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We are living in unprecedented times. For the third time 
in recent years Christchurch has been hit by a devastating 
event. We have come together as local communities and as 
a nation: to mourn, to reflect, and, once again, to rebuild.

As we rebuild, we will, of course, be asking ourselves what 
kind of nation we want to be.

In a matter of weeks, Parliament will have the task to vote 
on the End of Life Choice Bill. This Bill proposes radical 
changes to our laws on aiding and abetting suicide and on 
culpable homicide. For the first time ever in our history, 
doctors would be licensed to intentionally end the lives of 
some of their patients.

Mindful of the dangers this Bill poses to our country and 
some of its most vulnerable people, thousands of Kiwis 
from all walks of life have come together to #DefendNZ. 

#DefendNZ is a grassroots movement representing the 
concerned voices of people throughout New Zealand – 
young and old; all ethnicities; disabled and able-bodied; 
right across the political spectrum.

This publication presents a collection of writings illustrating 
our reasons for speaking out against the End of Life Choice 
Bill. They detail the stories of Kiwis who could be eligible for 
assisted suicide under the Bill. We invite you to read them 
carefully, to watch their corresponding documentaries, and 
to pay close attention to the commentary of experts from 
New Zealand and abroad on the likely implications of the 
Bill – and the evidence supporting their concerns.

Our greatness as a nation will be judged on how we treat 
our must vulnerable members. We are convinced that  
the End of Life Choice Bill and the dangers it would  
pose to individuals and society have no place in Aotearoa  
New Zealand. 

We commend these writings to you and trust that you will 
join with us to #DefendNZ.
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DR JOHN FOX, pg 24 
John was born with spastic hemiplegia, 
a form of cerebral palsy, after oxygen 
deprivation damaged his motor 
neurons. Following a bout of glandular 
fever, he developed chronic fatigue 
syndrome that affects his nervous 
system and periodically results in 
further decline in mobility. While 
John’s cerebral palsy is stable, the side 
effects of his condition have become 
worse over time. John experiences 
chronic, and often intense, pain. His 
mobility is likely to continue to decline 
in years to come.

The criteria for assisted dying 
under the End of Life Choice Bill are 
very vague, so even people who have 
relatively stable conditions like John’s 
could qualify under the “grievous 
and irremediable medical condition” 
category. His mobility decline means 
that he is “in an advanced state of 
irreversible decline in capability”, and 
he regularly experiences suffering 
which the Bill requires only be 
intolerable in his own perception. 
Should euthanasia and assisted suicide 
be limited to those with terminal 
illness, John would not be eligible. 
However, experience from Canada 
would suggest that borderline cases 
such as John’s - where a person has 
a disability and perceives unbearable 
suffering but is not terminal - would 
be among the first to test the 
boundaries of the law in the courts.

KYLEE BLACK, pg 8 
Kylee has Ehlers-Danlos syndrome 
(EDS), a rare connective tissue 
disorder. It is an incurable and 
degenerative medical condition 
characterised by joint hyperlaxity, 
skin hyperextensibility and tissue 
fragility. She experiences daily joint 
dislocations and chronic, sometimes 
intense, pain. Because her internal 
organs are declining in their ability 
to function properly and she 
frequently experiences potentially 
life-threatening complications, Kylee’s 
condition is also terminal.

Many medical professionals would 
consider Kylee eligible for euthanasia 
or assisted suicide under the End of 
Life Choice Bill, and especially when 
she is experiencing a life-threatening 
complication associated with her 
condition. Kylee ticks all of the 
eligibility boxes: the criteria for both 
“terminal illness” and “grievous and 
irremediable medical conditions”

Eligibility for 
euthanasia and 
assisted suicide 
under the End of Life 
Choice Bill depends 
on the way any 
particular medical 
professional would 
apply the following 
eligibility criteria:
(a) Aged 18 years or over
(b)  New Zealand citizenship or 

permanent residency
(c) Suffering from either –  
 (i)    a terminal illness that is likely to 

end his or her life within  
6 months; or

 (ii)    a grievous and irremediable 
medical condition; and

(d)  is in an advanced state of 
irreversible decline in capability; and

(e)  experiences unbearable suffering that 
cannot be relieved in a manner that 
he or she considers tolerable; and

(f)  has the ability to understand – 
  (i)   the nature of assisted dying; and
  (ii)   the consequences for him or 

her of assisted dying.

Whether or not any particular person 
would be granted access to euthanasia 
or assisted suicide would be at the 
discretion of the medical professionals 
from whom that person requested 
‘assisted dying’.

Eligibility under the 
End of Life Choice Bill
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GLENN MAJOR, pg 78   
(told by Heather and Rachel Major)
Glenn was diagnosed with Grade 2 
Oligodendroglioma, a type of brain 
tumour, in 1997. During debulking 
surgery in 2002, bacteria entered 
his brain and caused an infection in 
his skull that was discovered only 
a year later. Within 18 months, he 
started to decline in terms of mobility, 
continence and his ability to speak 
coherently. In three different years 
(2004, 2006 and 2007) he was 
given a prognosis of six months or less 
to live. He was assessed as clinically 
dying in 2004, and at the end of life 
in 2006, 2007 and 2011. Glenn died 
in 2011. 

Had the End of Life Choice Bill 
been law at the time, Glenn would 
have been eligible under the “grievous 
and irremediable medical condition” 
criteria from the time of his diagnosis, 
and under the terminal illness criteria 
in the years 2004, 2006, 2007, and 
2011, when he was given a prognosis of 
six months or less to live.

VICKI WALSH, pg 54 
In 2011, Vicki was diagnosed with 
Glioblastoma multiforme (GBM) – 
the same aggressive brain tumour that 
Wellington lawyer Lecretia Seales 
died from. It is colloquially known 
as “The Terminator”. At the time of 
her diagnosis Vicki was given a life 
expectancy of 12 to 14 months. Even 
though she has outlived this prognosis, 
she is still considered terminal. 

The only reason a medical 
professional might not approve Vicki 
for euthanasia or assisted suicide 
under the End of Life Choice Bill 
would be if they believed that she 
was no longer able to understand the 
nature or effects of euthanasia and 
assisted suicide. Vicki could easily find 
a medical professional who would give 
her a life expectancy of six months 
or less, since prognosis involves 
subjectivity, and her condition can 
deteriorate suddenly. She is “in an 
advanced state of irreversible decline 
in capability”, and could, at any point, 
decide that the suffering she endures 
is unbearable.

CLAIRE FREEMAN, pg 36 
Claire broke her C5 and C6 neck 
vertebrae in a car accident at the 
age of 17 and became a tetraplegic. 
Unsuccessful neck surgery caused 
further losses of mobility. While 
her condition is currently stable, 
complications may arise at any time 
that would reduce her capability even 
further. Her disability involves spasms 
and nerve pain that could be regarded 
as unbearable. She is also susceptible 
to lung, urinary and pressure sore 
infections that can be life-threatening 
if not managed well, and she needs 
regular assistance with bladder and 
bowel management to stay alive. 

Many medical professionals would 
agree that Claire’s disability is a 
“grievous and irremediable medical 
condition”, and that she is “in an 
advanced state of irreversible decline 
in capability”. In addition, should 
eligibility be limited to terminal illness, 
Claire could readily become terminal 
(and thus eligible under that criteria) 
by refusing life-sustaining cares and 
medical treatment. Such scenarios 
occur regularly in the US state of 
Oregon, where assisted suicide is 
available only to terminally ill people 
with six months or less to live, but 
applied as meaning six months or less 
to live without medical treatment. 

— 7 —
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WATCH KYLEE’S STORY
www.defendnz.co.nz/kylee

B L A C KK Y L E E

Kylee Black, 32 years old from 
Hamilton, is an extraordinary  
New Zealander who, against 
all odds, manages to overcome 
adversity and prove that even in the 
bleakest of situations there can be 
life and hope. If there were a poster 
child for pain, it would be Kylee, but 
she can equally be described as a 
beacon of light through whom many 
within the community find empathy 
and understanding.
Kylee was an adventurous child who was determined 
to push herself to the limit. She was the girl who 
wanted to swing the highest, run the fastest and try 
just about anything. Her passion also extended to 
dancing – she loved the freedom of movement and 
the artistic expression.

https://www.defendnz.co.nz/kylee
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Simply put, this is a connective tissue 
disorder. Collagen is what holds cells 
together in our bodies. However, a piece of 
Kylee’s DNA is missing which means that 
the collagen in her body is not structured 
the way it should be. Every part of her body 
is affected. Her joints dislocate and sublux 
(partially dislocate) daily, resulting in severe 

However, it was at Kylee’s dance lessons that red 
flags were first raised. Kylee was reprimanded by 
her teacher for not standing up straight, although 
she was standing up straight. She was unaware that 
her spine was actually crooked. What seemed like 
odd little things began happening: tripping and 
falling, constantly scraping and skinning her knees, 
breaking bones... all of which soon pointed to more 
than mere coincidence and a 
clumsy child. Her innocent and 
carefree childhood, full of hope 
and wonder, took a turn that 
blindsided Kylee and her parents. 

Doctors’ appointments 
became a constant sequence of 
uncertainty and disappointment 
as Kylee’s parents desperately 
tried to get to the bottom of 
what was happening to their 
beloved daughter. Doctors would 
tell Kylee that her body “just wasn’t like other kids’ 
bodies”, but without any explanation. This left Kylee 
confused much of the time, and soon she began to feel 
it was somehow her fault. Doctor after doctor, month 
after month, and year after year of seeking answers 
finally came to an end when her symptoms were 
recognised as evidence of Ehlers-Danlos Syndrome. 

“Kylee has experienced dark 
places mentally, especially 
when her condition has 
been difficult to manage.” 

nerve pain. She faints when trying to stand 
too long since her blood vessels struggle 
to contract and push blood back up to her 
heart. Her internal organs are stretching 
to the point where her gastrointestinal and 
bladder systems no longer function as they 
should. Because it is a degenerative medical 
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condition, Kylee has had to watch herself 
deteriorate over the years, knowing that 
each stage will cost her some much-valued 
independence. The vivacious girl who once 
knew no boundaries has been forced to 
embrace the stark reality of pain with all  
its limitations. 

Kylee now uses a wheelchair. Many 
everyday tasks that others may take 
for granted, even swallowing food, 
are a challenge for her. It takes much 
determination to face each day.

Kylee has experienced dark places mentally, 
especially when her condition has been 
difficult to manage. Some days she gets 
upset, processing the raw emotions arising 
from the challenges she faces. She allows 
herself to grieve the losses of independence 
and the fact that her condition is terminal. 

But once she has done this, Kylee makes the choice to move 
forward; to go on living. And rather than being defined by what 
she can’t do, she is determined to focus on what she can do.

Kylee does not hold back on how she feels while advocating for 
herself and the wider disabled community, and the pressure 
the proposed Bill has already put on them. “The Euthanasia Bill 
is confronting. It’s like having it in my face... and it’s not even 
legal! Trying to get through the hard days is hard enough without 
having to fight against the possibly that euthanasia might be an 
option. The pressure I start to face… how do I find the strength to 
keep pushing back on that!? Where does that leave me and my 
disability community?” asks Kylee. 

“Having to consider things that I never have before… the cost of 
treatment… am I worthy of it? Should I have it, or am I a burden 
on society?” 

Already there are growing fears and vulnerability felt by herself 
and others. Kylee wonders what would happen if on a particularly 
hard day, a doctor were to raise the issue of euthanasia. The 
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“A lot of people agree 
with euthanasia ‘in 
principle’ without 
understanding what 
that means. People 
say that you have a 
choice… but choice is 
made in context! Not 
everyone has the same 
level of choice.”

words and views of doctors 
undeniably carry great weight 
with their patients. If a doctor 
would suggest euthanasia as 
one of the options available, as 
would be required by the Code 
of Health and Disability Services 
Consumers’ Rights, it would lead 
to very real pressure, whether 
intended or not. 

She adds, “A lot of people agree 
with euthanasia ‘in principle’ 
without understanding what that 
means. People say that you have 
a choice… but choice is made in 
context! Not everyone has the 
same level of choice.”

Kylee freely acknowledges the 
advantages of having a mother 
who is by her side every step of 
the way, and also of having the 
necessary supports to enable her 
to enjoy day-to-day living. She is 
well aware, however, that many 
disabled New Zealanders are not 
as fortunate. Lack of finances, 
pressure on family members, 
and the constant worry about 

accessing the necessary resources already do not make for an 
even playing field. Let alone, how easy it would be for someone 
with these situations to feel as though they don’t have a real 
choice. Instead, they may feel obligated to make things easier for 
others by opting for euthanasia. “We need to make sure that we 
have the right supports around people first, before we’re having a 
conversation about euthanasia,” warns Kylee.

The problem is not only that the legalisation of euthanasia would 
put pressure on some vulnerable people to request it, but also 
that as a society we would become less resilient and less able to 
bear the weight of supporting those who do not wish to request it. 

As the Bill stands, if Kylee was to pursue euthanasia she would 
be encouraged to talk to her family about it, but wouldn’t 
be required to do so. So, if on a dark day when the pain felt 
overwhelming, Kylee could choose euthanasia, and the first 
that any of her family would know about it would be when they 
received her death certificate. 

She points out, “With euthanasia, it is so final. No second chance, 
no coming back, and many people who are given six months or 
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less to live are still here two, five or even ten years later. And 
for those who choose euthanasia in that situation… that’s it! You 
miss out on all that is to come. The families also have a process to 
grieve as well, and to question, ‘could the doctors maybe have got 
it wrong?’” 

Kylee is concerned that legal assisted suicide would undermine 
suicide prevention when New Zealand already has a concerning 
suicide rate. “The irony is we’re having a conversation about 
young people and suicide and yet on the other hand, we’re saying 
it’s okay to want to end your life. What is the message we want to 
tell our young people?”

She fears that such a law would create two classes of young 
people, both of whom presents with symptoms of depression, but 
with one group offered counselling and the other lethal drugs.

“Two young people with depression walk into the doctor’s asking 
for euthanasia. The one with a medical diagnosis that makes them 
eligible must be referred on by their doctor for euthanasia, while 
the one without such a diagnosis gets referred on for suicide 
support,” she argues. 

In Kylee’s view, it wouldn’t necessarily be her disability or medical 
condition that would be causing her suffering. It could be her 
mental health and headspace… but hang on, it could be that 
depressed person’s headspace too!

Kylee’s mum, Dianne, who was at the 
bedside of both her parents and her brother 
as they passed away, says, “That’s painful 
and that hurts and, of course, you don’t 
want your family to suffer, but I think the 
implications of this Bill are wider than that!”

Despite her deteriorating health, her pain 
and struggles, Kylee feels that she still has 
an amazing life. Dianne adds, “Despite the 
health issues, Kylee is still the same person 
she always was. Those traits are still there. 
Even in her pain and her confusion, her 
frustration… all of that… she still wants to 
be out there… helping somebody else.” 
Many who know her are grateful for the 
support and kindness that Kylee shares so 
freely as she reaches out to others who are 
struggling, runs events and advocates for 
others in the disability community.

“The irony is 
we’re having a 

conversation about 
young people and 
suicide and yet on 

the other hand, 
we’re saying it’s 
okay to want to 

end your life. What 
is the message we 

want to tell our 
young people?”
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DID YOU KNOW – MOST 
ASSISTED SUICIDE LAWS 
ARE DEFEATED?

Since 2015, 7 
countries or states 
have legalised the 
intentional ending 
of a person’s life. 
BUT during that 
same time over  
30 jurisdictions 
have defeated 
bills, including 
the UK, New 
South Wales,  
and at least  
26 US states.

ONLY 6%  
OF JURISDICTIONS 
WORLDWIDE HAVE SOME 
FORM OF LEGALISED 
ASSISTED SUICIDE OR 
EUTHANASIA.

Assisted suicide 
legislation is not 
inevitable, and 
euthanasia laws are 
the exception rather 
than the rule.

Sources: Patients Rights Council, Attempts to Legalize Euthanasia/Assisted Suicide in the United States, available at http://www.patientsrightscouncil.org/site/failed-attempts-
usa/; Death with Dignity, Death with Dignity around the U. S., available at https://www.deathwithdignity.org/take-action
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Dr Conrad Engelbrecht is 
a Fellow in anaesthesia and 
pain medicine for Waikato 
DHB and co-head of the 
Braemar Pain Clinic in 
Hamilton.

Conrad’s concerns about 
the End of Life Choice Bill 
arose out of conversations 
he had with several of his 
patients, including Kylee 
Black. He takes part in 
#DefendNZ after hearing 
from them that should the 
Bill pass, they would become 
suspicious of the motivations 
of their doctors, and they 
would feel pressure to end 
their lives. He speaks out to 
#DefendNZVulnerable.

EXPERT  PROFILE

DR CONRAD 
ENGELBRECHT 
ANAESTHETIST  
AND PAIN  
MEDICINE 
SPECIALIST

n debate around the End of 
Life Choice Bill, there is a lot of 
talk about pain and suffering. Is 
it possible to stop all pain and 
suffering? Can pain and suffering 
make a life no longer valuable, and 

make death a better option than life? 
What should a doctor’s role be when  
a patient is experiencing intense pain  
and suffering?

As an anaesthetist and pain physician 
working at a pain clinic, it’s my job to help 
people who are in pain. On a day-to-day 
basis, I see patients who are suffering, and 
my job is provide them with an avenue to 
alleviate their suffering.

I can tell you that pain and suffering are 
complex experiences. Of course pain can 
be physical, but it can also be emotional, 
existential, spiritual or psychological. It 
can be caused by medical and physical 
conditions, as well as by emotions and 
issues held deeply inside a person. Pain 
often affects people on multiple levels. 
It affects their moods, their ability to 
function, their physical activity, how they 
sleep, their mental well-being, and their 
social interactions and engagements.

When people experience pain over 
long periods of time, and when that pain 
is relentless, people can suffer from low 
moods and even develop depression 
and anxiety. They lose things that are 

important to them: jobs, hobbies, the 
ability to work, and a sense of self-worth. 
I have met many patients with chronic 
or intense pain who feel like they are no 
longer valuable to their families, their 
community, or to society – that they’re 
more of a burden than a blessing.

But these people do still have value, 
and it is our job, at the pain clinic, not 
only to help them with their pain, but 
also to demonstrate to them that they 
still hold value as people.

If I am going to help a patient who 
comes to the pain clinic, I need them 
to trust me. Because pain and suffering 
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is often caused by more than just 
medical or physical conditions, I need 
my patients to open up to me and to be 
honest. I need them to expose some of 
the deepest worries and issues within 
themselves, so that I may help them to 
heal and to experience less pain. I can 
guide a patient down a pathway  
to greater function and improved 
quality of life, but only if they trust that 
I am there to heal them and never to 
harm them.

Not long ago I rang a patient whom 
I was going to anesthetise. It was a 
phone consultation in preparation for 

his treatment. The very first question 
he asked me after I introduced myself 
was where did I stand on the End of Life 
Choice Bill. I was really sideswiped by 
the question because, at that time, I 
didn’t really know much about the  
Bill or why it would be relevant to  
my work. But the patient wanted to 
have a conversation with me about 
it because he thought it was really 
important. He sees the Bill as a risk  
to New Zealand, and he wanted to  
know where I stood on it because he 
wanted to know if he could trust me as 
his doctor.

After that conversation with my 
patient, I started to look into and think 
about the End of Life Choice Bill from 
my perspective at the pain clinic.

It was clear from the conversation I 
had had already with one patient that 
the End of Life Choice Bill, should it 
pass, could destroy the trust that some 
of my patients have in me. Should I 
have the power to end their life, some 
patients could feel like they couldn’t tell 
me when they are having a tough time 
or disclose to me the depth and reasons 
for their pain and suffering because 
they’d be afraid that I would think they 

I can guide a patient down a pathway 
to greater function and improved 
quality of life, but only if they trust 
that I am there to heal them and 
never to harm them.



I can’t support 
the End of Life 
Choice Bill. It 
takes a vulnerable 
population, one 
that experiences 
depression and 
anxiety and already 
worries that their 
lives hold no value to 
society, and offers 
them suicide as a 
solution to their 
pain and suffering. 
It would destroy the 
trust that some of 
my patients have 
in me, as their pain 
doctor, to be a safe 
space where they can 
discuss the causes of 
their suffering.
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should just let me end their life. I need 
to hold out hope and healing to my 
patients at all times, to never waver in 
my belief that they have value.

Guiding people down a pathway 
from pain to improved quality of life 
is intensive work and requires a lot of 
investment from myself, the whole 
team at the pain clinic (including 
psychologists, occupational therapists, 
physiotherapists, social workers, and 
other medical specialists), and, of 
course, the patient. At the pain clinic, 
we’re already underfunded. Should 
the End of Life Choice Bill pass, would 
there come a time when the Ministry of 
Health could decide that more funding 
isn’t needed, or even cut our current 
funding, because there was an easier 
way to stop a person’s pain – by ending 
their life? Could patients ever feel like 
recovery and improvement, though 
possible, were too hard, and opt for 
an assisted suicide? And what if some 
of our patients weren’t getting the 
necessary support that they needed – 
from us, from the State, or from their 

caregivers? Could they see assisted 
suicide as their only viable option?

As someone who works with people in 
pain every day, I can’t support the End 
of Life Choice Bill. It takes a vulnerable 
population, one that experiences 
depression and anxiety and already 
worries that their lives hold no value 
to society, and offers them suicide as a 
solution to their pain and suffering. It 
would destroy the trust that some of my 
patients have in me, as their pain doctor, 
to be a safe space where they can 
discuss the causes of their suffering.

Rather than talking about ending 
the lives of those who experience pain 
and suffering, I would like to see our 
politicians talking about policies and 
funding that provide patients with the 
support that they need to be able to 
navigate what can be a difficult path from 
pain to improved quality of life. I wouldn’t 
want any one of my patients to choose to 
have a doctor end their life because they 
don’t have a good alternative option or 
the support necessary to make it on the 
path back to well-being. 
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Euthanasia laws tell terminally ill  
and disabled people that 

Sources:  Submission of Not Dead Yet Aotearoa to the Justice Committee of the New Zealand Parliament (5 March 2018). Health and Sport Committee, Scottish Parliament, 
6th Report, 2015 (Session 4): Stage 1 Report on Assisted Suicide (Scotland) Bill (2015). Illustration by Amy Hasbrouck, Toujours Vivant – Not Dead Yet, https://tvndy.ca.

Laws send messages, 
intended and unintended.
Assisted suicide and 
euthanasia laws send 
the message that some 
people’s suicides, rather 
than being tragedies, 
are understandable and 
even to be supported and 
encouraged.
If you are terminally ill or disabled and 
you would tell a medical professional 
that you want to end your life, a 
process may be set in motion that can 
end with either a lethal prescription 
or a lethal injection. If a healthy or 

able-bodied person would say the 
same thing to a medical professional, 
a different process would be set in 
motion – one that doesn’t end with 
lethal drugs, but with counselling, care 
and support to live.

In their submission on the End of Life 
Choice Bill, disability advocacy group 
Not Dead Yet Aotearoa stated that 
they are worried that New Zealand’s 
efforts at preventing suicide would 
be contradicted and undermined by 
the legalisation of assisted suicide 
or euthanasia. The End of Life 
Choice Bill, they wrote, “creates a 
double standard whereby some New 
Zealanders are the focus of suicide 
prevention while others have access to 
active assistance to suicide.”

 New Zealand’s efforts  
 at preventing suicide  
 would be contradicted  
 and undermined by 
 the legalisation of  
 assisted suicide or  
 euthanasia. 

The Scottish Parliament has also 
reported concerns that an assisted 
suicide law would create a double 
standard in their country’s suicide 
prevention strategy. In 2015, when 
they were considering a Bill to legalise 
assisted suicide, they wrote:

[Legislation to permit assisted 
suicide] has the potential not only 
to undermine the general suicide 
prevention message by softening 
cultural perceptions of suicide at the 
perimeters, but also to communicate 
an offensive message to certain 
members of our community (many of 
whom may be particularly vulnerable) 
that society would regard it as 
‘reasonable’, rather than tragic, if they 
wished to end their lives.

their suicides are OK.
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on’t think euthanasia 
debates have anything 
to do with disability? 
Take a look at comments 
on social media every 
time this topic comes 
up. About how death 

would be preferable to living a life where 
other people had to take you to the toilet 
and wipe your bum. Comments about how 
people would rather die than be disabled. 
And people telling us to kill ourselves as 
we’re a waste of money – don’t waste any 
more resources on disabled because only 
able bodied should have them.

Euthanasia is all about disability. It’s 
about a fear of being disabled, and a desire 
not to have “the burden” of properly 
caring for people with disabilities. 

In our society today there is nowhere 
near any sense of safety for a lot of 
disabled who are trying to live. And a lot 
of us are just trying to live. The message 
we’re getting from euthanasia is that, 
when we hit times when we may be 
suicidal or have suicide ideations, society 
is going to turn around and say, “Well 
maybe end your life, darling, it’d be less 
burden for everybody, and you, you’ll be 
out of it all.” 

EXPERT  PROFILE

DR HUHANA 
HICKEY MNZM 
RESEARCHER 
AND 
DISABILITY 
ADVOCATE

Dr Huhana Hickey MNZM 
(Ngāti Tahinga, Tainui, Ngai 
Tai) is a Crown Director and 
consultant. She is a scholar 
of disabilities research 
and legal theory, and has 
research interests in the 
human rights of people 
from marginal backgrounds 
and the consequences of 
discrimination and social 
oppression. Huhana sits on 
the New Zealand Human 
Rights Review Tribunal and 
is Chair of the Auckland 
Council Disability Strategic 
Advisory Panel. 

Huhana takes part in the 
#DefendNZ movement out 
of a concern that societies’ 
prejudices about disability 
and the deficiency of support 
currently available for people 
with disabilities could have 
a deadly effect should the 
End of Life Choice Bill be 
passed. She speaks out to 
#DefendNZDisabled.

And that type of message is becoming 
more common rather than the message 
that we’re going to look after you. We’re 
going to care for you from the cradle 
to the grave. We will make sure the 
resources are in place to keep you safe. 
We’ll make sure that you have as good a 
quality of life as you can. None of that’s 
happening, all we hear about is we’re a 
cost, we’re a burden, we’re a deficit to 
society, and that’s hard to take. And it’s a 
big thing to put on disabled people.

When you first get diagnosed with a 
disability or a condition or an illness, you 
go through a grieving process. It’s normal. 
It’s normal to cry. I know I did when I 
realised that my MS was progressing. I 
cried. And even when I’m having a bad 
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Euthanasia is all about 
disability. It’s about a fear of 
being disabled, and a desire 
not to have “the burden” of 
properly caring for people 
with disabilities. 

day I still cry. But the thing is that’s 
normal, that’s life. Life is not easy. We will 
never be able to protect people from pain. 
And I mean emotional, physical, spiritual 
pain – the whole lot. 

But we find a way to carry on. If you get 
the right supports, you actually can live a 
very good life. When people go through a 
journey where we don’t face it, and we’re 
afraid of it, that’s when we struggle. And 
honestly the struggle lessens the minute 
we begin to face it and deal with what’s 
going on that’s causing the pain, that’s 
causing the grief. Once we address it, it’s 
not so bad. 

When you realise, yes, okay, some people 
may think I’m a burden, but others actually 

don’t see me as that – they enjoy caring 
for me. Some people may think I cost too 
much money, but for others, I’m creating 
jobs. We’ve got to look at things differently. 

There’s enough knowledge now about 
how we can deal with people’s fears 
and suffering, but we aren’t having 
conversations about all of this. Instead, 
we’re only talking about ending people’s 
lives. And we’re only talking about that 
from a very Western perspective where 
the individual is the centre and sole 
consideration. 

We haven’t looked at what euthanasia 
means from a Pasifika perspective, a 
Māori perspective, or even an Asian or 
Middle Eastern perspective. We’re only 

looking at it from a generic Western 
viewpoint, and it’s very limited. It’s like 
western medicine, pop a pill and that’s 
going to cure the issue, but it actually 
causes other side effects and other 
greater problems. 

There’s no reason to change the law as 
it stands today. It is perfectly sufficient in 
my mind because if you want to end your 
life, you’re not criminalised for it. Get 
someone else involved, and that’s where 
criminal implications can arise. And the 
law is written that way to protect people 
from others influencing them or forcing 
them to end their lives. 

Now what the euthanasia bill does is it 
takes away all of that protection. Say you 
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how we can deal with people’s fears 
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talking about ending people’s lives. And 
we’re only talking about that from a very 
Western perspective where the individual 
is the centre and sole consideration.
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have a disabled or terminally ill bullied 
wife or a bullied nana – how do you prove 
that they’re not being coerced into ending 
their life, or that they’re not asking to be 
killed to escape the abuse? I have seen 
families abuse their family members, so 
I tend to be very wary of why we would 
go down the road that could give abusers 
power to bring about the death of those 
being abused.

We haven’t dealt with the terrible elder 
abuse and domestic abuse going on across 
this country, much of it still hidden. We 
haven’t stalled the high and growing 
issue of suicide rates in this country. We 
haven’t dealt with the issue of mental 
health in this country yet. We haven’t 
addressed the inequalities of funding for 
people with disabilities, or the societal 
barriers and prejudices that people with 

disabilities face on a daily basis. We 
haven’t solved inequalities in health care 
access for those in poverty and for Māori 
and Pasifika.

So why are we talking about bringing in 
a euthanasia regime?
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Euthanasia and assisted suicide 
deaths grow every year.
Deaths from assisted suicide 
and/or euthanasia have 
increased significantly in the 
Netherlands and Oregon, 
but the greatest rate of 
increase has been in the 
Flanders region of Belgium. 
In 2007, the euthanasia 
deaths accounted for 1.8% 
of all deaths in the region; 
by 2013, they accounted  
for 4.6%. 
No one knows for certain why assisted 
suicide and euthanasia deaths increase 
year after year once legalised. Some 
say it’s because people become 
more familiar with the procedures 
and feel more comfortable asking 
for them. Others say that medical 
professionals come to see euthanasia 
or assisted suicide as a usual course 
for certain diagnoses and encourage 
their patients that it may be their 
preferred option. Others say that, as 
a society gets used to the idea that 
assisted suicide or euthanasia are an 
option, those who are eligible can feel 
pressure to not be a burden on society 
and the medical system by saving 
scarce healthcare resources.

Whatever the reasons, euthanasia and 
assisted suicide may begin as an option 
for a small number of people, but it 
doesn’t stay that way for long.

The two charts above show the growth in numbers of those dying by euthanasia and/or assisted suicide in 
the Netherlands and the US state of Oregon, from the year their laws passed up to the last year for which 
reports are available.

0
20
40
60
80

100
120
140
160
180

1998 2003 2008 2013 2018

Assisted Suicide Deaths in Oregon, USA, 1998—2018

Assisted Suicide Deaths

0
10
20
30
40
50

Oregon Washington

Assisted suicide

First year 2015

0
100
200
300
400
500

Netherlands Belgium

Euthanasia

Euthanasia and Assisted Suicide Deaths Grow Every Year

The chart above compares assisted suicide and euthanasia rates in every 10,000 deaths in the first year 
following legalisation in four separate jurisdictions to the same rate in each jurisdiction in 2015. Once 
legalised, assisted suicide and euthanasia become a normalised way of dying for an increasing number  
of people.

Sources: Department of Human Resources Oregon Health Division Center for Disease Prevention and Epidemiology, Oregon’s Death with Dignity Act: the first year’s 
experience (1999); Oregon Public Health Division, Oregon’s Death with Dignity Act: 2015 data summary (2016); Washington State Department of Health, “2009 Death with 
Dignity Act Report” (2010), “2015 Death with Dignity Act Report” (2016); K Chambaere, R Vander Stichele, F Mortier, J Cohen, “Recent trends in euthanasia and other 
end-of-life practices in Belgium,” in New England Journal of Medicine (2015) 372: 1179-1181; Regionale Toetsingscommissies Euthanasie, Jaarverslag 2003 (2004); Regionale 
Toetsingscommissies Euthanasie, Jaarverslag 2015 (2016); Regionale Toetsingscommissies Euthanasie, Jaarverslag 2017 (2018); Oregon Division of Public Health, Oregon’s 
Death with Dignity Act: 2017 data summary (2018). 
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J O H N F O X
Some people come into the world in a 
flurry of chaos, and the entry point for 
John was nothing less than dramatic.
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WATCH JOHN’S STORY
www.defendnz.co.nz/john

https://www.defendnz.co.nz/john
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Helma had a difficult pregnancy 
with John, often feeling unsure 
whether he was still alive. 
When she started to bleed she 
was airlifted from Westport to 
Christchurch for an emergency 
Caesarean section. John was born 
10 weeks premature with a head 
so tiny that it could fit into the 
palm of his mother’s hand. 

She recalls, “He was only four-and-a-half 
pounds and we had to dress him in doll’s 
clothes to bring him home.” She now laughs 
at just how big a man has grown from such 
a tiny body.

The lack of oxygen at birth damaged John’s 
motor neurons and resulted in spastic 
hemiplegia, which is a form of cerebral palsy. 
It means that one side of his body is weaker 
than the other. He has an incurable medical 
condition that involves disability and in his 
case, a decline in mobility as an adult. 

John’s earliest memory is of pain, when 
at the age of four his Achilles tendon was 
cut in order to lengthen it. He vividly 
remembers screaming when his foot was 
pushed down to flatten it. Doctors tried to 
explain to him what was happening, but he 
was just too young to understand. This was 
only the first of many times when John has 
felt vulnerable in a medical setting.

As John grew it was obvious that doing 
physical things was a struggle for him, but 
his parents encouraged him to find a way, 
to try his best and to always persevere. 
“My parents always told me I should do 
everything that everyone else did, even if I 
did it slower and worse… so I ran the cross 
country. I did all kinds of things,” says John. 
Adopting this mindset fostered resilience 
that would serve him well.

Growing up with cerebral palsy was difficult, 
and at times alienating, especially when 
he was bullied by fellow students. Jean-
Marie, John’s older sister, remembers, 
“When you’re young and you walk funny, 

“
”

I think it is easy  
to give up in the face 
of barriers. I think I’ve 
got the great grace of 
a family who wouldn’t 
let me do that and 
a community that 
support me in  
trying things. 
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people automatically think that you can’t 
talk, and you can’t do other things. I think 
the hardest thing for him was to push past 
the barriers and let people know that he 
was a real person with normal thoughts 
and feelings, and just his body wasn’t like 
everyone else’s.” 

John remembers feeling awkward and 
clunky as a teenager. As his frame enlarged, 
there was more strain on his tendons and 
muscles. His pain increased and he often 
had falls. At the age of 17 he required 
tendon release surgery again. The resulting 
scar tissue limits the mobility of his adult 
body and he needs a cocktail of strong pain 
medication to manage everyday tasks. 

In 2005 a bout of glandular fever caused 
Chronic Fatigue Syndrome that affected 
his nervous system and resulted in two 
episodes of significant decline in mobility. 
Around the same time John also sustained 
a concussion following a fall. It is expected 
that his mobility will continue to decline in 
years to come. 

“To be disabled is to be vulnerable. And 
especially when you have something like 
a mobility decline. It’s a constant low-key 
tide of grief,” John remarks. 

He feels incredibly grateful for the support 
he has around him, especially at times when 
things have become almost too much for 
him. He adds, “It is tempting to give up in 
the face of barriers. But I think I have the 
great grace of a family who won’t let me do 
this and a community that supports me to 
keep on trying despite all the setbacks.” It 
is this support which has enabled John to 
forge ahead in his quest to prove that his 
disability does not define him.

From a young age he was an enthusiastic 
reader and excelled academically, 
eventually acquiring a PhD. His mum notes 
with great pride, “He had three jobs to put 
himself through university, which I really 
just admire him for.”

John’s strong sense of social justice 
motivates him to be a voice for others with 

disabilities. “I’m a trustee of a disability 
organisation called Elevate, and I don’t 
think able-bodied people really understand 
how radically vulnerable being disabled can 
be… a good half of our clients at Elevate are 
suicidal. It’s really common for people to 
have extremes of emotion and difficulties 
that take years to process,” he says.

One of his main concerns is that 
able-bodied people, including medical 
professionals, generally don’t understand 
that living with a disability can be complex. 
He explains that a person may well have 
multiple conditions, or complications 
that interact with each other. On top 
of these a person may have to deal with 
the side effects of medications for these 
complications which could have the effect 
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of causing additional disability. On several occasions John needed 
to advocate for himself and he feels for disabled people who lack 
the ability to do so themselves or lack the support of others to 
advocate on their behalf. 

With this vulnerability at the forefront of his mind John is 
adamantly opposed to the End of Life Choice Bill. 

It worries him that the proposed Bill would allow a doctor to 
authorise a person’s assisted suicide without even having met 
them before. “As a patient you get your 10-minute appointment 
with a doctor. The doctor may be busy, harassed and probably 
underfunded. Maybe they don’t have expertise in your condition. 
(I’m not the only disabled person who has had the experience 
of a doctor having to look up what my condition was.) It gets 
even harder when you have a complicated set of conditions with 
complicated physical and emotional realities that might not be well 
understood. Added to this is the underlying imbalance of power 
between doctor and patient which would make dealing with what 

are literally matters of life and death even 
more dangerous.”

John warns that even if euthanasia 
legislation were to be limited to the 
terminally ill, it would still have a 
detrimental effect on disabled people. 
“Once you have created the category, 
once you’ve established the principle that 
some lives matter less than others, that 
there are some people whose suicide is 
not only condonable but is something 
we’ll assist, through this you’ve established 
the principle that if you’re weak, if you’re 
impaired, if your life is difficult, then your 
life has immediately become discounted. 
I think that this is not only discriminatory 
in the short term. In the long term, once it 
has become integrated into hospital care 

One of my biggest fears is that we’re slowly 
becoming what some have called a ‘throwaway 
culture’, where people who are more difficult, 
the elderly, the sick, the disabled… the people 
who take extra time, the people who are not  
40 years old and beautiful… have the space 
they occupy slowly taken away.“ ”
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and into people’s thinking, we would become a less hospitable 
society for people who are weak and difficult to care for.” 

John explains, “People think about euthanasia as a health issue or 
a personal choice issue. For me, it’s an issue of social justice. It’s 
a matter of which lives matter and whether all lives matter.” He 
knows that people view this Bill through the lens of not wanting 
to see people suffer. Being no stranger to pain or suffering, or the 
despair that can result, he continues, “This isn’t for me a question of 
particular hard cases, not even mine. It’s a question about what kind 
of society we want to live in. I want all lives to matter not just some. 
And I want a country that understands that, in life and in law.”

“I think when people are vulnerable, when they have lower 
literacy, when they’re at the bottom of the wrong end of power 
dynamics, we should be more careful and not less. I want a society 
of solidarity and kindness where everyone is valued.” 

“The worst thing is not feeling your value and there comes a 
moment when you don’t feel that, and other people have to hold 
it for you. That’s what our society should be doing with people  
in pain.”

“One of my biggest fears is that we’re slowly becoming what 
some have called a ‘throwaway culture’, where people who are 
more difficult, the elderly, the sick, the disabled… the people 
who take extra time, the people who are not 40 years old and 
beautiful… have the space they occupy slowly taken away. 
I’m worried that this society would create what is essentially a 
conveyer belt to suicide.”

“It really frustrates me when people say things like, ‘I don’t want to 
be dependent’; ‘I don’t want to have somebody feed me or toilet 
me, wipe me or be with me’; ‘I want to be autonomous by myself 

because that’s my conception of dignity’. I 
don’t think these people realise how insulting 
such messages are – not only to disabled 
people like me, but also to elderly people 
who need such support daily.” 

“We have this strange idea that dignity is 
dependent on standing alone. Whereas in 
fact, none of us actually do that in real life. 
Especially as we get older we increasingly 
depend on others. We all need a society in 
which it’s okay to be cared for.” 

John is wary of the idea that this Bill could 
put the onus onto someone who is already 
vulnerable and then claim that ‘it’s their 
choice to die’ – which he says would be 
nothing short of naivety. As John points 
out, “Every choice to say ‘yes’ or ‘no’ comes 
in a context; A context of who’s with you 
and what they give you… and a context of 
the support you get. I am able to say ‘yes’ 
to life because of the kindness and the 
support that I get.”

Helma reckons that there are very few 
people who have never thought that their 
lives are too difficult and never considered 
ending their lives. She continues,” I believe 
it would be dangerous to offer assisted 
suicide as an option in the place of good 
holistic support. And yet it is exactly this 
sort of support that gets people through 
their dark days and difficult patches.”

John concludes, “As an adult I’m a much 
different person now and in some ways a 
much less able person. But I’m still here and 
still open to goodness and kindness. I’m still 
able to say my life is valid and meaningful 
to the people that I love and to my country. 
That’s what I want for everybody.”

“ ”
People think about euthanasia 
as a health issue or a personal 
choice issue. For me, it’s an 
issue of social justice. It’s a 
matter of which lives matter 
and whether all lives matter
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DO YOU 
WANT 
SOMEONE 
YOU LOVE 
TO BE 
EUTHANISED 
BECAUSE 
THEY FELT 
LIKE THEY 
WERE A 
BURDEN  
ON YOU?

Rising 
numbers and 
percentages 
of people 
prescribed 
lethal drugs in 
the US state 
of Oregon 
state that 
one of their 
motivations for 
wanting to die 
is because they 
feel concerned 
about being a 
burden on their 
family, friends 
and caregivers.

In 2018, 63.6% of those who had 
an assisted suicide death ticked 
that they requested their lethal 
prescription, at least in part, 
because they were concerned 
about being a burden. This is up 
from 55.2% in 2017, and way up 
from the 22.4% who cited feeling 
like they were a burden in the 
first few years after the Death 
with Dignity Law was passed. Source: Oregon Public Health Division, Oregon’s Death 

with Dignity Act: 2018 data summary (2019).
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 ife and death are not 
individual events. There are 
very few people who are on 
the earth by themselves. 
We exist as part of our 
families, our whānau and 

our communities.

For many Māori, death is very much 
a natural part of our lives. It’s a process 
that the whole whānau goes through 
together with the dying person because 
it’s not just the person dying, but the 
whānau farewelling a part of itself. It’s a 
really important time in all of our lives 
when we are farewelling somebody 
whom we love and care for. It is the 
responsibility of all of us to be at one 
with one another.

The End of Life Choice Bill would 
invade this sacred space. The Bill would 
allow a person to request a euthanasia 
death without talking to their family, 
and a person could be killed without 
the family knowing. In treating the 
dying person only as an individual 
and not as a whānau member, the Bill 
misunderstands what it means to live 
and to die. I feel quite sad about this  
Bill because what it does is it undermines 
the essential things that we believe in 
as tangata whenua, saying that that’s of 

no consequence. People, whether they 
be terminally ill, disabled, or old, are still 
members of families. It doesn’t matter 
what their circumstances are.

About three years ago my husband 
George had a heart attack and a stroke. 
He was in intensive care, and a doctor 
came in in the middle of the night, and 
said to me that she would hope that I 
wouldn’t expect them to resuscitate 
him. And I thought to myself, “Wow.” 
So I said to her, “I don’t think I would 
expect you to do anything for my 
husband. In fact, as soon as he is well 
enough, we will go home, and we will 
decide what treatment he will receive.” 
So we took George home, and right 
through that first year, we’re being told 
that he could go at any time.

But, you know, he’s still alive. We all 
care for him. I had a grandson give his 
job up in Wellington and come back 
to Whanganui to help me to look after 
his grandfather. People need to live in 
a safe, happy environment, to be loved 
within their family, to have the family 
there to support them and to help them 
do what they need to do.

I know that there are many people 
who don’t have that safe, happy 
environment, who have dysfunctional 

families, and who can’t afford the 
medications and support that they need. 
I have a friend whose boy has got cystic 
fibrosis. His medication costs thousands 
of dollars a month. And we know of 

Hon Dame Tariana Turia 
(Ngāti Apa, Ngā Rauru, 
Tūwharetoa) is a former 
Minister for Disability 
Issues, Associate Minister 
for Health, and Minister 
responsible for Whānau 
Ora, and the founder and 
former leader of the Māori 
Party. She served as an 
MP from 1996 to 2014. 
She was made a Dame 
Companion of the New 
Zealand Order of Merit 
in the 2015 New Year 
Honours for services as a 
Member of Parliament.

Dame Tariana’s 
participation in #DefendNZ 
comes from a desire to 
maintain tikanga Māori 
in regard to death and 
dying. These are matters 
for the family and whānau 
to attend to. Instead of 
enabling the suicide of 
some, the State should be 
protecting the lives of all. 
Dame Tariana speaks out to 
#DefendNZMāori.
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Death is not a 
parliamentary 
matter. It is a 
family matter. We 
exist in families, 
and we should be 
cared for to the 
end in our families. 
The State can and 
should support 
our families and 
whānau to care 
for us when we are 
disabled, when we 
are ill, and when we 
are old. 

women who have particular types of 
breast cancer who can only get the 
medication that they need  
to survive if they are able to pay for  
it. How do we have a system that 
doesn’t cover necessary medications? 
I wouldn’t want anyone choosing a 
euthanasia death simply because they 
can’t afford treatment.

And I remember when I was the 
Minister for Disabilities, there were lots 
of issues for the disability community 
– lack of sufficient support, barriers 
to access, and societal prejudice. But, 
frankly, no one from that community 
ever said to me that they wanted to 
get assistance to die. They wanted to 

be assisted to live, and to live their life 
in the fullest way that was possible for 
them. I’ve seen some pretty amazing 
people in my lifetime, and it’s been a 
privilege to know and be a part of their 
lives. They don’t just want to be alive, 
they want to be able to do the things 
that are really important to them, 
and that’s what the system should be 
looking at. Instead of including them 
on the list of people who can get 
assistance to die, we should be ensuring 
that they have every assistance to live.

I would say to MPs that the End of 
Life Choice Bill is not something you 
should be voting for. MPs are there to 
run the country. They are not there to 

make such significant decisions about 
life and death. They’re there to run 
our country the way they should. And 
I can’t see how euthanasia contributes 
to the overall well-being of our whānau 
and our communities.

Death is not a parliamentary matter. 
It is a family matter. We exist in families, 
and we should be cared for to the end in 
our families. The State can and should 
support our families and whānau to 
care for us when we are disabled, when 
we are ill, and when we are old. But it 
should not pass a law that undercuts our 
families and whānau and makes death an 
option for those with limited resources  
and insufficient support.
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New Zealanders 
 overwhelmingly oppose 
the End of Life Choice Bill. 
Of the more than 37,000 
submissions made on the Bill 
to the Justice Committee in 
2018, 90% of them called on 
Parliament not to pass this 
Bill. That’s over 32,000 New 
Zealanders telling Parliament 
to vote “no” on the End of 
Life Choice Bill.

This level of opposition is not 
unprecedented. Back in 2016/2017, 
the Health Committee investigated 
New Zealanders’ views on the 
legalisation of euthanasia and assisted 
suicide, in general. Of the over 
21,000 submissions they received, 
78% opposed legalising euthanasia and 
assisted suicide.

Such high levels of opposition 
contrast with the results of public 
polls. In 2018, 71% of Kiwis told a 
Newshub Reid Research poll that 
they supported a law “that would 
allow terminally ill patients to choose 
to die, with the help and support of 
their doctor.” Similarly, in 2017, 75% 
of New Zealanders polled by Horizon 
Poll said that they supported “a law 
change to allow medical practitioners 
to assist people to die, where a request 
has come from a mentally competent 
patient, 18 years or over, who has end 

stage terminal disease and irreversible 
unbearable suffering, e.g. cancer.”

Why the discrepancy between 
submissions and polling?  
There are several reasons.

• Polls on euthanasia usually include 
euphemisms and key phrases that 
are not defined, such as ‘choose to 
die’, ‘assist to die’ or ‘assisted dying’. 
A 2017 Curia Market Research 
poll found that most respondents 
confused ‘assisted dying’ with end-
of-life practices that are already 
legal. Therefore support for a 
concept such as ‘assisted dying’ does 
not necessarily mean support for 
the legalisation of euthanasia and 
assisted suicide.     

• Polling takes a sampling of a 
population, whereas submissions 
are generally only written by people 
who care deeply about an issue. 
(Parliament usually receives only 
a hundred or so submissions on a 
proposed law.) Most people will have 

opinions on a range of issues, but 
only really care and have thought 
deeply about a handful or so. 
Polling captures everyone, whereas 
submissions capture those who take 
a deep interest in an issue.

• In a submission, a person explains 
what they think about a specific piece 
of legislation (usually by including 
arguments, personal stories and 
evidence), put their name publicly to 
those thoughts, and take the time to 
send them to Parliament. Polls, on 
the other hand, are anonymous, and 
they only require a person to give a 
simple answer to a pre-set question 
without giving it much thought.

That simple answer may contain the 
most important difference between 
polling and submissions. Making and 
considering laws about complex topics 
like euthanasia and assisted suicide is 
a complicated task. Polls ask people to 
make a snap judgment about what is 
actually a multifaceted, nuanced issue. 
By their very nature, polls can’t get 
into the complexity of what it means 
to license doctors to end the lives of 
some of their patients. Submissions, 
however, give people the space to 
consider the merits of a particular 
law, with its particular details and 
implications, its benefits and risks.

When committed, interested New 
Zealanders are given the space to 
consider the legalisation of euthanasia 
and assisted suicide – and in particular 
the End of Life Choice Bill – they very 
clearly and overwhelmingly say “no”.

 When committed,  
 interested New Zealanders  
 are given the space to  
 consider the legalisation  
 of euthanasia and assisted  
 suicide – and in particular  
 the End of Life Choice  
 Bill – they very clearly and  
 overwhelmingly say “no”.

Sources: Care Alliance, Analysis of submissions to the Justice Committee on the End of Life Choice Bill (2019); E Hurley & L Burr, “Newshub poll: Most New Zealanders support 
euthanasia,” Newshub (3 February 2018); Horizon Poll, “75% support medical assistance to die,” Horizon Poll News (18 June 2017); Euthanasia-Free NZ, “Widespread confusion 
about ‘assisted dying’”, Scoop (13 December 2017).
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90% of submissions to the 
Justice Committee 

oppose the End of Life Choice Bill.
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The End of Life Choice  
Bill proposes that death  
and dying are private, 
individual affairs.  
But how does that work when the 
individual exists not for himself or 
herself, but as an essential part of  
a whānau or wider family? 

Māori health protocols dictate  
that patients be seen not as 
individuals but as whānau members. 
When one member gets sick, health 
professionals should work with  
the whole whānau – not only  
that individual.

For many Māori dying is a communal 
and spiritual affair. Whānau are 

intricately involved in the care of 
the dying member, and it is a stage 
of life that the whānau goes through 
together, involving a range of tikanga 
Māori, including rongoā, mirimiri, and 
karakia. Hospice and palliative care 
specialists are becoming increasingly 
aware of and incorporating whānau 
and tikanga Māori into their care 
provisions for the dying.

The End of Life Choice Bill is largely 
deaf to Māori conceptions of people 

and death as well as tikanga Māori.  
In enabling patients to make a 
request for euthanasia without 
consulting with family, it neglects 
to acknowledge the importance of 
Māori as whānau members.  

There is also a concern amongst 
some Māori that marae may refuse 
to host tangi or funerals for people 
who die by euthanasia or assisted 
suicide because they will have 
effectively committed suicide.

Sources: T Moeke-Maxwell, L W Nikora, N Te Awekotuku, “End-of-life care and Māori whanau resilience,” in Mai Journal (2014) 3(2): 140-152; E J Taylor & S Simmonds, 
“Māori perspectives on hospice care,” in Diversity and Equality in Health and Care (February 2014) 11(1): 61-70; J Boyle, Interview with Ria Earp, “Māori death practices 
positively influencing wider society,” in The Death Series, by HealthCentral.nz: Exploring death and dying in New Zealand (14 June 2018); C Fraser, “Marae protocol may change 
if euthanasia legalised,” in Newshub (16 January 2018).

 The End of Life Choice Bill is largely deaf to Māori  
 conceptions of people and death as well as tikanga Māori.  
 In enabling patients to make a request for euthanasia  
 without consulting with family, it neglects to  
 acknowledge the importance of Māori as whānau members.  

Is the End of Life Choice Bill 
a colonial imposition?
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CLAIRE

WATCH CLAIRE’S STORY
www.defendnz.co.nz/claire

https://www.defendnz.co.nz/claire
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Claire grew up in Whangarei, 
with her parents, two sisters, 
great friends and weekends at 
the beach. “We had an idyllic 
childhood”, she says. 

The future looked bright. At only seventeen, 
Claire applied for entry into various design 
schools. But en route to one in Auckland, 
her life was changed forever.

That day she ran to the car in which her 
mum was already waiting. She remembers 
thinking, “I need to run more”. Ironically, 
about an hour later her mum fell asleep at 
the wheel. Within seconds the car went 
off the road and flipped upside down. She 
remembered how worried her sister was 
and realised that her condition was serious 
when she was airlifted to Auckland Hospital. 
Scans confirmed she fractured her C5 and 
C6 vertebrae, leaving her paralysed from the 
neck down: she would never walk again, let 
alone run.

CLAIREFREEMAN
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Claire recalls, “I couldn’t imagine living 
my life in a wheelchair or not having 
the use of my arms and hands. So I 
think I was in disbelief and denial for an 
awfully long time.”

“I’d have friends come and visit me and 
everyone was sort of saying ‘get well’, 
‘you’ll be okay’, ‘you’ll be walking’. We 
just assumed that it would get better… 
but it didn’t.” 

After seven months in hospital Claire 
moved to Wellington to study design, 
despite her physical limitations. But 
just before starting her degree she 
spiralled into dark depression. The 
pressure of having to navigate her way 
alone through everything that came 
with her disability left her feeling 
very isolated. She felt that she had 
no one to talk to and that nobody 
really understood what she was going 
through. “All the grief and anger that I 
felt, I just bottled it up,” she says.

About 18 months after the accident 
Claire visited her dad in Whangarei 
for the first time. Overwhelmed by 
memories of the accident, she she 
set out into the bush by herself and 
tried to overdose on pills. Fortunately, 
some people on a nearby bush walk 
found her and rushed her to hospital. 
She was already in a coma. Claire 
remembers waking up two weeks later, 
angry at being alive. 

Claire discovered that she could 
compensate for her lack of hand 
movement by using both her hands  
or her mouth. “You know, you just 
find ways of doing things and that’s 
what I did. I realised that I could  
adapt to anything really and if I could 
do a design degree without any  
hand movement then I could really 
achieve a lot. That gave me a big 
confidence boost.”

After graduating she was delighted 
to land a design job in Christchurch 
that eventually became full-time. 

“I’M SO GLAD THAT ASSISTED SUICIDE 
WASN’T AVAILABLE IN NEW ZEALAND, 
BECAUSE IF IT WERE, I WOULDN’T BE 

HERE TODAY. THAT’S SCARY FOR ME.” 

She loved it. However, when the 
earthquakes hit, Claire’s world was 
shaken once more, bringing to the 
surface her unresolved emotions from 
the accident. 

She had nightmares about the 
earthquakes and stopped sleeping. 
Then she tried to dull the pain by 
working and studying even harder, but 

just became increasingly exhausted. 
Once again Claire found herself in a 
dark place. She just wanted the world 
to stop. 

She attempted suicide on three more 
occasions and each time she ended up 
in hospital in a coma. Her body was 
clearly not ready to give up – even if 
her mind was.

Determined to find a way to 
successfully end her life, she started 
to talk about assisted suicide. A 
psychologist and a psychiatrist at the 
suicide outreach clinic validated her 
suicidal desires and both suggested 
that she explored assisted suicide 
in Switzerland. As a high-level 
tetraplegic she was considered a 
good candidate. Claire remembers, 
“All they saw was my disability. They 
didn’t ask me about my lifestyle or my 
coping mechanisms. It was just, ‘She’s 
got a broken neck. She can’t move. 
Why would she want to live?’”

When Claire talked to her family and 
friends about her interest in assisted 
suicide they disapproved, but most 
became more accepting of the idea 

after the medical professionals gave  
it validity. 

“So instead of committing suicide 
which seemed like a tragedy, assisted 
suicide didn’t seem so bad, because it 
was somebody helping me and it was 
controlled by the medical profession. 
And that’s not really something that 
you can argue with, and certainly, you 

know. you can’t argue with my broken 
neck which I was using as an excuse.” 

“What I didn’t realise was that it  
wasn’t my broken neck that was the 
problem. It was my lifestyle and my 
coping mechanisms.”

She had convinced herself that death 
was what she wanted and that it was 
something others agreed with also. “I 
guess I felt like a burden on society, 
on my friends and on my family. None 
of them expressed this idea to me 
overtly, but I just didn’t feel like I was 
of any value to anyone.”

“I’d convince them that I was in an 
awful lot of pain, that I was suffering. 
Actually, I just wasn’t facing the 
reality of the situation which was the 
fact that I was completely exhausted, 
overworked and traumatised. But 
you know, assisted suicide legitimises 
death and legitimises suicide. And 
I pretty much had most people in 
my life on board with my decision to 
end my life overseas, because it was 
something that the law had permitted 
and that made it okay.” 
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Then an unexpected turn of events followed. 
She was scheduled to have surgery to stabilise 
the metal work in her neck. It went really badly. 
Claire needed to have a screw inserted into her 
spine and in the process her spinal cord suffered 
additional damage. Because she lost movement 
in her triceps and wrists, she also lost her job and 
career. She was more disabled and in more pain 
than she had ever been. Physically she was at her 
lowest point. 

Because she had to stop working and had to put 
everything on hold, she was finally able to rest. 
The more she rested, the more she slept. She 
started to reflect on her lifestyle. 

A turning point was when she read a book by 
Barbara Gibson on quality of life. Claire realised, 
“My problems weren’t physical problems as such. 
It wasn’t my disability that was the problem. It 
was all the stuff that was manifesting in my head. 
It was my coping strategy of being busy. I was 
overwhelmed and I couldn’t cope.”
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“My pain was more related to my 
psychological state than my physical 
state. It manifested in a physical way, 
but it manifested more because I was 
so tired, because I was stressed. I was 
exhausted. I was traumatised from the 
earthquakes.”

For twenty years, and until only 
three years ago, Claire was an ardent 
supporter of euthanasia and assisted 
suicide and wished these were 
legally available in New Zealand. “In 
hindsight,” she explains, “I wanted 
assisted suicide because I wasn’t 
coping with my life. Now that I’ve put 
the support in place, I love my life. 
I’m so glad that assisted suicide wasn’t 
available in New Zealand, because if it 
were, I wouldn’t be here today. That’s 
scary for me.” 

“MY PAIN 
WAS MORE 
RELATED TO MY 
PSYCHOLOGICAL 
STATE THAN MY 
PHYSICAL STATE. 
IT MANIFESTED 
IN A PHYSICAL 
WAY BECAUSE I 
WAS SO TIRED, 
BECAUSE I WAS 
SO STRESSED.”

Claire is convinced that assisted 
suicide is simply another form 
of suicide. Depression led her to 
attempt suicide four times, and it was 
depression that led her to consider 
assisted suicide overseas. In both 
cases the cause and the need were 
the same. She ponders, “The irony 
is that we don’t agree with suicide. 
We’re fighting against our incredibly 
high rates of suicide and yet at the 
same time we are saying that assisted 
suicide is okay. But what’s the 
difference? How is assisted suicide any 
different to suicide?”

Claire spoke to a man in the 
Netherlands whose mother had 
euthanasia following a relationship 
break-up which had left her feeling 
depressed. The first he heard of his 

mother’s plans was when he received 
her death certificate. “This man is 
traumatised,” Claire reports. He had 
no opportunity to help his struggling 
mother or to say goodbye. 

Claire is concerned about the fact 
that euthanasia laws allow a person to 
request lethal drugs without discussing 
such a momentous decision with 
their family. “This Bill feeds into the 
individualistic culture that the majority 
of New Zealanders have,” she argues. 

Claire takes pride in being a member 
of Ngāpuhi, the Māori heritage on her 
father’s side. “Māori are about whānau, 
about the collective, and about making 
decisions as a group. This Bill negates a 
lot of those indigenous ideas and values 
that we hold.”
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Having travelled extensively, she 
noticed that in other countries people 
offer to help her with her wheelchair, 
but that it doesn’t happen in  
New Zealand, even though it is often 
hard for disabled Kiwis to access 
transport and buildings. Claire 
also identified a staunch culture of 
independence in her home country. 
“The underlying message is that if 
you’re not independent, you’re not 
of value. This puts an enormous 
amount of stress on someone who 

can’t be independent anymore.” The 
emphasis on individual independence 
contributes to people feeling isolated, 
vulnerable and without support. 

“I find it really disheartening that 
euthanasia is being presented as an 
option, because we’re better than that. 
We’re Kiwis. We’re about kindness. 
We’re about love. We’re about unity. 
This Bill suggests otherwise. It says to 
people who are seriously ill or disabled 
that they’re of less value.”
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“Instead of saying, ‘Here’s the option 
for assisted suicide’, we need to offer 
them support, love and a sense of 
value,” she recommends. 

“Even the simple fact of being 
presented with the options made 
possible by this Bill as an idea for me 
to consider immediately devalues 
my life. Straight away it makes me 
feel that if a health professional is 
providing this to me as an option, then 
maybe they have got a point. You 
know, we put doctors on a pedestal. 
We believe them. We trust them.”

Claire reckons many people, including 
many medical professionals, are afraid 
of paralysis and a loss of dignity – of 
a life like hers. They are afraid of the 
unknown. They fear the disability 
that so often accompanies serious 
illness and assume that a person with 
a significant disability would have poor 
good quality of life. “The reality is that 
with the right support I now have a 
great quality of life and I can do just 
about anything that anyone else can 
do. I just do it a bit differently, and 
actually, I’m okay with that now.”

“I’M VERY 
HUMBLED WHEN 
I HEAR OTHER 
PEOPLE’S STORIES 
AND ESPECIALLY 
ABOUT HOW 
MUCH I’VE 
BEEN ABLE TO 
INFLUENCE THEM. 
YOU KNOW, IT 
MAKES ME FEEL 
REALLY GOOD. IT 
ALSO MAKES ME 
FEEL THAT MAYBE 
I STILL HAVE A 
LOT MORE TO 
CONTRIBUTE TO 
THIS WORLD.” 

“I look at my life now, at how rich it is, 
and I look at all the experiences I’ve 
been given. I’ve got a great life. I love 
my life and I’m really glad I’m here.” 
She has travelled to Milan to model 
on the catwalk in her wheelchair. 
Her blog and social media accounts 
have a large following. She lives in 
a house that she designed herself 
and is in a fulfilling relationship with 
a supportive partner. She is doing a 
PhD in disability issues and continues 
to mentor a support group. 

“The one thing that came out of being 
so active on social media,” Claire 
says, “is that I became aware that 
people who are different, people who 
are disabled, people who have been 
through trauma… they are desperate 
to be heard. They don’t want to feel 
alone or isolated. And I do feel that 
this Bill isolates people.” 

She says, “I’m trying to teach people 
that there’s more to life than one’s 
disability. Disability is actually a 
positive, because it gives you skills  
and experiences you wouldn’t have  
had otherwise.”

She still goes through ups and downs 
and sometimes misses her life before 
the accident, but she makes a point of 
not dwelling on what’s been. She has 
learnt to create a life that’s enjoyable 
and fulfilling. “Mindset is the major 
player,” she says.

“I’m very humbled when I hear other 
people’s stories and especially about 
how much I’ve been able to influence 
them. You know, it makes me feel 
really good. It also makes me feel 
that maybe I still have a lot more to 
contribute to this world.” 

The woman who once wanted her life 
to stop, has become unstoppable.
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Depending on the type of law passed, 
New Zealand could expect anywhere 
from 133 to 1,534 euthanasia or assisted 
suicide deaths per year.

Sources: The predicted number of deaths has been computed by taking the rate of assisted suicide or euthanasia deaths in each jurisdiction and applying it to the New Zealand 
death total for 2017 (33,339 deaths). Jurisdictional data comes from: Oregon Public Health Division, Oregon’s Death with Dignity Act: 2017 data summary (2018); Commission 
fédérale de Contrôle et d’Évaluation de l’Euthanasie, “Septième rapport aux Chambres législatives, années 2014-2015,” (2016); Health Canada, 2nd Interim Report on Medical 
Assistance in Dying in Canada (2017); Health Canada, 3rd Interim Report on Medical Assistance in Dying in Canada (2018).

There are two broad types of “assisted dying” laws internationally: 

Were New Zealand to pass a 
US-style assisted suicide law 
like that of the US state of 
Oregon, we could eventually 
expect to see about 133 assisted 
suicide deaths per year.

In the US model, only assisted 
suicide is legal. That is, doctors 
prescribe lethal drugs to their 
patients, and these patients are 
expected to self-administer the 
drugs. Assisted suicide is limited 
to those with a terminal illness 
and a prognosis of 6 months or 
less to live.

US MODEL

133
Were New Zealand to pass a 
European-style euthanasia law 
like that of Belgium, we could 
eventually expect to see about 
1,534 deaths per year.

EU MODEL
Under the European model, 
euthanasia (and sometimes 
assisted suicide also) is legal. 
That is, doctors administer lethal 
drugs to their patients with the 
intention of ending the patient’s 
life. Euthanasia is available to a 
wider group of patients, often 
including those with chronic 
conditions, non-terminal 
serious illnesses, disabilities, 
and, increasingly, mental health 
issues.

1,534

Taking a somewhat middle 
road and passing a law like 
that in Canada (where both 
euthanasia and assisted 
suicide are legal, but only 
when natural death must be 
“reasonably foreseeable”), 
we could expect to see about 
246 deaths in the first year.
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believe that the decision whether 
or not to legalise euthanasia is 
the single most important values 
decision of the 21st century. It is not 
a minor extension on anything that 
we’ve done before. It is a complete 

break with over two thousand years of 
medical ethics – involving doctors in 
the intentional ending of life – and it 
undermines, with terrible consequence, 
a foundational value of every civilised 
society – that we don’t intentionally kill 
each other. 

In short, legalising euthanasia is not, 
as pro-euthanasia advocates argue, just a 
further small step on a path that we have 
already taken. Rather, it’s a seismic shift 
in our most foundational values both as 
individuals and a society. 

For millennia, a doctor’s role has been 
to heal and never to kill. When people 
see a doctor, they expect a doctor to be 
ethical – they expect a doctor to try to 
help them live as long as possible, and, 
when they are at the end of life, for a 
doctor to make them as comfortable 
as possible. Euthanasia twists people’s 
expectations about doctors. It uses 
people’s trust in the medical profession to 
normalise suicide for some people.

Professor Margaret Somerville 
is Professor of Bioethics at 
the University of Notre Dame 
Australia. Prior to that, she 
was Samuel Gale Professor 
of Law at McGill University 
in Montreal, Canada, and the 
founding director of the McGill 
Centre for Medicine, Ethics 
and Law. Professor Somerville 
is a Member of the Order  
of Australia for service to the 
law and to bioethics, and a 
Fellow of the Royal Society  
of Canada.

Professor Somerville lends her 
vast expertise and experience 
in bioethics and the euthanasia 
experience around the world 
to #DefendNZ. She sees the 
legalisation of euthanasia as 
the crossing of an ethical and 
legal Rubicon, after which it 
becomes impossible to contain 
the application and practice 
of euthanasia. Professor 
Somerville speaks out to 
#DefendNZEthics.

Some proponents of bills like the  
End of Life Choice Bill argue that doctors 
are already practising euthanasia. They’re 
just doing it without any regulations, so 
we should regulate them. But this  
is misguided. 

First, turning off life support, ceasing 
treatment and providing necessary pain 
management are not euthanasia. Many 
people – even some doctors – think  
that these things are euthanasia, but 
they’re not. 

Secondly, if some doctors actually are 
killing their patients when it is against 
the law, when it is murder, why would we 
think that regulations would help? Why 

PROFESSOR 
MARGARET 
SOMERVILLE 
PROFESSOR 
OF BIOETHICS, 
SYDNEY AND MONTREAL
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The passage of 
euthanasia legislation 
is not inevitable. But 
defeating it depends on 
politicians being fully 
and adequately informed 
and understanding what 
they’re unleashing if 
they do this.

would people willing to commit the most 
serious crime you can commit listen to 
regulations that have been put in place by 
a bureaucrat?

Looking at the Canadian province 
of Quebec, which legalised euthanasia 
a few years ago, in one report, 10% 
of euthanasia deaths reported to the 
province did not comply with the 
requirements in the law. And 17% of the 
cases of euthanasia were not reported to 
the province – so an additional failure to 
comply with regulations.

Non-compliance with laws and 
regulations isn’t the worst of what is going 
on in Canada. When a state legalises 

euthanasia, it becomes absolutely 
inevitable that the practice will expand, 
and so it has in every jurisdiction that has 
legalised it. It is inevitable because the 
justification used for legalising euthanasia 
is that it is a person’s right to choose 
whether they want to go on with their 
life or not, that euthanasia is necessary 
to respect a person’s right to self-
determination and autonomy. It cannot 
be contained to just a few select people or 
for just a few select conditions.

I remember arguing with Dr Yves 
Robert, one of the main proponents of 
Canada’s euthanasia law in Quebec. He 
predicted that there would never be more 

than 100 cases of euthanasia a year. 
Within the first two years of Canada’s law 
coming in, there were somewhere around 
7,000 cases. As soon as the original 
legislation was passed – which was, itself, 
very broad – efforts began to expand the 
eligibility criteria, in doctors’ surgeries, in 
the courts, and in the legislature. 

Canada is looking at expanding the 
law to include children, those who have 
made advance directives before becoming 
incompetent, and those with mental 
illness. In addition, discussion has also 
begun over the use of euthanasia as a 
source of organs for transplant. A person 
who has been euthanised can currently 



I know there are 
individual cases that 
are absolutely heart-
breaking, and most 
people who see those 
and are promoting 
euthanasia want it for 
the very best reasons 
– they don’t want it 
to go wild. They think 
it can be controlled, 
but it can’t be. Once 
you step over that 
line, there is no logical 
stopping point.
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donate their organs, but only after they 
have died. The proposal now is that a 
person who has requested euthanasia 
could have their organs harvested before 
they die, as a way both to secure living 
organs and to euthanise the patient.

Dr Robert has recently written a letter 
called Vers la mort à la carte?, or Towards 
death a la carte?, in which he asks if things 
are getting out of control in Quebec. 
He said he never anticipated this would 
happen, and he’s growing concerned that 
the original rules are relaxing as more and 
more people argue that it’s their life and 
it should be their choice when to die. He 
believes now that the medical profession 
should not be delivering euthanasia as it’s 
simply state-approved suicide.

I know there are individual cases that 
are absolutely heart-breaking, and most 
people who see those and are promoting 
euthanasia want it for the very best 
reasons – they don’t want it to go wild. 

They think it can be controlled, but it 
can’t be. Once you step over that line, 
there is no logical stopping point. And 
that’s what we’re seeing not only in 
Canada, but in every jurisdiction where 
euthanasia is legal.

New Zealand is a beautiful country, 
but it is not unique. Should you pass 
the End of Life Choice Bill, you would 
suffer the same fate as other countries. 
In every single one of them, the criteria 
for access to euthanasia has widened, the 
rate of carrying out euthanasia without 
compliance with the law increases, 
and the number of cases of euthanasia 
increases rapidly. It’s true of the 
Netherlands, it’s true of Belgium, it’s true 
of Canada, and it would be true of  
New Zealand.

The passage of euthanasia legislation is 
not inevitable. But defeating it depends 
on politicians being fully and adequately 
informed and understanding what they’re 

unleashing if they do this. It’s not just an 
issue of being kind and compassionate 
to one individual suffering patient in the 
present. Breaking with medical ethics 
and undermining a foundational value of 
civilised society by allowing doctors to 
intentionally inflict death on their patients 
or assist them to commit suicide comes  
at a great and ever-increasing cost.
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Euthanasia laws can expand  
to include the mentally ill,  
old and children.

Sources: Regionale Toetsingscommissies Euthanasie, Vijftien jaar euthanasiewet: belangrijkste cijfers, 2017 (2018); S Y H Kim, R G De Vries, J Peteet, “Euthanasia and assisted 
suicide of patients with psychiatric disorders in the Netherlands 2011 to 2014,” in JAMA Psychiatry (2016) 73(4): 362-368; J Pieters, “Euthanasia Ok’d for dementia patients 
who request it when lucid,” in NL Times (7 January 2016); T Boer, Submission to the Justice Committee on the End of Life Choice Bill, (5 March 2018); S Dierickx, L Deliens, 
J Cohen, K Chambaere, “Euthanasia in Belgium: trends in reported cases between 2003 and 2013,” CMAJ (2016) 188(16):E407-E414; Pro Vita, Euthanasie bij gevorderde 
dementia ‘denkbaar’, (23 April 2015); F Stahle, Submission to the Justice Committee on the End of Life Choice Bill, (February 2018); B Yelle, “Keep leading with better end-
of-life choices” in The Register-Guard (15 January 2019); Council of Canadian Academies, Medical Assistance in Dying: The expert panel on Medical Assistance in Dying, (12 
December 2018); CTV News, Assisted dying laws are ‘paternalistic and patronizing’, academic says, (7 January 2019). The Canadian Press, “B.C. woman who challenged right-to-
die laws gets medically assisted death,” in CBC News (18 September 2017).

Ontario Superior Court declared 
that a patient doesn’t have to have 
a terminal condition or expect 
death to occur within a specific 
timeframe to meet the law’s 
requirement that “natural death has 
become reasonably foreseeable”.  

Every jurisdiction that has 
legalised euthanasia or 
assisted suicide has seen 
the intended boundaries 
of their law expand over 
time. Once a state gives a 
license to doctors to end 
the lives of their patients, 
boundaries around who gets 
included and who doesn’t 
become fuzzy and get 
actively pushed out.
The most glaring evidence of such 
a slippery slope may be seen in the 
Netherlands and Belgium. The Dutch 
law hasn’t changed since euthanasia 
was decriminalised, but the reasons 
for wanting euthanasia have continued 
to expand. Initially terminal cancer 
accounted for 95% of euthanasia 
deaths, but now they make up only 
68%. The rest are increasingly due 
to mental illness, early dementia, 
psychological suffering or 
accumulating age-related complaints.

In the past few years, the Netherlands 
has seen the euthanasia of a 54-year-
old with personality and eating 
disorders, a 29-year-old with severe 
mental illness, and a sexual abuse 
victim in her 20s who suffered from 
PTSD. 

In Belgium, a 44-year-old with 
chronic anorexia nervosa, a 44-year-
old transgender man who was 
dissatisfied with his sex change 
operation, and 45-year-old twins who 
were going blind were all euthanised. 
An 85-year-old woman was 
euthanised because she was grieving 
the death of her daughter. 

In a 2015 survey of Dutch SCEN 
doctors (similar to the SCENZ 
Group proposed by the End of Life 
Choice Bill), half (49%) said that 

the limits had been broadened since 
their first years as a SCEN doctor. 
None of these changes were made 
by Parliament. Eleven per cent of 
SCEN doctors admitted to approving 
people for euthanasia who felt they 
were “suffering from life” without any 
medical basis, even though such cases 
were regarded by the researchers 
as outside the law. The Netherlands 
is currently debating extending the 
euthanasia law to include people 
who are healthy but feel they have 
“completed life”.

But it’s not only the European 
jurisdictions where the slippery slope 
occurs. In Oregon, where assisted 
suicide may only be given to those 
with a terminal diagnosis with 6 
months or less to live, the definition of 
a “terminal condition” has expanded 
over time. What was once limited 
to conditions that no treatment 
could stall or cure is now increasingly 
available to people who refuse 
treatment that can keep them alive, 
such as diabetics. A Bill is currently 

being proposed to expand 
eligibility to any patient 
with an incurable disease or 
unbearable pain. 

And in Canada, where their 
Medical Assistance in Dying 
Law has been in effect 
for just over two years, 
an expert panel examined 
the extension of the law 
to mature minors, people 
who made advance requests 
and to those with a mental 

illness only. Cases are being brought 
to court to expand eligibility to people 
with disabilities such as cerebral 
palsy. In 2017, the Ontario Superior 
Court declared that a patient doesn’t 
have to have a terminal condition 
or expect death to occur within a 
specific timeframe to meet the law’s 
requirement that “natural death has 
become reasonably foreseeable”.  

The slippery slope is real. And if 
Canada’s experience is anything to go 
by, it is getting more slippery.
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Robert Preston is the 
Director of UK think tank 
Living and Dying Well. Prior 
to his work at Living and 
Dying Well, Mr Preston was 
a Whitehall civil servant and 
subsequently parliamentary 
official. In 2004, he was the 
Clerk of a Select Committee 
of Peers that spent six 
months investigating  
assisted dying laws around 
the world, traveling to 
Oregon, the Netherlands, 
and Switzerland.

Mr Preston lends his vast 
expertise on euthanasia 
and assisted suicide laws to 
#DefendNZ. Based on his 
years of careful examination 
of the evidence, he sees 
nothing in the End of Choice 
Bill that satisfies him that 
it would be preferable 
to the law as it currently 
stands in New Zealand, in 
fact, it would be of great 
danger to public safety. 
Mr Preston speaks out to 
#DefendNZPublicSafety.  
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arliament at Westminster 
has debated changing the 
law on assisted dying on 
two separate occasions – in 
2006 and 2015. On both 
occasions it has firmly 

rejected a change in the law to allow 
assisted dying. On the second (and more 
recent) occasion in September 2015, the 
House of Commons rejected an assisted 
dying bill by no fewer than 330 votes to 
118; that means 73% voted against it. Why 
have these bills been defeated?

They’ve been defeated because what 
I will call the three tests have not been 
passed. The first test asks if it can be 
demonstrated that the law is in need of 
change. The second test asks if what will 
be put in its place will be better and, in 
particular, safer for vulnerable people. 
And the third test asks if this is really a job 
for the medical profession. I would urge 
you to apply these tests to your own End 
of Life Choice Bill.

Very often the first test is skated over. 
There seems to be an assumption on the 
part of those who campaign for a change 
in the law that because some people 
say they would like assistance to end 
their lives, therefore the law should be 
changed. But this is not an argument for 
the law needing to change.

The current law has a deterrent effect, 
but it also has discretion. It carries 
penalties in reserve, which are serious 
enough to make anyone minded to assist 
another person’s suicide to think very 
carefully before proceeding. But it’s also 
able to show compassion in genuinely 
deserving cases.

Now what is being proposed in your 
End of Life Choice Bill is the creation of 
a licensing system for assisting suicide. 
We wouldn’t have that kind of law in any 
other field. 

To give an example: if a parent were 
driving a desperately sick child to hospital, 
that parent will probably break all the 
traffic regulations on the way there, but it 
will be unlikely, given the circumstances, 
that they will be prosecuted. But nobody 
would seriously say that we should 
licence dangerous driving in prescribed 
circumstances in advance of the act. 
We expect these laws to be maintained 
to protect all of us, and we look to see 
exceptional cases dealt with exceptionally 
and with due compassion. And that is 
what the existing law does.

The End of Life Choice Bill does not 
pass the first test – it has not been 
demonstrated that the law is in need of 
change. So what of the second test – is the 
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End of Life Choice Bill better than the law 
you currently have, and will it be safe?

I have heard it said by proponents 
of the End of Life Choice Bill that it 
has safeguards. It doesn’t. It simply has 
statements of what should happen in  
an ideal world. But we don’t live in an 
ideal world.

The End of Life Choice Bill is very 
widely drawn, legalising both assisted 
suicide (whereby a doctor supplies lethal 
drugs for someone to self-administer) 

and euthanasia (whereby a doctor would 
inject a patient with lethal drugs). As well, 
the Bill’s definition of terminal illness is 
very vague. It says that you have to be 
terminally ill and have no more than six 
months to live. But then it also says, “or 
have a grievous medical condition and be 
in a state of decline.” 

There is almost no way of establishing 
whether parameters like these are met. 
There can scarcely be a street in  
New Zealand where there isn’t somebody 

I have heard it said 
by proponents of 
the End of Life 
Choice Bill that it 
has safeguards. It 
doesn’t. It simply 
has statements of 
what should happen 
in an ideal world. 
But we don’t live in 
an ideal world.

who wouldn’t qualify under the Bill. It 
would capture illnesses like multiple 
sclerosis, Alzheimer’s, and diabetes – 
pretty much any illness which would be 
life-limiting and would often go through 
ups and downs. At any one of the downs, 
a doctor might easily take the view that 
a patient met the bill’s conditions for 
assisted dying.

Furthermore, the Bill contains no 
minimum competence test. It says that 
a doctor must establish that a patient is 
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competent, but it prescribes no minimum 
steps for the doctor to take to make that 
assessment. And it contains no minimum 
steps for a doctor to ensure that a patient 
isn’t being pressured into making a request. 
It requires a doctor to be sure that the 
patient isn’t making the request under 
pressure, but it says nothing about what’s 
happened before the request is made.

What if doctors get it wrong? One 
of the reasons why capital punishment 
was abolished in both the UK and New 
Zealand was that, just occasionally, 
despite exhaustive legal process, mistakes 
were made, and the wrong person was 
harmed. Here we’re talking about a 
much less exhaustive process. In fact, 
it’s superficial by comparison. The risk of 
error is very much greater. And it  
is irrevocable. 

There are very considerable loopholes  
in the End of Life Choice Bill. It would  
not make good law or policy. So what 
of the third test – is this a job for the 
medical profession?

The End of Life Choice Bill doesn’t meet 
the third test because these are essentially 
social, not medical, decisions to make. 
They’re not decisions for doctors to take. 
Doctors are fine giving medical advice on 
things like diagnosis and prognosis and 
possible treatment options, but they’re 
in no position to decide whether people 
are under pressure, whether they’re 
competent to make decisions, and whether 
they have a settled wish to die. These are 
essentially social decisions.

The decision before you isn’t primarily 
a matter of conscience – it’s a matter of 
public safety. To MPs who will be voting 
on this Bill, I would say think of the safety 
of your constituents. Think of the safety 
of New Zealanders. It is not the purpose 
of the criminal law to give options and 
choices to some. It’s to give protection 
to all of us, and particularly to the most 
vulnerable among us. 

Can you be satisfied that the End of 
Life Choice Bill will do that? I doubt very 
much that it would. 

The decision 
before you isn’t 
primarily a matter 
of conscience – 
it’s a matter of 
public safety. To 
MPs who will be 
voting on this Bill, I 
would say, think of 
the safety of your 
constituents. Think 
of the safety of 
New Zealanders. It 
is not the purpose 
of the criminal law 
to give options and 
choices to some. It’s 
to give protection 
to all of us, and 
particularly to the 
most vulnerable 
among us. 
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THE FIRST PRINCIPLE of criminal 
law in New Zealand is to protect 
human life. The law currently prohibits 
both assisting someone to commit 
suicide and murder.

In 2015, Wellington lawyer Lecretia 
Seales tested New Zealand’s laws 
against assisted suicide and euthanasia. 
Believing that she would soon die from 
a brain tumour, she asked the Court 
three questions:

1. Could her doctor prescribe her a 
lethal drug or inject her with a lethal 
drug to end her life without being 
liable for criminal prosecution – that 
is, would it be legal?

But, he went on to 
say, this limitation on 
Seales’ right to life was 
appropriate as the laws 
against assisting in suicide 
and murder were there to 
protect all human life – 
making those things legal 
could endanger many 
other people’s lives.

If it wouldn’t be legal for her doctor to 
end her life,

2. didn’t that infringe Seales’ right to 
life? or

3. didn’t that infringe Seales’ right not 
to be subject to cruel, degrading or 
disproportionate treatment?

Justice Collins decided that the 
law was very clear: if Seales’ doctor 
prescribed her lethal drugs to end her 
life, the doctor would be criminally 
liable for assisting in suicide. If her 
doctor injected Seales with lethal 
drugs, the doctor would be criminally 
liable for murder. He said that  

New Zealand law was very clear that 
it was never appropriate to take 
someone’s life intentionally or to 
encourage or enable their suicide.

On the question of whether this very 
clear law against taking human life 
infringed Seales’ right to life, Justice 
Collins found that an argument could 
be made that it did. If Seales couldn’t 
get her doctor to end her life, he said, 
she might decide to commit suicide 
by herself at some point before she 
lost the capacity to do so, and thereby 
possibly lose some days, weeks, or 
months of life. But, he went on to 
say, this limitation on Seales’ right 
to life was appropriate as the laws 
against assisting in suicide and murder 
were there to protect all human life 
– making those things legal could 
endanger many other people’s lives.

Regarding the right not to be subject 
to cruel, degrading or disproportionate 
treatment, Justice Collins found 
that rather than this right being 
infringed, the treatment the state was 
offering Seales was compassionate 
and kind. Seales’ disease, while tragic 
and debilitating, was not caused by 
the state. The treatment the state 
offered Seales was palliative care. 
He concluded that the law against 
allowing Seales’ doctor to help her  
end her life was not cruel, degrading 
or disproportionate.

Why is  
assisted suicide 
illegal now?
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Richard McLeod is the 
Principal of McLeod & 
Associates, where he 
specialises in human rights, 
immigration and refugee law.

Richard joins #DefendNZ 
because he is deeply 
concerned about the 
legal deficiencies within 
the End of Life Choice 
Bill. Looking to overseas 
experience, he worries 
that the already vague and 
loose criteria within the Bill 
would expand even further 
in practice should the Bill 
pass, exposing more people 
to euthanasia and assisted 
suicide. Richard speaks out to 
#DefendNZLaw.

RICHARD MCLEOD – 
END OF LIFE CHOICE BILL 
HUMAN RIGHTS, 
IMMIGRATION AND 
REFUGEE LAWYER

s an immigration, 
refugee and human 
rights lawyer, I have 
spent the past 20 
years representing 
vulnerable people 

against the State. When I see a proposed 
law – like the End of Life Choice Bill – 
that is going to allow the most vulnerable 
members of our community to suddenly 
find themselves eligible to be euthanised 
or to be helped to commit suicide by 
the medical profession under the State’s 
supervision, I get very concerned.

And I’m not alone. There are 
many lawyers, some of whom may 
philosophically have no objection to 
a person who is terminally ill and in 
unbearable physical pain being helped to 
die, who see the End of Life Choice Bill as 
deeply problematic. 

The real unease amongst lawyers comes 
in when we start to consider how does 
a society legislate for euthanasia and 
assisted suicide. Who’s eligible for it? 
What are the safeguards in place for it? 
How do we prevent abuse? What are the 
risks of creating this kind of law? It’s in 
these details where we get very concerned 
with the End of Life Choice Bill.

There are multiple problems with this 
Bill. Firstly, it will utterly confuse and 
undermine suicide prevention efforts in 
New Zealand. The very same government 
department that would oversee 

euthanasia and assisted suicide is the same 
department that is vested with trying to 
prevent suicide in this country. 

A second problem with the Bill is that 
its eligibility criteria are flawed. The 
category of “grievous and irremediable 
medical condition” is dangerously vague, 
and threatens the lives and safety of many 
tens, if not hundreds of thousands of New 
Zealanders who have disabilities, mental 
illness, geriatric conditions, and aged 
frailties. Just about any condition could be 
classed under this category.

Coercion is another very serious 
problem.  Already in New Zealand 
we have growing instances of elder 
abuse, a growing burden of elderly on 
the healthcare system, and growing 
instances of inheritance disputes. It’s very 
foreseeable that people would be coerced 
into “choosing” a euthanasia or assisted 
suicide death. 

What’s not as foreseeable is that  
this coercion would ever be caught.  
The Bill’s claimed safeguards against 
coercion are hopelessly inadequate. 
Under the Bill, it’s not even illegal for 
a person to coerce someone else into 
choosing or requesting to be euthanised 
or helped to commit suicide. 

And the doctor is only required to 
do their best to ensure that the patient 
hasn’t been coerced. “Doing their best” 
is expressly limited only to talking to 

members of the patient’s family that 
the patient allows the doctor to talk to. 
And the patient can refuse to allow the 
doctor to talk to any family members. 
How on earth is a doctor going to be able 
to detect coercion in a situation where a 
patient refuses to allow the doctor to talk 
to anyone?

The Bill also suffers from a lack of 
transparency and accountability, and 
there are no appeal provisions. The 
doctor is the gatekeeper for euthanasia 
and assisted suicide, as well as the one 
who draws up the official report. The Bill 
shields the doctor from criminal and civil 
prosecution should anything go wrong 
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so long as the doctor acted “in good 
faith”, one of the lowest thresholds for 
accountability.

At the end of last year, David Seymour 
proposed 34 major amendments to try 
to correct some of these deficiencies in 
his Bill, but even they can’t repair what 
is the Bill’s fatal flaw: that it crosses the 
Rubicon in allowing doctors to end life, 
and there is no safe way to give that kind 
of power to any profession.

The law is very clear. What the End 
of Life Choice Bill proposes is currently 
a crime – it is assisted suicide, or it is 
culpable homicide. The courts have made 
it very clear, most recently in the Lecretia 
Seales’ case, that that is not permissible in 
New Zealand. 

Once you overturn this law, once 
you allow one person to end the life of 
another, no matter how restrictive the law 
is written initially, you will inevitably see 

a gradual expansion of that law through 
court challenges, through legislative 
challenges, and through gradual societal 
acceptance and expectation. This is what 
has happened overseas – the criteria 
inevitably expands, safeguards fall away, 
and coercion and abuses start to occur. 
What starts out as a right to die for a few 
very quickly becomes a duty to die for 
many. It’s unsurprising, therefore, that 
in Oregon last year, 63% of terminally 
ill patients who were assisted in their 
suicides said one of their main reasons 
they asked for it was because they felt 
(or were made to feel) that they were 
imposing a burden on their family, friends 
and caregivers by remaining alive.

As a country, in New Zealand, we 
pride ourselves on being the land of 
the fair go. The End of Life Choice Bill 
is fundamentally incompatible with 
everything we stand for as a nation. It 
should be consigned to the dustbin.

It crosses the 
Rubicon in allowing 
doctors to end life, 
and there is no safe 
way to give that 
kind of power to 
any profession.



VICKI WALSH  
Vicki, wife, mother and 
grandmother from Palmerston 
North, lives by the mantra of 
‘you can lay down and die or you 
can get up and fight’. As she 
stares death in the face, choosing 
to fight is a daily choice she is 
determined to make.

“YOU CAN LAY DOWN 
AND DIE OR YOU CAN 
GET UP AND FIGHT”
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VICKI HAS ALREADY HAD SEVERAL 
close encounters with death. She lost her 
brother and two of his friends after they 
were killed by a drunk driver when she was 
only thirteen. Then when she was 21 her 
father passed away from a heart attack, and 
following an eighteen-month battle with 
ovarian cancer, her mother also passed away. 
So Vicki understands only too well what it is 
like to lose loved ones, whether it is suddenly 
and unexpectedly or whether it means having 
to watch them die slowly over a long period 
of time.

“I say, there’s never a good way to lose 
someone you love, but the reality is that we 
all die,” Vicki says.

Unfortunately, her heartache has not ended 
there. In early 2011 she was driving towards an 
intersection as the lights were turning orange 
and as she tried to brake, her foot would 
not move. She didn’t understand what was 
happening, but had the quick thought to use 
the other leg. She managed to brake with the 
left foot just in time to avoid being hit by an 
oncoming car. Vicki remembers just sitting in 
her car completely bewildered at what had just 
happened. “I had no idea it was going to be the 
start of something big in my life.” 

Over the next few days there were seizures 
and other signs that things were not quite 
right, and so began her journey of many 
hospital visits. Vicki had test after test and 
finally, after two days in hospital, the doctor 
ordered an MRI scan. Within minutes of 
returning to her room from the scan, the 
doctor appeared, held her hand and told her 
that she had a mass on her brain, and that 
he was very sorry. Vicki wasn’t left to ponder 
too long what that meant. As she was being 
wheeled into the new ward, things started 
to feel a little too familiar; this was the exact 
same ward her mother had been in before 
she died. Vicki recalls that moment tearfully. 
“I just thought to myself, well you’ve got 
cancer. You wouldn’t be in here if you didn’t… 
and I wondered what that was going to mean 
for Dave and my kids.”

A nurse and doctor explained that she had 
Glioblastoma Multiforme (GBM) – the same 
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“I JUST THOUGHT TO MYSELF, WELL 
YOU’VE GOT CANCER. YOU WOULDN’T 
BE IN HERE IF YOU DIDN’T… AND I 
WONDERED WHAT THAT WAS GOING 
TO MEAN FOR DAVE AND MY KIDS.”

condition Lecretia Seales had. Other than being told that it was 
indeed cancer, she wasn’t given many specifics at the time, but 
she did ask the nurse to write down the name of her condition 
so that she could Google it later. It was a sobering experience 
when her online search brought up the words, ‘The Terminator’. 
Based on what she read Vicki soon realised just how serious her 
diagnosis was, and that she would be lucky to survive even as long 
as 18 months. 

Amid swirling thoughts she tried to figure out what she could do 
to fill those 18 months. Suddenly, she was in a very surreal place 
where everything felt like she was watching a movie of someone’s 
life, except it was her own.

Vicki’s husband, Dave, recalls that day which would change their 
lives forever, “As far as we were concerned, our world was falling 
apart. Crying, holding hands, embracing and crying again, and 
then trying to work out what was happening... it’s like having fifty 
thoughts all at once and trying to work out which is the good 
one… and the good thought is that she’s still alive… The other 49 
are that she’s going to die.” 

It was Dave who broke the news to Vicki’s daughter, Asti, who 
was a student at the time. “I remember when Pa called me 
and said, ‘Bub, Mum’s actually got a brain tumour,’ and I just 
remember thinking, like, ‘No way. There’s no way. It’s got to be 
wrong!’” remembers Asti.

When Vicki returned home, she was overwhelmed by the love and 
support she was shown. Friends showed up from all over. Some of 
them have stuck beside her and Dave and throughout the whole 
journey so far. She organised her funeral so her family wouldn’t 
have to deal with it. Next she used every last shred of willpower to 

achieve her dream of finishing her 
degree in applied management, 
between surgery, radiotherapy 
and chemotherapy. According to 
Vicki, “It was hard and tiring but I 
was very determined to do that. I’d 
worked hard enough to get it!”

Vicki hit a low point after she had 
completed her degree and was 
going through treatment. She was 
utterly exhausted, struggling with 
everyday things like getting out 
of bed and going to the toilet. In 
retrospect she realised that she 
had depression. No one had really 

talked to her about depression and how she might feel, just that 
she was going to die soon. She didn’t really know how to cope. 
Dave took three months off work to care for Vicki. “By the time 
she came back from hospital she was semi-bedridden… I was 
her carer, doing everything that was needed to get her through 
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the day. So I helped her out of bed, and I carried her out to our 
courtyard and to the bathroom.” 

Vicki had reached a dark and desperate place and, one day as 
she sat and contemplated what her life had become, she decided 
that if this was how it was going to be, then she didn’t want to live 
anymore. She counted out some pills, the number she felt would 
be sufficient to be fatal - and prepared to end her life. In that 
split second the thought popped into her mind to have a cup of 
tea. She reflects, “In those moments of having that cup of tea, I 
thought, ‘Mmm… no, don’t. Not today’.” 

She felt better the next day and even enjoyed reading a book that 
afternoon. “I remember thinking to myself, what if I’d done it!? I 
would’ve missed out on this day!” She realised that she could find 
something good in each day that she faced. Vicki is so grateful for 
all the beauty that she has been able to be part of since that day 
on which she almost gave it all up. She has since had three more 
grandchildren, been to her son’s 21st, celebrated 20 years of being 
married to her ‘soulmate’, and seen one of her children go through 
a tough time and come out successfully the other end. 

After those three very difficult months, Vicki’s condition 
improved to the point of not needing Dave’s constant care and he 
was able to return to work part-time – until Vicki was sure that 
she could manage without him. Although life was still hard, she 
had managed to turn a small but significant corner. She realised, 
too, everything she would have lost. There were so many things 
that were good in her life which could have been prematurely 
stolen if she had followed through on her feelings to end it all.

Vicki now has a mindset that even on a dark day it is still a good 
day to be alive. She is no stranger to pain and suffering, which 
makes her the perfect candidate 
to choose euthanasia if she so 
desires. “I know exactly what 
it is like to be so mentally and 
physically exhausted that it 
takes effort to even pick up your 
head. I know exactly what that 
feels like. I’m not cured; I’m still 
terminally ill.” says Vicki. 

While Vicki still undeniably has 
bad days, she shudders at the 
thought of what could happen if 
she went to the doctors on such 
a day. “If I was to visit the doctor 
on one of those bad days and he 
was to offer me euthanasia as 
an option… that would be awful. 
It would be like handing nooses 
to people at a suicide clinic. It 
doesn’t make sense to me that 

we would even contemplate offering this 
as a medical choice… and quite frankly, 
I’d be scared stiff to go to any doctor who 
believed in this.” 

It does beg the question, what confidence 
are we giving those who are already 
vulnerable? Will we isolate the vulnerable 
even more by making them feel unsafe 
around the medical professionals who care 
for them? Doesn’t this contradict what good 
support should look like? Surely, moving 
forward, we want to create an environment 
for vulnerable people to feel they can trust 
their doctor without having to be wary of 
them because of a feeling that they can’t be 
completely trusted.

“I KNOW EXACTLY WHAT IT 
IS LIKE TO BE SO MENTALLY 
AND PHYSICALLY EXHAUSTED 
THAT IT TAKES EFFORT TO 
EVEN PICK UP YOUR HEAD. 
I KNOW EXACTLY WHAT THAT 
FEELS LIKE. I’M NOT CURED, 
I’M STILL TERMINALLY ILL.” 
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hard, but also of being a beautiful time 
that she would not change for the world. 
Vicki considers her last moments with her 
mother as a very special time. 

For Vicki it is a no-brainer that the End of 
Life Bill is very much a public issue and not 
merely a private one. She says, “We might 
think individually we have the right to make 
these choices. We’re not actually realising 
the impact these individual choices might 
have on others more vulnerable than say, 
ourselves. How do we really know what’s 
going on with coercion? There’s a lot of sad 
and lonely people who I talk to.”

Vicki once had a conversation with a lady 
who confided that she was made to feel a 
bother, saying she felt like an inconvenient 
responsibility to her children who were just 
waiting for her to die. It is confronting, but 
far more common than we would imagine. 

Against all odds, Vicki has survived her 
condition for almost eight years now which 
is a lot longer than the prognosis of 12 to 
14 months she was given. She says when 

Vicki is incredibly grateful to her family and says, “If my family 
didn’t support me to live, and if they would accept it if I made the 
decision I wanted to die… how much pressure would that put on 
me to follow through?” 

It is only because she has such good support around her that she 
knows she doesn’t have to feel that pressure. But she knows this 
is not the case for everyone and there are many who struggle 
alone. “No one should have to suffer… no one should be alone. 
It’s about how we treat people so they can live with dignity. It’s 
not about dying with dignity, it’s about living with dignity”. This 
is a point Vicki makes very strongly - that the way forward is 
not simply thinking we can relieve someone of their suffering by 
ending their life. To truly help someone is to ease their suffering 
by having the correct support in place. She says, “In New Zealand 
we have incredible palliative care… but I don’t believe that 
everyone receives it.”

Vicki says, “If you’d said to me before I was ill that I’d end up 
in a wheelchair all the time, or not be able to walk unaided, I 
probably wouldn’t have valued that as being a very good quality 
of life. Yet now, here I am, thinking that I’ve got a wonderful 
life, and wonderful family and friends.” She is adamant that as 
long as someone receives the right support, with their cultural 
needs met, and is cared for by people who are acting in their best 
interests, they can experience a good quality of life and then go 
on to die with dignity. She speaks of her mother’s death as being 
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a doctor tells you your life expectancy, you could die sooner, or 
you could live longer… it is merely based on generalised statistics, 
meaning that no doctor can guarantee how long you truly have 
left to live. Obviously this can be a dangerous place on which to 
base any life-or-death decisions. Vicki worries that someone who 
is given a short life expectancy and who chooses euthanasia, could 
miss out on a whole lot more that life has to offer. “If I’d bought 
into that whole dying thing right from the beginning, which I 
think to some degree you do, I probably would have missed a lot 
of experiences that I’ve really enjoyed and had a lot of fun along 
the way.”

Vicki also challenges what we want to be saying to our children. 
We should be letting them know that everybody has the right 
to live a complete and full life. Raising the next generation in a 
way that they can grow up embracing people with disabilities, or 
those who are different from themselves, and not excluding them 
from community. “We can’t promote suicide awareness and think 
euthanasia is okay. Neither are okay!” 

Vicki is concerned about the impact this Bill would have on 
shaping our society. “I believe David Seymour’s Bill removes 
choices for people like myself who are vulnerable and rely on 
other people. Things creep in slowly… over time what seemed 
abnormal to us will become normality. You know, I already feel 
vulnerable. I know many people feel vulnerable. Is it the cost of 
our medication or treatments that might make us be considered 
as a burden? Is it the cost on society?” 

“IF I WAS TO VISIT THE DOCTOR ON 
ONE OF THOSE BAD DAYS AND  
HE WAS TO OFFER  
ME EUTHANASIA  
AS AN OPTION…  
THAT WOULD BE 
AWFUL. IT WOULD  
BE LIKE HANDING 
NOOSES TO 
PEOPLE AT A 
SUICIDE CLINIC.”

In 2016, the insurance company of 
Californian mother-of-four, Stephanie 
Packer, refused to pay for her chemotherapy 
treatment but offered instead to pay for her 
assisted suicide. Who can guarantee that we 
won’t be hearing stories similar to Stephanie 
Packer’s coming out of Aotearoa? Things that 
we think are unimaginable suddenly start to 
become very real options once a door like this 
is opened. 

Vicki enjoys spending time with the people 
she loves, playing with her grandkids (who 
love to have rides on her wheelchair), baking, 
knitting and talking to people all around the 
world about GBM. She is also a member of 
the Palmerston North Disability Reference 
Group which works to make Palmerston 
North a more accessible and user-friendly 
place for disabled people. If Vicki’s life is not 
full enough, she is also planning to return to 
work in some capacity this year. In the words 
of her daughter, Asti, “Like mum says, ‘You 
can lay down and die or you can get up and 
fight’, and she is definitely fighting. She fights 
every day, which has given me a lot of hope 
and strength too.”



Are we sure we know what

means?
terminal
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David Seymour proposes to 
limit his End of Life Choice 
Bill to those with a terminal 
condition with 6 months 
or less to live. This is a not 
uncommon attempt to 
make assisted suicide laws 
seem safer.   
But ask any medical professional 
who works with the terminally ill, and 
they’ll tell you that thinking someone 
may die in 6 months and knowing 
someone will die in 6 months are two 
completely different things. 

Just about everyone can think of a 
story of a family member or friend 
who was given 6 months to live, but 
who lived for years afterwards. This is 
because predicting death in months 
is more art than science. Predictions 
are based on the usual progress of 
a disease or condition, the patient’s 

demographics, and the individual 
doctor’s previous experiences – all of 
which can change, or be wrong, or just 
go a way no one anticipated. Medical 
professionals can be reasonably sure 
when a patient will die within a couple 
of days, but beyond that, they’re 
making educated predictions.

So that brings us back to limiting 
assisted suicide or euthanasia to those 
with a terminal condition. If the idea 
is to limit the intentional ending 
of a patient’s life to those who are 
expected to die soon, the 6-month 
cut-off line is not a particularly good 
one. If you wouldn’t want someone’s 
life to be ended who has a year or 
more to live, then you can’t be sure 
that some who have been given a 
prediction of 6 months or less won’t 
live to see a year or more.

In the US state of Washington, 
assisted suicide is limited to those with 
six months or less to live. The state 
keeps track of the death records for 

everyone who is given a prescription 
for lethal drugs, and the results are 
quite surprising. Since passage of 
their assisted suicide law in 2009, 
90 people have died years after they 
received their lethal drugs. Five people 
who expected to live 6 months or less 
in 2012 died in 2014. One person 
given lethal drugs in 2009 may still 
be alive.

Source: Washington State Department of Health, “2009 Death with Dignity Act Report” (2010); Washington State Department of Health, “2012 Death with Dignity Act 
Report” (2013); Washington State Department of Health, “2014 Death with Dignity Act Report” (2015); Washington State Department of Health, “2016 Death with Dignity 
Act Report” (2017).

 But ask any medical  
 professional who works  
 with the terminally ill,  
 and they’ll tell you that  
 thinking someone may die  
 in 6 months and knowing  
 someone will die in 6  
 months are two completely  
 different things. 
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Grant Illingworth QC is a 
barrister-at-law based in 
Auckland. He is a litigation 
specialist with interests 
and expertise in, among 
other things, public law, the 
law relating to trusts and 
relationship property, and 
professional disciplinary 
proceedings.

Grant takes part in 
#DefendNZ because he 
knows of the reality of 
coercion and the difficulty in 
detecting it. He is concerned 
that, should the End of Life 
Choice Bill pass, it would 
be impossible to know with 
100% certainty that people 
are making a free choice in 
requesting euthanasia or 
assisted suicide. Grant speaks 
out to #DefendNZAbused.

he point that David 
Seymour makes in 
advocating for his End of 
Life Choice Bill is a very 
good one – when you get to 
the end of your life, if the 

situation is intolerable, you should have 
a choice about what to do about that. To 
that extent, I can say he has a point. But 
the problem comes in when you go from 
the idea to the application, when you 
actually have to make a law that allows 
assisted suicide. 

The State has an obligation to protect 
its citizens – that is part of the social 
contract that we have between individuals 
and the State. Our laws are based on the 
idea that human life has a certain sanctity 
about it which needs protection. Even in 
our Bill of Rights Act, we have provisions 
that mean that life has to be protected. 

The End of Life Choice Bill is not 
based on this idea. It is premised on the 
idea that there are some conditions or 
characteristics that exclude a person 
from the need to protect their life. If 
these conditions or characteristics are 
absent, the person’s life is protected in 
law. If these conditions or characteristics 
are present, the person may gain 
assistance to end their life. By taking 
away the protection for each human life, 
the End of Life Choice Bill breaches the 
social contract.

Perhaps some people would be fine with 
the State breaching the social contract in 
this way if it meant that they could have 

control over how they die. They may say 
it is justifiable for some people to make a 
self-destructive decision because life for 
them has become intolerable, but that is 
not really the issue. The issue is, how do 
you distinguish those cases from the ones 
that should not be treated in that way?

Modern societies are often judged by 
the way they treat their weakest and 
most vulnerable citizens. The End of Life 
Choice Bill inherently involves people who 
are in a state of weakness or vulnerability.  
During my over 40 years of experience as 
a barrister, I have seen the pressures  
and abuses that can come to bear upon 
people who are in a state of weakness  
or vulnerability. 

There are many good, altruistic people 
in our community who would never think 
of destructively influencing another 
person, but there is also a group of people 
who are totally selfish, totally self-
centred, and really willing to do almost 
anything to exert control, to get money, 
or to abuse. And once a vulnerable person 
comes under the manipulative control 
of another, it’s almost impossible to 
distinguish between whether that person 
is exercising free will or not.

And the exercise of free will would be 
crucial to any assisted suicide law because 
you’d want to ensure that only those who 
truly understand what they are doing and 
who are making a completely voluntary 
decision will have access to lethal drugs. 
There must be a watertight case for the 
decision to die being voluntary on the 

part of the person concerned. And herein 
lies the Achilles’ heel of the End of Life 
Choice Bill.

Some people are extremely 
manipulative, though they can come 
across as trustworthy. It may be someone 
that you’ve known for many years and 
trust implicitly. I’ve seen many cases 
where children have manipulated their 
own parents into giving them financial 
assistance or signing a mortgage for  
the child’s benefit when, in fact, the 
parent really has no idea of what they’re 
getting into. 



All the legal rules in the world aren’t 
able to protect a person in the real-
world situation where those things are 
happening. Legal rules simply don’t 
operate in the room that we’re in at the 
moment. If I’m manipulating you or you 
are trying to manipulate me, it might not 
be until some years later that it will be 
found to be wrongful conduct in a court 
of law. But that some years later isn’t 
going to help us in the here and now.

Apply this reality to the End of Life 
Choice Bill, and you can see how easy it 
would be for someone to be manipulated 
into requesting assisted suicide and for 
no one to know about it until after the 
person is dead – if even then. 

Believing that doctors will always be 
able to tell whether or not someone is 
making a free choice is a mistake. Doctors 

are fallible, just like any other human 
being. And even the best doctors on 
their best days will struggle to determine, 
with 100% accuracy, that the patient 
in front of them is making a free and 
voluntary decision. It is a difficult thing 
to determine, but an essential thing to 
determine if you are talking about ending 
a person’s life. There should be no doubt 
that the request and the consent to die 
are freely given. But there will always  
be doubt.

The End of Life Choice Bill may 
be compelling in its rationale, but the 
execution of such a law would break the 
social contract the State has with some of 
our weakest and most vulnerable citizens 
and expose them to a dangerous new 
world in which manipulation and coercion 
could take on deadly consequences.

The End of Life 
Choice Bill may be 
compelling in its 
rationale, but the 
execution of such 
a law would break 
the social contract 
the State has with 
some of our weakest 
and most vulnerable 
citizens and expose 
them to a dangerous 
new world in which 
manipulation and 
coercion could 
take on deadly 
consequences.
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PAPERWORK, TICK BOXES and 
review committees. No one but the 
doctor is watching until after the 
patient is dead.

The heavy bureaucracy built into 
assisted suicide and euthanasia laws 
are supposed to keep people safe 
– to ensure that they are making a 
competent, uncoerced decision to die.

All of this is in the hands of the 
primary medical professional until 
after the patient has died, and a review 
committee reviews that everything 
has been done according to the law.

But what if something went wrong? 
What if the patient was coerced? Or 
what if they weren’t competent to 
make the decision to die? A review 
committee can’t bring the patient 
back, and, internationally, they have 
even been reluctant to punish doctors 
who get it wrong. Across both the 
Netherlands and Belgium, despite 
review committees questioning the 
judgment of medical professionals 
in dozens of euthanasia deaths, only 
two cases against a doctor have been 
handed over for judicial review.

And that’s when all the paperwork has 
been filed and the doctor has reported 
that a euthanasia death has occurred. 
In the Netherlands, at least 23% of 
euthanasia deaths aren’t reported 
despite being required by law. In the 
Flanders region of Belgium, that 
percentage jumps to nearly 50%.

The End of Life Choice Bill proposes 
that a doctor submits paperwork to a 

Registrar, who would be responsible 
for checking that the process has 
been complied with before the death 
goes ahead. However, because the 
doctor-patient relationship is based 
on confidentiality, the Registrar 
would need to take doctors at their 
word. It would be up to doctors to 
report whether they followed all the 
requirements. If they cut corners, the 
only witness may be the dead victim.

The only checks and balances in a 
euthanasia or assisted suicide law come 
after the patient is dead.

Sources: B D Onwuteaka-Philipsen et al., “Trends in end-of-life practices before and after the enactment of the euthanasia law in the Netherlands from 1990 to 2010: a 
repeated cross-sectional survey,” in Lancet (2012) 380(9845): 908-915; T Smets, J Bilsen, J Cohen, et al., “Reporting of euthanasia in medical practice in Flanders, Belgium: 
cross sectional analysis of reported and unreported cases,” BMJ (2010) 341:c5174.

 But what if something went    
 wrong? What if the patient  
 was coerced? Or what if  
 they weren’t competent to  
 make the decision to die?  
 A review committee can’t  
 bring the patient back,  
 and, internationally, they  
 have even been reluctant  
 to punish doctors who get  
 it wrong. 
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Sources: J H Groenewoud, et al, “Clinical problems with the performance of euthanasia and physician-assisted suicide in the Netherlands”, in New England Journal of Medicine 
(2000) Feb 24; 342(8): 551-6; Oregon Public Health Division, Oregon’s Death with Dignity Act: 2018 data summary (2019); S Sinmyee, et al, “Legal and ethical implications 
of defining an optimum means of achieving unconsciousness in assisted dying”, in Anaesthesia (20 February 2019).

A 2019 study on assisted deaths around the world found 
that people experienced difficulty swallowing the lethal dose 
in up to 9% of cases and vomiting in up to 10% of cases. In 
up to 2% of cases the person regained consciousness and 
1.3% even sat up during the dying process. In 3% of cases 
there were difficulties with intravenous access. People took 
up to 7 days to die in up to 4% of cases. The researchers 
expressed concern that some of these deaths may be 
“inhumane” and recommended that more methods should 
be used to confirm that a person is not aware but paralysed 
while dying and therefore in severe pain. 

IN THE NETHERLANDS, COMPLICATIONS HAVE BEEN 
RECORDED IN 16% OF ASSISTED SUICIDE DEATHS AND 
IN 6% OF EUTHANASIA DEATHS. SOME ASSISTED SUICIDE 
DEATHS HAVE GONE SO BADLY THAT A DOCTOR HAS BEEN 

FORCED TO STEP IN AND EUTHANISE A SUFFERING OR LINGERING PATIENT.

6%

 In the US state of Oregon complications  
 have occurred in 4% of witnessed deaths  
 (more than half of all assisted suicide  
 deaths are not witnessed). According  
 to the state’s records, some people have  
 taken up to 104 hours to die, and at least  
 8 people have regained consciousness  
 after ingesting lethal drugs. In one case  
 in 2018, someone regained consciousness  
 after taking the lethal drugs, and then  
 went on to die of their underlying illness  
 instead of requesting assisted suicide again.

EUTHANASIA DEATHS CAN 
INVOLVE DISTRESSING 
COMPLICATIONS.

Taking or having lethal 
drugs administered 
can be difficult. 
Complications can 
and do occur in an 
assisted suicide  
or euthanasia death.
COMPLICATIONS CAN 
INCLUDE:

•  Regurgitating the lethal 
drugs

• Experiencing seizures

•  Regaining consciousness 
after taking the drugs

•  Lingering for hours after the 
drugs have been taken or 
administered 

— 65 —



— 66 — — 67 —

EXPERT  PROFILE

Dr Mary English is a GP in 
Wellington, and a former 
First Lady of New Zealand. 

Dr English contributes 
to #DefendNZ as a 
spokesperson for Doctors 
Say No, an Open Letter 
to all New Zealanders by 
doctors supporting the World 
Medical Association and New 
Zealand Medical Association 
position statements that 
euthanasia and assisted 
suicide are unethical, even if 
they were to become legal. 
Dr English speaks out to 
#DefendNZDoctors.

colleagues in Canada, it’s very clear that 
euthanasia has had a damaging effect 
on doctors and their patients. Very few 
doctors want to be involved in euthanasia. 
Even some of those doctors who were 
initially in favour of the law and who 
signed up to administer euthanasia are 
now no longer wanting to do it because of 
the metaphysical distress it causes them 
to end life.

A similar situation is easily foreseeable 
here in New Zealand should the End 
of Life Choice Bill pass. If a patient’s 
doctor will not take part in ending 
patients’ lives, then a patient who wants 

euthanasia will seek out a doctor from the 
proposed SCENZ group – doctors who 
have indicated that they will be part of 
euthanasia deaths. 

These doctors will have little long-
term knowledge of the patient and their 
history, and they are not likely to be 
specialists in the patient’s condition. 
There’s no requirement that they consult 
with the patient’s GP, or that they be well 
adept at assessing capacity and detecting 
coercion. The End of Life Choice Bill gives 
the SCENZ group a lot of power and a 
lot of protection under the law as well. It’s 
going to be nearly impossible for these 

or a thousand years and 
beyond, medicine has 
had a very clear ethical 
principle that we do not 
kill our patients. The law, 
as it stands, creates a very 
clear boundary: we never 

intentionally end a person’s life – no 
one’s. This bright line is protective for 
both patients and doctors.

Now what the End of Life Choice Bill 
does is it erases this line. It establishes a 
category of people for whom the normal 
law and ethical guidelines against killing will 
no longer apply. And it empowers doctors 
to act, against their training and against 
the ethics of their profession, as both the 
gatekeepers and administrators of death. It 
labels death as a medical treatment.

Death is not a medical treatment. This 
cloak of medical legitimacy is something 
that doesn’t sit well on the shoulders 
of medical professionals, and the vast 
majority of us reject it. And we name it 
for what it is – a sham.

We in the medical profession would 
prefer that we weren’t expected to be 
part of this. The core business of medicine 
is healing, and where we can’t heal, it’s 
about caring and offering comfort. Killing 
patients would be not only devastating, 
but too confusing. 

Canada has had legalised euthanasia 
for almost two years. In speaking with 

DR MARY 
ENGLISH 
DOCTORS  
SAY NO
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doctors to come under scrutiny from 
patients, relatives or other doctors after a 
patient has been killed.

When it comes to treating patients who 
have expressed a wish to die, the End of 
Life Choice Bill is more concerned with 
getting a process done than with treating 
the patient well. As a GP who would not 
end life, the second one of my patients 
says they want a euthanasia death, I am 
powerless to intercede. 

I can’t inform a SCENZ doctor that my 
patient is under-treated. I can’t advocate 
for my patient to get better disability 

Death is not a medical treatment. 
This cloak of medical legitimacy is 
something that doesn’t sit well on the 
shoulders of medical professionals, and 
the vast majority of us reject it. And 
we name it for what it is – a sham.
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services or better treatment, which they 
may not be getting and which had led 
them to be in a situation where they feel 
really hopeless and desperate. I would 
be forced to abandon some of my most 
vulnerable patients.

The End of Life Choice Bill is not an 
innovation. It’s a great leap backwards 
for the medical profession. And it’s just 
not necessary. Advocates of the Bill say 
that the law must be changed so that 
people don’t die writhing in pain. I would 
definitely agree that people shouldn’t be 
dying in intense pain, but euthanasia is not 
the answer. 

If we’ve got a patient writhing in pain, 
then we need the best of palliative care 
to be able to relieve it. We don’t kill the 
patient to kill the pain. Is there any other 
area of policy where we would rather  
kill the person than try harder as  
a Government and a society to relieve  
the suffering? We don’t give up on 

people trapped in generational poverty 
or suffering from educational failure, we  
try harder to meet their needs. Let us  
do the same for those with chronic 
medical conditions, disabilities, and 
terminal illnesses.

Every profession has to have its  
bottom line, and up until this time in 
history, for doctors it has been very 
much to do no harm. And we have  
always wanted to avoid, in particular, 
killing our patients because that’s 
something that we would find really, 
really difficult to reconcile ourselves to. 
But euthanasia cuts right across that.  
It forces doctors into a situation  
most of us don’t want to be in, one 
where we are left with the choice of 
abandoning some of our most vulnerable 
patients or being directly responsible for 
their deaths.

Euthanasia is not a medical treatment – 
it is the antithesis of medicine. 

We don’t kill the 
patient to kill 
the pain. Is there 
any other area of 
policy where we 
would rather kill 
the person than 
try harder as a 
Government and 
a society to relieve 
the suffering? We 
don’t give up on 
people trapped 
in generational 
poverty or suffering 
from educational 
failure, we try 
harder to meet 
their needs.



There aren’t many 
doctors who want to 
get into the practice of 
ending their patient’s 
lives. Some will have 
moral or ethical concerns 
about ending their 
patient’s lives, while 
others will just find the 
practice too draining on 
them physically, mentally 
and emotionally.
In jurisdictions where assisted suicide 
or euthanasia are legal, it is common 
for people to engage in “doctor-
shopping” when they want an assisted 
suicide or euthanasia death. If their 
doctor or specialist won’t approve 
them for euthanasia or assisted 
suicide, they find a doctor who will. 

Often the result is short relationships 
between doctor and patient. 

Some doctors in the US state of 
Oregon have known their patient for 
less than a week before writing them 
a prescription for lethal drugs, even 
though the law requires that a doctor 
waits at least 15 days after receiving 
their initial request. Across all assisted 
suicide deaths in the state, the median 
length of relationship between doctor 
and patient is only 10 weeks. 

Another result of doctor-shopping 
is that a small group of doctors tend 
to issue most of the prescriptions. 
In 2018, at least one doctor wrote 
over 14% of all prescriptions for 
lethal drugs in Oregon that year (35 
prescriptions).

Another result of doctor-shopping 
is that a small group of doctors tend 
to issue most of the prescriptions. 

In 2018, at least one doctor wrote 
over 14% of all prescriptions for 
lethal drugs in Oregon that year (35 
prescriptions).

Since 2012 in the Netherlands, 
patients can request euthanasia from a 
mobile clinic, the Levenseindekliniek, if 
their doctor assessed them as ineligible 
for euthanasia or objects to performing 
euthanasia.   Doctors at these clinics 
have euthanised patients that they 
have known for less than a month.

Even doctors who have known their 
patients for years and followed the 
progress of their conditions can find it 
difficult to detect coercion and assess 
competency. How much harder would 
it be for doctors who hardly know the 
person in front of them? And how 
hard will a doctor with a bias towards 
ending life look into the reasons and 
motivations of their new patient who 
is asking to die?

Can a doctor 
detect coercion or 

competency before 
administering lethal 

drugs to end your life?

Sources: S Kirkey, “’Take my name off the list, I can’t do any more’: Some doctors backing out of assisted death,” in National Post (26 February 2017); Oregon Public Health 
Division, Oregon’s Death with Dignity Act; Oregon Public Health Division, Oregon’s Death with Dignity Act: 2018 data summary (2019); M C Snijdewind, D L Willema, L 
Deliens, et al, “A study of the first year of the End-of-Life Clinic for physician-assisted dying in the Netherlands,” in JAMA Internal Medicine (2015) 175:10, 1633-1640.
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Richard McLeod is the 
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Associates, where he 
specialises in human rights, 
immigration and refugee law.

Richard joins #DefendNZ 
because he is deeply 
concerned about the 
legal deficiencies within 
the End of Life Choice 
Bill. Looking to overseas 
experience, he worries 
that the already vague and 
loose criteria within the Bill 
would expand even further 
in practice should the Bill 
pass, exposing more people 
to euthanasia and assisted 
suicide. Richard speaks out to 
#DefendNZLaw.
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he overseas experience of 
euthanasia and assisted 
suicide tells us that the  
End of Life Choice Bill 
cannot be contained. In 
1993, there was a famous 

English House of Lords case called the 
Tony Bland case. In that case, the House 
of Lords looked at the issue of legalised 
euthanasia and came up with a quite 
prophetic ruling. It found that once you 
cross the Rubicon and legalise euthanasia 
for some certain sets of circumstances, 
there is no logical reason why it should 
not expand to other circumstances. 

In other words, if we say that it is 
acceptable for a terminally ill person in 
unbearable physical pain to end their lives, 
then what about non-terminally ill people 
who are in unbearable physical pain? And 
if it’s acceptable for them, what about 
people who are experiencing unbearable 
mental pain or unbearable psychological 
suffering, or people who are just tired of 
living? If it’s acceptable for adults to be 
euthanised, why not for children? 

We see such expansion the world over 
in every jurisdiction that has legalised 
euthanasia. In every jurisdiction there 
has been a steady increase in the 
numbers of people being euthanised. In 

Belgium, we’ve seen a tenfold increase 
since euthanasia was introduced. In the 
Netherlands, we’ve seen a 262% increase 
in the number of euthanasia deaths. Even 
in Oregon, where only assisted suicide 
for the terminally ill is legal, there has 
been an increase. These are increases in 
the proportion of euthanasia and assisted 
suicide deaths in relation to all deaths – 
even when taking into account increases 
in population.

With the increased numbers also 
comes increased categories of people 
made eligible. Once the debate about 
whether we should have euthanasia ends 
and a regime is introduced, the debate 
doesn’t end – it shifts. It becomes a 
debate about who else should be allowed 
to access euthanasia. In every jurisdiction 
we have seen a logical, a legislative or 
judicial, or even just a practical expansion 
of the criteria and of the application 
of euthanasia criteria. In Belgium, the 
law was expanded to include children. 
Colombia, which introduced euthanasia 
just a few years ago, has also extended its 
law recently to children. 

In the Netherlands, the law hasn’t been 
changed since it passed in 2002, but 
the practice of euthanasia has expanded 
dramatically. There has been a steady 

increase and expansion of euthanasia 
into areas such as psychiatric illness. As 
well, there has been a steady increase 
in non-voluntary and even in-voluntary 
euthanasia, particularly in the case of 
dementia patients, where a patient 
is unable to give their consent to be 
euthanised but are euthanised anyway. 

Since 2005, newborn infants who are 
seriously disabled may be euthanised 
under the Groningen Protocol. In addition, 
End of Life clinics have opened, which 



Whether by law, 
through the courts, 
or just in practice, 
euthanasia will seep 
out of the bounds 
parliament initially 
tries to place around 
it, capturing more 
and more people and 
leading to increasing 
numbers of deaths. 
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enable those whose GPs have refused their 
request for euthanasia to be euthanised 
after only a short relationship between 
euthanising doctor and patient. And 
pushes are still being made to expand the 
practice of euthanasia even further. The 
Dutch Right to Die Association is lobbying 
to expand euthanasia to allow anybody 
over the age of 70 to be euthanised if they 
are simply tired of living.

Perhaps the most cautionary tale 
comes from Canada. No sooner had  

the ink dried on their euthanasia law, 
when – 10 days after the Bill passed – a 
group of non-terminally ill Canadians 
brought multiple lawsuits against the 
Canadian Government. They claimed  
that the new law, which limited euthanasia 
to those who had terminal conditions,  
was discriminatory against them. In the 
two years since the Canadian law went 
into effect, the courts have expanded  
the criteria for euthanasia, and  
more pushes for further expansions  
keep coming.

Should the End of Life Choice Bill pass 
in New Zealand, there is no reason to 
believe that we would avoid the fate of 
any other jurisdiction that has passed a 
euthanasia law. Whether by law, through 
the courts, or just in practice, euthanasia 
will seep out of the bounds parliament 
initially tries to place around it, capturing 
more and more people and leading to 
increasing numbers of deaths. Far from 
the legalisation of euthanasia being the 
end of the conversation, it will just be  
the beginning.
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Receiving a terminal diagnosis is one of the most devastating 
things that can happen to a person. So many emotions and 
fears can race through a person’s mind and those of their loved 
ones. And on top of that, they may be dealing with a whole 
host of physical and mental difficulties – such as pain, nausea, 
exhaustion, confusion, intense emotions – caused by their 
condition and sometimes by the treatment they are receiving.
It’s no surprise that depression is 
relatively common amongst the 
terminally ill. 

In Oregon, adults who are competent 
and have a prognosis of six months or 
less to live may ask their doctor for an 
assisted suicide death. The intention is 
that only patients who have a settled 
desire to end their life may request 
that a doctor provide them with lethal 

drugs. Assisted suicide is not meant 
to be for those who are depressed 
because depression is held to diminish 
a person’s capacity to make a rational, 
competent decision.

The prevalence of depression amongst 
the terminally ill makes it vitally 
important that doctors, who are the 
gatekeepers of assisted suicide, can 
tell if the patient in front of them 

is asking for lethal drugs because 
they’re depressed and want to die. 
But doctors sometimes miss signs 
of depression, especially in their 
terminally ill patients and especially 
if they haven’t known their patient 
that long.  Oregon show that about 1 
in 6 people who are given lethal drugs 
suffer from clinical depression.

New Zealand has a massive mental 
health problem, and the Government, 
DHBs, charities, and community 
groups are working hard to find 
solutions that work. The suicide of 
anyone suffering from a mental health 
condition is a tragedy. The legally 
sanctioned suicide of anyone suffering 
from a mental health condition with 
the assistance of their doctor would 
be both a tragedy and a mockery of 
justice and care.

Source: L Ganzini, E R Goy, S K Dobscha, “Prevalence of depression and anxiety in patients requesting physicians’ aid in dying: a cross sectional survey,” BMJ (2008) 337; I 
Levene and M Parker, “Prevalence of depression in granted and refused requests for euthanasia and assisted suicide: a systematic review,” Journal of Medical Ethics (2011) 37: 
205-211; Government Inquiry into Mental Health and Addiction, He Ara Oranga: Report of the Government Inquiry into Mental Health and Addiction (2018).

1 in 6 people prescribed lethal 
drugs in Oregon suffers from 
clinical depression. 
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 In the Netherlands,  
 children as young as 12  
 can request euthanasia  
 with parental consent and  
 as young as 16 without  
 parental consent. Since  
 2005 the Groningen  
 Protocol allows newborns  
 to be euthanised as well. 

Euthanasia can’t be restricted to adults:

FORMER ATTORNEY GENERAL 
Chris Finlayson stated that David 
Seymour’s End of Life Choice Bill 
could be seen to be in breach of the 
New Zealand Bill of Right Act because 
it limits euthanasia and assisted suicide 
to those over the age of 18. A court 
could hold that it was discriminatory  

on the basis of age and request 
that Parliament remove any age 
requirements. Extending euthanasia 
laws to minors is a common practice 
internationally. When Belgium passed 
its euthanasia law in 2002, it limited 
euthanasia to adults. But since 2014, 
euthanasia is available to children. 
Since 2014, three children have 
been euthanised: a 17-year-old with 
muscular dystrophy, an 11-year-old 
with cystic fibrosis, and a 9-year-old 
with a brain tumour. 

In the Netherlands, children as young 
as 12 can request euthanasia with 
parental consent and as young as 
16 without parental consent. Since 
2005 the Groningen Protocol allows 
newborns to be euthanised as well.  

In March this year Colombia legalised 
euthanasia for terminally ill children as 
young as six years old. 

President of the New Zealand End 
of Life Choice Society and former 
MP Maryan Street has indicated that 
the euthanasia of children could be 
in New Zealand’s future. When her 
own End of Life Choice Bill was in the 
parliamentary ballot in 2013, Street 
reflected, “Application for children 
with terminal illness was a bridge too 
far in my view at this time. That might 
be something that may happen in the 
future, but not now.”

Sources: C Finlayson, Report of the Attorney General under the New Zealand Bill of Rights Act 1990 on the End of Life Choice Bill (2017); E Verhagen and P J J Sauer, “The 
Groningen Protocol – Euthanasia in severely ill newborns,” in New England Journal of Medicine (2005) 352: 959-962; H Fleming, “Euthanasia bill close to MP’s heart,” in Stuff 
(12 August 2013).

in Belgium there is no age limit 
to request euthanasia, and in the 
Netherlands newborns may be 
euthanised.
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EXPERT  PROFILE

PROFESSOR RODERICK 
MACLEOD MNZM 
PALLIATIVE CARE 
PHYSICIAN

ne of the important 
things as a society 
is to say we’re here 
for everybody. We’re 
here to protect and 
support everybody, it 

doesn’t matter who you are.

Palliative care is an active form of 
treatment, aimed at improving the quality 
of life of somebody who’s nearing the 
end of their life. We do that by paying 
meticulous attention to any symptoms 
they have. And that’s not just physical 
symptoms, it’s psychological, social, and 
spiritual symptoms. We also support the 
families of those who are nearing death, 
support them as their loved one is dying 
and into bereavement. 

Most weeks I meet somebody who tells 
me that they don’t want to live, that their 
life is not worth living. And I take that as 
almost an emergency. I sit with them to 
find out exactly why that perception is 
there. I address their physical symptoms, 
and show them, with counselling and 
support, that they’re not alone in this. 
Then those requests for early ending of 
life just don’t happen anymore. 

In my thirty years of practising 
palliative medicine, of the tens of 
thousands of people I’ve looked after as 
they die, I’ve had only one person who 
persisted in his request for euthanasia 
even though he knew I couldn’t do it. I 
would ask him each day if he would like 
to end his life today, and each day he’d 
say, “Well, no, not today, but maybe 

tomorrow.” He said this every day until he 
died, a natural, calm, gentle dying. 

Many people worry about pain at the 
end of life, and they think of pain as being 
a purely physical entity. But at the end 
of life, pain is multifactorial. It’s not just 
physical, it’s psychological, it’s social, it’s 
spiritual. When I’m dying, part of my pain 
will be that I won’t be able to hold the 
people that I love anymore. I won’t be 
able to see my grandchildren reach their 
full potential.

Palliative care is excellent at treating 
physical pain, but there isn’t a drug to 
relieve the psychosocial or spiritual 
suffering that can come at the end of 
life. That sort of suffering is relieved by 
intimate human contact. It’s relieved by 
empathetic understanding. It’s relieved by 
people knowing that they’re not going to 
be abandoned. It shouldn’t be relieved by 
assisting someone to suicide.

Euthanasia is not the provision of good 
palliative care. It isn’t refusing treatment. 
It isn’t withdrawing life support machines. 
It isn’t escalating morphine. It isn’t any 
of those things because the intention for 
most people who care for you at the end 
of life is not to kill you. The intention is to 
help you make the most of your life. With 
euthanasia the intention is to kill you.

I think that we need to be very careful 
about any sort of legislation that allows 
one individual to kill another. The End 
of Life Choice Bill would allow medical 
professionals to end the life of terminally 

Professor Rodrick MacLeod 
is an honoured member of 
the New Zealand Order of 
Merit for services to hospice 
and palliative care. He has 
worked around the world, 
researching, teaching and 
advising medical professionals 
on end of life care. Professor 
MacLeod is currently an 
honorary Professor in the 
Northern Clinical School 
and an Honorary Academic 
in Palliative Care at the 
University of Auckland. He 
was previously an Associate 
Professor at the University 
of Auckland, and a Conjoint 
Professor of Palliative Care 
at the University of Sydney.

Professor MacLeod’s 
participation in #DefendNZ 
comes out of his concern 
for the well-being of 
people at the end of life. 
The End of Life Choice 
Bill would threaten their 
safety and well-being and 
would be a significant 
hindrance to the work and 
progress of palliative care 
in New Zealand. Professor 
MacLeod speaks out to 
#DefendNZTerminallyIll.
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If you’re going to 
create a category 
of those who may 
be killed, then 
diagnosis has got 
to be right 100 
percent, and 
prognosis has got 
to be accurate. 
But these things 
are very inexact 
sciences.

ill patients. If you’re going to create a 
category of those who may be killed, then 
diagnosis has got to be right 100 percent, 
and prognosis has got to be accurate. But 
these things are very inexact sciences.

Prognosis is almost always incorrect. 
A human being is a very complex thing, 
and there are all sorts of things which 
influence the prognosis. I’ve seen people in 
the hospice who’ve been given a month to 
live, and we’re six months further on. I’ve 
also seen patients in hospices who’ve been 
told they’ve got a terminal illness, and they 
don’t. So not only is prognosis challenging, 
but even diagnosis can be wrong.

Beyond the mechanics of how a 
euthanasia law would operate, there’s the 
message that such a law sends to society 
about the value of certain lives. If you’re 
talking about ending somebody’s life, is 
that because we believe that that life is 
not worth living? If that’s the case, I find 
that really scary because that’s how things 
have gone badly wrong in the past. The 
belief that somebody’s life is not worth as 
much as another person’s life. 

Creating an opportunity for euthanasia 
or assisted suicide sends absolutely the 
wrong message to all sorts of groups 
of people. I know that our lawmakers 
are trying to respond with compassion 

to those who fear falling ill, becoming 
disabled, or dying. But I honestly believe 
that legislating for assisted dying is 
absolutely the wrong way to go. 

We’ve got to be able to put our hand 
on our heart, and say we’re doing our 
absolute best for every New Zealander 
at the end of life. We’ve got to expand 
our understanding of what that means 
for everybody. It doesn’t mean we 
give up because that’s too hard; that 
we decide that some people’s lives are 
worth less than others, and that medical 
professionals should assist their suicides. 
That’s not the way to go.
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EUTHANASIA 
BOUNDARIES 
ARE AN 
ILLUSION – 
THE DUTCH 
EXAMPLE

Although the Dutch 
euthanasia law has not 
changed, there has 
been an exponential 
increase in the 
number of people 
who have accessed 
euthanasia for mental 
illness, psychological 
suffering and ‘multiple 
pathologies’ often 
associated with old 
age.  From 2010, even 
those with dementia 
and a diminished 
or non-existent 
capacity to consent 
to die at the time 
of death were being 
euthanised. And all this 
expansion occurred 
without the Dutch 
government making 
any amendments to 
their euthanasia law.

The Netherlands legalised 
euthanasia and assisted suicide 
in 2002. Cancer was the most 
common underlying condition for 
those approved for a euthanasia 
death in the first year, with a 
handful of patients with other 
conditions, such as lung disease, 
nervous system disorders, and 
cardiovascular disease, also asking 
a doctor to end their life.

Source: Regionale Toetsingscommissies Euthanasie, 
Jaarverslag 2010 (2011); Regionale Toetsingscommissies 
Euthanasie, Jaarverslag 2012 (2013); Regionale 
Toetsingscommissies Euthanasie, Jaarverslag 2015 (2016); 
Regionale Toetsingscommissies Euthanasie, Jaarverslag 
2017 (2018).
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There is a big difference between 
allowing a life to end and intentionally 
ending a life. 

All those things listed above can be 
ways of allowing a medical condition 
to end a person’s life, or some may 
say, letting nature take its course. 
They’re all ethical, legal ways of 
asserting control over the end of life 
when a person is dying and they don’t 
want medical interventions to prolong 
their life.

Sometimes, medical professionals 
may advise a course of treatment 
that will make a dying patient more 
comfortable but may possibly shorten 
their life as a side effect. This too 
is ethical and legal because the 

Sources: World Medical Association, WMA Resolution on Euthanasia; Submission of the New Zealand Medical Association to the Justice Committee (February 2018); 
ANZSPM, Position Statement: The practice of euthanasia and physician assisted suicide (updated 31 March 2017).

Turning off

The New Zealand Medical 
Association, the Australian 
and New Zealand Society 
of Palliative Medicine, 
and the World Medical 
Association all condemn 
euthanasia and assisted 
suicide as being in conflict 
with basic medical ethics. 

treatment is administered with the 
intent to alleviate pain and suffering – 
not the intent to kill.

Euthanasia, on the other hand, is the 
intentional ending of a person’s life. It 
involves someone giving a person an 
injection of a lethal drug to end that 
person’s life. Assisted suicide involves 
someone giving a person a lethal drug 
that the person then takes to end 
their own life. The person doesn’t 
need to be dying to be eligible for 
euthanasia or assisted suicide.

The New Zealand Medical Association, 
the Australian and New Zealand 
Society of Palliative Medicine, and the 
World Medical Association all condemn 
euthanasia and assisted suicide as being 

in conflict with basic medical ethics. 
Euthanasia and assisted suicide are 
illegal in New Zealand and in 94% of 
jurisdictions around the world.

Stopping treatment

Refusing treatment 

Turning off life support 

Refusing life support 

Having a do-not-resuscitate order

life support
is not euthanasia.

All of these things are 
medically ethical. 

All of these things 
are legal. 

None of these things 
are euthanasia.
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HEATHER AND RACHEL 
WIFE AND DAUGHTER

Heather and Rachel are a mother-
and-daughter team who have shared 
a bittersweet experience over the last 
few years. Having to watching a beloved 
husband and an adored father live with a 
terminal illness until he died at the age of 
42 has not been easy for either of them. 
Despite this, they hang onto every precious 
memory from that tumultuous time.

In 1991 Heather moved to Hamilton to 
attend university and there met Glenn, the 
love of her life. Three years later they were 
married. One day, out of the blue, came a 
most unwelcome and worrying interruption 
to their happy life – Glenn suffered a 
seizure. He was only 28 years old and they 
had been married for only three years. At 
first his likely diagnosis was epilepsy, but 
three months down the track the true 
cause of his illness was revealed.
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R It was on a Friday afternoon that the specialist rang, “There’s no 

time for you to come in, I’m going to have to tell you over the 
phone; you’ve got a brain tumour. You need to get into Auckland 
hospital ‘cause we’re gonna need to operate on Monday.” Still in 
shock, the couple made their way to Auckland. Heather recalls, 
“Our world was completely rocked. The neurologist had spoken 
only about epilepsy and I still remember the shock when he used 
the word ‘brain tumour’. I thought, ‘There could be nothing worse 
than that.”

Overnight Heather became the breadwinner as Glenn could not 
drive and had to give up a job he had just been offered. This was a 
very stressful time, but they decided to meet its challenges with 
as positive an attitude as possible. “Glenn was always a seize-the-
day kind of guy and we were going to make the most of life, not 
knowing how long we had or what the future would hold for us,” 
said Heather.

Two years later they set off to Japan to make the most of some 
opportunities which had opened up for them there. They had an 
amazing eighteen months living in Japan, and Glenn managed 
to teach English and guitar, and also to coach football. Heather 
describes it as an amazing time made possible by Glenn’s strong 
desire to do such things while he still could.

During this time they got a wonderful surprise when they 
discovered that they were expecting a baby – their daughter 
Rachel. But it was also around this time that Glenn had a scan 
showing a slight change in the tumour, after 4 years of no 
change, and so they decided to return to New Zealand.

In 2002 they had a baby and Glenn had surgery, radiotherapy 
and chemotherapy – a massive year for them both. Rachel  
was born in July, and an operation that Glenn had had just  
two months before her birth hadn’t seen him bounce back  
as the doctors had hoped. Glenn was told that during his  
surgery bacteria had entered his brain and had grown into  
a nasty infection which meant that part of his bone flap had  
to be removed.

Glenn suffered steroid-induced psychosis and became very 
suspicious of those around him. “It was like a scene out of the 
movie A Beautiful Mind, that we had just watched together. It 
was a very strange situation to be in.” This condition lasted five 
weeks altogether, which Heather recalls as some of the longest 
weeks of her life.

In the second year of Rachel’s life, Glenn’s condition declined 
rapidly, and several disabilities began to set in. He needed a 
walking stick, his speech became difficult and he needed a sleep 
every afternoon. Heather said, “His chronic fatigue pattern was 
so precisely timed that at one o’clock every day, he could just 
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WATCH GLENN’S STORY
www.defendnz.co.nz/glenn

https://www.defendnz.co.nz/glenn
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“There are some really scary diagnoses, things you 
don’t want to hear a doctor say to you, but you never 
know how things are going to pan out. The fear which 
comes from hearing something scary is fear of the 
unknown and you can’t really make a decision that the 
rest of your life is not going to be worth living when you 
haven’t finished living it yet.”  
- Heather

People felt sorry for Glenn but to him it was just happening, so he 
got used to it as time went on.”

Although it was quite obvious to his friends that his condition 
deteriorated over the years, it was also apparent that Glenn did 
not lose his spirit or his will to live. He kept his sense of humour, 
putting on funny accents even though he had difficulty getting 
the words out. 

Glenn tried to make the most of each day, doing whatever he 
could to maximise his time with his family. He enjoyed taking 
Rachel to kindy on his scooter and did what he could to teach  
her how to play football. Rachel has fond memories of her Dad 
coming to watch her football games. The fact that he wasn’t as 
mobile as other Dads never bothered her. “He was just my Dad. I 
saw past all of that. It didn’t make him any less of a person to me.” 

Heather remembers Glenn’s last year as an extra tough time.  

But she also remembers people visiting Glenn and telling her, “I 
have to be really honest; I didn’t want to visit. But man, I feel so 
good having seen him and he made me feel better and we laughed 
even though he couldn’t even talk to me. How was that?” People 

about fall asleep wherever he was. You 
never imagine that your husband is going 
to be surpassed by his toddler daughter in 
terms of walking and wakefulness.” 

“When you see the possible symptoms 
on paper, they can seem unbearable. 
Especially if you haven’t experienced them 
before. But things like losing mobility 
usually happen over time and our strength 
builds the same way. Because of this, we 
can be okay in these situations, even if 
we’re initially overwhelmed.”

Heather never saw Glenn as a burden, 
however, and she learnt to be flexible and 
adaptable to his needs. “We were a team. 
His scan was ‘our’ scan, ‘we’re’ doing this, 
‘we’re’ going to ‘our’ doctor. It was always 
like it was happening to me as well,” says 
Heather. “You just adapt because those are 
the limitations you’re living with and you 
learn to make the most of the situation. 
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were finding that Glenn was still life-giving and “pretty cool”  
to visit.

During that year he used a wheelchair and lived in a rest home. 
Glenn got an infection in his toe and Heather was shocked when 
a doctor there didn’t seem to be trying to do much about it. He 
explained, “Well, Glenn is going to die… and it will probably be 
from an infection in the end, so it might be this infected toe that 
takes him out.” 

Heather was furious. They had navigated through fourteen years 
of Glenn’s illness, so for Glenn to die of an infected toe just felt 
wrong. Heather decided she wasn’t having a bar of it, so she 
organised a mobility taxi and took Glenn to another doctor who 
treated his toe. “It showed me that the first doctor didn’t know 
my husband like I did. Glenn wouldn’t have wanted to die like 

“He was just my Dad. I saw past all of that.  
It didn’t make him any less of a person to me.”  
– Rachel that. He would have wanted to live till the 

end, but at the same time, not be kept alive 
at all costs.” 

In 2011 Heather walked into Glenn’s room 
surprised to see him wearing a sticker 
proclaiming, ‘I voted’. She wondered how 
on earth it had happened. Heather said, 
“We hadn’t talked politics… I mean we 
couldn’t even talk daily life. He couldn’t 
give a straight yes-or-no answer to ‘are you 
hungry?’… and yet somehow, someone had 
got a vote from Glenn in that position.” 
No one gave her a proper explanation as 
to who had helped him vote and how. She 
wondered what else Glenn could have been 
encouraged, or even persuaded, to do in 
her absence. If euthanasia were legal years 
earlier when Glenn had more cognition 
but had a lot of challenges, might someone 
have talked with him about the option  
of euthanasia? 
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Heather says that while she has definitely had her share of 
difficult days, she would hate to think there could potentially be 
views expressed by health professionals suggesting that Glenn’s 
illness  was having an adverse and unbearable effect on his family. 
“Those kinds of conversations could so easily have happened with 
Glenn if the doctors and people around him thought only about 
the suffering they could see. I just can’t bear to imagine what kind 
of conversations could happen to a vulnerable person if others 
were to project their thoughts on the poor quality of someone’s 
life, or how their illness might be affecting their loved ones.”

Heather recalls, “Glenn was under Hospice three times, and he 
had outlived numerous prognoses.” 

Glenn was first diagnosed in 1997. He lived to see his daughter 
born in 2002, five years later. When Rachel was only 18  
months old Glenn was under Hospice the first time, clinically 
dying, saying his goodbyes, but he didn’t die. When she was 
three, his doctor told them that he was pretty sure that Glenn 
would have less than six months to live and he signed for his life 
insurance to be paid out. Then when Rachel was four years old he 
was under Hospice again, and once more a whole team of doctors 
assessed him as being at the end of life. The choir that he was a 

member of practised songs for his funeral, 
but he recovered and was discharged.

It wasn’t until 2011, when Rachel was nine, 
that Glenn finally died. The fact that Glenn 
lived several years longer than expected is 
just one of many examples showing that 
prognosis is not an exact science.  

When Glenn’s time finally came, he began 
needing more morphine. Heather was at 
his bedside all through the night before 
he died. While he had a lot of seizures, 
Heather also remembers having some very 
precious times together. The family joined 
her the following morning. With Heather 
and Rachel each holding one of Glenn’s 
hands, he slipped away at eleven past twelve 
on the eleventh of the twelfth month 2011. 
It was a day they will never forget, not only 
because of the sadness they experienced, 
but also because of the gratitude felt for 
those last moments with Glenn. Of his 
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“It might not be called ‘suicide’… but at 
the end of the day that’s what it is. It’s the 
same thing.”  
- Rachel

passing Heather said, “It was the right time. He died when he was 
meant to, and we were there for him.” 

“It was a bittersweet journey, a rollercoaster ride. I would do it 
all again, and I loved him very much. I love him still, and he’s the 
inspiration for my daughter,” says Heather.

She says, “There are some really scary diagnoses, things you 
don’t want to hear a doctor say to you, but you never know how 
things are going to pan out. The fear which comes from hearing 
something scary is mostly a fear of the unknown and you can’t 
really make a decision that the rest of your life is not going to be 
worth living when you haven’t finished living it yet.” 

Heather now works with people who, like Glenn, have to face 
challenges with both physical disabilities, chronic and terminal 
illness. She considers it a privilege to walk alongside those who 
are looking for hope in what others might see as a bleak situation. 
She says, “I would be incredibly nervous to 
see assisted suicide put on the table in our 
country. I work with people who have had 
a scary diagnosis and they are vulnerable. 
Lots of them have been in a state of 
depression and some have been suicidal. 
They may get depressed again. These are 
seasons in their lives that they can get 
through with support.” 

Heather fears that having assisted suicide 
as a legal option would make hopelessness 
even more prevalent in our society. When 
people are unwell, Heather says, we should 
never let them lose the hope that tomorrow 
might be a better day. People often don’t know where their 
strength is going to come from until they meet the next day.

“Euthanasia doesn’t solve anyone’s problems. In fact, for  
those left behind, how does it help them and what does it  
teach them about the value of hope? What does it teach us about 
the importance of connection and journeying with people until 
their life’s natural end? Let’s focus on dying naturally with dignity. 
We can look at this whole thing and choose to make it so that 
people can be cared for and can die well. This should be our goal 
moving forward.”

Rachel worries that people may not realise how a decision to 
have assisted suicide could affect the wider family. “If my father’s 
death had been through assisted suicide,” Rachel says, “knowing 
that it would have been a decision and not a natural process… 
yeah, I might have had some problems dealing with that. It’s a 
massive deal and it scares me to think… because it would have 

completely changed my life for the worse. 
I’m so glad that it wasn’t an option because 
I got nine years with Dad!” 

Rachel fears that if assisted suicide is 
legalised, it will send a frightening message 
that suicide is okay. She says, “It might not 
be called ‘suicide’… but at the end of the 
day that’s what it is. It’s the same thing.” 

Rachel is grateful for a good childhood 
despite everything that was happening 
around her. “I hardly ever noticed any of 
the bad stuff growing up and I’m grateful 
for all that Mum did to handle everything. 
We are super close. She inspires me a lot 
with how strong she is, and what she does 

for other people. Even after my Dad  
has gone, she is helping people with 
disabilities and she is still supporting me 
with my passions.”

Rachel says she learned so much from her 
Dad about staying strong and not paying 
attention to negativity. “Just through being 
himself and through living, he passed on 
an attitude of ‘never give up, be brave and 
stand up for what you believe in’.” 

With the hope and strength that her  
father passed on to her, she is now working 
her way to get as far as she can in the world 
of football, another legacy from her father, 
and a constant reminder of his input in  
her life.
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IN THE FLANDERS REGION OF BELGIUM 
IN 2013, NON-VOLUNTARY EUTHANASIA 
ACCOUNTED FOR 1.7% OF ALL DEATHS IN 
THE REGION. 

Non-voluntary euthanasia, 
or the practice of ending a 
person’s life without their 
express consent, occurs 
in jurisdictions where 
voluntary euthanasia has 
been legalised, and it 
generally goes unpunished.

In the Netherlands, there 
has been a recent increase 
in euthanasia for people with 
severe dementia – people who 
lack the mental capacity to 
consent to death. One such 
patient was a 74-year-old 
woman who had dementia. 
Her family requested that her 
doctor honour an advanced 
directive she had signed before 
her disease had progressed 
and have her euthanised. Her 
doctor secretly drugged her, 
but she protested against 
being killed. Her family held 
her down while the doctor 
administered the lethal drugs. 

Source: K Chambaere, R V Stichele, F Mortier, et al., “Recent trends in euthanasia and other end-of-life practices in Belgium,” New England Journal of Medicine (2015) 
372:1179-1181; Dutch News, “Doctor reprimanded for ‘overstepping mark’ during euthanasia on dementia patient,” in Dutch News (29 January 2017); Janene Pieters, 
“Euthanasia Ok’d for dementia patients who request it when lucid,” in NL Times (7 January 2016); Regionale Toetsingscommissies Euthanasie, Vijftien jaar euthanasiewet: 
belangrijkste cijfers, 2017 (2018).

1.7%

In total, 166 people with dementia were 
euthanised in the Netherlands in 2017. 
This increase led Berna van Baarsen, a 
member of a Regional Euthanasia Review 
Committee, to resign in protest in 2018, 
saying that she doesn’t believe the law 
intended for people who could not make 
an oral request for euthanasia to be killed.

SOME EUTHANASIA 
DEATHS HAPPEN WITHOUT 
A PATIENT’S CONSENT. 
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ASSISTED SUICIDE AND 
euthanasia are often sold as 
compassionate responses to the pain 
and suffering of those with terminal, 
debilitating or chronic medical 
conditions. Stories are told of patients 
writhing in pain, yelling to be put out 
of their misery.

But the reality of legalised assisted 
suicide and euthanasia is quite different.

The US state of Oregon asks patients 
who are approved for an assisted 
suicide death to name the “end of 
life concerns” that have led them to 
request lethal drugs from a doctor. 
The state offers seven options, and 
patients can choose more than one.

Since the enactment of their Death 
with Dignity law in 1998, by far 
the most common reasons given for 
wanting to end their lives are “losing 
autonomy” and being “less able 
to engage in activities making life 
enjoyable.” 95.5% choose to end their 
lives because they feel like they’re no 
longer in control of their lives, and 
94.6% request lethal drugs because 
they’re finding life less enjoyable. 
In contrast, 29.8% cite “inadequate 
pain control or concern about it” as a 
reason for wanting to die.

People who access assisted suicide and 
euthanasia do not, by and large, do so 
because they are in intense pain, or 
even because they fear that they will 

People choose to end their lives because 
life is no longer enjoyable, not because 
they are in pain.

Burden on family, friends/caregivers

End-of-Life Concerns in Oregon, USA, 2018

0 20 40 60 80 100
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46.3%

63.6%

31.2%
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Less able to engage in activites 
making life enjoyable

Loss of dignity

Losing control of bodily functions

Inadequate pain control or 
concern about it

Financial implications of treatment

Source: Oregon Public Health Division, Oregon’s Death with Dignity Act: 2018 data summary (2019). 

request lethal 
drugs because 
they’re finding 
life less enjoyable. 

94.6%

be in intense pain in the near future. 
They do it for similar reasons that 
anyone who wishes to commit suicide 
does it: feeling out of control and 
finding decreasing joy in life.
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3 The conversation 
about euthanasia 
doesn’t end if you 

vote “yes” to the End of 
Life Choice Bill at Second 
Reading – it gets bigger.
The stakes in the End of Life Choice Bill 
are high – it is literally a life-and-death 
issue. Don’t expect the conversations 
about euthanasia and assisted suicide 
to end if the Bill gets past its Second 
Reading. Expect the conversations to 
get longer and much more intense.

All but a few realise that the End 
of Life Choice Bill is a highly flawed 
document. Should the Bill pass its 
Second Reading, the Committee of 
the Whole House stage will likely be 
extremely lengthy, as dozens of MPs 
try to fix the Bill – often in mutually 
exclusive ways. Should “grievous and 
irremediable conditions” be left in, 
or taken out, or even expanded to 
include more conditions? Should 
doctors be compelled to take part in 
ending patients’ lives, or will conscience 
protections be more explicitly stated? 
And how many ways can people think 
of to try and protect patients with 
depression from accessing assisted 
suicide and euthanasia – and which of 
them would be most effective?

And if the Bill makes it through the 
gamut of Committee stage, and passes 
at Third Reading, still the conversation 
doesn’t go away. Pushes for the law to 
be expanded beyond the carefully set 
parameters just debated in Parliament 
would come almost immediately, if the 
Canadian experience is anything to go 
by. Once Parliament legislates that 
some people may choose the manner 
and timing of their death, others will 
demand the same. Borderline cases first, 
and then the boundaries will be pushed 
further and further out. 

The only way to get conversations 
about euthanasia and assisted suicide 
out of Parliament is to defeat the End of 
Life Choice Bill.

2  
Jurisdictions the world over are saying “no” to 
assisted suicide and euthanasia legislation.

The End of Life Choice Bill does not have to pass. Most jurisdictions around the world 
that consider the legalisation of euthanasia and/or assisted suicide defeat those bills. 

In just the past year, at least seven jurisdictions have considered euthanasia and/or 
assisted suicide bills and have defeated them or have had them withdrawn due to lack of 
support. The most recent termination of such a bill came in the US state of New Mexico 
in mid-March 2019.

Legislators around the world withhold their support for euthanasia and assisted suicide 
laws because they see the inherent dangers in licensing doctors to end life. They look to 
overseas jurisdictions where these practices are legal, and they decide that they don’t 
want to unleash in their countries and states increasing numbers of euthanasia and 
assisted suicide deaths, extensions in the practice of the law, abuses, and the deaths of 
those who shouldn’t have died. They listen to those who would be most affected by the 
passage of a euthanasia or assisted suicide law –people with disabilities and others who  
are vulnerable – and they decide that they do not want to put so many of their citizens  
at risk.

It’s ok to say “no” to euthanasia and assisted suicide. It’s the right thing to do. 

1 The case has not been made that the current laws 
prohibiting assisted suicide and culpable homicide 
need to be changed.

It is against the law the to assist in someone’s suicide or to end someone else’s life, even 
with that person’s consent. Justice Collins found in the Seales case that these laws were 
very clear in their intent: there is an inviolability to human life – it may neither be thrown 
away nor taken away – and the law upholds this inviolability for the good of all. The 
breadth of these laws, covering all human life, was necessary, Collins concluded, in order 
to protect all people. They are in line with the New Zealand Bill of Rights Act.

The End of Life Choice Bill seeks to amend these laws by inserting an asterisks, of sorts, 
next to certain categories of people. For those eligible for assisted suicide or euthanasia 
under the Bill, the State’s protection of their lives in prescribed circumstances will be 
lifted. It will become permissible for a doctor to end the lives of some of their patients.

The main arguments in support of this Bill are to give control over one’s death and 
to avoid future suffering. However, the Bill doesn’t deliver. It offers only one option – 
lethal drugs – within a prescribed process and at the ultimate discretion and control of 
doctors, rather than the patient – without any guarantee of a suffering-free death. These 
arguments don’t make the case that the law protecting everyone needs to be changed.

The current law and justice system can and does show great understanding and 
compassion. The current law maintains the standard of the inviolability of all human life 
and acts as a deterrent to those who would take a life or assist in a suicide for abusive 
or misguided motives. However, the court can exercise discretion with compassion and 
consider extenuating circumstances. The law has a stern face but a kind heart.

The End of Life Choice Bill is not a minor amendment to the criminal law, it is a 
complete undermining of the basic principle that it is wrong to take a human life or to be 
a party to a human suicide. The current law doesn’t need to change to show compassion 
to those at the end of life; those eligible for euthanasia and assisted suicide under the Bill 
don’t have to lose the law’s protection over their lives.

Top 5 Points for MPs
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4  
If you don’t want to see euthanasia for children or for people with disabilities, 
chronic conditions, mental illness, or dementia, you have to defeat this Bill.

Currently, there is a bright line that demarcates when a human life 
may be intentionally taken – never. Pass the End of Life Choice 
Bill, and that line becomes blurred as it allows people through who 
are eligible for euthanasia and assisted suicide.

No matter the limits on eligibility inserted into the Bill, it would 
be impossible to contain who gets through that once bright line.  
Be it broad and including grievous and irremediable medical 
conditions, or be it narrow and limited to terminal illness, these 
criteria will not hold up for long. Pushes to expand the eligibility 
criteria will come swiftly and incessantly. Once the law has changed 
from a blanket prohibition against intentional killing to a law that 
allows it for a certain group of people, there would be no logical 
place to draw the line.

In the Netherlands euthanasia and assisted suicide were once 
limited to the terminally ill. Then euthanasia was extended to 
newborns. Then it became possible to be euthanised for mental 
illness in the absence of a physical disease. And those with 
dementia, who could no longer consent to euthanasia, began to be 
euthanised. And the numbers of euthanasia for these conditions 
increased. All of this expansion has occurred without the original 
law changing. And now pushes are being made to allow euthanasia 
for those over the age of 70, who are simply “tired of life.”

In Canada, the expansions in the categories of those eligible 

for euthanasia have occurred much faster than they did in the 
Netherlands. Only two years since legalisation being passed, 
interpretation of the requirement for natural death to be 
“reasonably foreseeable” has expanded in practice. And efforts 
to expand the law even further are making their way through the 
courts, with cases under way demanding euthanasia for non-
terminal illness, disability, mental illness, dementia, and for children.

Even in the US state of Oregon, which is often held up as a 
jurisdiction where no extension of the law has occurred, extensions 
of the scope of the law have occurred in practice. At first intended 
for people with a terminal illness with a prognosis of six-months 
or less to live, the law is increasingly being applied as meaning 
six months or less to live without receiving medical treatment. 
According to official reports, assisted suicide is increasingly being 
accessed by people with conditions that are usually considered 
chronic rather than terminal, such as diabetes or musculoskeletal 
disorders. The law hasn’t changed, but the way it is being applied on 
the ground, in doctors’ offices, has.

Passing the End of Life Choice Bill means accepting that the 
criteria decided now in Parliament will be expanded. They will be 
expanded in doctors’ offices, in the courts, and, perhaps, one day, 
back in parliament.

5  
The End of Life Choice Bill will never be safe, no matter how many changes are 
made to it.

No matter what amendments are made to the End of Life Choice 
Bill, it will never be able to guarantee that legalising assisted suicide 
and euthanasia will not bring about wrongful deaths or abuse. This 
Bill will never be safe.

No amendment can guarantee that someone won’t be 
coerced into requesting an assisted suicide or euthanasia death. 
Manipulation and abuse, not to mention indirect coercion, can all 
occur behind closed doors and remain unknown and unreported. 
In any abuse statistics, percentages of people suffering abuse are 
always understated because abuse occurs without anyone outside 
the relationship knowing what is really going on.

No amendment can guarantee that doctors won’t make mistakes 
in diagnosis and/or prognosis for patients who might then request 
assisted suicide or euthanasia. Diagnosis and prognosis are based 
on probability, not certainty. What if someone is told they have 
terminal cancer, and they are administered euthanasia, but it is 
later discovered the diagnosis was wrong, and they were not, in fact, 
terminal? Or if someone is told they have only a few months to 
live, and they access assisted suicide, but they could have lived for 
several more years?

No amendment can halt the changes to and expectations of 
society once euthanasia and assisted suicide are legal. Currently, it 
is a given that sick, disabled and elderly people are cared for until 
their natural death. The availability of assisted suicide as a legal 

option would make staying alive optional, instead of the default. 
Those who are eligible for assisted suicide and euthanasia could 
begin to feel that they now have to justify to themselves and others 
why they’re putting the health system to the expense of keeping 
them alive, and why they’re putting their family and caregivers 
through the burden of caring for them. Vulnerable people could 
feel societal pressure to end their lives.

New Zealand outlawed the death penalty on the grounds that 
even one innocent death would be too many. The death penalty had 
many safeguards built into it, including jury trials and several rounds 
of judicial appeal, and yet, wrongful deaths could still occur. It was 
decided the State should not be involved in intentionally ending 
human life.

No law or policy is ever perfect – they all have unintended 
consequences, some of them detrimental to some in society. But 
no other law or policy involves the State sanctioning someone’s 
death at the hand of another. Unintended consequences 
in education policy may mean that some children don’t get 
the education they deserve, or that some teachers don’t 
have the resources they need to teach effectively – negative 
consequences, but fixable. Unintended consequences in 
euthanasia policy may mean that someone’s life has been ended 
that shouldn’t have been. There’s no rectifying that situation – 
the person is gone.
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