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Introduction 

Euthanasia is the act or practice of killing or permit

ting the death of hopelessly sick or injured individuals, in 

a relatively painless way for reasons of mercy. There are 

four different ways to classify euthanasia: (1) active, (2) 

passive, (3) involuntary, and (4) voluntary. 

Active euthanasia is actually killing the individual 

whereas passive euthanasia is letting the individual die. 

Voluntary euthanasia is when a patient consents himself and 

involuntary euthanasia does not involve consent from the 

patient, because the patient is medically incompetent. 

active passive 

voluntary 

involuntary 

In what follows, I shall argue that certain types of 

euthanasia are morally right and should be legal. I shall 

present cases of voluntary as well as involuntary euthanasia 

through which I will try to prove the rightness of euthanasia 

and why it should be legal. In my thesis I cite various 

authors and their objections to euthanasia, but instead of 



presenting arguments for my own view I intend to rebut 

arguments against my own view. 

Yale Kamisar, a professor of law at the University of 

Michigan Law School, argues against the legalization of 

voluntary active (as opposed to passive) euthanasia. He 

holds that voluntary euthanasia may be acceptable on pure 

philosophical (ethical) grounds, yet he argues that it ought 

not to be legalized (EL 416). He advances three major lines 

of arguments that focus on the alleged bad effects that he 

thinks would attend the legalization of voluntary euthanasia. 

(1) It is difficult to ascertain whether consent is volun

tary. Thus there is substantial danger that the law will be 

abused. (2) The judgment that a person is incurably ill may 

be wrong on two counts: (a) the diagnostic judgment may be 

in error; (b) the judgment that no cure will be available 

within the life expectancy of the patient may be in error. 

Thus, there is substantial risk that someone will die unnec

essarily. (3) To legalize voluntary euthanasia is to accept 

the "thin edge of the wedge," thus preparing the way for the 

legalization of involuntary euthanasia (EL 416). Kamisar 

argues that there are three issues that need to be considered 

in examining voluntary euthanasia. These three issues are: 



(1) abuse; (2) the likelihood of mistakes; and (3) the danger 

that the legal machinery initially designed to kill those who 

are a nuisance to themselves "might end up killing those who 

are a nuisance to others" (EL 418). 

Kamisar admits, "euthanasia may be acceptable," but, if 

this is the case, I find it extremely hard to see why he does 

not think euthanasia should be legalized (EL 416). It seems 

to me that if one finds some practice acceptable, then that 

person should want that practice legalized; but this does not 

seem to be the case with Kamisar. Kamisar believes that a 

strong case can be made for voluntary euthanasia (EL 416). 

He also believes that whatever may be said for and against 

suicide generally, the appeal of death is immeasurably 

greater when it is sought for 'good cause'—that is, when it 

is invoked not on the behalf of a 'socially useful' person 

but on behalf of the painracked 'hopelessly incurable' cancer 

victim. Kamisar says that if a person is in fact (1) pres

ently incurable, (2) beyond the aid of any respite which may 

come along in his life expectancy, (3) experiencing intoler

able suffering and (4) unmitigable pain and with a (5) fixed 

and (6) rational desire to die, he would hate to have to 

argue that the hand of death should be stayed (EL 416). 



Kamisar states, "The existing law on euthanasia is 

hardly perfect" (EL 417). Although I believe what Kamisar 

says is true, the question that needs to addressed is the 

question of whether the euthanasia law is much worse than the 

rest of the criminal laws. Criminal laws, in general, are 

imperfect, and I believe euthanasia laws are not one of the 

worst of these laws by any means. The imperfections of 

existing laws are not always overcome by just one proposal. 

Kamisar believes the adoption of my proposal of legalizing 

euthanasia would add more difficulties than it would remove, 

but I shall show that my proposal would remove more difficul

ties than it would add. 

II. Objection I 

There are some proposals used to establish a legal 

procedure for the administration of a quick and easy death, 

but it is not enough that those qualified to make the 

decision (the physicians) to decide that the patient would be 

better off dead. The patient must concur in this opinion (EL 

419). Much of the appeal of the current proposal lies in the 

'voluntary' condition, but is the adult patient in a position 



to concur? Is the patient able to make the choice volun

tarily? 

The argument about what constitutes voluntary consent 

seems to be one of the biggest questions concerning euthana

sia, but the final decision should come from the patient 

(unless the patient is medically incompetent) regardless of 

who participates in the deciding process. In his first line 

of argument, Kamisar points out that there is substantial 

danger that the law will be abused. One might be hesitant to 

let others influence the patient in deciding on euthanasia 

and this would be hard to prevent, but, just as in the case 

of other laws views will be influenced by others. There will 

be a few cases in which there is a doubt, but this is true 

with any law. Williams states: "Knowing that we can take our 

life at any time (or ask another to take it) might well 

incline us to give up too easily" (EL 417). I agree that 

some people might give up more easily, but this would be true 

in many cases when the individuals is given an option. For 

instance, take an elderly person whose mind has outlived her 

body so to speak. Consequently, when options are presented 

by a physician to reduce pain or any type of medical treat

ment offered, the individual may not wish to accept treatment 



because she has already given up. An individual can give up 

hope without a single thought of euthanasia entering their 

mind. Moreover, there are also numerous other means to bring 

about their own death. Take a patient who has heart failure 

and receives an artificial heart that does not function 

properly. The next choice would be a transplant from someone 

else's body. The patient could refuse to accept the trans

plant process knowing that it could cause their own death. 

If a patient truly gives up, euthanasia would not be their 

only option. 

Lord Horder claims there are other questions to take 

into consideration. For instance, the mind of the painracked 

patient, which may occasionally be clear, but is unlikely to 

be certain and invariable (EL 419). Horder, a famous British 

physician, in the House of Lords debates said: 

During the morning depression he (the patient) 

will be found to favor the application under this 

Bill, later in the day he will think quite differ

ently, or will have forgotten all about it. The 

mental clarity with which noble Lords who repre

sent this Bill are able to think and to speak must 

not be thought to have any counterpart in the 



alternating moods and confused judgments of the 

sick man. (EL 419) 

Some believe we should not resort to voluntary euthana

sia until narcotics have long since been administered and the 

patient has developed a tolerance to them. This points to a 

problem that is similar to the problem raised by Lord Horder, 

because it is hard to get informed consent from a person who 

is on heavy doses of narcotics or someone who is in extreme 

pain. Miller points out that. 

Anyone who has been severely ill knows how dis

torted his judgment became during the worst mo

ments of the illness. Pain and the toxic effect 

of disease, or the violent reaction to certain 

surgical procedures may change our capacity for 

rational and courageous thought. (EL 417) 

Dr. Miller notes how one's judgment may be distorted in the 

worst moments of an illness, but it seems only logical to 

note that distorted judgments can happen at any time during 

an illness. I agree that a problem may be present, in that 

a patient may not be able to weigh long term benefits against 

short term suffering rationally. On the other hand, some 

hopeless euthanasia candidates will have their lucid moments. 
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Fear of pain and the toxic affect of disease or violent 

reaction to surgical procedures are prevalent among even the 

simplest of diseases, but even in these cases the patient 

could be the best judge of how he is feeling. I believe in 

most cases the choice needs to be left to the individual. 

III. Objection 2 

In Kamisar's second line of argument, he contends that 

the diagnostic judgment may be in error in many cases (EL 

417). Gay-Williams and Kamisar hold the same belief that 

contemporary medicine does not possess perfect and complete 

knowledge and that a mistaken diagnosis is possible, and so 

is a mistaken prognosis (EL 417). To me, Kamisar's conten

tion that there is a risk of mistake is hardly a conclusive 

reason to be against euthanasia (EL 416). A risk of mistake 

can be fatal, but it is not the only risk one takes in 

medical procedures. For example, a doctor might overlook a 

blood clot within the blood tracking and it ruptures killing 

the patient. Considering that there are many risks of 

mistakes occurring, I find it difficult to reason against 

such authorization as Kamisar does. Diagnostic judgments are 



not only of concern when it comes to euthanasia and it seems 

inappropriate to emphasize the possibility of mistake only in 

this case. Take for example, a child who has been diagnosed 

to have Down's Syndrome while still within the mother's womb. 

The child, more than likely, will have this disease; but 

there is still the chance that the diagnostic judgment may 

actually be in error and the child might have the chance to 

live a normal life. Moreover, the diagnostic judgement made 

would result in killing the child unnecessarily. 

If we tend to go with our best guess in various other 

aspects of life, then why not do so at its end? If we do not 

demand certainty before action when administering treatment, 

in general, then why demand it when administering poison? 

Dr. Abraham L. Wolbarst, one of the most ardent support

ers of the euthanasia movement, was less troubled about the 

"insane or defective people (who) have suffered mental 

incapacity and tortures of the mind for many years" than he 

was about the "incurables" (EL 417). He recognized the 

"difficulty involved in the decision as to incurability" as 

one of the "doubtful aspects of euthanasia" (EL 419). 

Doctors are only human beings, with few if any superpeople 

among them. They make honest mistakes, like other people. 
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because of the limitations of the human mind. He noted 

further that "it goes without saying that, in recently 

developed cases when there is a possibility of cure, euthana

sia should not even be considered," that the "law might 

establish a limit of ten years in which there is a chance of 

the patient's recovery" (EL 419). This is where I tend to 

disagree with Wolbarst in that with recently developed cases 

with a possibility of cure euthanasia should still be 

considered, even if there is a chance of the patient's 

recovery. Even if a possible cure is found, the patient's 

prognosis may still look dim due to the fact that the person 

has suffered severely. 

Miller is another who is unlikely to harbor an ulterior 

theological motive. His interest is more personal. He 

himself was left to die the death of a "hopeless" tuberculo

sis victim, only to discover that he was suffering from a 

rare malady which affects the lungs in much the same manner 

but seldom kills" (EL 417). This case was used as an example 

to remind medical student and young physicians that at the 

end of a long and rich experience one of the greatest 

diagnosticians of our time was still not infallible. 
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Miller suggests that one cannot help but think how 

fallible the average general practitioner must be, how 

fallible the young doctor just starting practice must be, or 

how fallible the worst practitioner, young or old, must be, 

and this is all that some small communities have in the way 

of medical care (EL 419). He goes on to say "that if the 

range of skill and judgment among licensed physicians 

approaches the wide gap between the very best and the very 

worst members of the bar—and he has no doubt to think in his 

mind that it does not—then the minimally competent physician 

is hardly the man to be given the responsibility for ending 

another's life" (EL 417). 

My initial reaction to Miller's argument is to ask the 

question: Who does Miller think is infallible? Does Miller 

think that a judge who decides death penalty cases must be 

infallible? No matter what profession one is in, there will 

always be the chance of error and, in the case of some 

professions like doctor, police, or judge their decisions 

have direct life or death consequences. These are decisions 

that have to be made, and in these cases one would want the 

most qualified person making the decision. (Just as in a 

kill or be killed situation with a criminal, the police 
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officer is the best qualified to make the decision. So in a 

life and death medical situation the doctor is most qualified 

to determine the odds of a successful cure). Secondly, his 

concern with the young practitioner who is just starting his 

practice is also a concern of mine. I disagree with Miller 

because I believe that the more recent medical school 

graduates would be more familiar with the most recent 

developments in medicine and medical technology. The 

material they learned was updated with the new advancements 

in medical technology; thus, even though they are just 

starting out, it seems to me they would be overly cautious in 

administering euthanasia. When Miller wonders how fallible 

the worst practitioner, young or old, must be, it brings a 

different consideration to mind. Each physician undergoes 

extensive training to be qualified. There are always going 

to be some incompetent people who get through the system, but 

this is true with all professions. There are adequate 

training systems for the safeguard of each profession. 

Mistakes are made in the medical profession as they are in 

any profession, and I believe Miller overrates the signifi

cance of these mistakes in the medical profession. Miller 

thinks that the minimally competent physician is hardly the 
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person to be given the responsibility for ending another's 

life (EL 417). I do agree with Miller, but his objection 

carries little weight because the minimally competent 

physicians are rare. Moreover, insisting on a second opinion 

would greatly reduce the possibility of error. 

Secondly, Kamisar's belief is that it is possible a cure 

will become available within the life expectancy of the 

patient, but I think Kamisar overestimates this possibility 

(EL 417). One must keep in mind that there are continually 

going to be medical advances through which it is possible a 

cure may be found. Medical advancements and break-throughs 

are what scientists and doctors work toward, but it takes 

time to accomplish these goals. If a possible cure is in 

sight, one may hesitate before choosing euthanasia, but it 

seems a remote possibility that a cure would be found in a 

particular case in time to help that patient. For example, 

a treatment for leukemia was being tried on animals, but not 

yet tried on patients. One might think there is a chance 

that the treatment would work and question whether euthanasia 

is a correct choice in this situation. On the other hand, 

the patient could go through considerable amounts of suffer

ing while waiting for the cure and perhaps die. Moreover, 
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the patient who is waiting may have had to wait so long that 

even if a cure is found it would not save his life. Another 

point worth considering is that once a patient has suffered 

a severe amount, a cure would not reverse or negate all the 

ill effects endured by the patient. 

As mentioned above, the problem of faulty diagnosis is 

only one of several objections to voluntary euthanasia. Dr. 

Benjamin Miller notes that even if the diagnosis is correct, 

a second problem is the possibility that some measure of 

relief, if not a full cure, may be discovered within the life 

expectancy of the patient (EL 420). This is also a concern 

of Kamisar and Gay-Williams. Kamisar says, "It must be 

little comfort to a man slowly coming apart from multiple 

sclerosis to think that fifteen years from now, death might 

not be his only hope" (EL 418). "To state the problem this 

way is, of course, to avoid it entirely. How do we know that 

fifteen days or fifteen hours from now death might not be 

(the incurable's) only hope? This is a question no one knows 

or could predict" (EL 420). Something else worth noting was 

said by Dr. Haven Emerson, thirty-six years ago, then 

President of the American Public Health Association. He made 

the point that "no one can say today what will be incurable 
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tomorrow. No one can predict what disease will be fatal or 

permanently incurable until medicine becomes stationary and 

sterile" (EL 419). 

IV. Objection 3 

Kamisar says. 

Ever since the 1870s, when what was probably the 

first euthanasia debate of the modern era took 

place, most proponents of the movement—at least 

when they are pressed—have taken considerable 

pains to restrict the question to the plight of 

the unbearably suffering incurable who voluntarily 

seeks death while most of their opponents have 

driven equally hard to frame the issue in terms 

which would encompass certain involuntary situa

tions as well as, i.e... the 'congenital idiots,' 

the 'permanently insane,' and the senile (EL 418) 

Unfortunately, a legislative proposal is not assured of 

success merely because it is worded in a studiously moderate 

and restrictive form. The method of attack by those who dis

like the proposal, according to Williams, is to use the 'thin 
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edge of the wedge' argument as noted above (EL 419). In the 

"thin edge of the wedge," he argues that if voluntary 

euthanasia is legalized, involuntary euthanasia would 

eventually be legalized, which will lead to horrible things 

(EL 416). The problem in arguing against the 'thin edge of 

the wedge' is that no matter how restrictive and moderate the 

wording is, the 'thin edge of the wedge' argument still 

holds. 

Williams' is somewhat pessimistic about involuntary 

euthanasia proposals. As for the senile, he states: 

At present the problem has certainly not reached 

the degree of seriousness that would warrant an 

effort being made to change traditional attitudes 

towards the sanctity of life of the aged. Only 

the grimmest necessity could bring about a change 

that, however cautious in its approach, would 

probably cause apprehension and deep distress to 

many people, and inflict a traumatic injury upon 

the accepted code of behavior built up by two 

thousand years of the Christian religion. It may 

be however, that as the problem becomes more acute 
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it will itself cause a reversal of generally ac

cepted values. (EL 420) 

Williams seems to be asserting here that legalizing euthana

sia is risky because it will change attitudes. The problem 

is that the number of people who want euthanasia is too small 

to be worth the risk of the bad effects of an attitude change 

of the rest of the population (EL 420). I agree with 

Williams that the aged are not in the majority, but I do 

think it is only a matter of time until the aged are in the 

majority (the aging of the baby boom generation). The aged 

are becoming more prominent in our society due to the 

increase in the average life span, and if anything, the 

acknowledgement of the aged is going to grow, and not 

decrease as Williams thinks it is. Therefore, the problem 

will not simply go away as Williams thinks it would. 

Moreover, I believe some of the smaller groups are worth 

taking a risk for and I believe this risk is minimal. The 

aged are becoming more prominent in our society due to the 

increase in the average life span, and if anything, the 

acknowledgement of the aged is going to grow, and not 

decrease as Williams thinks it is. Risks will be present at 
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any level regardless of the size or number of persons involved. 

The comment that "the problem (of senility) has cer

tainly not reached the degree of seriousness" to warrant 

euthanasia is rather puzzling and unsupported at that (EL 

422). My question is, how 'serious' does a problem have to 

be to warrant a change in 'traditional attitudes'? "If 

'seriousness' of the problem could be determined numerically, 

the problem of the cancer victim does not appear to be as 

substantial as the problem of the senile" (EL 421). There 

are certainly many who, when still in a rational state, 

desire a quick and easy death and would avail themselves of 

the legal machinery to and choose euthanasia, were it 

available. 

One reason we are more familiar with euthanasia in 

cancer patients is because it is more widely publicized (by 

word of mouth). On the other hand, euthanasia among the 

senile is almost unheard of. Not as many people have knowl

edge about senile patients; therefore, when one hears of a 

case euthanizing a senile patient, it sounds somewhat cruel 

to them. Some may think it is permitable for the cancer 

victim who has suffered considerably to choose euthanasia 

because they will die soon anyway. As for the senile victim. 
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most are likely to think it is morally wrong to allow 

euthanasia just because a person is senile because of the 

fact that the patient could still live out his normal life 

expectancy despite the senility. With more cases being 

presented and more knowledge about senility being gathered, 

I think the public would recognize how important the question 

of senility is in euthanasia and make the right choice in 

regard to that issue. 

Williams tends to think that if the traditional atti

tudes towards the sanctity of life are changing then the 

probability of euthanasia in the senile will change. 

According to Williams, a decision concerning the senile may 

have to be taken within the next twenty years (EL 422). As 

his indications show, the problem is very serious. The sum 

total of mentally deficient person would appear to warrant 

high priority indeed (EL 422). 

Gay-Williams argues that doctors and nurses are, for the 

most part, committed to saving lives, and euthanasia as a 

2 
practice might well alter this (WE 87). He suggests that 

euthanasia as a practice would have a corrupting influence so 

that in any case that is severe, doctors and nurses might not 

try hard enough to save the patient (WE 87). As Gay-Williams 
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states, the whole reason doctors and nurses enter the medical 

profession is to save lives, but euthanasia would undermine 

this attitude. If they do enter the medical profession for 

this reason, then I fail to see why legalizing voluntary 

euthanasia would change that attitude. Kamisar and Gay-

Williams are afraid that the corrupting influences of 

euthanasia will lead to horrible things, but just because 

laws are enacted legalizing euthanasia does not mean it will 

change the desire of health care professionals to save lives. 

Williams's specific proposal is that death should be 

authorized for a person in the above situation "by giving the 

medical practitioner a wide discretion and trusting to his 

good sense" (EL 418). Kamisar suggests this would produce 

too great of a risk of abuse and mistake to warrant a change 

in the existing law (EL 418). I believe that if we give a 

doctor wide discretion and trust in his good sense in 

administering and caring for his patients, then there is no 

reason why the doctor should not retain the same discretion 

in the euthanasia situation. 

According to Kamisar, "It would not be surprising for 

the gravely ill person to inquire of those close to him 

whether he should avail himself of the legal alternative of 
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euthanasia, in spite of the fact that at this stage the 

patient-family relationship may well be a good deal less than 

it ought to be" (EL 417). Presumably Kamisar is afraid that 

the family would misadvise the patient for one reason or 

another. While it is true that the patient may ask for the 

opinions of those who are close to him, I believe it is more 

likely that the patient-family relationship is stronger 

during a period of crisis than it is to be weaker at such a 

time. Those who are close to the patient may provide 

insights or alternatives that he might not have considered. 

The opinions of others may be influential, but the final 

decision is the patient's, based on what the person wants 

considering her values on what is best. 

Kamisar voices the same concern in the case for the 

attending physician, but it seems to me that if the physician 

knows the patient's and relatives' views on euthanasia, such 

information could only help the physician in advising the 

patient. The physician can weigh the pros and cons from his 

past experiences and help weigh the alternatives from a 

medical standpoint. It is also suggested by Kamisar that at 

such a time, members of the family are not likely to be in 

the best state of mind to make this kind of decision 
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(EL 419). Kamisar suggests that the family members who have 

strong emotional attachments to start with are most likely to 

take the patient's fears, pains, and fate personally (EL 

417). I agree that the family members will take the 

patient's fears, pains, and fate personally, but they can 

also take them objectively too. Just because the family 

members are close emotionally does not mean they will panic 

when guilt arises. I think they would be more likely to take 

the patient's best interest to heart in this situation. 

Guilt is an emotion that can be recognized and we can try to 

change a person's guilt about a relative's illness into a 

more positive emotion, like empathy, and in so doing, the 

family may gain respect for the patient. We may help family 

members by letting them know what's going on with the 

treatment of the patient which may increase their under

standing of why the patient might be feeling or acting a 

certain way. There are numerous counseling sessions offered 

by hospitals to help family members deal with their feelings. 

Once they do, understanding the patient's feelings and 

participating together, they can make the best assessment. 

Kamisar thinks that euthanasia would have a great deal 

more substance to it if the patient retained the right to 
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reverse the process within a specified number of days after 

he gives written notice of his desire to do so. I would 

agree with Kamisar that the decision about euthanasia should 

not be made hastily, and hasty decisions may be avoided by 

the institution of a waiting period. If a waiting period 

were instituted, the chances of a patient changing his mind 

becomes very slim and I think Kamisar would find this 

acceptable as well. 

Williams affirms that. 

The measure here proposed (the waiting period) is 

designed to meet the situation where the patient's 

consent to euthanasia is clear and incontrovert

ible. The physician, conscious of the need to 

protect himself against malicious accusations, can 

devise his own safeguards appropriate to the 

circumstances; he would normally be well advised 

to get the patient's consent in writing, just as 

is now the practice before operations. Sometimes 

the patient's consent will be particularly clear 

because he will have expressed a desire for ulti

mate euthanasia while he is still clear-headed and 

before he comes to be painracked; if the expres-
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sion of desire is never revoked, but rather is 

reaffirmed under the pain, there is the best 

possible proof of full consent. (EL 426) 

"If on the other hand, there is not such a settled frame of 

mind, and if the physician chooses to administer euthanasia 

to the patient when his mind is in a variable state, he will 

be walking in the margin of the law and may find himself 

unprotected" (EL 419). Assuming that the doctor is aware of 

the consequences that may result, it is by the same token 

that the patient chooses his doctor to be in charge in care 

giving, that the patient empowers the doctor to administer 

euthanasia. 

Kamisar contends that "if consent is given at a time 

when the patient's condition has so degenerated that he has 

become a fit candidate for euthanasia, when, if ever, will it 

be clearly incontrovertible?" (EL 419). Is this much differ

ent, for example, than holding a person to a prior statement 

of intent that if such and such employment opportunity 

presented itself he would accept it. Having things clear and 

incontrovertible would be nice, but this is not the case with 

anything; there are always going to be questions of clarity 

and disputable options. 
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Kamisar claims that even though the patient's choice may 

be said to be "clear and incontrovertible," other difficul

ties still remain, but he does not spell out what those 

difficulties are. 

There are difficulties involved in a number of medical 

procedures, but that should not stop a patient's choice in 

the matter. Consider chemotherapy; the patient's consent for 

being given chemotherapy may be clear and incontrovertible, 

but other difficulties result from his choice of treatment. 

There are numerous side effects of chemotherapy treatment 

such as hair loss, low white blood cell count and nausea. 

Kamisar does not think euthanasia would be the right kind of 

choice to offer a gravely ill person. An example of this 

kind of choice comes up in some cases of writing a will. 

Sometimes, when a person is faced with a sudden illness, that 

person feels compelled to write a will to take care of 

matters that may come about in case he dies from that 

illness. This person has just contracted a gravely ill 

disease and yet he has not been denied the chance to write 

his own will regardless of his state of mind. Similarly, 

people should have the option of euthanasia. 
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V. Objection 4 

Gay-Williams presents the following argument from 

nature, "every human being has a natural inclination to 

continue living, and in our daily lives we exercise the 

caution and care necessary to protect ourselves. Our 

reflexes and responses enable us to fight attacks, flee wild 

animals, and dodge out of the way of trucks. In our daily 

lives we exercise the caution and care necessary to protect 

ourselves" (WE 57). I believe things happen in our lives 

that are beyond our control, and in some cases we are left 

with limited choices. Even if our first inclination is to 

protect ourselves, that does not mean that overriding that 

inclination in some cases is not in our best interest. Gay-

Williams also assumes that if a certain act is unnatural, 

then that act is immoral (WE 58). This is clearly false if 

Gay-Williams takes "unnatural" to mean "uncommon." For 

Gay-Williams, the meaning of "unnatural" could be more than 

just "uncommon"; perhaps it could mean strange, unusual, or 

even something contrary to his beliefs (WE 58). Take 

homosexuality, for example; the fact that this form of behav

ior is uncommon does not provide adequate justification for 
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condemning it, but I suspect that homosexuality as a type of 

activity is uncommon, abnormal (in the sense that it is 

statistically not the kind of thing that most people are 

inclined to do), and considered unnatural in this sense of 

the word. Yet there is no reason to suppose that such 

uncommon, abnormal behavior is, by virtue of its uncom-

monness, deserving of condemnation or morally wrong. On the 

contrary, many forms of behavior are praised precisely 

because they are so uncommon (for example, someone who is 

uncommonly beneficent). As Burton Leiser suggests in his 

book Liberty. Justice and Morals, if homosexual behavior is 

wrong, then it must be for some reason other than its 

3 
"unnaturalness" in this sense of the word (HU 271). 

As for Gay-Williams' claim that euthanasia does violence 

to the natural goal of survival I agree with him that we need 

the natural goal of survival, but I think that euthanasia 

does not necessarily override our natural goal of survival. 

In cases of euthanasia, following our natural goal, our 

instinct to survive is hopeless or futile, and our best 

interest would be overriding our natural goal or instinct of 

survival. Furthermore, it is suggested by Gay-Williams that 

euthanasia does violence to our dignity which comes from 
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seeking our own ends (WE 58). I believe this does not hold 

true for every individual. Dignity, for Gay-Williams, could 

have a number of meanings: perhaps losing one's pride, honor, 

or standing. I think that dignity is not lost by practicing 

euthanasia, and for some people euthanasia is an act of 

saving what dignity the patient has left. For example, if a 

patient has been in a vegetative state for months, one may 

rightly assume that she has lost her dignity long before the 

option of euthanasia entered her mind. Euthanasia may be 

one's only hope of maintaining dignity. 

VI. Conclusion 

I have show that four objections to voluntary euthanasia 

fail. There may be other objections to voluntary euthanasia, 

but it would almost be impossible to rebut every objection. 

I think that I have presented a strong case against Kamisar 

and Gay-Williams who oppose voluntary euthanasia, and in 

doing so made a good case in favor of voluntary euthanasia. 
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Kamisar, Yale. "Euthanasia Legislation: Some Nonreli-
gious Objections" (Biomedical Ethics) Thomas A. Mappes and 
Jane S. Zembaty; 2nd Edition. (Hereafter cited as 
(EL p. XX). 

2 
Gay-Williams, J. "The Wrongfulness of Euthanasia" 

(Social Ethics Morality & Social Policy) Thomas A. Mappes and 
Jane Zembaty; 3rd Edition. (Hereafter cited as (WE p. xx). 

Leiser, Burton. "Homosexuality and Unnaturalness" 
(Social Ethics Morality & Social Policy) Thomas A. Mappes and 
Jane Zembaty; 3rd Edition. (Hereafter cited as (HU p. xx). 
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