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Background: Debates over legalisation of physician-assisted suicide (PAS) or euthanasia often warn of a 
"slippery slope", predicting abuse of people in vulnerable groups. To assess this concern, the authors 
examined data from Oregon and the Netherlands, the two principal jurisdictions in which physician-assisted 
dying is legal and data have been collected over a substantial period.
Methods: The data from Oregon (where PAS, now called death under the Oregon Death with Dignity Act, is 
legal) comprised all annual and cumulative Department of Human Services reports 1998-2006 and three 
independent studies; the data from the Netherlands (where both PAS and euthanasia are now legal) 
comprised all four government-commissioned nationwide studies of end-of-life decision making (1990, 1995, 
2001 and 2005) and specialised studies. Evidence of any disproportionate impact on 10 groups of 
potentially vulnerable patients was sought.
Results: Rates of assisted dying in Oregon and in the Netherlands showed no evidence of heightened risk for 
the elderly, women, the uninsured (inapplicable in the Netherlands, where all are insured), people with low 
educational status, the poor, the physically disabled or chronically ill, minors, people with psychiatric illnesses 
including depression, or racial or ethnic minorities, compared with background populations. The only group 
with a heightened risk was people with AIDS. W hile extralegal cases were not the focus of this study, none 
have been uncovered in Oregon; among extralegal cases in the Netherlands, there was no evidence of higher 
rates in vulnerable groups.
Conclusions: Where assisted dying is already legal, there is no current evidence for the claim that legalised 
PAS or euthanasia will have disproportionate impact on patients in vulnerable groups. Those who received 
physician-assisted dying in the jurisdictions studied appeared to enjoy comparative social, economic, 
educational, professional and other privileges.
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f physician-assisted suicide (FAS) and/or voluntary active 
euthanasia were legalised, would this disproportionately affect 
people in "vulnerable" groups? Although principles of patient 

autonomy and the right to avoid suffering and pain may offer 
support for these practices, concerns about their impact on 
vulnerable populations speak against them. Warnings about 
potential abuse have been voiced by many task forces, courts and 
medical organisations in several countries where the issue is 
under debate. Box 1 presents some of these concerns.

We m ust take these concerns seriously, not only because they 
are repeated so often but because they are of such gravity. 
Would accepting or legalising physician-assisted dying at a 
patient's explicit request weigh more heavily on patients in 
vulnerable groups— the elderly, women, the uninsured, the 
poor, racial or ethnic minorities, people w ith  disabilities, people 
w ith  sometimes stigmatised illnesses like AIDS, and others? 
Would vulnerable patients be especially heavily targeted? 
Would these patients be pressured, manipulated, or forced to 
request or accept physician-assisted dying by overburdened 
family members, callous physicians, or institutions or insurers 
concerned about their own profits? This slippery-slope argu­
m ent assumes that abusive pressures would operate on all 
seriously or terminally ill patients but would selectively 
disfavour patients whose capacities for decision m aking are 
impaired, who are subject to social prejudice or who may have 
been socially conditioned to think of themselves as less 
deserving of care. These pressures would result, it is assumed,

in  heightened risk for physician-assisted dying among vulner­
able persons compared w ith background populations.

These are concerns both for those who oppose physician- 
assisted dying on moral grounds and for those who support it but 
are uneasy about the possible social consequences of legalisation. 
They are also concerns for proponents of legalisation who assume 
that the risks for vulnerable patients are heightened if these 
practices rem ain underground, as well as for those who favour 
legalisation but fear that vulnerable patients will be denied a 
privilege reserved for better-situated patients and that healthcare 
inequities already affecting vulnerable persons will be exacer­
bated. In short, slippery-slope concerns about vulnerable patients 
confront both those who do and those who do not find physician- 
assisted dying objectionable on moral grounds.

Of course, to observe that patients are members of potentially 
vulnerable groups is to assert neither that each such person or the 
group as a whole is actually vulnerable nor that people who are 
seriously or terminally ill but not considering physician-assisted 
dying are not vulnerable. But it is to recognize a special and 
appropriate concern about persons and groups seen as vulnerable 
because of impairment, disadvantage or stigmatisation.

Warnings of potential abuse rest on predictive claims, claims 
typically assuming that higher rates of death in  this way 
suggest abuse. We do not attem pt to evaluate putative criteria

Abbreviations: ALS, amyotrophic lateral sclerosis; ODDA, Oregon Death 
with Dignity Act; PAS, pnysician-assisted suicide
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Box 1 "  S lip p e ry -s lo p e "  concerns about vu lnerab le  patients in health po licy statements on physician- 
assisted  dying

" . . .  no matter how carefully any guidelines are framed, assisted suicide and euthanasia will be practiced through the prism of social 
inequality and bias that characterizes the delivery of services in all segments of our society, including health care. The practices will 
pose the greatest risks to those who are poor, elderly, members of a minority group, or without access to good medical care."

New York State Task Force on Life and the Law, 1994

" .. .  the State has an interest in protecting vulnerable groups—including the poor, the elderly, and disabled persons—from abuse, 
neglect, and mistakes. The Court of Appeals [Ninth Circuit] dismissed the State's concern that disadvantaged persons might be 
pressured into physician assisted suicide as ludicrous on its face....We have recognized, however, the real risk of subtle coercion and 
undue influence in end of life situations .. ."

US Supreme Court, joint opinion in Washington v Glucksberg (1997) and Vacco v Quill (1997)2

"Euthanasia and assisted suicide are opposed by almost every national medical association and prohibited by the law codes of almost 
all countries. ... If euthanasia or assisted suicide or both are permitted for competent, suffering, terminally ill patients, there may be 
legal challenges ... to extend these practices to others who are not competent, suffering or terminally ill. Such extension is the "slippery 
slope" that many fear."

Canadian Medical Association, 1998!

"Both society in general and the medical profession in particular have important duties to safeguard the value of human life. This duty 
applies especially to the most vulnerable members of society—the sick, the elderly, the poor, ethnic minorities, and other vulnerable

Eersons. In the long run, such persons might come to be further discounted by society, or even to view themselves as unproductive and 
urdensome, and on that basis, "appropriate" candidates for assistance with suicide."

" . . .  the ramifications [of legalization] are too disturbing for the ... value our society places on life, especially on the lives of disabled, 
incompetent, and vulnerable persons."

American College of Physicians-American Society of Internal Medicine (ACP-ASIM), 20014

" .. .  the College concluded that making physician-assisted suicide legal raised serious ethical, clinical, and social concerns and that the 
practice might undermine patient trust and distract from reform in end of life care. The College was also concerned with the risks that 
legalization posed to vulnerable populations, including poor persons, patients with dementia, disabled persons, those from minority 
groups that have experienced discrimination, those confronting costly chronic illnesses, or very young children."

American College of Physicians, 2005''

" . . .  allowing physicians to participate in assisted suicide would cause more harm than good. Physician-assisted suicide is 
fundamentally incompatible with the physician's role as healer, would be difficult or impossible to control, and would pose serious 
societal risks ..."
"Euthanasia could also readily be extended to incompetent patients and other vulnerable populations .. ."

American Medical Association, 1996, 20056 7

"In the BMA's view, legalizing euthanasia or physician-assisted suicide would have a profound and detrimental effect on the doctor- 
patient relationship. It would be unacceptable to put vulnerable people in the position of feeling they had to consider precipitating the 
end of their lives...The BMA acknowledges that there are some patients for whom palliative care will not meet their needs and wishes, 
but considers that the risks of significant harm to a large number of people are too great to accommodate the needs of very few."

British Medical Association, 20038

for whether assisted dying m ight seem "appropriate" for sonic 
vulnerable groups. Rather, wc ask the prior question of whether 
there is cvidcncc that where assisted dying is already legal, the 
lives of people in  groups identified as vulnerable arc more 
frequently ended w ith assistance from a physician than  those of 
the background population. Wc can now begin to evaluate this 
factual issue by examining dircctly what is happening in  the 
two principal jurisdictions—Oregon and the Netherlands— 
where physician-assistcd dying is legal and data have been 
collcctcd over a substantial period.

DATA AVAILABLE IN O REG O N  AND THE 
NETHERLANDS
In Oregon, nine annual reports issued by the Department of 
Human Scrviccs covcr the period sincc the Oregon Death with 
Dignity Act (ODDA) took cffcct in  1997.'' Three surveys of 
Oregon physicians and hospice professionals add inform ation 
beyond that drawn from official reports.ln_l ’ In the Netherlands, 
four nationwide studies (the first of which is know n as the

Rcmmclink report) commissioned by the Dutch government 
used cross-scctional analyses of data from interviews, death 
certificates and questionnaires to covcr all cnd-of-lifc decision 
making in  the years 1990," 11 1995,11 200116 and 2005.1 Several 
smaller, focused Dutch studies provide additional data, as 
noted below. The Oregon data are from the 2006 report and 
cumulative study" and the Dutch data are from the 2005 
nationwide study17 unless otherwise mentioned. The Oregon 
Department of Human Scrviccs data includc all legal eases 
reported under the ODDA; additional surveys have not 
uncovered extralegal or unrcportcd eases.101J The nationwide 
Dutch data cover cases reported to the authorities as required 
under Dutch guidelines as well as extralegal, unreported cases.

Box 2 provides the legal background, incidcncc and regula­
tion of assisted dying in  the two jurisdictions. The term 
"physician-assistcd suicidc" was used by Oregon in  reporting 
its data for the first several years of legalisation, but it docs not 
appear in  the statute; Oregon now refers to "death  under the 
Oregon Death w ith Dignity Act". The term "physician-assistcd 
suicidc" is used here to distinguish the form of physician-assistcd

www.jmedethics.com

http://www.jmedethics.com


Impact o f physician-assisted dy ing  on "v u ln e ra b le "  patients 593

Box 2 Legal background , incidence and regulation of assisted  dying in O regon and the Netherlands

Oregon

•  The Oregon Death with D ignity Act was passed as a ballot initiative in 1994; implementation was delayed by a legal 
injunction and the measure was returned to the ballot by the legislature and passed again in 1997; the Act became law on 
October 27  of that year. A  federal challenge to the ODDA was rejected by the US Supreme Court in 2006. Oregon is the only 
US state to legalize PAS (now referred to as utilisation o f the ODDA). Euthanasia remains illegal.

•  A  total of 292 people have died under the ODDA in the 9 years since its enactment; this is approximately 0 .1 5% o f people 
who have died during this period.

•  The Act all ows terminally ill Oregon residents to obtain from their physicians a prescription for lethal medication for the 
purpose o f ending their lives if the following conditions are met:

-  The patient must be adult (18 years o f age or older) and a resident o f Oregon.
-  The patient must be capable (defined as able to make and communicate healthcare decisions).
-  The prescribing physician and a consulting physician must confirm the diagnosis and prognosis.
-  The patient must be diagnosed by two physicians as having a terminal illness (defined as 6 months or less to live).
-  The patient must make two oral requests to his o r her physician, separated by at least 15 days, and one witnessed written 

request.
-  If either physician believes the patient's decision may be influenced by a mental disorder, the patient must be referred for a 

mental health evaluation.
-  The patient must be informed by the prescribing physician of feasible alternatives, including comfort care, hospice care and 

pain control.
-  The prescribing physician must request, but may not require, the patient to notify his o r her next o f kin o f the request.
-  The physician must report the prescription for lethal medication to the Oregon Department of Human Services (formerly the 

Oregon Health Division); and the Department must make available an annual statistical report of information collected under 
the A ct.18

-  Pharmacies are required to report filling such prescriptions.

•  Oregon's statute requires terminal illness but makes no reference to the patient's pain, symptoms or suffering. It does not 
indicate whether the prescribing physician must, may or may not be present at the patient's death. It stipulates that ending 
one's life under the Death with Dignity Act does not constitute suicide.

The Netherlands

•  Voluntary active euthanasia and PAS have been openly practised and, in effect, legal since the 1980s under guidelines 
developed in the courts and by the Royal Dutch Medical Association. According to an exception in the criminal code enacted 
in 2002, physicians who perform euthanasia o r provide assistance in suic ide commit no offense if they follow the guidelines 
for "due care".

•  O f the total annual mortality o f 136 000 (2005), approximately 1.7% of deaths are by voluntary active euthanasia and 0.1 % 
by physician-assisted suicide; another 0.4% involve life-ending acts without explicit current request (known as LAWER).

•  The guidelines require that:

-  The patient must make a voluntary, informed and well-considered request.
-  The patient must be facing unbearable and hopeless suffering, either currently o r in the immediate future and with no outlook 

for improvement.
-  The physician must agree with the patient that no reasonable alternative treatment that might reduce the suffering is available.
-  The physician must consult with another, independent physician.
-  The action must be performed with due care.
-  The action must be reported to the appropriate authorities.

•  Since 1998, five regional committees appointed by the M inistry o f Justice review all reported cases. If they decide that the 
physician's behavior met the requirements of due care, their decision is final.

•  Dutch law does not require that the patient be terminally ill but does require that the patient be facing "unbearable and 
hopeless suffering". Advance directives requesting euthanasia in the event that the patient becomes comatose or demented 
are also legal. Both before and after statutory legalization in the 2002 law, a physician has been protected from prosecution 
if the guidelines are met.

dying legally permitted in Oregon from the wider range of 
physician-assisted dying in the Netherlands, namely, both 
physician-assisted suicide and voluntary active euthanasia.

This paper examines available data concerning the use of 
physician-assisted dying (PAS in Oregon; PAS or voluntary

active euthanasia in the Netherlands) to determine whether 
there is evidence of disproportionate impact on vulnerable 
populations. Are the lives of people in vulnerable groups more 
frequently ended with a physician's assistance than those of 
other, less vulnerable people? The results presented (table 1)

www.jmedethics.com

http://www.jmedethics.com


594 Battin, van der Heide, G anz in i, et al

move from [he most robust data to that which is partial, 
inferential or in other ways less secure. Detailed accounts of the 
statistical and other m ethods used in each source study arc 
available in those studies, variously including inform ation on 
response rates, survey questions asked, sample sizes, actual 
numbers, statistical power and confidence intervals, m ethods of 
calculation of rate ratios, detectable differences, changcs over 
time, and methodology, design and analysis techniques. Wc 
recognize that substantial differences in the methodologies of 
the source studies make it impossible to determine with 
certainty the actual incidence of assisted dying in several of 
the vulnerable groups studied. Our question is whether the 
available data show evidence of heightened risk to persons in 
vulnerable groups.

IS THERE EV IDENCE OF HEIGHTENED RISK TO PEOPLE 
IN VULNERABLE G RO UPS?
Findings based on robust data
The e ld e r ly : no ev idence  o f  h e ig h te n e d  r isk
In Oregon, 10% of patients who died by PAS were 85 or older, 
whereas 21% of all Oregon deaths were among persons in this 
age category. Persons aged 18-64 years were over three times 
more likely than those over age 85 years to receive assisted 
dying. In the Netherlands, rates of assisted dying were lowest in 
the people over 80 (0.8% in 2005), next lowest in the age range 
65-74 years (2.1%) and higher below age 65 (3.5%). People over 
80 formed 30% of the group of patients whose requests were 
refused and 13% of those whose requests were granted and 
carried ou t.1"

W o m e n : no ev idence  o f  h e ig h te n e d  r isk
In Oregon, 46% of individuals receiving assisted dying were 
women and women were not more likely than  m en to use 
assisted suicide. In the Netherlands, despite some fluctuation in 
different years of the nationwide studies, the rates tend to be 
slightly higher in men.

U n insu red  p e o p le : no ev idence  o f  h e ig h te n e d  r isk
Three Oregon patients (1%) did not have docum ented health  
insurance, and in four cases, insurance status was unknown. In 
contrast, 16.9% of non-cldcrly adults in Oregon were un in­
sured'”' (persons 65 and older are insured by Medicare). In the 
Netherlands, virtually all patients are covered by m andated 
nationwide health insurance.

People w ith  A ID S : h e ig h te n e d  r isk  fo u n d
In 9 years in Oregon, a total of six persons w ith AIDS died 
under the ODDA; although the num bers arc small (2% of the 
total of 292 ODDA deaths), persons w ith AIDS were 30 times 
more likely to use assisted dying than those who died of chronic 
respiratory disorders in the interview portions of the nation­
wide studies in the Netherlands, very few patients w ith AIDS 
had received a physician's assistance in dying. However, in an 
Amsterdam cohort of 131 homosexual m en w ith AIDS 
diagnosed between 1985 and 1992 who had died before 1 
January 1995, 22% died by euthanasia or PAS.JI

Findings based on partly direct, partly inferential data
People w ith  lo w  e d u c a tio n a l status: no ev idence  o f  
h e ig h te n e d  r isk
In Oregon, the likelihood of dying by PAS was correlated with 
higher educational attainm ent. Terminally ill college graduates 
in Oregon were 7.6 times more likely to die w ith physician 
assistance than those without a high school diploma. While 
no direct quantified data arc available in  the Netherlands about 
the educational status of patients receiving assisted dying, 
inform ation in the 1990 study about professional status,

associated with educational status, showed no special relation­
ships to patterns of euthanasia or PAS.

The p o o r: no ev idence  o f  h e ig h te n e d  r isk
The Oregon data do not include direct measures of income, 
employment or assets, but death under the ODDA was 
associated w ith having health  insurance and w ith high 
educational status, both indirect indicators of affluence. In 
the Netherlands, data inferred from the postal codes of the 
location in which the person was living before death showed 
that the overall rates of assisted dying were somewhat higher 
for people of higher socioeconomic status."

R acia l and  e th n ic  m in o r it ie s : no ev idence  o f  
h e ig h te n e d  r isk
In Oregon, 97% of the 292 patients who had a physician's 
assistance in suicide were white; six of the non-white patients 
were persons of Asian descent, one was Hispanic and one was 
Native American. Although 2.6% of Oregonians arc African- 
American, no African-American has received physician-assisted 
dying under the Act. Dutch mortality statistics do not include 
inform ation about race or ethnicity; however, even the most 
vocal opponents of assisted dying in the Netherlands do not 
claim that it is imposed more frequently on stigmatised racial or 
ethnic minorities.

People w ith  n o n -te rm in a l p h ys ica l d is a b il it ie s  o r 
ch ro n ic  n o n -te rm in a l illnesses: no ev idence  o f  
he ig h te n e d  r isk
In one sense, virtually all patients who arc seriously or 
terminally ill arc to some extent physically disabled and 
chronically ill. Patients who arc dying lose functional capacities 
and may be bedridden toward the end; in this sense, most 
patients who received assistance in dying in either Oregon or 
the Netherlands were chronically ill and (recently) disabled. 
Cancer, the diagnosis in about 80% of all cases of assisted dying 
in both Oregon and the Netherlands, is often identified as a 
chronic illness; so is amyotrophic lateral sclerosis (ALS), also a 
frequent diagnosis. Concerns about persons in  vulnerable 
categories have focused, however, on pre-existing physical 
disabilities and chronic non-term inal illnesses.

Although the data from Oregon do not indicate whether a 
person had a disability before becoming terminally ill (defined 
as having 6 m onths or less to live), no one received physician- 
assistancc in dying who was not determined by two physicians 
to be terminally ill— that is, no one received such assistance for 
disability alone. That some patients received lethal prescriptions 
that they did not ingest and lived longer than 6 m onths may 
represent lim itations in prognostication, although clinicians 
caring for terminally ill cancer patients arc likely to over­
estimate rather than underestim ate survival/’ Jl In the 
Netherlands, assisted dying for disability alone would not be 
illegal in principle; a terminal diagnosis is not required by the 
Dutch guidelines, and a person who faces unbearable suffering, 
in his or her own view, and who has been offered all forms of 
treatm ent but has no hope of improvement may request 
assistance in dying. Estimates m ade by physicians of the 
am ount of life forgone can be used to make an approximation 
of disability or chronic illness status: about 0.2% of patients 
receiving euthanasia or assistance in suicide were estimated to 
have forgone more than 6 m onths of life, or less than 10 of the 
approximately 2400 cases in 2005. Dutch general practitioners 
infrequently grant and frequently refuse assistance in dying to 
patients whose diagnosis is "old age/general deteriora­
tion” or "other” (this includes the category of patients with 
no terminal illness and no ALS or multiple sclerosis).11' There 
is thus no evidence that physician-assisted dying poses
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heightened risk to people w ith disabilities who are not also 
seriously ill.

M in o rs  and  m a tu re  m in o rs : no ev idence  o f  h e ig h te n e d  
r isk
The Oregon ODDA requires tha t a patient be an adult (18 years 
of age or older) before assisted dying is granted; no cases of 
physician-assisted death were reported among minors. In the 
Netherlands, m ature and relatively m ature minors are under­
stood to have some decision-making capacity and are not 
excluded under the Dutch guidelines, but because they are 
below the age of majority m ust be regarded as "vulnerable". 
Since death rates among minors in the Netherlands (0.4% of all

deaths) were the lowest in any age group, it is difficult to reach 
statistically firm conclusions. In 2001, less than 1% of all deaths 
of persons aged 1-17 years were the result of euthanasia: no 
cases of FAS were found in this age group.

The Netherlands has recently developed a protocol for 
euthanasia in newborns with very serious deficits w ho have a 
hopeless prognosis and experience w hat parents and medical 
experts deem to be unbearable suffering; the decision is to be 
made in collaboration with the parents and requires their full 
approval. This is known as the Groningen protocol.” Such eases 
arc infrequent—22 cases have been reported to district 
attorneys in  the Netherlands during the past 7 years, and there 
arc an  estim ated 10 to 20 cases annually among the somewhat

Table 1 Physician-assisted dying in potentially vulnerable groups in Oregon and the Netherlands: overview of data from Oregon 
reports and studies, and Dutch nationwide and focused studies

Oregon—PAS patients 1998-2006 Netherlands*— PAS/euthanasia patients 2005 (n = 2400)

Potentially vulnerable group Characteristic No. (%) Rate ratio Characteristic No. (%) Rate ratio

Findings based on direct data

The elderly (age in years) 18-44 11 (4) 3.4 0 -6 4 900 (38) 1.7
4 5 -6 4 83 (28) 3.2 65 -7 9 950 (39) 1.7
65 -8 4 170(58) 2.3 80+ 550 (23) 1.0
85 4- 28 (10) 1.0
Median 70 (range 25-96)

Women Male 157(54) 1.1 Male 1350 (56) 1.3
Female 135 (46) 1.0 Female 1050 (44) 1.0

Uninsured people Private insurance 180 (62) Not applicable (all are insured)
Medicare or Medicaid 105(36)
No insurance 3 (1 )
Status unknown 4 (1 )

People with AIDS H IV /A IDSf 6 (2 ) 30.3 H IV /A IDSt 29 (22) 7.9

Findings based on partly direct and partly inferential data

People with low educational status <H igh school 25 (9) 1.0 Indirect data (via SES); no direct relationship
HS graduate 82 (28) 1.8
Some college 64 (22) 3.2
Baccalaureate or higher 121 (41) 7.6

The poor (people with low SES) Rate low* Low SES§ 1400 (38) 1.0
Moderate SES 1200 (33) 1.0
High SES 800 (22) 1.2
Institutions? 300 (8) 0.3

Racial and ethnic minorities White 284 (97) 1.0 No data (Dutch mortality statistics are not kept by race)
African-American 0 (OX)
Hispanic 1 (<1%) 0.4
Native American 1 (<1%) 0.5
Asian 6 (2 ) 1.8
Other 0 0

People with chronic physical o r mental 
disabilities o r chronic non-terminal illnesses

Minors

N ot legal; no cases reported or identified

N ot legal; no cases reported or identified

Findings based on inferential or partly contested data

People with psychiatric illness, including 
depression and Alzheimer disease

N ot legal; no clear cases; three disputed cases 
among those given prescription (n = 456)

No data to calculate denominator; probably 10 cases or 
fewer per year

1.6% o f all deaths o f minors aged 1 -16  years

No data to calculate denominator; increased requests 
among cancer patients with depression; probably rare for 
psychiatric illness as main diagnosis; legal in Alzheimer 
disease with advance euthanasia directive but compliance 
rare

‘ All estimates are based upon data about a sample o f 9000 deaths from August to November 2005, unless indicated otherwise; 2005 data are used for simplicity. Data 
are roughly comparable for entire period studied. Also see van der Heide et al, 2007 .'7 
fReferent is chronic lower respiratory disorder.
^Estimate based upon prevalence study from early 1990s.
* Indirect data (via educational level and insuredness).
^Estimates based upon 2001 nationwide study; also see Onwuteaka-Philipsen et al, 2003.16
IAWER, life-ending acts without explicit current request; PAS, physician-assisted suicide; SES, socioeconomic status.
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over 1000 children bom  in the Netherlands who die during the 
first year of life, about 1% of newborn deaths.

Findings based on inferential or partly contested data
Patients w ith  p s y c h ia tr ic  illn e ss , in c lu d in g  d e p ress ion  
and  A lz h e im e r d isease : no ev idence  o f  h e ig h te n e d  r isk
Approximately 20% of requests for physician assistance in dying 
came from depressed patients, but none progressed to FAS.10 None 
of the 292 patients who died under the ODDA were determined to 
have a m ental illness influencing their decision, though there have 
been three disputed eases among the 9-year total of 456 who 
received prescriptions/6 J7 Because not all patients who requested 
assistance were specifically evaluated by mental health profes­
sionals and because many cases of depression are missed in 
primary care, it is possible that some depressed patients received 
lethal prescriptions; it is also possible that a patient w ithout a 
mental disorder at the time of receiving the prescription became 
depressed by the time they ingested it. There is, however, no direct 
evidence that depressed patients are at higher risk for receiving 
assistance in dying under the ODDA.

In the Netherlands, about two-thirds of explicit requests for 
assistance in dying are not granted. In 31% of all requests not 
granted in the 1995 study, the physician gave the presence of 
psychiatric illness as at least one reason for not complying. 
Physicians in the interview portion of the 1995 Dutch nation­
wide study m entioned depression as the predom inant symptom 
in patients who died by FAS or euthanasia in 3% of all cases, 
compared with "loss of dignity" in 60%, pain as an associated 
complaint in 45% and debility in 43%. In one study, cancer 
patients with depressed mood were four times more likely to 
request euthanasia, but how often the request was granted is 
u n k n o w n /1'

In 1994, the Dutch supreme court ruled in the Chabot case, in 
which a psychiatrist assisted with suicide for a woman with 
intractable depression but w ithout concom itant physical illness, 
tha t "intolerable suffering" m ight consist in mental suffering 
alone w ithout somatic origins and not involving the terminal 
phase of a disease, though the court commented tha t such cases 
would be rare and that they require heightened scrutiny.--’ The 
2001 Dutch interview study estimated that about 3% of all 
requests for euthanasia or FAS that physicians had received the 
previous year were from patients w ith predominantly psychia­
tric or psychological illnesses, but none were granted. In the 
Dutch 1995 nationwide substudy on end-of-life decision 
m aking in psychiatric practicc, there appeared to be about

two to five physician-assisted deaths on request per year, 
mostly but not always in  patients w ith a concurrent serious 
physical illness, often in the term inal phase. Explicit requests 
for a physician's assistance in dying arc not uncom m on in 
psychiatric practicc in  the Netherlands, and a majority of Dutch 
psychiatrists consider assisted suicide for psychiatric patients 
acceptable in certain circumstances. However, this rather liberal 
attitude appears to be associated w ith quite reluctant practicc: 
despite the fact that Dutch law would permit it, it occurs only 
very rarely.

Since 2002, the Netherlands has also recognised as legal 
advance euthanasia directives of patients with dementia, 
including Alzheimer disease. Although approximately 2200 
demented patients with advance directives requesting eu tha­
nasia after the onset of dementia die annually having been 
treated by a physician who knows about this directive—indeed, 
in 76% of such cases, compliance with the directive was 
discussed—euthanasia is seldom performed.31'

Table 2 summarises the comprehensive data provided in 
table 1.

THE COM PREHENSIVE PICTURE IN OREGO N  AND THE 
NETHERLANDS
The data from Oregon and the Netherlands are the most 
informative sources concerning legal physician-assisted dying, 
though they are not comparable in a num ber of respects: they 
cover different tim e periods, were obtained by different 
m ethods, and are of different strengths. Neither the Oregon 
nor the Dutch studies were corrected throughout for considera­
tions of whether diagnoses that may m ake physician-assisted 
dying attractive are equally distributed in vulnerable and non- 
vulnerable groups. Clearly, more work needs to be done.

Where they do overlap, however, the studies are largely 
consistent. Where the data are robust, the picture in Oregon 
and the Netherlands is similar: in both jurisdictions, a smaller 
percentage of older people received assistance in dying than of 
younger patients; gender ratios were slightly higher for males 
over time; and assistance was not more common among the 
uninsured. Socioeconomic data of interm ediate strength, 
usually inferred from other, more robust data, also suggest 
similar pictures in the two jurisdictions: recipients of assistance 
in dying were likely to be of equal or higher educational status 
and were less likely than the background population to be poor. 
Data tha t are robust in one jurisdiction but partly inferential 
and hence less secure in the other did not reveal cases in either

Table 2 Summary of evidence of heightened risk in physician-assisted dying in Oregon and 
the Netherlands

Potentially vulnerable group
Evidence of 
heightened risk

No evidence of 
heightened risk

Direct data
The elderly X

Women X

Uninsured people X

People with AIDS X

Partly direct partly inferential data
People with low educational status X

The poor: people with low  socioeconomic status X

Racial and ethnic minorities X

People with chronic physical o r mental disabilities or chronic X

non-terminal illnesses
Minors X

Inferential or partly contested data
People with psychiatric illness, including depression and X

Alzheimer disease
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data set of assisted dying associated with physical disability 
alone w ithout concomitant serious or terminal illness. The rates 
of physician-assisted dying among m ature minors, which is 
legal in the Netherlands, were too low to be statistically valid. 
Although the rates of request for physician-assisted dying may 
have been higher among patients w ith depression, it appears 
tha t most such requests did not culminate in euthanasia, even 
though such cases may be legal in the Netherlands if given 
heightened scrutiny; studies of patients in the process of 
m aking requests are needed to clarify the risk conferred by 
depression. Even where the data involve very few cases or are 
absent in one or the other jurisdiction, the picture appears to 
match: neither in Oregon nor in the Netherlands was there any 
report of assisted dying disproportionately practised among 
racial minorities. Thus, there is no evidence of heightened risk 
of physician-assisted dying to vulnerable patients in either legal 
or extralegal practice groups, w ith the sole exception of people 
w ith AIDS.

Thus, we found no evidence to justify the grave and 
im portant concern often expressed about the potential for 
abuse—namely, the fear tha t legalised physician-assisted dying 
will target the vulnerable or pose the greatest risk to people in 
vulnerable groups. The evidence available cannot provide 
conclusive proof about the impact on vulnerable patients, and 
full examination of practice in Oregon would require studies of 
the complexity, duration and comprehensiveness of the four 
Dutch nationwide studies. Nevertheless, the joint picture 
yielded by the available data in the two jurisdictions shows 
tha t people who died w ith a physician's assistance were more 
likely to be members of groups enjoying comparative social, 
economic, educational, professional and other privileges. This 
conclusion does not directly speak to the moral issues in 
physician-assisted dying; it does not argue whether physician- 
assisted dying would be more or less appropriate for people in 
some groups; and it does not show that people in vulnerable 
groups could not be disproportionately affected in the future or 
in other jurisdictions. It also does not show whether low rates 
of physician-assisted dying among vulnerable persons reflect a 
protective effect of safeguards or, rather, are evidence of 
unequal access to assistance. But it does show tha t there is 
no current factual support for so-called slippery-slope concerns 
about the risks of legalisation of assisted dying—concerns that 
death in this way would be practised more frequently on 
persons in vulnerable groups.
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