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Introduction



We are all going to die: a phrase uttered in blind panic during many a disaster movie, but which also expresses a basic and incontrovertible truth. In a book that is partly about death – though also about life – we might as well look difficult things in the face. So let’s do it together.


About 650,000 people die every year in the UK, around 44% of them in hospital.1 For many of us – perhaps even most – the thought of being faced with a difficult death is extremely disturbing. The fear might be for the self or a loved one, or both. Perhaps you are frightened of terrible pain, or of having to depend upon others during the final stages. Perhaps you find the prospect of losing control of your body humiliating. Some will have seen close relatives die in the grip of awful suffering and wish to avoid that at all costs.


To worry about death is deeply human. In most countries, the feelings wax and wane depending on circumstances and mood, but don’t result in any drastic action; for, practically speaking, there are few drastic actions available to take. Most people would not dream of attempting a solo suicide in the face of terminal illness. Short of this option, all they can do is seek out whatever palliation is available from the medical profession, and get on with what is left of their natural life.


In these places, assisting or encouraging someone else’s suicide is still a crime – an attitude most people would agree with. There is something deeply wrong with encouraging another person to self-destruct, let alone helping them carry it out. Pro-suicide websites, where depressed visitors are urged to take their own lives, are abhorrent. But as soon as grave illness or significant disability enters the picture, feelings tend to get a lot more mixed.


In some jurisdictions, there are official systems that allow people to channel their disturbed feelings about bodily deterioration into self-extinction. Should you be diagnosed as terminally ill, or perhaps even just incurably disabled, there is an established route to help you orchestrate your own death. It is nearly always described as ‘medical’, though its business is far from the traditional stuff of doctors’ to-do lists. The process starts by making an appointment or calling a special hotline. It ends with a health professional helping you take poison, your breath ceasing, and your heart coming to a stop.


Each of us will face death at some point, whether assisted or not. But particular deaths are not the main topic of this book. This is a book about organised death, or what I will be calling ‘assisted death services’: formal structures dedicated to helping consenting people to die with the aid of clinicians. They are embedded within wider health systems and set up and sustained by the work of politicians, civil servants, and lawyers as well as doctors, nurses, and pharmacists.


Some believe that helping another person to die is always deeply immoral; in which case, assisted death services automatically count as immoral too. This is not my approach. I allow that in some rare situations, where physical suffering is genuinely intense enough and cannot be remedied otherwise, helping someone to die can be the right thing to do; though equally, many assisted deaths are profoundly wrong. So I am not against the act in principle. When it comes to the question of an entire assisted death service, however, its introduction into the real world is bound to have unacceptably harmful consequences. So to adopt a phrase from historian Kevin Yuill, I am against the ‘institutionalisation of death’.2 By the end of this book, I hope you will be too.


There is a difference between establishing a death service and mere legalisation. Take Switzerland. Assisted suicide was made legal there in 1937 and was not defined as a medical procedure. Anyone is permitted to help with another person’s suicide as long as it is not for ‘selfish reasons’. It was only in the 1980s and 90s that non-profit organisations such as Dignitas emerged, offering death with the aid of doctors.


Still: in most places, the doctor-delivered route is the only one available. There are established or emerging ‘medical’ assisted death services in Austria, Belgium, Columbia, Luxembourg, and the Netherlands; in Canada and New Zealand; in twelve US states or jurisdictions; and in seven Australian states or territories. Assisted death legislation is also part-way advanced in Ecuador, Italy, Portugal, and Spain. It is under discussion in Germany and France, and it looks like New York will soon pass a bill too.


Despite the growing popularity of such services, they are far from alike. The variety can seem bewildering at first. Some jurisdictions only legalise assisted suicide. Others permit voluntary euthanasia as well (i.e. where the doctor administers the lethal substance directly, rather than helping you take it yourself). In some places, a doctor stays with you as you die; in others, you may take lethal substances without the prescribing doctor present.


There is also significant variation in eligibility: who exactly is to be helped to die and for what reason. Most countries or states confine it to citizens, but Switzerland allows foreign nationals. Most offer assisted death only to mentally competent adults; but in Quebec and Benelux – that is, Belgium, the Netherlands, and Luxembourg – an assisted death can be given to adults with dementia if they have indicated their consent in advance. Also in Belgium and the Netherlands, non-voluntary euthanasia is practised on a few extremely ill babies and young children, as long as their parents agree.


Most services require a terminal diagnosis beforehand, but there are different definitions of ‘terminal’. Sometimes this is defined in terms of death being ‘reasonably foreseeable’, while other places make mention of a specific number of remaining months (e.g. six or twelve). Another important difference concerns whether terminal illness is the only real criterion for eligibility. Some services – for instance, in Australia and New Zealand – formally require, alongside a terminal diagnosis, the simultaneous presence of unbearable suffering that cannot be remedied. Others, such as in Oregon, simply ask for the former and don’t mention suffering at all.


In Canada and Benelux the focus is only upon relieving severe suffering, and a terminal diagnosis is not required. Physically disabled people with long lives ahead of them can opt for an early death, assuming their suffering is deemed intense and unrelenting enough. Also in Benelux, it is legal for a doctor to supply an assisted death to a person who suffers unbearably from a psychological illness or cognitive disorder but has no underlying physical illness. This practice, ratified a few years ago but then postponed, is also due to be introduced in Canada in 2027.


In the UK there have been numerous attempts to get assisted death onto parliamentary statutes – for instance in 1997, 2003, 2006, 2013, 2014, 2016, and 2021 – and until recently all of them failed. But in October 2024, Labour MP Kim Leadbeater won a ballot to introduce a private member’s bill in Parliament, and she chose the cause of assisted death for England and Wales. The result was the Terminally Ill Adults (End of Life) Bill.


Like the Oregon law upon which it was based, this new bill did not mention suffering as necessary for eligibility, let alone suffering of any particular intensity or duration. Essentially it proposed offering a doctor-assisted suicide to nearly every adult with a terminal diagnosis, for whatever personal reason they liked. Terminal illness was defined as ‘an inevitably progressive illness or disease which cannot be reversed by treatment’, where ‘the person’s death in consequence of that illness or disease can reasonably be expected within six months’.


From the point of view of supporters of assisted death, this was a golden opportunity. Strongly behind the bill was the lobby group Dignity in Dying, whose well-funded campaigning now stepped up a gear. Leadbeater’s entry in the parliamentary Register of Interests makes clear she received thousands of pounds from Dignity in Dying for printing out bill briefings for fellow MPs and other relevant parties.3 Here, finally, was a real chance to usher in a compassionate practice which from their perspective simply extended a terminally ill person’s right to self-determination. Many were delighted when, after a free vote was permitted, the bill passed its second reading in the Commons in November 2024: 330 for and 275 against.


But from the perspective of critics, such a momentous proposal – carrying with it huge implications for the National Health Service, and for society more generally – should not have been brought in via backbench legislation. The truncated format meant there was no time for the sort of prolonged scrutiny of surrounding issues that would have preceded a government-sponsored bill. And it also meant that Leadbeater could hand-pick the people charged with looking at those details after the bill’s second reading. Indeed, the committee she eventually chose was stacked with a majority of MPs who agreed with her, meaning that very few critical amendments got through.


On Friday 20 June 2025, the bill came to its third and final reading in the Commons, by which time the issue was dominating front pages. After a passionate debate the bill again passed, although this time with a reduced majority: 314 in favour, 291 against. It caused obvious divisions across every political party. Even within the Cabinet, the Health Secretary and the Justice Secretary voted no, while the Prime Minister and the Chancellor of the Exchequer voted yes.


I am finishing this manuscript one week after the third vote. Within the next few months, Leadbeater’s bill will go to the House of Lords. Given that assisted death was not a Labour manifesto commitment, there is a small possibility the Lords might reject the bill in its entirety; otherwise, it may face substantial amendment. Assuming the bill passes, it is predicted to receive Royal Assent by the end of 2025, and come into effect by 2029 at the latest.4


At the same time, a separate assisted death bill is making its way through the Scottish Parliament. Rather than specifying eligibility in terms of a terminal diagnosis of six months or less, as Leadbeater’s does, it refers more vaguely to offering assisted death to someone with an ‘advanced and progressive disease, illness or condition from which they are unable to recover’, which can ‘reasonably be expected to cause their premature death’. At the time of writing it has passed its Stage One vote 70 to 56, but there is some doubt as to the life expectancy of the bill, given the competing one down south.


So assisted death is very much in the air; and the moment provides us with a good opportunity to take stock. Leadbeater’s bill is by far the most successful attempt there has ever been to bring organised assisted death to the UK. The contents of the bill, and the contested process that led up to it, offer a window into current progressive-badged thinking about assisted death: what it should look like, why societies should have it, who it should be for, and what consequences there are for others. Despite the lack of a government-backed process, there has still been a significant amount of debate carried out in public, which gives us a rich seam of evidence and argument upon which to draw. Supplemented by looking at how services abroad are working, we can build a detailed picture of the ideological and practical currents shaping the visible tide.


You will have noticed I am using the term ‘assisted death’ rather than ‘assisted dying’. I do so because the word ‘dying’ obscures important issues. To a casual glance, presenting doctors as engaged in ‘assisted dying’ might imply they are providing beneficial treatment for seriously ill people, helping them live out their final days with less suffering – a bit like assisted shopping, daily help to wash and dress, or the delivery of pain-relieving drugs. In fact, though, a doctor who helps you end your life is not assisting you to better withstand dying. They are bringing the period of your dying to a complete halt.


‘Assisted death’ encompasses both assisted suicide and voluntary euthanasia. Though the prospective UK system is aimed only at legalising assisted suicide, voluntary euthanasia is permitted in many international jurisdictions where assisted suicide is allowed too. There are plenty of supporters in the UK who would admit – at least privately – that they eventually wish to see voluntary euthanasia legalised as well. They don’t see a significant ethical difference between a doctor helping someone to take lethal substances orally and administering them intravenously with that person’s consent. Indeed, Leadbeater’s bill would allow doctors to ‘prepare a medical device which will enable that person to self-administer the substance’, or to ‘assist that person to ingest or otherwise self-administer the substance’, both of which sound closer to euthanasia than suicide. So it seems important to discuss voluntary euthanasia too.


Even though Leadbeater’s legislation was aimed only at legalising assisted suicide, there was still heated debate about language. Critics of the bill, keen for people to understand exactly what was at stake, wanted to call a spade a spade and a suicide a suicide, assisted or not. But Leadbeater and fellow bill-defenders baulked at the term, describing ‘suicide’ in the assisted context as highly offensive. One supportive member of the bill committee, Conservative MP Kit Malthouse, declared that ‘suicide is a healthy person taking their life, but what we are talking about is somebody who is seeking to take control of their inevitable death in these circumstances’.


A Labour MP, Rachel Hopkins, agreed: ‘a healthy person taking their own life by suicide is different from a terminally ill person, who is facing their death, ending their life by shortening their death’. An Australian committee witness speaking in favour of the bill, Alex Greenwich, followed this line of thinking to its conclusion. A doctor helping a person to take lethal substances was, according to him, a form of ‘suicide prevention’ in that it stopped people taking their lives on their own – the only version of suicide he apparently was willing to recognise as such. ‘If someone wishes to end their life, voluntary assisted dying is not the process they are going to take.’5


The tendency to obfuscate about suicide has a long history. Medieval chroniclers and coroners, trying to avoid referring to an act perceived as sinful and shameful, would write euphemistically about someone dying ‘of an excess of grief’, or ‘by the temptation of the Devil’.6 In his groundbreaking book about suicide published in 1897, the French sociologist Émile Durkheim criticised those who insisted that no suicides were ever committed by sane and rational people, since, according to them, any self-inflicted death unaccompanied by insanity did not count as suicide at all.7 But the scruples of Leadbeater and colleagues were apparently quite different. They seemed to want to soften the appearance of what they proposed by defining one of its most controversial aspects out of existence. In this respect, they perhaps more resembled probably the most notorious US-based advocate of assisted death, Dr Jack Kevorkian. In an interview with the New York Times in 1995, Kevorkian argued that the phrase ‘assisted suicide’ should be replaced with ‘patholysis’, meaning ‘the destruction of suffering’: ‘We want to get away from all the negative connotations,’ he declared at the time.8


Malthouse and Hopkins’s technical objection to calling assisted suicide ‘suicide’ apparently related to the fact that the person involved would already be dying. They seemed to suggest that someone who is dying cannot be killed – you are merely ‘shortening death’. But this is seriously confused; for if they were right, it would imply someone who was already dying could not be murdered either. Bad news for many an Agatha Christie plot, though perhaps good news for anyone contemplating getting rid of a seriously ill relative without much consequence.


In a piece for the Conservative Home website in November 2024, Malthouse also made a separate objection: those seeking assisted deaths because of terminal illness are not ‘suicidal’.9 By this, he presumably meant that people with terminal diagnoses could not possibly want to end their lives for reasons of chronic depression, intense anxiety, adverse social circumstances, or any other familiar aspect of suicidal ideation. But this just looks like wishful thinking. As we will see, there is plenty of evidence to suggest it is false.


Such nuances will become clearer in good time. The basic thing to grasp now is that even those with fatal illnesses are still alive. They are also potentially subject to all the various complicated circumstances and experiences that being alive can bring. What these politicians were ignoring in their desire to get the bill passed is that dying necessarily involves living. ‘Dying’ is simply a vague portion of life spent with a serious and escalating bodily disorder, immediately prior to its causing death. And wherever there is human life, including during the period of dying, there is always the possibility of artificially extinguishing life. Even in the last few hours, this remains true.


It is important, then, to say ‘suicide’ where the term applies. Equally, we must not lose sight of the fact that a suicide involves a killing – a self-killing, but a killing nonetheless. It is not a natural or a quasi-natural death, even in the context of severe illness. Not all self-killings are suicides, since some are accidental. But all intentional self-killings are suicides, including the assisted version. And I will also be referring to assisted deaths as ‘early’ or ‘premature’, relative to the natural endpoint: for that is also what they are.


The remarks of Malthouse and Hopkins reveal a tendency we will come across time and again. Namely: for those in favour of assisted death services, there is a temptation to treat the voluntary exits of terminally ill people as if they were wholly outside the bounds of ordinary discourse about acts of killing – whether self-killing, or death at another’s hands. I will be arguing that a decent society cannot afford to accept this. For one thing, ordinary discourse about killing includes putting a spotlight on how to safeguard people from harm. Dying people deserve safeguarding just as much as those in the land of the well.


Perhaps spelling things out so baldly appears loaded with disapproval, but it is not. Words like ‘suicide’ and ‘self-killing’ carry a lot of emotional charge – understandably so, because we are talking about events that often bring devastation in their wake. But to use these terms does not prejudge the morality of suicide, assisted or otherwise. It is a neutral description of a distinctive kind of act, not intended to imply evaluation. It leaves open the possibility there might be reasonable, noble or other ‘good’ suicides as well as terribly destructive ones, and that some assisted deaths might be included among the former. The point here is only that being passed a lethal substance by a doctor at your own request, then intentionally and knowingly taking it, is still suicide. The fact that you are being helped by a doctor to complete the process makes no difference to the act’s essential nature.


Over the last decade, in line with the global push for assisted death services, there have been lots of books, articles, and ad campaigns in favour. Many take a highly emotive tone. The process of supplying an early death is presented as a kind of much-needed medical treatment. The doctors who dispense death are implicitly brave moral champions. The people who receive it are described as intensely grateful for the opportunity. There is a lot of talk about ‘control’, ‘autonomy’, ‘choice’, and ‘dignity’. Final deathbed scenes have a rosy glow, involving stories, music, hugging, and laughing through tears. After some time, the ‘patient’ floats peacefully away and everybody goes home, sad but also relieved that their loved one’s suffering is over.


People without access to an assisted death service, in contrast, are presented by campaigning organisations as dying in pain, misery, fear, and loneliness. If they are desperate enough to want an assisted suicide on the basis of such suffering, they are terrified of the prospect of prosecution for the participant. If they can’t face exposing family members to criminal risk, they are forced into the expense and stress of travelling to Switzerland. And indeed, the application of force is a general theme in such narratives. People are either forced to travel abroad to die at great expense; or forced to choose a brutal and lonely suicide on home soil; or forced into a painful, undignified natural death without any help. These are the only possibilities without a local assisted death service to call upon.


These pro-assisted death stories collapse the many different deaths into three main kinds: unassisted, painful, lonely, and undignified; assisted, foreign, expensive, and stressful; assisted, homegrown, free, and peaceful. In their over-simplification, the stories act more like propaganda than argument. Each vision is designed to trigger strong emotional responses in favour of the cause, without further thought about relevant alternatives or wider social consequences. Sentiment is laid on with a trowel.


But when thinking about assisted death services, as well as zooming in on selected experiences or sets of feelings, we also need to zoom out to see their effects on society as a whole. We need to avoid semantic tricks, and try to see through the fog of personal emotion. This is not just a question about how your own death will be, or indeed mine. There is a lot more at stake. Whether to introduce an assisted death service is a moral question for the whole of society.


Talking of morality may seem a bit old-fashioned. (Though philosophers sometimes make fine-grained distinctions between ‘ethics’ and ‘morality’, I’m using them interchangeably.) Yet in my experience, even those modern-minded people nervous of using such Victorian-sounding concepts are willing to make judgements about right and wrong. Some shy away from the idea they are doing so, only because they associate moral judgement with a kind of Christian past from which they wish to be detached. But we should make no mistake: those who argue vociferously in favour of assisted death services are taking a moral stance on the matter. They think it is right we have such services. Indeed, they present this outcome as morally urgent. I disagree.


A personal ethic can get its energy from a live religious faith or from atheist sources. In this book I will be offering only secular arguments. But for the purposes of transparency, here are my religious affiliations, such as they are. I was raised as a Roman Catholic then lapsed for decades. Recently I have found myself attending church services from time to time, looking for something that secular values can’t seem to bring. I don’t take communion. But I do sometimes go to church.


Judging from public discussion of Leadbeater’s bill, there are several who would seize upon this as an admission of something sinister. In May 2025, Dame Esther Rantzen – one of the bill’s most high-profile defenders – sent a letter to every MP, accusing critics of having ‘undeclared religious beliefs which mean no precaution would satisfy them’.10 It is a common complaint that arguments against assisted death services must be secretly religious if they aren’t so explicitly, and that this discredits them. I don’t see why we should accept either point, and especially since nearly every Western secular morality system, however ostentatiously rationalist, has roots in the history of Christian thought. Indeed, as we will see, grand-sounding ideas about the desirability of freedom, mercy, dignity, and equality, harnessed by champions of assisted death, are all deeply influenced by the Christian tradition. These ideas didn’t come out of nowhere.


But in any case, there are plenty of Christians who think assisting in someone else’s death is morally permissible. Dignity in Dying was actually founded by Christians. A more recent example is the theologian and Anglican priest Nigel Biggar (now Lord Biggar), who has written an interesting book arguing the case from a theistic perspective, albeit with heavy caveats.11 And if I count as a religious believer, then I am another one who thinks participating in assisted death may occasionally be the right thing to do. But in any case, no argument in this book will depend on a background belief in God, or in the truth of Christian or biblical teaching. The whole thing will be thoroughly secular. Concerned atheists can be reassured on this point.


*


Some readers may by now be wondering: why the fuss? Practising modern medicine in the age of advanced technology requires wisdom and restraint. Doctors should not be in the business of keeping incurably ill and suffering people alive for as long as possible, no matter what. They already sometimes hasten death by withdrawing treatment where it seems it is no longer doing any good. Indeed, in modern healthcare there are protocols for doing so. So then: as long as the person agrees, what is the difference with offering an assisted death?


Equally, though, there is an important distinction between the passive withdrawal of medical treatment towards the end of natural life and the active administering of lethal substances. Letting a natural process – death – happen without further intervention is a different kind of action from deliberately bringing it about. Despite the impulse towards euphemism in this area, we have to keep remembering that our topic involves doctors helping people take poison to end their own lives, or administering it directly themselves. It isn’t just a matter of doing nothing. (I also use the word ‘poison’ deliberately, because that is exactly what it is – a substance intended to be lethal.)


Still, the objector might reply: let’s agree that a) positively doing something to get a particular outcome (e.g. administering poison in order to kill someone) and b) passively letting that very same outcome happen (withdrawing treatment and so letting someone die) are two different kinds of action. Even so, there is no interesting moral difference between the two. This was the influential argument of a philosopher called James Rachels writing in the 1980s, who thought that both actions were sometimes permissible in the context of medicine. To make the point, he called the latter ‘active euthanasia’ and the former ‘passive euthanasia’.12


As already indicated, I grant that actively helping someone to die may be the right thing to do in some particular contexts; though in other scenarios, it will be very wrong. And I also agree with Rachels that in some scenarios, letting someone die is just as bad as killing a person outright. Rachels has a compelling non-medical example of such a case: killing a child by deliberately drowning him in order to get an inheritance; as opposed to finding the child already drowning in the bath and choosing not to save him, for exactly the same reason.


But to be clear: comparing acts of assisted death with instances of withdrawal of treatment is not the right comparison. This book, to repeat, is about the ethical status of an assisted death service – an organised system, formally oriented to the active provision of early death by doctors at scale. This, I will be arguing, is much worse than a health system in which managed withdrawal of treatment sometimes happens. It has far more unacceptable consequences.


Another distinction ethicists like to invoke is between actions that are directly intended versus outcomes that are merely foreseen. Occasionally doctors give terminally ill patients deep palliative sedation if other methods of pain relief have failed. There is a belief (albeit contested) that this practice can artificially hasten death. Even so, it is thought permissible as long as the doctor’s direct intention is to relieve bodily pain and suffering, and not to kill. The doctor is not deliberately ending life but deliberately stopping pain, with an earlier death a foreseeable but unintended consequence.


Understandably perhaps, some people encountering this line of argument think it pure sophistry. Working in the other direction, they may then protest: if it is occasionally OK to deeply sedate someone who is terminally ill in order to relieve them of pain, foreseeing as you do so that death is hastened, why can’t you deliberately and intentionally help them die in order to stop terrible pain as well?


Luckily we can bypass tortuous philosophical discussions of the distinction between intending and foreseeing. For one thing, existing assisted death services permit doctors to deliberately help end life in a much wider range of circumstances than the presence of terrible pain – including where no pain is present at all. And for another, bringing the provision of deliberate killing into the medical world is a very bad idea, for reasons that go well beyond the practice of occasionally using palliative sedation.


There is one other terminological preliminary to tackle before we get going. Unlike early legalisers in Switzerland, most champions of assisted death services insist they offer a ‘medical’ procedure, but we should resist that description. Again, this is not to prejudge the ethics of the issue but only to make an important definitional point. For similar reasons I won’t be calling the applicants for an assisted death ‘patients’, even though they count as such during other moments of contact with the medical profession.


This is partly because the bar for what counts as success in assisted death is by definition quite low. It’s far easier to help kill an ill person than to keep them enjoying life. Getting the dosage exactly ‘right’ only means stopping the heart, not carefully adjusting a drug dose in order to maximise well-being and minimise harm. Handing over toxic chemicals to a patient to take, or setting up an IV to deliver them, are not skilled tasks requiring a medical degree. Indeed, in jurisdictions such as Oregon, lethal substances are simply given to the patient to take later with no medic present.


But there is also a more foundational issue. Discussion of whether assisted death is medical or not arose during the committee stage of Leadbeater’s bill. According to the wording of the National Health Service Act 1946 as updated in 2006, the purpose of the NHS is (my italics) ‘to secure improvement in the physical and mental health of the people of England and in the prevention, diagnosis and treatment of physical and mental illness’. Leadbeater recognised that this definition, tightly focused on improving health, would exclude assisted death from its purview. So she moved an amendment: the stated foundational aim of the NHS would be altered to include mention of ‘arrangements . . . for the provision of voluntary assisted dying services’.13 With the addition of just a few words, the rationale of the health service becomes fundamentally confused.


As the wording of the original Act indicates, medicine is fruitfully understood as a practice aimed at the treatment and prevention of disease or injury, for the purposes of improving human health. A shorter way of saying this is that medicine’s purpose is ‘life-sustaining’. Supporters of doctor-assisted death want us to view it as a sort of medical treatment for advanced disease and/or incapacity. But in the standard account, medical treatment is confined to relieving illness in a live patient and does not include deliberately producing a dead one.


Muddling the original conception is a very bad idea, bound to undermine effective prosecution of medicine’s still crucial purpose. By the very nature of what we want from healthcare professionals, they should have a very low tolerance for bringing about death. Redefining medicine to bring the act of deliberate killing into the foundational aims of healthcare cannot fail to muddy the waters for both practitioners and their patients, resulting at the very least in a reduction of public trust. It is also likely to produce a host of ungovernable negative effects upon genuinely medical operations, downstream of this radical change. In its official response to the Leadbeater bill, the Royal College of Psychiatrists agreed: assisted death ‘does not aim to improve a person’s health and its intended consequence is death . . . Should this Bill proceed, it should be explicit that [it] is not a treatment option.’14


The fact that it is doctors who are assisting with their patients’ deaths does not change the situation. Doctors do lots of things in their daily lives which are not medical per se. And we should also remember that, despite their expertise in dealing with illness and disability, doctors are not experts in whether choosing death over life is the right thing for a particular individual. They can advise about likely disease progression, treatment options and their side effects, symptom management, and palliative alternatives. But nothing in their training or experience makes them especially suited to advising people about whether, or at what moment exactly, it is time to take their own lives.


To be or not to be, as Hamlet famously put it, is not actually a medical decision at all, but an existential one. It involves weighing up what one wants more – continuing life or self-annihilation – and examining the particular reasons for and against. It is intensely personal, about deep issues of meaning and value. It is philosophical, not scientific.


In arguing against assisted death services, I know I’m swimming against the tide. As one critic of the Canadian system puts it, ‘there is a global push for legalizing . . . organized ending of life, in whatever form it takes’, in which advocates ‘coordinate efforts, share experiences, write joined publications, and adjust tactics depending on local sensitivities’.15 And it’s all presented in the name of progress. In terms of popularity and the appearance of benevolence, this is a difficult narrative to stand against. The more assisted death is normalised, the more that places without it look like anachronistic holdouts – even cruel.


Even so, I think we should strongly object. On the face of it, defenders of organised assisted death are often highly compelling, and it can be hard to see what they are getting wrong. But one of the hidden reasons why they are difficult to pin down is that they are drawing on two different arguments, in tension with one another. One is the argument for pure personal freedom (my body, my choice) and the other is for mercy in the face of unbearable suffering (we should put this person out of their misery). As I will show, these two strands have their own conceptual problems, and are often in conflict.


The title of this book refers to the first stanza of ‘Do Not Go Gentle Into That Good Night’, a poem by Dylan Thomas written for his dying father in 1951. Thomas urges him to resist death in old age and to ‘rage, rage against the dying of the light’. This book is not about resisting death when it finally finds you as the result of natural, inevitable processes of senescence and decay. It is about resisting assisted death services. They are presented by their supporters as a progressive, freeing, compassionate option for a more enlightened society, but quite the opposite is true. In officially approving such arrangements, societies cross over into moral darkness. Together we need to properly scrutinise the arguments for organised assisted death – before it is too late to turn back.










1



Give Me Liberty
and Give Me Death


Let freedom ring


Was there ever such a rousing modern idea as finding freedom? Breaking loose from chafing constraints, whether literal or metaphorical, has been eulogised by a thousand political leaders, film directors, and advertising gurus. Sometimes it can seem that freedom is something tangible – grabbable, even – and you should be permanently interested in increasing your share.


In a certain frame of mind, the idea of exercising freedom is the main attraction of an assisted death. Let’s call this intellectual archetype – a set of clustering ideas, rather than a real, breathing person – the ‘Freedom Lover’. The Freedom Lover wishes to be able to choose when exactly to make an exit. Indeed, they say they have a right to do so, sometimes described as the ‘right to die’. They frame a failure of authorities to provide assisted death as an active fettering of this freedom. And they tend to look askance at the suggestion that once assisted death is permitted, negative social changes might cascade uncontrollably afterwards. If they do, we can sort these things out later. Advancing freedom and respecting rights should come first.


If the Freedom Lover had a motto, it would be a twist on the famous Revolutionary War cry: ‘Give me liberty and give me death!’ On the face of it, Dame Esther Rantzen seems a prominent member of this independent-minded club. In 2023 she complained that ‘I will probably not be given the chance to die in my favourite place, my New Forest cottage.’ She continued: ‘It is our life. It will be our death. It should be our choice.’1


In reality, though, most people in favour of assisted death services are not pure examples of the Freedom Loving type. Dame Esther herself sometimes cites the value of ‘mercy’ for people who are gravely suffering, a consideration which is quite different from freedom. Campaigners tend to shuttle between arguments for freedom and other concerns: mercy, compassion, dignity, and sometimes general utility too. Still, it is useful to separate out the strands.


Would-be Freedom Lovers are encouraged in their enthusiasms by a centuries-old paradigm. Liberalism, the political framework still definitive of Western nations, prioritises personal freedom above much else (even if the existence of CCTV cameras, planning laws, and cancelling mobs might suggest otherwise in practice). A famous liberal ideal says that each of us should be granted a private sphere in which to observe our own values and pursue our own goals, as long as we aren’t infringing upon other people’s capacity to do the same. ‘It’s not hurting anyone else’ is, if not exactly the rallying cry of the age, then at least its polite shrug.


Certainly, it would be hubristic to get casual about the value of personal liberty. The history of absolute monarchs, totalitarian regimes, and cults starkly spells out what can be lost when others make decisions for us. Recognising this fact, our forebears formulated the notion of a ‘right’, understood roughly (for now) as an important freedom the individual should be able to exercise. And the idea took off. These days, rights – or their more magisterial-sounding version, ‘human rights’ – are treated with reverence, at least on paper.


Unsurprising, then, that during public discussion of Kim Leadbeater’s Terminally Ill Adults Bill, language redolent of the Freedom Lover was a staple. An editorial in The Economist began: ‘This newspaper believes in the liberal principle that people should have the right to choose the manner of their own death.’2 Writing in the Guardian, columnist Polly Toynbee talked of ‘the right to escape the last stages of dying if suffering is unbearable’, also referring to it as a ‘freedom’.3 In an op-ed in the Evening Standard Andrew Copson, chief executive of the British Humanist Society, wrote: ‘It’s about freedom of choice – allowing competent adults who experience intolerable pain in ways unimaginable the ultimate freedom: control over our own selves.’4 Other headlines referred simply to the ‘right to die’.5


So it seems that freedom, rights, and choices are at the heart of defences of assisted death for many – albeit that references to mercy and compassion are also in the mix. And notice that the lines I just quoted invoke another important idea: that your body, your life, your death, your ‘self’, are all ultimately your own to decide what to do with. To put this in context, we need to consider a brief history of previous owners.


Self, take the wheel




Tum your nose up at fortune. I have given it no weapon with which it can strike your mind. Above all beware that nothing hold you back against your will. The door lies open. If you don’t want to fight, you can flee. Thus, of all the things that I wanted to be required of you, I made nothing easier than death. I have placed your soul on a slanted slope: it is being dragged down. Only pay attention and you will see how short and how quick a road leads to freedom.6





So the Roman philosopher Seneca enthusiastically imagined a pre-Christian God talking to humans about the act of suicide. Around 450 years earlier, Socrates – on the point of being forced to take his own life by the state – had told his followers that ‘as the chattels of the gods’ it was not up to humans to decide when to die.7 But the ancient philosophical cohort known as the Stoics, which included Seneca, famously approved of the act in some circumstances: to fulfil obligations towards your friends or country, or to avoid bringing shame on your family. They also thought it was sometimes appropriate in the context of serious illness.


Things changed with the arrival of the Christian God. We find St Paul at the beginning of what will be a gradual paradigm shift. Warning the Corinthians off sexual immorality, he implies that human bodies are both the property and the residence of God, and that our choices should be constrained by this: ‘Do you not know that your bodies are temples of the Holy Spirit, who is in you, whom you have received from God? You are not your own; you were bought at a price.’ Writing later from a Roman prison to the Philippians, St Paul seems to contemplate suicide but pulls back: ‘Yet what shall I choose? I do not know! I am torn between the two: I desire to depart and be with Christ, which is better by far; but it is more necessary for you that I remain in the body.’8


Though no explicit injunction against suicide can be found in either Old or New Testaments, around AD 400 St Augustine made an important doctrinal intervention, based on the Sixth Commandment’s general injunction against killing. Breaking from Graeco-Roman tradition, he proposed a Christian argument against it – or at least, against suicides not commanded by God, since he thought some were divinely ordered.


Still, the prohibition didn’t become firmly established until the medieval period. In the thirteenth century St Thomas Aquinas took up the theme, declaring that suicide is always ‘unlawful’. He gave three reasons: first, because it is contrary to the natural law of self-preservation; second, because ‘by killing himself’ a man ‘injures the community’; and third, because ‘life is God’s gift to man’ and ‘it belongs to God alone to pronounce sentence of death and life’.9 The last one particularly stuck. What evolved into a strong injunction against suicide rested heavily on the idea that humans ultimately belong to God, as expressed via various metaphors. Life is given as a gift by Him or is on temporary loan; human bodies are made in His image or act as His temple.


Four centuries later Christianity began its slow retreat, while liberalism started to pick up steam as the dominant Western belief system. Now that God was vacating the premises, a different story was needed about who was ultimately in charge. A new model started to picture the body as belonging to the self. Or as the Enlightenment philosopher John Locke put it, ‘every Man has a Property in his own Person. This no Body has any Right to but himself.’10


Locke still insisted suicide was not permitted, though, believing that human bodies were also the property of God in some kind of confusing co-ownership deal. But by the nineteenth century John Stuart Mill was stating that ‘Over himself, over his own body and mind, the individual is sovereign’ – and there was no mention of an embarrassing second proprietor. Modern liberal discourse was developing a God-shaped hole, to be filled with explicitly secular values. ‘Freedom’ (or ‘liberty’) was foremost among these.


This conception of the physical body as a self-owned asset, over which its owner has special and important freedoms and powers of decision-making, still looms large in contemporary ethical deliberation. The feminist mantra ‘my body my choice’ pithily sums it up. And if it really is my body and my choice, I should be free to dispose of my body and my life as I see fit. After all, I am the one in charge.


The right to die alone


To better understand the Freedom Lover, let’s continue to focus on solo suicide – the kind carried out alone, and with no accompanying terminal illnesses to complicate matters. This will help us make sense of arguments offered for assisted death.


Think of Cato the Younger stabbing himself in the stomach after learning of the victory of Julius Caesar, who then ‘pushed the physician away, tore his bowels with his hands, rent the wound still more, and so died’.11 Or Major General Sir William Erskine, veteran of the Napoleonic Wars, reportedly jumping out of a Lisbon window in 1813 with the words ‘Now why did I do that?’ Or what about author Virginia Woolf walking into a Sussex river in 1941 with stones in her pockets; or rock star Kurt Cobain turning a shotgun on himself in Seattle in 1994. We might ask: were these self-extinctions the exercise of freedom? Was there a ‘right to die’ here too?


To answer these questions, we need to know what they mean. In one obvious sense, having the ‘freedom to die’ just means that there are no obstacles to killing oneself. Cato, Erskine, Woolf, and Cobain were each free to die and the proof is they managed it. Plutarch tells us that Cato’s friends and his doctor tried to save him, but couldn’t. Woolf and Cobain had each been thwarted in previous attempts, but this time were alone and succeeded. It is not controversial that each of these people were free to end their lives in this sense. Saying so implies nothing about whether this was good or bad.


But the Freedom Lover wants more than this banal observation. Broadly speaking, they think it is a good thing that some people have this freedom. They have a right to it.


Talk of ‘rights’ has various meanings, not always easy to tell apart. If someone claims there’s a ‘right to die’, the topic might be a legal right, assumed to flow from some law or treaty or other: the UK Human Rights Act, say, or the European Convention on Human Rights. But Freedom Lovers aren’t (just) talking about legal rights, they are talking about ethics; about the shape of moral reality as they see it. Specifically, in talking of a right to die, the Freedom Lover is saying there is a moral obligation upon others not to interfere in your suicide attempt. They think there is a right to die in the precise sense that other people should not hinder you, if you wish to go.


This presumed right to die takes the form of what theorists call a ‘claim right’ – the sort of right that places obligations, aka ‘claims’, upon others. And it is known as a ‘negative’ right, in that the obligation it supposedly imposes is one of noninterference. Think of negative moral rights as imaginary fences marking the boundaries around you, which ought to be controlled by you alone. The imaginary fence has a gate you can choose to open – in which case you ‘waive your right’ to noninterference – but otherwise it is kept shut to exclude other people’s actions. Either way, the power and control should be yours and not someone else’s. Such rights are often described as ‘inalienable’: derived from general facts about human nature, meaning nobody can take them away.


The liberal framework says that you own your body; you, rather than others, should get to decide what to do with it. Many human rights can be pictured on this model: claim rights that are supposed to apply to humans universally, demarcating territories that ideally ought to be under individual control. Classically, these include rights to privacy, family life, freedom of association, and religious belief. (Another one is the right to refuse medical treatment.)


Arguably the most pre-eminent human right of all is also a negative right, at least in part. This is the ‘right to life’, associated with protections from life-threatening interference, but also bound up with living the kind of life you choose. Locke wrote that ‘being all equal and independent, no one ought to harm another in his life, health, liberty, or possessions’, while in the US Declaration of Independence, Thomas Jefferson famously talked of rights to ‘life, liberty, and the pursuit of happiness’. And according to some Freedom Lovers, the right to life is what indirectly generates a right to die. Assuming you have an imaginary fence around your life – marking a territory that should be yours alone to govern – then you also have the power to open the gate voluntarily and let death in. If that’s what you decide, no one else ought to stop you.


Against Big Suicide Prohibition


Inspired by the Stoics, the sixteenth-century French philosopher Michel de Montaigne was a proto-Freedom Lover about solo suicide – though not an open one, for the consequences from the Church would have been severe. In his essay ‘A Custom of the Isle of Cea’, he rehearsed various considerations for and against the permissibility of suicide, making sure to apply suitable ironic distance and presenting them only as deniable musings. But reading between the lines, it seems clear where his own sympathies lay.


One of Montaigne’s arguments sounds distinctly modern: ‘Living is slavery if the liberty of dying be wanting . . . As I do not offend the law against thieves when I embezzle my own money and cut my own purse; nor that against incendiaries when I burn my own wood; so am I not under the lash of those made against murderers for having deprived myself of my own life.’12 Here again, then, we meet the metaphor of your life or body as a piece of property you own and can do with what you wish.


But Montaigne didn’t just toy with the idea that suicide in some cases is morally permissible. He also suggested it might be admirable: ‘[t]he most voluntary death is the finest’. A few decades later, the English metaphysical poet John Donne wrote a book defending suicide against the charge of Christian impiety – Biothanatos: A Declaration of that Paradoxe, Or Thesis, that Self-homicide is not so naturally Sin, that it may never be otherwise – in which he too connected certain kinds of suicide with a valuable expression of agency. Written in a period of melancholy, the poet had intended his text only to be circulated among friends, though his son published it after his death. In later life, Donne professed profound ambivalence about the work’s content.


Unlike Montaigne, Donne’s explicitly Christian framework presupposed a firm belief in the afterlife, and the continuing existence of the self after bodily death. In that context, he argued, suicide – like some acts of deliberate martyrdom – might be a means of positively transforming yourself in order to reach a higher plane of being. (Indeed, according to Jorge Luis Borges, writing in provocative mode in 1954, the poet’s underlying aim was to ‘indicate that Christ committed suicide’.13) At the time of writing, the attractions of exercising agency in choosing death were not just hypothetical for Donne. In a private letter to a friend he wrote:




I would not that death should take me asleep. I would not have him merely seize me and only declare me to be dead, but win me and overcome me. When I must shipwreck, I would do it in a sea where my impotency might have some excuse, not in a sullen, weedy lake where I could not have so much exercise for my swimming.14





Taking up a similar theme, some eighteenth-century Romantics believed suicide could positively express a person’s freedom in a way that was a kind of noble achievement. Unlike those who sat back and waited for death, you were demonstrating commendable independence: perhaps even the ultimate form of self-possession. Literary German had an archaic word for this kind of death: a Freitod (‘free death’), as opposed to the more negatively connoted Selbstmord (‘self-murder’) or Selbsttötung (‘self-killing’).15


But by the 1870s, Dostoevsky was satirising this vision in the character of Kirillov the engineer in his novel Demons, obsessed with killing himself in order to demonstrate the total self-directive power of his own will. In choosing his own exit, Kirillov is – or thinks he is – kicking against God, nature, social pressures, and superstitious traditions. In a pivotal speech he declares: ‘If God exists, then all will is his, and I can’t escape his will. If he does not exist, then all will is mine . . . I am killing myself in order to show my independence and my new terrible freedom.’ In fact, when the time comes, Kirillov’s suicide is an awful mess of accident, confusion, and horror.


During the twentieth century the suicidal act came to be viewed as more passive, stemming from some preventable affliction: mental illness, poverty, or loneliness, for instance. On the cusp of the new century, Durkheim had published Suicide: A Study in Sociology – twelve years after the suicide of his close friend Victor Hommay. In this seminal work, he presented suicide as the product of four main kinds of social condition. One of these in particular would have great significance for the century to follow. The ‘egoistic suicide’ was described as taking place in societies in which ‘excessive individualism’ was on the rise as a social force, dissolving communal bonds and eroding a sense of personal identity as tied to the fortunes of wider groups. Durkheim was watching from the sidelines as the self, not religion or community, was gradually becoming the central source of meaning.


There were other historical developments, of course. In the wake of two world wars in which millions of people were helplessly caught up, the idea of radically free agency struggled to survive as a credible ideal. And among the intelligentsia, existentialist philosophers like Albert Camus began to undermine the idea of suicide as a meaningful expression of autonomy – for in an already absurd universe, choosing to die must be meaningless too.


But what seems to philosophers to be the product of faulty ideology – or to sociologists, the result of social forces, or to psychologists, the outcome of mental illness – might still appear to the individual as entirely self-directed behaviour. And in the second half of the twentieth century, we find possibly the most hardcore modern Freedom Lover there has ever been. The eminent Hungarian-American psychiatrist Thomas Szasz kept the flame alive, arguing bullishly that humans have a ‘right to freedom from suicide prevention’.


According to the logic of Szasz’s position, suicidal people like Cato, Erskine, Woolf and Cobain acted freely and responsibly in ending their lives, and their choices must be respected. In one of several books on the subject, he wrote: ‘there is no objectively “good death” or “bad death”; there is only dying – or living – deemed “good” or “bad”, according to the values of the person doing the judging’. Szasz was particularly critical of attempts to stop psychiatric patients killing themselves, believing that whereas ‘the treatment of medical patients requires their consent . . . the prevention of suicide entails their coercion’. Noting the popularity of the critical term ‘Big Pharma’, Szasz offered the label ‘Big Suicide Prohibition’, though for perhaps understandable reasons it didn’t take off.16


Shortly before the end of his life, Szasz fell and broke his spine. As a friend wrote afterwards: ‘The hospital physician wanted to admit him and put him on what would likely have been a morphine drip, and proposed surgery to help heal the break – there was talk about inserting a piece of plastic to hold the vertebral fracture together so it could heal, but Tom would have none of that.’17 Two days later, he killed himself.


Freedom and autonomy


So far I’ve talked a lot about freedom, but I haven’t mentioned a close relation that often comes up in defences of assisted death: autonomy. Szasz’s insistence that any kind of suicide prevention must count as coercion gives us an opportunity to explore the issue now.


If you know something of their histories, you might baulk at Szasz’s generally approving conclusion as applied to Woolf, Erskine, and Cobain. Mental illness and drug addiction were significant background factors in all three cases. Erskine had been declared insane shortly before jumping. Woolf’s suicide note to her husband starts ‘I fear I am going mad again’ and divulges she is hearing voices, as she had done once before, when the birds outside her window seemed to speak Greek. Cobain was helplessly addicted to heroin, had been suffering from agonising stomach pain, and was chronically depressed.


Yet according to Szasz’s logic, in ending their own lives these people acted freely even so. Indeed, in the 1980s he wrote a book about Woolf, arguing that despite some apparently severe symptoms of mental illness at times, she was in control both of her life and death.18 Szasz’s model of personal freedom was pretty simple: it was just the absence of external obstacle. If you decide to do something and successfully manage it, unfettered by outside forces or agencies (by other people, laws, electric fences, natural events, or whatever), then you are free to do it. If you are stopped by some external force or agency, then you are not free. Equally, where you are positively forced into an action by someone else – as when someone has a gun to your head – you are (obviously) not free either.


But other versions of the Freedom Lover are available, for whom things are not so black-and-white. On occasion you can decide to do something, complete your action, and meet no external obstacle, nor be subject to any outside coercion. Yet both you and your action can still count as unfree in one important sense: namely, if you were ‘of unsound mind’ as you acted. If this applies, your action still won’t count as properly autonomous.


What ‘autonomous’ means here is not easy to pin down in a sentence. Essentially, it refers to the idea of being self-governing. Your decisions are your own. They represent your true will, and are not constrained by illicit forces. Illicit forces can include external people or events, as Szasz would agree. But crucially, they can also consist in so-called ‘internal’ obstacles: impediments to genuinely free action coming from within your own mind or brain.


A classic example is someone who acts under the influence of a powerful addiction to drugs, alcohol, or gambling. Although nobody else is directly forcing your hand, there is still a sense in which you are not in charge of some of your actions. The cravings are at the helm, hijacking your decision-making, even as a deeper part of you perhaps recognises you are acting self-destructively. In that case, the story goes, you are not wholly self-governing. Your mind is divided against itself.


A second example is the presence of mental disorder or illness. If you are under the influence of depression, psychosis, or mania, some of the things you do are not really ‘your’ actions. Executive agency is diminished; alien mental states have taken over. Metaphorically speaking, the threat is coming from inside the house. This framing seems borne out by the way people can sincerely disavow depressive, psychotic, or manic actions afterwards, looking back with confusion or horror once things have stabilised. ‘That wasn’t me; that was a different person’ is a typical thing to hear. Perhaps it isn’t literally true, but it has a ring of truth about it.
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