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The debate regarding the legalization of 
assisted dying e.g. euthanasia or physician 
assisted suicide (PAS) has recently received 
substantial attention in South Africa.  It is at this 

stage not clear what direction legislative authorities 
are going to follow, but the debate is sure to continue.

ONE ASPECT OF THE DEBATE THAT HAS 
RECEIVED LITTLE ATTENTION, AT LEAST IN 
THE SOUTH AFRICAN CONTEXT, RELATES 
TO ASSISTED DYING FOR PATIENTS 
SUFFERING FROM MENTAL HEALTH 
ISSUES, IN THE ABSENCE OF TERMINAL 
PHYSICAL ILLNESS.  

Nevertheless, it is an important debate that requires 
careful deliberation, as requests for assisted dying 
because of psychiatric illness is now legal in the 
Netherlands and Belgium.

QUESTIONS TO BE ANSWERED

When attempting to debate the issue, a number of 
ethical dilemmas would inevitably arise, and the 
following questions would have to be considered:

• Is suicide ever justifiable? 
• Is euthanasia ethically justifiable?
• Is it ever morally justified to assist 

someone in dying?
• Is there a difference between 

euthanasia and suicide?
• Is euthanasia for psychiatric 

reasons justifiable?
• Is a request or wish to die ever
•  rationally made?
• Is it ever morally justified to 

ask the above of someone else? Why should a 
second person (doctor/nurse) be involved?

Clearly there are current legal realities that have to 
be considered, but ethical dilemmas need to be 
considered separate from the current legal status. 

NETHERLANDS

In 2002, Dutch Lawmakers passed the “Termination 
of Life on Request and Assisted Suicide Act”, allowing 
for assisted dying. 

The law dictates transparency and independent 
review and requires an independent physician, 
preferably a specialized euthanasia consultant, who 
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must be consulted prior to the actual effectuation 
of assisted dying. This should be a psychiatrist if the 
request is for psychiatric reasons.

Due diligence requirements include the following:

• The suffering must be unbearable and without 
prospect of improvement

• There must be no reasonable way to relieve this 
suffering

• The request has to be voluntary and well 
considered by a competent patient. 

Regional euthanasia review committees assess 
every case, and only when they conclude that due 
diligence requirements have not been met, is the 
case transferred to the public prosecutor for criminal 
investigation.

RECENT DATA SHOW THAT 2% OF ALL 
DEATHS IN THE NETHERLANDS ARE DUE 
TO ASSISTED DYING. 

For Physician Assisted Suicide (PAS), antiemetics 
and barbiturates are used, and for Voluntary Active 
Euthanasia (VAE) intravenous barbiturates and 
muscle relaxants or high-dose opioids are used.

EUTHANASIA IN SOUTH AFRICA

In 1975, Dr Alby Hartmann, a GP in the rural Western 
Cape was reported to authorities after reportedly 
assisting his elderly and terminally ill father in dying.  

THERE WAS WIDESPREAD SUPPORT FOR 
HIM – BOTH FROM INSIDE AND OUTSIDE 
THE MEDICAL FRATERNITY, AND HE WAS 
EVENTUALLY ONLY SENTENCED TO THE 
TIME HE HAD ALREADY SPENT IN COURT. 
HE LEFT THE COURT A FREE MAN, BUT 
THE HEALTH PROFESSIONS COUNCIL OF 
SA (HPCSA) DID NOT AGREE WITH THE 
COURT’S LENIENT SENTENCE AND HE 
WAS SANCTIONED BY THE PROFESSIONAL 
BODY.

Prof Sean Davison is a local academic, who was 
found guilty in New Zealand of assisting his terminally 
ill mother in dying. He is active in promoting the 
legalization of assisted dying in South Africa and has 
been involved in other high-profile related incidents 
as well.  

ANOTHER WELL-KNOWN CASE INVOLVES 
ADVOCATE ROBIN STRANSHAM-FORD, 
WHO SUCCESSFULLY PETITIONED THE 
COURT TO ALLOW HIM TO BE ASSISTED IN 
DYING.  THIS VERDICT HAS SUBSEQUENTLY 
BEEN OVERTURNED. 

The last two cases were instrumental in igniting the 
debate on euthanasia in South Africa.

ASSISTED DYING FOR PSYCHIATRIC REASONS
 
There is little doubt that mental disorders are among 
the most disabling illnesses, but it becomes more 
complicated when comparing mental anguish to 
physical pain.  The concept of “unbearable suffering” 
in terminal cancer patients is easily understood, 
but what does it mean in terms of mental illness?  
Treatment of some cases in psychiatry may be 
considered futile, but this is not necessarily the same 
as terminal illness.

The Dutch Supreme Court has ruled that Physician 
Assisted Suicide may be justified where there is 
unbearable mental suffering in the absence of 
physical illness.  Furthermore, these requests should 
not be granted if patient has deliberately refused 
realistic treatment alternatives.

INITIAL STUDIES HAVE DEMONSTRATED 
THAT VERY FEW REQUESTS WERE LODGED 
FOR PSYCHIATRIC REASONS, BUT THE 
NUMBERS HAVE BEEN INCREASING 
SUBSTANTIALLY. IN 2011 THERE WERE 
ONLY 2 REPORTED CASES, BUT IN 2017 
THERE WERE ALREADY MORE THAN 80 
CASES REPORTED.

This increase in PAS for mental illness may be 
because of increased awareness, but a more 
cynical view would suggest that is because of 
increased availability.  There may also be a loss of 
stigma associated with PAS in psychiatric patients, 
the more awareness increases.

ARGUMENTS AGAINST PAS IN MENTAL ILLNESS

It is commonly held that in medicine, protection of 
life should be paramount.  There is considered to be 
a profound duty on a doctor to not participate in 
the killing of a patient, and in psychiatry there is the 
added duty to prevent and even intervene where 
suicide is threatened.

IT MAY BE ARGUED THAT THE “RIGHT” 
TO COMMIT  SU IC IDE  SHOULD BE 
RESPECTED, BUT THAT THE FACILITATION 
THEREOF CANNOT BE CONDONED.  IT 
SHOULD ALSO BE TAKEN INTO ACCOUNT 
THAT SUICIDE THREATS DO NOT USUALLY 
PERSIST, AND THE SAME HAS BEEN 
OBSERVED IN PATIENTS REQUESTING 
ASSISTED DYING.

Another argument against allowing PAS for 
psychiatric reasons, relates to the “Slippery 
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Slope” argument.  Doctors have a duty to protect 
vulnerable patients, and allowing for progressively 
more permissive regulations may eventually lead 
to a failure in protecting those most in need of 
protection (e.g. allowing requests for patients with 
dementia).

Patients must also have confidence in their doctors, 
and involvement in practices at odds with their 
perceived role will erode confidence in the profession.

There is also no reliable mechanism to define 
incurable psychiatric disease and determine 
medical futility for psychiatric care. 

REGARDING THE ABILITY TO MAKE 
AN AUTONOMOUS DECISION, IT IS 
ACCEPTED THAT MENTAL DISEASE MAY 
ALTER A PATIENT’S JUDGMENT. THE 
PRESENCE OF PSYCHOPATHOLOGY 
DOES NOT AUTOMATICALLY MEAN THE 
PATIENT LACKS MENTAL CAPACITY, BUT IS 
HIGHLY LIKELY TO INFLUENCE DECISION 
MAKING. 

Patients with a history of a suicide attempt have 
impaired decision making even after accounting 
for psychiatric comorbidity, and impaired decision 
making persists beyond resolution of the acute 
depressive state.

ARGUMENTS FOR ASSISTED DYING IN 
PSYCHIATRY

It cannot be denied that serious mental illness 
can be painful, severely debilitating & cause great 
suffering. Treatment is often only partly successful 
– often with intolerable side-effects – and the long-
term prognosis may be poor.  

IT MAY THEREFORE BE CONSIDERED 
DISCRIMINATORY TO ALLOW PAS 
FOR PHYSICAL REASONS, BUT NOT 
PSYCHIATRIC REASONS. 

It may also be argued that ethically speaking, 
suicide and PAS should be permitted so long as—
leaving aside questions of duties to others—it is 
rationally chosen, or to put it in a Kantian vernacular, 
if it is undertaken autonomously.  

AUTONOMY REMAINS A FUNDAMENTAL 
RIGHT FOR SELF-DETERMINATION.  NOT 
TO ALLOW A RATIONAL DECISION TO 
END ONE’S LIFE, MAY BE VIEWED AS 
PATERNALISTIC.

Battin (1996) suggested the following conditions for 
rational suicide (and per implication, PAS):

• Three cognitive conditions:

 a facility for causal and inferential reasoning, 

 possession of a realistic world view, 

 adequacy of information relevant to one’s 
 decision

• Two interest conditions 

 that dying enables one to avoid future
 harms

 that dying accords with one’s most
  fundamental interests and commitments

In psychiatric patients requesting PAS, the following 
conditions have been suggested: 

• Ongoing and severe medical / psychiatric 
related suffering

• Intrapersonal suffering

• Suffering related to interpersonal interaction 

• Suffering related to one’s place and interaction 
in society

• Existential suffering.

FINAL THOUGHTS

EUTHANASIA FOR MENTAL DISORDERS 
I S  S LO W LY  GA I N I N G  G R O U N D 
INTERNATIONALLY AND INEVITABLY, 
LOCALLY AS WELL.  THERE ARE VALID 
ARGUMENTS FOR AND AGAINST THE 
CONCEPT, BUT THE DEBATE SHOULD 
CONTINUE.

If it is ever to be an option, it should be emphasized 
that euthanasia/PAS motivated by mental disorders 
must be informed by:

• accurate and detailed records

• standardized methods for diagnosis and 
capacity assessment

• understanding how applicants with mental 
disorders progress through the euthanasia 
process (e.g., are their therapeutic options 
reviewed?)

Special attention would be required by those whose 
euthanasia request is denied - how might we 
attenuate their suffering?  Palliative psychiatry is a 
concept that has never been widely discussed and 
considered, but might well be deserving of more 
extensive investigation.


