. Only the articles concerning PAS were selected, resulting 

in a total of seven articles.  

 

2.3.7. Dagens Nyheter, DN 

The debate article from DN was referred to in one of the debate articles in SvD. 

 

2.4. Methods 
This essay is a qualitative literature study with the objective to search for meaning, context, 

intention and connotation. The method used is semantic and hermeneutic analysis, relying on 
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analysis of concepts, arguments, descriptions and positions interpretation. Data collection is 

performed on the basis of relevance for the aim of this study. Due to this method of source 

selection a systematic review is not suitable.  

 

2.4.1. Hermeneutics 

Hermeneutics is the interpretation of thoughts, motives and emotional reactions in relation to 

meaningful human actions. This method can be either descriptive or interpretive. In this essay 

the interpretive method was applied, based on the author’s pre-understanding of the subject. 

[38]. 

 

2.4.2. Pre-understanding 

Qualitative research has an inevitable subjective element based on the author’s pre-

understanding and preconceptions. Pre-understanding comprises the author’s perception and 

opinions on the research topic, acquired through previous experience. It is impossible to fully 

avoid the subjective factor; however, efforts were made to put these pre-understandings aside 

to allow a fair analysis to be made.  

 

At the beginning of the study, the author was positive to the idea of PAS and believed that it 

should be considered as an option for a limited group of patients who did not see their life as 

meaningful and on this basis express a rational wish to end their lives. In this study, the 

author’s pre-understanding was based on the history of PAS debate and the ethical concepts 

presented in the introduction, as well as knowledge of biomedical ethics acquired in medical 

school and in clinical placements in different hospitals. The author has not been faced with 

patients wanting or requiring PAS.  

 

2.4.3.   Conceptual analysis  

A conceptual analysis is provided in the introduction, describing and defining concepts and 

ethical principles relevant for the ethical analysis. The concepts central to the discussion of 

PAS are autonomy, beneficence and nonmaleficence, dignity, empathy and justice; all 

provided in the introduction and will further be used in the results. 
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2.4.4. Argumentative analysis 

Arguments found in the gathered material were analyzed in two steps. Firstly, the arguments 

were sorted by description and later evaluated based on relevance, evaluating the logical 

component of each statement and lasting quality, appraising the weight of the arguments. 

Further the consistency and compatibility with the empirical data were analyzed, and for this 

reason the empirical background of PAS is provided in the introduction. 

 

3. Results  
3.1. How can PAS be distinguished from euthanasia and 

withdrawal of life supporting treatment? 
Physician assisted suicide is different from euthanasia in terms of the physician’s participation 

in the patient’s death. PAS practice involves a physician prescribing lethal medication that the 

patient self-administers in order to commit suicide. In the case of euthanasia, the physician 

has the authority to perform actions that directly result in the termination of the patient’s life 

such as administering lethal injections [6,39–42]. In both PAS and euthanasia, the patient has 

the final say, retaining the right to change his or her mind at any time. Some argue that there 

is no moral difference between PAS and euthanasia. They claim that ethically differentiating 

these practices only leads to discrimination against people who physically are unable to end 

their life [41]. Surveys from The Netherlands, where both PAS and euthanasia are practiced, 

show that the majority of physicians agree that PAS emphasizes the patient’s autonomy, 

responsibility and right to self-determination. Nevertheless, the practice of physician assisted 

dying is dominated by euthanasia, with the practical explanations that some patients are 

unable to self-administer the lethal drug, that the drug itself is unreliable and that PAS 

prolongs the dying process [39]. 

 

What is the difference between withholding or withdrawing life supporting treatment and 

PAS? To forgo life supporting treatment is legal in Sweden and is considered to be a general 

right of the patient independently if the patient is terminally ill or not. Consequently, some 

patients with highly treatable diseases such as dialysis requiring uremia or insulin treated 

diabetes have the right and can potentially decide when they want to end their lives just by 

refusing treatment [12,41]. Some point out that the withdrawal of life supporting treatment 

involves a more “active” participation from the physician, where he or she actively needs to 

remove necessary life-supporting equipment or treatment. In the meantime, PAS only requires 
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the physician to provide the patient with a prescription for lethal medication, leaving the final 

action of committing suicide to the patient. Some do see withholding or withdrawal of life 

supporting treatment as nothing less than physician assisted suicide, further questioning why 

PAS, if legalized, should be limited to terminally ill patients[41]? 

 

3.2. The main arguments for physician assisted suicide  
The most frequently used argument supporting PAS is the inviolability of the patient’s 

autonomy [39,40,42–46]. An individual’s voluntary and intentional request for PAS implies 

full awareness of the consequences of the action, further suggesting that the request for PAS 

should be seen as an informed decision within the framework of personal autonomy. It is 

advocated that each individual should have the right to determine when his or her life no 

longer is purposeful and thereby decide when death is more desirable than life [43].  

 

Surveys show that the request for PAS is most frequently associated with fear of losing 

autonomy and control over bodily functions, loss of dignity and the ability to participate in 

enjoyable activities [6,40,43]. Availability of PAS as an alternative can potentially offer a 

sense of self-possessed security for individuals with concerns about loss of autonomy [40,47]. 

Numbers from Oregon indicate that approximately 30 per cent of the patients requesting PAS, 

do not use the lethal medication [47]. As for those individuals that seek assistance to end their 

life and carry out the deed PAS can be considered as an act of compassion fulfilling the 

physician’s duty of nonabandonment [40]. 

 

Relief of unbearable suffering as an act of beneficence is another central argument supporting 

the legalization of PAS. It is considered inhumane to force individuals to endure their 

therapy-refractory physical or psychological sufferings, when the same individuals have a 

competent wish to die [43,48,49]. Up to 90 % of people seeking PAS already receive 

palliative or hospice care that is insufficient for their needs [40,42,43,47].  

 

Some physicians already practice PAS, although it is illegal. It is unknown how frequently 

this occurs, but it is argued that legalization of PAS would allow to standardize and supervise 

the practice of PAS, in the long term providing security for vulnerable groups of individuals 

[40].  
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3.3. Arguments against PAS 
One of the most common arguments opposing PAS is that the practice of PAS contradicts the 

physician’s obligation to minimize harm and act in the best interest of the patient according to 

the principles of beneficence and non-maleficence. The physician’s duty is to heal and 

comfort and never to assist suicide [40,44]. This point of view is based on the assumption that 

death is never of benefit for an individual [43]. 

 

Individual autonomy is an important aspect and must be respected by the health care 

providers. Autonomy is, however, not seen as an absolute, which means that the individual’s 

right to co- and self-determination does not include the right decide over other people [40,50]. 

Furthermore, there are doubts about whether PAS really will increase the patient’s sense of 

autonomy, rather contributing to empowerment of some physicians’ paternalism [40,47]. 

Autonomy is frequently argued against the potential danger of reduction of the value of 

human life [51] and the development of negative impact on the patient’s trust in the health 

care system [40,45,46,51]. Communities representing vulnerable society members such as the 

disabled, the sick, the elderly and minorities, raise strong concerns that legalization of PAS 

will eventually contribute to an attitudinal shift, with the development of opinions that the 

lives of these vulnerable groups are not worth living [40]. The fear is that such reasoning 

might give rise to a slippery slope system, with PAS gradually including more and more 

groups of patients [51]. Further, there is a risk of subtle coercion that may cause patients to 

seek PAS out of fear of being burdensome on society, family and friends [44–46].  

 

The limitation of PAS to the competent and the terminally ill individuals, is primarily seen as 

a safeguard for preventing the development of a slippery slope practice of PAS. However, this 

along with the premises that the individual requesting PAS has to have maintained motor 

skills in order to be able to self-administer the necessary drug, raise the matter of arbitrary 

discrimination and injustice against the non-terminally ill and motorically disabled patients 

[40].  

 

Opponents also stress the difficulty to ensure that the request for PAS is genuine, voluntary, 

lasting and is made by competent patients [44,46,47,52]. There is a significant risk of 

misjudgments of patients’ competence and the authenticity of a PAS-request, where doctors 

might miss that the request for PAS origins in a psychiatric illness such as a clinical 

depression [42]. Observational studies indicate that the experience of unbearable suffering 
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varies over time as well as the wish to receive PAS [40]. This is reflected in statistics, where 

approximately 30 % do not use the lethal medication prescribed within PAS [47]. Another 

critical aspect of PAS is the risk of failure, that is that the patients might survive despite the 

administration of the lethal drug [41,44]. According to the studies from Oregon approximately 

three to five per cent of PAS users report complications such as vomiting or difficulties 

ingesting the drug, approximately one in 250 cases the patient survived the procedure [6] . 

 

Religious arguments are based on the sanctity of life and only God’s right to determine every 

individuals time of death [43,52]. In secular societies these arguments are not considered to be 

of lasting quality and thereby get little attention in the debate. In Sweden religious arguments 

are not considered to be sufficient to justify the restriction of an individual’s liberty of choice 

[43]. 

  

4. Discussion  
PAS is currently gaining recognition around the world and has been doing so for a while. The 

debate on PAS has in Sweden been focused on the Oregon model and has brought up both 

ethical, moral and legal aspects of PAS. The most prominent ethical arguments in the debate 

are based on ethical principles of autonomy, beneficence, non-maleficence, justice and 

dignity. In a minor part of the material the ethical principle of inviolability of life appeared. 

Noteworthy, is that all of the above-mentioned ethical principles, except inviolability of life, 

have been brought up on both sides of the debate, which can be explained by the different 

understanding and interpretations made by people. 

 

As shown by Smer’s report the debate on PAS features both factual and value-based 

arguments. The factual arguments can be, and some already have been, empirically 

challenged. One example is the strongest PAS-opposing argument that goes under the ethical 

principle of beneficence and non-maleficence and is about the fear of PAS gradually 

including more groups of people and creating a slippery slope. Statistical data from over 

twenty years of practice in the state of Oregon contradict this statement, showing no evidence 

for this shift and thereby weakening one of the opposition’s strongest arguments. Other 

arguments are value-based such as autonomy, one of the most frequently appearing argument 

favoring PAS, but perhaps also one of the least convincing arguments in the debate. 

Proponents argue that PAS protects the patient’s right to self-determination. Nonetheless, all 
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agree that the patient’s autonomy does not entail the right to demand that another human 

assists suicide. The combination of fact- and value-based arguments contributes to a 

multidimensional and complex debate.  

 

It is clear in the debate on PAS that there is a discrepancy in opinion between the general 

public and physicians. Internationally physicians oppose PAS to a greater extent than the 

general public. Why is this? Several explanations have been offered, but the most likely 

appear to be that physicians are taught during their medical training to cure and to protect 

human life and to not be involved in killing of their patients, which makes the practice of PAS 

contradictory. Another theory presented is that there is a misconception that the physician’s 

will be forced to participate in PAS if legalized. In the states where the Oregon model is 

practiced the law does not enforce physicians to participate in PAS. Therefore, it seems quite 

unlikely that the opposition would be due to such a misunderstanding and it is more 

understandable if the oppositions roots in medical training and tradition.  

 

The debate on PAS has for a long time been permeated by the phrase “death with dignity”, 

which awakens the question why PAS is so strongly associated with the belief that medical 

assistance for suicide dignifies the death? Does the dignity of the patient rely upon control of 

the timing of death? Dr. Ezekiel Emanuel provides us with a theory in his manuscript by 

writing the following:  
 

“By providing the life-ending prescription or injecting the life-ending drug, the doctor in the white 

coat, the authority figure imbued with elevated social standing and prestige, adds social sanction to 

the act of intentionally ending one’s life. By participating as a recognized authority figure, the 

physician conveys society’s view that this action is appropriate and worthy…. Social acceptance is 

essential to “dignity” because dignity is a social construct [53]”.  
 

Suicide is still highly stigmatized in our society. By this statement Dr. Ezekiel Emanuel 

claims that medicalization of suicide makes the practice legitimate, removing the disgrace 

associated with suicide. This is opposed by PAS proponents who strictly separates physician 

assisted suicide from “regular” suicide. The patients eligible for PAS are already dying and 

therefore not choosing death over life but one form of death over another, with the possibility 

to avoid unwanted loss of dignity, autonomy and physical function [54].  
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What does it mean to die a good death or to die with dignity? It is clear that the concept of 

dignity includes multiple different meanings and that the significance of the concept is highly 

individual. A literature review made by Prounx et al presents the following statement:  

 
“Dying with dignity, or the “good death”, involves having one’s human value acknowledged, 

being cared for with respect and empathy, having a voice regarding one’s process of dying, 

safeguarding one’s privacy, emotionally connecting with others, resolving personal affairs and 

having access to spiritually resonant sources of support [55].”  

 

When speaking of death with dignity most people refer not to the actual dying itself, but 

rather the period of time preceding death. It is in this time frame that it is somehow 

considered undignified to be cared for as helpless [56]. An individual can be exposed to 

undignified experiences without these experiences affecting the individual’s own dignity at 

all. A subjective approach is sometimes suggested on death with dignity, saying that dying 

with dignity is whatever the individual believes that dying with dignity is [57]. What 

conclusions can be drawn from this? An individual, being a subject for health care, cannot be 

guaranteed a death with dignity. The health care professionals can however do their outmost 

in order to ensure that the individual can die without indignity. To achieve this, the health care 

has to be responsive, respectful and protective of the individual’s perception of dignity. For 

some individuals this will mean that a death with dignity would be achieved through good 

palliative care, while for others a death with dignity would be a death, the timing and setting 

of which can be controlled.   

 

Further, one can discuss the true public demand of PAS as a health care service. The Swedish 

palliative care claims to have several therapeutic alternatives that can help relieve the 

patient’s suffering and allow a dignified death. One of the tools used is terminal sedation, that 

allows the patient to be sedated to unconsciousness and die while being sedated. Until now, 

only one study has been performed to determine the occurrence of palliative sedation in 

Sweden, showing that only 6 permille were sedated to the state of unconsciousness out of 

2021 receiving any form of palliative sedation in 2006 [58]. It is important to remember that 

the numbers may be uncertain, since palliative sedation is not registered in the Swedish 

Palliative register, potentially leaving many cases unrecorded. The available statistics, 

however, show that a significant amount of patients suffer from unrelieved pain and anxiety at 

the end of life, despite the offered palliative care [22]. Of course, we do not know if the 
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presented numbers for terminal palliative sedation are representative of the public demand for 

palliative sedation and neither can we comment if these figures would have corresponded to 

the potential group of people wanting to end their lives with a physician’s assistance. Can 

palliative sedation replace the need for PAS? Probably not. Terminal sedation is only 

available as an option in the very last days of the patient’s life. The majority of those 

requesting PAS are already receiving palliative care and seek an escape from indignity, loss 

of autonomy and future suffering. From this, there is a reason to believe that people 

requesting PAS will be abandoned by the society, confined to their suffering.  

 

The Oregon model so vigorously discussed in Sweden is, as known, limited to terminally ill 

patients with the preserved ability to self-administer the lethal drug. These limitations of PAS 

can be seen as ethically questionable for several reasons. Firstly, a non-terminally ill patient 

might be exposed to equivalent amounts unbearable suffering, indignity and degradation as a 

terminally ill patient, which unfairly discriminates against the non-terminally ill group of 

people. Secondly, the practice of PAS requires the patient to be physically intact in order to be 

able to perform the necessary action to end his or her life [41]. Is it right to discuss and 

consider a model for PAS that leaves out so many people? But is it right to deny the service of 

PAS to a group of people suffering on the basis that the service would not be available for all? 

 

4.1. Limitations and improvement potential  
The design of this study has limitations. A qualitative method requires a subjective 

interpretation of the acquired materials in order to gain a deeper and more holistic 

understanding of the studied topic. Naturally, the analysis is influenced by the author’s pre-

understanding of the subject. At the start, the author’s pre-understanding was that PAS should 

be available as an option for a limited group of suffering patients, although convinced that 

further analysis of ethical arguments is still necessary. Efforts were made to put this pre-

understanding aside during the analysis. 

 

The materials for this essay were chosen with the purpose of providing a holistic picture 

addressing as many points of view as possible, with the prospect of creating an in-depth 

understanding of the arguments for and against PAS. The materials included were not suitable 

for a qualitative control, in the same way as materials are in empirical literature reviews, since 

the aim of this study was not to penetrate the empirical foundations but rather searching for 

the reasoning behind ethical arguments. The quality of the arguments was assessed through 
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the evaluation of consistency, relevance and the lasting quality of each statement, appraising 

the weight of the arguments. 

 

The selection process was based on relevance for the research questions, which potentially 

might have excluded relevant features of the debate. Another limitation to the data collection 

process was the unavailability of some articles in full text in open source, with the possibility 

of leaving out relevant information from the analysis. To avoid this limitation in the future, all 

articles ought to be ordered in advance through the university library. Further, the analysis has 

been strictly analytical and normative, without any attempt to assign frequencies for the 

number of times an argument did appear in the debate. Consequently, an argument that is 

mentioned once can get equivalent amount attention as those arguments that frequently 

figured in the debate. It is necessary to once again underline that this study is about relevance 

and consistency of arguments, not about their frequency. Furthermore, the results of 

qualitative studies are not generalizable, due to the fact that the findings are not suited for 

statistical analysis and thereby cannot be confirmed to be statistically significant and not just a 

result of chance. 

 

For future studies a change of method is suggested. The empirical method of descriptive 

ethics could perhaps be a suitable future method of investigation of the people’s ethical values 

and attitudes towards PAS in Sweden, providing more representative and generalizable result 

on whether PAS is considered ethically defendable.  

 

5. Conclusion 
This review of concepts, empirical background along with the analysis of the ethical 

arguments for and against PAS have led to the conclusion that PAS is a delicate and 

complicated matter lacking consensus in the Swedish society. The debate on PAS has been 

and is mostly focused on autonomy, compassion and preservation of dignity on one hand, and 

the purpose of doing good and protecting the weak groups in the society on the other hand. 

The major ethical dilemma of PAS comes from the balance of benefits and risk of a potential 

legalization of PAS. When analyzing the presented arguments, it seems that the arguments for 

and against PAS have been quite consistent throughout the debate. Also, it appears that most 

of the ethical principles can be applied to both sides of the debate depending on how each 

ethical argument is interpreted. Consequently, there is no simple and undisputed answer to the 
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question whether PAS is ethically defendable or not. It appears that the answer to the question 

depends on the unique individual’s values and beliefs.  
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Physician assisted suicide is a widely debated topic in Sweden, raising a considerable amount 
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Sincerely,  

 

Maria Vangouver, Bachelor of Medicine.  

School of Medicine, Faculty of Science and Health  

Örebro University  

 

Populärvetenskaplig sammanfattning  
Denna uppsats behandlar etiska aspekter av läkarassisterat självmord - en process som 

innefattar att läkare, på patientens begäran, förskriver läkemedel som patienten sedan 

använder i syftet att avsluta sitt liv. Läkarassisterat självmord praktiseras i olika former, där 

den mest omtalade modellen är Oregonmodellen som praktiseras i USA. För att bli berättigad 

läkarassisterat självmord i Oregon krävs att patienten är myndig och är beslutskapabel, lider 

av en dödlig sjukdom och har maximalt 6 månader kvar i livet. Oregonmodellen har kommit 

att debatteras flitigt i Sverige, där allmänhetens stöd för legalisering fortsätter att växa 

samtidigt som majoriteten av läkarkåren motsätter sig införande av läkarassisterat suicid.  

 

Denna uppsats erbjuder en fördjupning i den svenska debatten om läkarassisterat suicid och 

inleds med en begreppsanalys som klargör begrepp och definitioner som används i debatten. 

Därefter presenteras aktuella argument för och emot läkarassisterat suicid.  

 

De etiska principer som tar mest plats i debatten är värdighet, autonomi samt göra gott-

principen. Förespråkare för läkarassisterat suicid lägger mycket fokus på patienternas rätt till 

självbestämmande och en värdig död, där man menar att varje individ ska ha rätt att avgöra 

när livet inte längre är värt att leva och därmed har rätt att bestämma tidpunkt för ens egna 

död. Motståndare hävdar att patienternas självbestämmanderätt inte får lov att inskränka på 

läkarens självbestämmanderätt genom kravet att bli erbjuden läkarassisterat suicid. 

Läkarassisterat suicid anses dessutom inte vara förenligt med vårdetiska principerna att göra 

gott och icke-skada.  

 

Sammanfattningsvis finns det i nuläget ingen konsensus kring huruvida läkarassisterat suicid 

är etiskt försvarbart eller inte.  
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Etiska överväganden  
Lagen om etikprövning omfattar endast den forskning som på något vis involverar människor 

och syftar till att skydda människan och hennes integritet i forskningssammanhang. Denna 

studie är en kvalitativ litteraturanalys, vars primära syfte är att klargöra begrepp som används 

i debatten samt att studera argument för och emot läkarassisterat självmord. Vid 

litteraturstudier finns det ingen, ur en etisk synpunkt, direkt påverkan på människor. På 

forskningsområdet finns dock många etiska frågeställningar som är viktiga att kontinuerligt 

diskutera för att skydda människans värde, rättigheter och hälsa.  

 

Läkarassisterat självmord innefattar att en läkare förskriver läkemedel till en patient som ska 

använda detta i ändamålet att avsluta sitt liv. Denna typ av verksamhet väcker många etiska 

frågeställningar; däribland värdighet, autonomi, rättvisa, göra gott och icke skada. Det är 

viktigt att på samhällsnivå belysa och granska de argument som finns för och emot 

läkarassisterat självmord för att skydda människan från potentiell skada.  

 

 

 


