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Abstract If you slide far enough down the slippery
slope envisioned by opponents of medical assistance-
in-dying (MAiD), you eventually land in a ghastly
society with industrialized euthanasia, rampant sui-
cide, and devalued life. But what if the slippery slope
leads us somewhere better? This paper explores the
benefits of eliminating nearly all MAiD prohibitions
and regulations. We anticipate three positive effects
for public health: 1. Expanded access to those cur-
rently not qualified from MAID by removing inef-
fective access criteria; 2. Harm reduction by making
MAID safer and by rerouting suicidal patients into
alternate care; and 3. Improvements to the health sys-
tem through lowered healthcare costs and increased
patient activation in end-of-life care. Safeguards and
prohibitions deny those who wish to die the ability to
do so to prevent the potential danger of a few being
subjected to an undesired early death.
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Introduction

Despite strides in the legalization of medical assis-
tance-in-dying (MAiD) in recent years, laws permit-
ting the administration of lethal medications (by phy-
sician in the case of voluntary euthanasia or by self in
the case of assisted suicide) are relatively rare across
the world. Even within jurisdictions with some form
of legal MAID, safeguards and surveillance restrict
who can access the practice and how it can be per-
formed. Research and ethical deliberation on the sub-
ject have thus been confined to operate in the space
between prohibition and this “restrictive legaliza-
tion.” Proponents of end-of-life options invest consid-
erable energy in promoting and defending these safe-
guards. Rarely does anyone question the necessity of
the safeguards themselves, but the needle has moved
in recent years. Questions have emerged over whether
mandates on reporting to health departments, con-
ducting mental health evaluations, and meeting cer-
tain prognostic or diagnostic benchmarks might lock
out suffering patients (McDougall and Pratt 2020).
For this debate to be balanced, we must think about
what physician-provided MAiD would look like
without restrictions. To do this, we have constructed
a thought experiment, detailing what we will call
“expansive legalization:

Medical Aid-in-Dying has been legalized and
integrated into existing healthcare systems.
Any individual who wishes to end their life, for
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whatever reason, would be able to do so sim-
ply by making a voluntary request for the ter-
mination of life to their medical provider. This
includes patients with terminal or chronic
illness, severe psychological distress, or who
are simply tired of living. Physicians alone
are entrusted to ensure MAID is implemented
safely, ethically, and efficiently.

Critics argue that rampant euthanasia is the inevi-
table result of any form of legalization, and with it,
undesirable societal and individual consequences—
the slippery slope argument. Opponents in the medi-
cal community foresee the decay of the physician-
patient relationship and the devaluation of other
end-of-life options, such as palliative care (Snyder
Sulmasy and Mueller 2017). Disability rights groups
argue familial and health systems pressure will push
vulnerable populations into voluntary and eventually
involuntary euthanasia (National Council on Disabil-
ity 2019). Even religious opponents, who are often
concerned more with principle than consequence,
predict the emergence of a culture of death (Smith
and Doyle 2001). We see something entirely different.

This paper aims to illustrate the many under-
explored positive effects that could come from a
more expansive regime of MAiD. We will illus-
trate how expansive legalization adds a missing
balance to the current debate and shifts the conver-
sation away from propping up safeguards to guar-
anteeing equitable access and sound suicide pre-
vention policy. Our paper details three categories
of expected benefits of an expansive legal regime:
increased access, harm reduction, and improve-
ments to the health system. We conclude that this
new model for viewing this debate—that all safe-
guards have hidden costs—can ensure a wider and
more robust conception of the concerns over the
expansion of MAiD.

Our paper details three categories of expected
benefits of an expansive legal regime: increased
access, harm reduction, and improvements to the
health system. We then address some of the worst-
case scenarios and expected objections to expansive
legalization. We conclude that this new model for
viewing this debate—one built on accepting trade-
offs and compromise—can ensure a wider and more
robust conception of the ethical and policy concerns
over MAID.

@ Springer

Expanding Access to the General Public

Since expansive legalization only legally requires a
request be voluntary (as is intrinsic to the definition of
MAID), this will in effect open the practice to many
groups often locked out: those with difficulty self-
administering drugs, those without a certain progno-
sis of time left to live, those without a terminal diag-
nosis, those not residing within jurisdiction, or those
unable to find a certain number of physicians willing
to certify their request. Safeguards, as they are in cur-
rent legal regimes, exist to protect people from an
ostensibly undesirable death, but little consideration
is given to whether these laws achieve their intended
effects and are not failing those who otherwise might
qualify for, and hence deserve, access to the practice.
Table 1 shows an overview of these various require-
ments and restrictions around the world.

Most countries have established strict criteria that
must be met for the practice to be considered legal.
Although prosecutions have thus far been rare in all
jurisdictions, the watching eye of the government still
leads physicians to be reluctant to participate, leav-
ing patients to look for other physicians. For instance,
approximately a quarter of Dutch physicians who
refused requests for MAID cite waiting for review
committee assessment and the administrative bur-
den of reporting as considerations for their reason for
denying MAiD (Onwuteaka-Philipsen et al. 2017).

The two principles most often invoked in favor
of MAiD—enhancing autonomy and prevent-
ing suffering—can be equally relevant in cases of
patients who legally qualify for MAiD as in cases
with patients who do not qualify. Current legal
regimes include requirements that do nothing bet-
ter than lock out decisionally competent, suffering
patients persistent in their desires for MAiD: First,
the terminality requirements use health status to
lock out and discriminate against patients without a
terminal prognosis (Coleman 2010). Second, rules
that prevent physicians from initiating the conver-
sation about MAIiD, such as those in the Australian
state of Victoria, unnecessarily limit a physician’s
duty to care for their patient and present all of the
options (Victoria State Government: Health and
Human Services 2021). Patients may otherwise be
too afraid to broach the subject or may be unaware
that they qualify. Third, laws that draw a distinc-
tion between physical and psychological suffering
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discriminate against individuals with mental health
conditions. Psychiatric conditions need not neces-
sitate a patient lacks decisional capacity (Hatherley
2019; Parker 2013). Fourth, waiting periods often
prevent patients from accessing MAiD because
they die before the period is over (Seller et al.
2019). Lastly, proscription against clinician-admin-
istration often prevents disabled patients who oth-
erwise qualify from accessing MAiD, or otherwise
leads them to hasten their death earlier than desired
(Silvers 2018). For example, patients with esopha-
geal cancer may be unable to swallow life ending
medications on their own.

Some jurisdictions have tried to strike a bal-
ance between access and safeguards such as the
waiting period or the self-administration mandate.
Victoria allows practitioners to apply for a permit
to allow clinician-administration in cases where
the patient would be unable to apply themselves
(Victoria State Government: Health and Human
Services 2021). While laudable, this slows down
the process and adds to the regulatory burden.
Likewise, Oregon and several Australian states
allow exemptions to their waiting periods in cases
where physicians believe death is imminent within
the time period (Oregon Legislative Assem-
bly 2019; Victoria State Government: Health
and Human Services 2021). These jurisdictions
require physicians to submit paperwork detailing
the prognosis before expediting the procedure.
Another positive trend is expanding the eligibil-
ity of participating healthcare workers to include
nurse practitioners and physician assistants, as
is the case in New Mexico, Canada, and several
Australian states (Health Canada 2019; New Mex-
ico Legislature 2019; Victoria State Government:
Health and Human Services 2021). While these
problems are not present in all regimes, and each
could be repealed or reformed on their own, an
expanded regime suffers from none of these draw-
backs and requires less oversight to ensure indi-
vidual requirements are met.

We take expanded access to those who would
otherwise qualify for MAiID to be a benefit of
expansive legalization. This benefit may be
counterbalanced by other consequences, but it
remains an important part of any adequate con-
sideration of risks and benefits of further legali-
zation of MAID.

@ Springer

Reducing Harm
Rerouting Private Suicides Into Alternative Care

An expansive legal regime around MAiD would alter
the landscape for suicides conducted without any
medical assistance, which we will refer to as “pri-
vate suicides.” Let’s start with some basic facts. First,
there is a low completion rate. Between 2007 and
2014, in the United States, only 8.5 per cent of sui-
cide attempts resulted in death (Conner et al. 2019).
Second, of suicides that do not complete, complica-
tions are common. Two-thirds of survived suicide
attempts result in hospitalization, and extreme cases
can result in permanent mental or physical disability
(Conner et al. 2019). These are bad effects. But we
also know that MAiD has far higher efficacy rates
and much lower complication rates than private sui-
cide (Groenewoud et al. 2000). Expansive legaliza-
tion may have the effect of increasing suicide efficacy
rates and decreasing suicide complication rates.

Taken together, these points illustrate a conun-
drum: decreasing complications related to any pro-
cedure is ostensibly a positive effect, but what about
when the very mechanism reducing the complications
is death? What if a higher suicide completion rate was
comprised of suicides deemed to be more ethically
permissible? What if the suicides themselves were
much more peaceful and painless? Expansive legali-
zation offers those contemplating private suicide a
safer medical option that could not only reduce com-
plications but also filter out cases of easily treatable
suicidal ideation. MAiD can then be thought of as a
carrot-and-stick approach directing suicidal patients
toward medical care.

We know that suicide implementation is diffi-
cult to pull off both psychologically and physically.
Overcoming the fear of lethal injury can be daunt-
ing. Even without physical impediments and logis-
tical hurdles, private suicides require an acquired
ability to enact self-injury (Joiner et al. 2009).
Many who wish for suicide are functionally unable
to enact it without medical assistance. This alone
can cause considerable fear and suffering. Pulling
people away from their suicidal states, for even a
brief time, can reduce the likelihood a suicidal act
will occur (Deisenhammer et al. 2009). A consider-
able number of suicidal patients demonstrate some
readiness for interpersonal contact. If patients can
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be encouraged to reach out for help and distance
themselves from their first suicidal thought, total
suicides may reduce.

Additionally, physicians willing to perform MAiD
may be viewed as more understanding or more open
to sympathizing with an individual’s desire to die,
which would be reduced with expansive legalization.
If patients reach out for medical help in the form of
MAIiD, some suicides may be avoided because of
entry into the medical system and access to alterna-
tive treatment. In cases where alternate therapy fails
and a patient still desires to die, it may be preferable
for patients to participate in MAiD rather than be left
to suffer on their own or attempt a less-safe less-reli-
able private suicide. Individuals who never consult a
physician, who are denied MAiD, or who are resistant
to alternate treatment might still pursue private sui-
cide on their own, but this is no better or worse than
our current situation.

Putting a greater number of suicidal persons in
clinical settings surrounded by medical professionals
is a positive effect and that providing a safer means of
doing anything, even if it is dying, is preferable to the
alternative. While removing restrictions might lead
to a surge in MAIiD requests, it does not necessarily
follow that this will lead to a corresponding surge in
completed MAiD procedures. There is no reason to
believe physicians will suddenly disavow their per-
sonal or professional morals and perform MAiID
on obviously unethical cases. A harm reduction
approach may reduce the prevalence of self-harm and
private suicide by encouraging medical involvement
in the process. Patients whose MAiD requests are
granted would be pursuing an option that a healthcare
provider has deemed reasonable and ethical. Oper-
ating on the assumption that MAID is ethically per-
missible, we should want patients who desire MAiD
and are choosing so voluntarily and with decisional
capacity to have access. Patients whose requests are
denied are better off: they now have medical profes-
sional assistance, and if they choose to reject that,
they are no worse off. Putting a greater number of
suicidal persons in clinical settings surrounded by
medical professionals is a positive effect and that
providing a safer means of doing anything, even if it
is dying, is preferable to the alternative. To date, no
evidence suggests restrictive legalization has led to an
increase in private suicides, but no negative associa-
tion between the two exists either (Nanner 2017).

Providing General Comfort Through an “Easy Exit”

Knowing MAID programs could be available if
requested can itself relieve pain and anxiety. For
instance, some patients who seek MAiD have been
comforted by the mere knowledge that MAiD exists
(Buchbinder 2021). Counsellors assisting suicidal
individuals have observed that patients take solace
in the possibility of dying by suicide if their situa-
tion further deteriorates (Heckler 1994). Only about
two-thirds of MAiD prescriptions in the United States
are ever consumed, sometimes because patients die
before they can consume them, other times because
patients opt not to take the medications—they merely
wanted to have the option (Death with Dignity
National Center 2020). The diminishment of suffer-
ing in such cases would be an additional benefit of the
widespread availability of MAiD.

Improving the Clinical Policies and Procedures
Governing MAiD

MAID may become safer with expansive legaliza-
tion by promoting the physician presence during the
procedure, instead of taking the medications at home
with no medically trained persons in attendance, as is
often the case in the United States. Since data moni-
toring began in Oregon in 1997 and in Washington
in 2009, sixty-three out of 1557 patients (4 per cent)
who ingested lethal medications experienced compli-
cations, including vomiting, seizures, nausea, waking
up after losing consciousness, or lingering for hours
before dying (Al Rabadi et al. 2019). Data from the
Netherlands before legalization in 2001 found 3 per
cent of euthanasia cases and 7 per cent of assisted
suicide cases resulted in complications (Groenewoud
et al. 2000). Complications are a reality with MAiD,
but so is medical liability. In Oregon, physicians are
confirmed present in only 39 per cent of cases since
2001 (Oregon Health Authority Center for Health
Statistics 2019). Physicians frequently fear legal
repercussion or have time constraints (Buchbinder
2021). Removing legal barriers could encourage phy-
sicians, especially in the United States, to be present
in more MAID cases.

While more recent data on complications are not
publicly available in jurisdictions with both physi-
cian-administered and self-administered MAiD, insti-
tutionalization of the practice has established best
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practices and safety protocols (Regional Euthanasia
Review Committees 2019). This is especially true of
self-administration, as physicians have devised more
effective drug combinations to make administration
safer and more peaceful (Dear 2019). Clinical guid-
ance and quality improvement efforts have emerged
separate from government regulation. One example
is the American Clinicians Academy on Medical Aid
in Dying (ACAMAID), which provides physicians
in the United States with formal education on MAiD
(in the form of CME credits), a referral system and a
forum to discuss developments in the field (American
Clinicians Academy on Medical Aid in Dying 2022).
There is no reason to believe that these organizations
would discontinue work in an expansive regime. If
anything, the removal of restrictions could improve
implementation research and quality improvement
efforts.

Expansive legalization would also encourage the
shift away from the more complication-prone self-
administration and toward the more medically reli-
able physician-administration.Countries with both
options show a strong preference for physician-
administration. For instance, patients opt for self-
administration in less than 0.2 per cent in Canada
(Health Canada 2019).

Improving the Health System

Much attention has been paid recently to the exorbi-
tant costs associated with end-of-life care, as more
and more patients die in hospitals or with highly med-
icalized hospice services. One estimate finds nearly
a quarter of Medicare payments are for patients in
their dying year (Riley and Lubitz 2010). Although
other studies have found the last year of life only
contributes to 13 per cent of personal healthcare
costs in the United States, this is still a reasonable
target for reducing healthcare spending and redis-
tributing healthcare resources (Aldridge and Kelley
2015). Naturally, MAiD could reduce some spend-
ing through allowing patients to hasten their deaths
before high-cost treatment if that is what they desire.
Several studies have attempted to project what the
costs savings of MAiD might look like. Using Dutch
data available from 1998, Ezekiel Emanuel and Mar-
garet Battin created a framework projecting a cost
savings in the United States of roughly $1 billion

@ Springer

USD each year (adjusted for inflation, $627 million
USD each year in 1995) (Emanuel and Battin 1998).
This estimate assumed 2.7 per cent of deaths attrib-
utable to MAID, yet Dutch data suggest the number
has exceeded 5 per cent recently. It also doesn’t con-
sider that an ageing population will heighten health-
care costs and increase the pool of people eligible
for MAiID. A more recent estimate, also using Dutch
and Belgian data, projected annual healthcare savings
between $34 million and $138.8 million in the Cana-
dian health system (Trachtenberg and Manns 2017).
These sums are small when compared to total health
expenditures in both countries, but these amounts
could still reduce suffering in other areas. Extra
resources that would otherwise be spent on a patient
denied MAID are now free to redistribute elsewhere
in the healthcare system (Shaw and Morton 2020).
This includes organs or hospital beds. Patients under-
going MAiD could know they are helping save the
lives of others.

An additional benefit of integrating MAiD into the
healthcare system is the impact it might have on the
culture surrounding dying. The institutionalization of
MAID could assist the practice’s acceptance as stand-
ard medical practice, which could reduce the stigma
on suicide—putting the suffering of individuals and
the ability to remedy it in the limelight (Le Glaz et al.
2019). Renewed interest in and acceptance of MAiD
could encourage others to engage in end-of-life dis-
cussions with their providers (Buchbinder 2021).
This could lead to an increase in advance care plan-
ning as more persons want to express this wish before
losing decisional capacity. This fits with a growing
movement around death positivity across the western
world, which aims to break down taboos surrounding
death and dying.

Access for Non-Persistent or Decisionally
Incapacitated Cases

One objection to expansive legalization concerns
permitting MAiD for cases where the wish to die is
not persistent or where the patient does not have deci-
sional capacity. This debate would be exacerbated by
the removal of strict barriers to entry for patients with
psychiatric requests. Let us consider a hypothetical
example of such an individual, the Rhodes Scholar:
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A physically healthy 22-year-old college gradu-
ate has been awarded a Rhodes Scholarship to
pursue postgraduate studies in Oxford, but this
otherwise amazing opportunity has spawned
overwhelming anxiety and depressive symp-
toms. These symptoms are strong, but the doc-
tors have good reason to believe they are tem-
porary and could be adequately managed with
existing treatments. The Rhodes Scholar decides
they want to terminate their life through the
now-legal MAiID mechanisms, despite their
bright future, familial support, and strong
social network. Their request is granted.

The Rhodes Scholar is presumably one of the
worst-case scenarios envisioned by MAiD opponents,
but there is little reason to believe the request for
MAID would be granted in such a case. Physicians
are unlikely to participate because they are guided by
more than just legal obligation. They must adhere to
hospital policy and their own consciences. They will
be pressured from other physicians, outside groups,
and the media to properly employ bioethical princi-
ples when assessing MAiD cases. Clearly, the Rhodes
Scholar case falls into an ethical grey area between
balancing safety and autonomy. Their request is not
persistent and other treatment options exist. Expan-
sive legalization, in no way, shape, or form, compels
physicians to participate in ethically dubious cases
such as this one. Removing laws governing MAiD
cannot imply any obligation to perform MAiD. Guar-
anteeing voluntariness, persistence, and decisional
capacity would likely be top priorities of medical pro-
fessionals, as they are in medical circles today.

Many objectors to MAiID might respond that such
patients could simply bounce from physician to phy-
sician until they found a willing participant (Preston
2017). It is difficult to imagine that a patient would
be able to find a doctor with such a flagrant disregard
of the ethics of their profession. Not only are corrupt
physicians rare, any who exercise such fast and loose
judgment over cases will be the target of consumer
boycott, public relations problems, and the watch-
ful eye of medical boards. Further, the point under-
mines itself: any patient willing to invest the time and
energy into doctor shopping is demonstrating the very
persistence in their wish that critics claim is missing.

Nonetheless, access for those with psychiatric
conditions, such as treatment-resistant depression

or dementia, is still hotly debated (Nicolini et al.
2020). Opponents claim that psychiatric conditions
interfere with an individual’s capacity to make deci-
sions regarding their health or that psychiatric condi-
tions can always be treated. Hatherley argues that the
empirical and moral evidence for both these claims is
weak (Hatherley 2019). First, decisional capacity can
be measured and tested on psychiatric patients—the
psychiatric condition need not necessitate an inability
to understand, appreciate, or express healthcare deci-
sions. Second, prognostic uncertainty over relief from
psychiatric symptoms, implying a sliver of hope for
recovery, does not always outweigh the suffering a
patient is likely to feel if MAID is denied. Regardless,
evidence from regimes which do permit psychiatric
qualification for MAiD suggests that these cases are
exceptionally rare.

Coercion From Family, Finances, or the Health
System

A common charge against MAiD is concern over
abuse of vulnerable patients. This will be relevant to
a system with no legal barriers. Charges of abuse and
coercion range from depictions of family members
pressuring loved ones into an early death for their
own financial gain to images of negligent physicians
flouting the rules and ignoring professional guide-
lines in killing their patients (National Council on
Disability 2019).

First, little evidence of abuse exists in current
regimes. Oregon and Washington have seen no devo-
lution of the practice into non-voluntary or involun-
tary euthanasia (Blanke et al. 2017). Patients, fami-
lies, or physicians have not reported experiencing
undue influence in their decision-making around
MAID. In the Netherlands and Belgium, since legali-
zation, only two cases have ever been prosecuted, and
both were acquitted (Hughes 2021). The United States
has prosecuted one (Rich 2002). Dutch review com-
mittees have found due care criteria were not met in
merely 101 instances of MAiD (0.18 per cent) (Riley
et al. 2020). Though abuse might be unreported, this
is reason to believe it is rare, if it exists at all.

Second, physicians have demonstrated they can
be trusted to handle MAiID with due care. Rather
than engaging in harmful behaviour, Dutch physi-
cians have stated they not only strive to meet due
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care criteria, but they think these rules are in line
with their personal ethics (Riley et al. 2020). Inci-
dence of physician maleficence in medicine at large
is extremely rare. We already entrust doctors with
powers over life and death through prescribing risky
medicines and performing invasive procedures. Legal
prohibitions on battery and murder would still be in
effect, along with the array of support structures for
reporting and prosecuting such crimes.

Let us consider what potential abuse by physicians
might look like. If physicians intend to harm or kill
patients, there are more efficient ways to do so. The
lethal medications prescribed for MAiD are effective
at hastening death in a peaceful and painless manner,
but are not necessarily the best drugs at causing death
(Riley 2017). Presuming it is already reasonable to
entrust doctors with expansive powers over our physi-
cal and mental well-being, there needs to be good
reason to believe we should not continue to place our
trust in physicians. Thus, the critic of MAiD must
shoulder the burden of demonstrating good reasons to
distrust physicians with such powers.

Third, those who have historically accessed MAiD
are disproportionately the least vulnerable members
of society, allaying concerns that marginalized popu-
lations will pursue the law. Early studies have shown
that the majority of MAiD participants are wealthy,
white, secular, well-educated, and over the age of
sixty-five (Battin et al. 2007). Most patients have ter-
minal illness, even in jurisdictions where it is not a
requirement for MAiD. Some argue this imbalance
exists because safeguards work, but this must reckon
with the fact that having vulnerabilities does not ethi-
cally necessitate that one cannot reliably qualify for
MAID.

Many argue the health system will push those who
cannot afford continuing treatment into MAiD, but
the evidence does not support this. Financial incen-
tives are more likely to influence a decision to pur-
sue futile treatment than they are to influence MAiD
(Freeman et al. 2018). In Oregon, between 1998 and
2016, only 3.4 per cent of MAiD patients listed finan-
cial concerns as a reason for their request (Oregon
Health Authority Center for Health Statistics 2019).
The charge that financial pressure will push patients
into an otherwise unwanted MAID, like many of
the concerns over abuse of the vulnerable, is unsup-
ported by existing evidence. While absence of evi-
dence is not evidence of absence, it does make any of
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these claims of coercion merely speculative. Despite
this, there do remain legitimate concerns over insur-
ance incentives to cover MAiD while denying cura-
tive treatment. These can be solved with quick policy
fixes, as California did in their 2015 law prohibiting
insurance companies from communicating about
denial of coverage and the availability of MAID in
tandem and from communicating about MAiD before
a patient has made a request (California State Legis-
lature 2015).

Decay of the Physician-Patient Relationship

Another prominent concern raised by opponents is
the impact MAiD will have on the physician-patient
relationship. While restrictive legalization has not led
to the decay of trust in doctors or the medical system,
concerns persist that the erosion may be gradual, and
hence yet to come in current regimes. Current polling
suggests otherwise. In the Netherlands, public sup-
port for their MAID law is 76 per cent (Onwuteaka-
Philipsen et al. 2017). Seventy-four per cent of Amer-
icans believe euthanasia should be legal (Brenan
2020). A 2005 study found only 20 per cent of U.S.
patients said they would trust their physicians less if
MAID were legalized (Hall et al. 2005). Surely those
who are uncomfortable receiving care from a par-
ticipating physician will be able to locate a physician
more in line with their care preferences.

Why would this lead to a distrust in physicians?
Both sides can reject the other’s vision of what hap-
pens, but it really boils down to patients simply
having a different bioethical view than their physi-
cian. But let us now ask: how many patients have a
clear-cut bioethical stance on MAiD to begin with?
For how many patients would this be a deciding fac-
tor? How many patients know whether their physi-
cian supports or has participated in other controver-
sial practices, like abortion? How many patients can
even access that information? Health privacy laws
will make this information difficult to ascertain, and
hence renders these clashes unlikely. Given the low
frequency of MAID as is, it is likely the relationship
would remain intact, just as has been in every country
with legalization of some type (Emanuel et al. 2016).

Expansive legalization might instead strengthen
the bond between patients and their healthcare pro-
viders by empowering their choices and activating
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them to plan for end-of-life care. A United Kingdom
study in 2015 found 87 per cent of those polled would
either increase or maintain the same level of trust in
their trust in their physicians if MAiD were legal-
ized (Campaign for Dying in Dignity 2015). Patients
would be able to talk about death and dying openly
with physicians no longer encumbered by legal obli-
gation to avoid certain subjects (Nelson 2019).

A related argument to the concerns over the decay
in medical relationships is the decline in investment
in other end-of-life options. Many critics argue that
patients will be presented with a false choice when
presented with MAID, as other palliation-oriented
options are not affordable or available or are low
quality. This theory is undermined by the fact that
most MAID patients are currently enrolled in hos-
pice—as much as 90 per cent in Oregon (Oregon
Health Authority Center for Health Statistics 2019).
Critics further charge patients may choose to hasten
their deaths only because they fear not being provided
adequate palliative care. Again, evidence is lacking
(Cholbi 2018). According to a Center to Advance Pal-
liative Care report, the relationship between access
to high-quality palliative care and the legalization of
MAID is the opposite: states permitting MAiD tend
to have better palliative care measures (Morrison
et al. 2011). The slippery slope argument foreseeing
the inevitable implosion of the healthcare sector is
speculative at best and deceptive at worst.

Conclusion

The debate over MAID remains incomplete with-
out a better picture of what a system without cur-
rent restrictions might look like. We have made the
case that an expansive legal regime of MAiD would
include considerable positive effects. We believe an
expansive MAID regime could improve access to
patients locked out, reduce harms associated with
private and medicalized suicide, and improve health-
care by redistributing resources and activating patient
interest in their health, along with many other unseen
positive effects.

This thought experiment brings into serious ques-
tion the validity and reliability of safeguards cur-
rently governing MAID. We recognize that the
political plausibility of expansive legalization faces
many practical hurdles, in part due to the fact that

safeguards exist, in some part, as political compro-
mise to ensure any form of legalization passes. How-
ever, expansive legalization could persist as a coun-
terweight to those advancing more restrictive MAiD
policy. Safeguards and prohibitions deny many who
wish to die the ability to do so simply to prevent a
mere potential danger of the few being subjected to
an undesired early death. We question now whether
we should continue to put the real suffering of the
many over the hypothetical suffering of the few. Safe-
guards and prohibitions deny many who wish to die
the ability to do so simply to prevent a mere poten-
tial danger of the few being subjected to an undesired
early death. This, in turn, raises the question whether
we, as a society, have gone far enough in allowing
end-of-life options such as MAID, instead of whether
we have gone too far.
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