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With the RCP preparing to poll Its members about its stance on assisted dying, Dr Amy Proffitt, executive
secretary of the Association for PalUatfve Medldne (APM), argues the case for opposing medkal

Involvement.
The RCP's questions go to the heart of medicine. Should the law change to permit doctors to assist In the
suicide of their patients? If so, this is a fundamental and irreversible shift in medicine's phik>sophy and
practice. The core issue in this survey is not whether assisting suicide Is ever right or wrong, but whether
this Is a medical duty.
The profession's view is central to this political debate because it is about a doctor's involvement. It Is not
possible to be neutral about an activity that a clinician is involved Jn administering. Neutrality implies that
we have nothing to say one way or the other as to where our professional duties lie in the care of society's
potentially most vulnerable people.

Your vote and the RCP's position have social and political consequences. In other legislatures where
medica!Organlsatlons became·-neutral, doctors are the ones implementing assisted suicide and carry full
responsibility, including when things go wrong.

What does 'assisted dying' really involve?
In law, 'assisted dying' Is assisted suicide. tt is not about use of high doses of analgesia and similar
medication to relieve distress. It concerns doctors having legal responsibility for assessing eligibility,
. declining or approving a request and providing drugs to patients with the deliberate intent to cause their
deaths. This Is usually a massive dose of barbiturates (ie 9-10 grams) with or without other drugs.
{.••] would I myself be willing to supply or administer a massive dose of sedative+/- a muscle relaxant to
patients with the deliberate intent of bringing about their death?
Dr Amy Proffitt, executive secretary of the Association for Palliative Medicine (APM)
There is a core question. Walk a mite in the shoes of a physician whose patient requests assisted suicide or
death and ask yourself:

'If the law were changed, would I myself be willing to supply or administer (Canada's law includes this} a
massive dose of sedative +/- a musde relaxant to patients with the deliberate intent of bringing about their
death?'

As colleagues and physicians, I would ask you to consider the following before you respond:
The role of medldne In any proposed legislation. This is not about the rights or wrongs of assisting

suicide. It is possible for one both to favour assiSted suicide, as a citizen, and support society having a

. provision outside clinical medicine (as in Switzerland) whilst, as a physician, to oppose doctors' direct
involvement. The question is whether the RCP supports this as a medical duty. Opposition does not hinder .
informed debate. Other professional bodies whose members are affected by the issue - t he BMA, the
RCGP, the British Geriatric Association, the Association for Palliative Medicine and the World Medical
Association - oppose assisted dying. But they still engage at every level with all aspects of the debate,
including contributing to balanced publications.
Polltkal Consequences. In moving from opposition to neutrality, the RCP signals a significant shift. This will
be misinterpreted by society, the media and Parliament to mean that physidans as a whole support legal
change. In legislatures where medical societies became 'neutral', a change in the la~ placing the
responsibility with doctors, followed quickly and irreversibly.
This is not about being out of step with public opinion. Our responsibility here is our duties as doctors to
avoid harm, to maintain the trust of all our patients when rendered vulnerable by their illnesses and to
protect our relationship with them. The public would expect this of us.
.
Trust. How should doctors respond to patients requests for lethal drugs? Even though clinical pressures
and understaffing can undermine continuity of care, the way we listen and respond to such requests
carries substantial weight and steers decision-making. Behind requests, the vast majority are seeking and
need confirmation that we are fully committed to helping them live as well as possible until they die, and
ensure they die peacefully, not to have their lives ended prematurely.
Social and not medical pressures. Wanting assistance to suicide or die may be triggered by something
clinical, but Oregon's data show that the majority of reasons people seek assisted suicide are social and not
medical. They relate to concerns about the inability to enjoy previous activities, fears about the future,
worry about being a burden in needing support with care and losing autonomy.
Is autonomy relational? Autonomy is not simply an isolated expression of control. The impact of one
person's action to end his or her life affects friends, family and carers, as well as society's attitudes to the
dy;ng generally. Physician-assisted dying creates expectations that deliberately ending lif e early is one of a
physician's responsibilities.
Clinical burden. Many young doctors are feeling increasing pressure and worry about their own and
colleagues' mental health and burnout. The literature on the personal impact on them of being involved
directly in assisting suicide and euthanasia reports significant psychological morbidity. Given existing
challenges in our workforce this could well be a growing concern for the future.
Safety. Suggested safeguards from supporters of physician assisted suicide cannot be clearly defined in
law. Should the RCP's outcome favour physician assisted suicide, safety will be a major concern. We all
have our limits. Because of our caring and compassionate relationships with our patients, we are not
always best placed to judge objectively the social factors affecting a 'settled' wish to die such as the
coercive psychological, relational and cultural pressures that may be in play.
If legislation involving doctors is given a 'green light' those responsible for and concerned about some of
the most vulnerable and sick in society will carry the responsibility for a fundamental change in clinical
practice. Neutrality will be misread as support for a change in the law. If the College is to have a default
position, it should be the existing - and safe one - opposing medical involvement in assisting peoples'
suicides.
Dr Amy Proffitt Is executive secretary of the Association for Palliative Medicine (APM), and a consultant
in Palliative Medicine at Barts health. The APM is developing developing a web resource In which you
can find further reading and links to both sides of the argument.

