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Much is made of the new challenges and potential dangers posed by the often startling 

progress of contemporary science, especially so in the case of biology and genetics. The 

increasing use of respirators, used to keep a patient breathing when their own organism is 

incapable, utilising defibrillators to resuscitate patients whose hearts have stopped and life 

support systems have created what Colby terms an increasingly large grey area of where life 

begins and ends1. Relatively little attention, however, is devoted to the potential of those 

sciences to actually resolve philosophical and especially ethical debates. It is the author’s 

intention in this brief article to show how advancements in neuroscience have potentially 

illuminated a lucid and cogent manner to legislate for voluntary euthanasia.  Having 

presented some of the traditional suggestions for who should be responsible for such a 

decision, this paper will turn to an examination of a groundbreaking development in 

neuroscience which, the author believes, paves the way for a legal resolution of the 

voluntary euthanasia debate as it currently stands. 

A coda 

For the purposes of this essay, non-voluntary euthanasia will not be considered and the 

author will follow Grayling as holding that there is no distinction to be made between 

voluntary euthanasia and withholding treatment with death as the result. After all, as 

Grayling notes, “someone who starved another person to death would be as liable for 

murder as if he or she had poisoned the person”.  
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In addition, the author rejects the distinction made between the intentional suicide of an 

agent capable of performing the act alone and one who requires an intermediary. The 

reason for this is twofold. Firstly, is there a difference between, for example, a doctor who 

prescribes enough codeine to be fatal to a clinically depressed person whilst being aware 

that they plan to commit suicide and one who administers the same dose to a person who is 

paralysed? Secondly, and perhaps more importantly, the denial of a paralysed persons 

‘right’ to commit suicide is surely a clear case of discrimination: it is interesting that while 

areas such as employment and access have been addressed by disability rights campaigners, 

that of suicide has been overlooked. Could this be a strategy for securing the right to 

assisted suicide?   

Furthermore, the list of arguments should not be viewed as exhaustive, merely as applicable 

for the purposes of the elucidation of the role of neuroscience. 

Why not philosophers? 

There are usually two main legislative approaches which are considered in terms of 

voluntary euthanasia: the creation of a subjective “right to death” (as advocated by Grayling 

et al) or the decriminalisation of assisted suicide.  

Grayling, in a seminal article written for the British Medical Journal, captured the essence of 

this right to death as:  

Every human rights convention recognises a fundamental right to life. Paradoxical as it might 

at first seem, this entails a right to die also. For life in the phrase "the right to life" does not 

mean bare existence; it means existence that has a certain minimum quality for its 

possessors, where the minimum is quite rich, giving its possessors access to a range of 



basic human goods such as relationships, and in which they are as free as reasonably 

possible from distress and pain2 

The problem that has usually faced philosophers in this case is a subsequent definition of 

what this certain minimum quality actually amounts to – does a quadriplegic person meet 

this standard? A blind person? A family scratching out a subsistence existence in sub-

Saharan Africa? This demarcation is far from easy and, ultimately, a dangerous undertaking 

which provides opponents of voluntary euthanasia with easy fodder for subsequent charges 

of eugenics at worst and, at best, slippery slope style argumentation. It appears self evident 

that quality of life is undoubtedly a subjective quality in which philosophers have little or no 

business in speculating upon and thus their activity, at least in this sphere, should be 

disregarded.   

 

Why not religion? 

The Catholic Church’s stance on voluntary euthanasia perhaps typifies the somewhat 

muddled approach that religious groups have towards the matter. As mentioned in the  

“Declaration on Euthanasia” issued by the Sacred Congregation for the Doctrine of the Faith, 

the Catholic Church holds that refusing “burdensome medical treatment” i.e. treatment 

which will cause the patient considerable discomfort or even suffering in order to maintain 

their life, is not equivalent to suicide. Yet is there really a defensible difference between the 

patient who refuses treatment which is burdensome and one who rejects an existence 

which itself has become burdensome? For Singer, this distinction is far from clear and: 
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 “By focusing on the narrower intention to refuse burdensome treatment, rather than the 

broader implications of the choice, the Roman Catholic Church is able to avoid the 

inhumane implication that patients must always accept life-prolonging treatment, no matter 

how painful or costly such treatment may be. But it does so at the cost of rendering 

incoherent its own vigorous opposition to assisted suicide and voluntary euthanasia”3.  

Religious groups, therefore, do not seem to offer a cohesive solution to the issue.  

Why not the family? 

In cases where the patient is unable to express a desire to end their life, family members 

often step into the volitional void and attempt to either have life support systems turned off 

or maintained. The Cruzan family, having watched their daughter Nancy spend 4 years in a 

vegetative state, attempted to have her feeding tubes removed in 1987. There followed 3 

years of legal wrangling where the state of Missouri effectively blocked the removal of life 

maintaining systems in the “absence of clear evidence of Cruzan’s wishes”4 before a 

sympathetic local judge eventually acceded to the family’s request in December 1990. The 

polar opposite was the classic case of Terry Schiavo, where her husband wanted her 

treatment to end whilst her parents wanted it to be continued. This led to the “For the 

Relief of the Parents of Theresa Marie Schiavo Act” being passed in Congress, giving the 

State of Florida “jurisdiction to hear, determine and render judgment…for the alleged 

violation of any rights of Theresa Marie Schiavo”5. 
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In such cases, even if there is consent amongst family members, the familiar spectre of the 

slippery slope argument rears its head. What if family members were motivated by a legacy 

or considerable insurance payout? Should this disqualify them from having a say in the 

decision, due to such mitigating circumstances? A further complication surrounds the issue 

of living wills – a document prepared in advance which stipulates what the individual would 

like to have happen in a given situation e.g. to have systems maintained in the case of an 

accident that left them paralysed but not when they are in a persistent vegetative state. 

Such wills are often challenged by family members, effectively denying an individual the 

ability to control their own actions.  

Family members, therefore, should not be permitted to have any say in any such decisions.  

 

Why not the individual – some traditional objections 

It seems logical that the decision should rest with the patient themselves and, indeed, this is 

the formulation favoured by the right to die school of thought. However, as we shall see, 

this has met in the past with some considerable problems. 

A common objection levelled against individuals is that the state in which they are in may 

have caused a subsequent bout of depression and, thus, they are not in full control of their 

ability to decide. Singer, rightly in the author’s opinion, finds this unconvincing and more of 

“ an argument for including in any legislation authorizing voluntary euthanasia, a 



requirement that a psychiatrist, or someone else trained in recognizing clinical depression 

should examine any patient requesting voluntary euthanasia”6.  

Perhaps a more seemingly intractable problem, however, is that of persistent vegetative 

states (hereafter PVS). In such situations, the patient is unable to communicate and thus 

express their will to live or die. As a result, it is often assumed that these cases occupy a grey 

area in which decisions cannot be made by the subject and, thus, the decision should be 

passed to the family or the medical profession, with the consequences mentioned above. 

Furthermore, such situations also negate the existence of living wills since we are unaware 

of whether the patient has, for example, changed their mind. This further undermines the 

case for the individual in a PVS to have their decision respected since they are unable to 

argue back. 

 

 How neuroscience can help to resolve the debate 

Rom Houben, a Belgian man who had been in a PVS for 23 years, has unwittingly 

fundamentally changed the way in which we should consider such states. Despite being 

diagnosed as in a PVS for such a long time, in 2006 a young neuroscientist used fMRI 

scanners and a simple cognitive exercise to show that Houben could in fact communicate. 

By asking the patient to think of playing tennis, a motor activity, when he thought yes, the 

area of his brain associated with such activities ‘lit up’ on the fMRI scanner; thinking of 

walking through his house, a spatial awareness task, was equated with ‘no’. The figure 

below shows the experiments findings together with that of a control subject: 

                                                           
6 Singer, The Right to Die, http://www.project-syndicate.org/commentary/singer19/English 

 

http://www.project-syndicate.org/commentary/singer19/English


 

Fig.1 Medical Research Council – patient responses  

 Laureys, the neuroscientist in question, has since published a well received paper in the 

New England Medical Journal which claims that “The rate of misdiagnosis is approximately 

40%, and new methods are required to complement bedside testing, particularly if the 

patient's capacity to show behavioral signs of awareness is diminished”7. Presumably, as the 

technology is refined further, an increasing number of such grey area cases, where the 

subject is apparently unable to express a will to live or die, will also disappear.  

How to formulate a sound right to die 

In this concluding section, the author will attempt to sketch out an outline of how a country 

such as Poland could legislate for voluntary euthanasia.  
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Currently, assistance in suicide is illegal in Poland, in accordance with Article 151 of the 

Polish Penal Code8. Ascribing a straightforward ‘right to die’ to all people may be confronted 

by slippery slope arguments, regardless of their validity. It thus seems more straightforward 

to simply decriminalise assisted suicide with the addition of a coda which requires the 

decision to take place within a due legal framework i.e. in certain determined surroundings, 

after a period of time, with the decision witnessed by x number of witnesses etc. In terms of 

the ‘grey area’ of PVS cases, neuroscience has a crucial role to play in determining whether 

or not the patient is capable of expressing the will to die. In the absence of such a conscious 

‘willing’, the law should rather legislate against any kind of a right to die, regardless of the 

existence of a living will, for the reasons mentioned above.  

This brief work makes no claim to be authoritative or definitive: it is rather a challenge to its 

readers to show where the debate over euthanasia can go in light of neuroscientific 

findings. 
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