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Introduction

Advances in medicine, medical technology and its ability to 
postpone death of  a terminally ill patient with its economic 
ramifications have, led to the controversial issue of  euthanasia 
which has received world‑wide attention during recent years. 
Physicians in developing countries come across situations 
where such issues are raised with increasing frequency.[1] The 
issue of  euthanasia has been debated all over the world and 
attempts to legalize it have been defeated most of  the times.[2,3] 
Controversy continues regarding its practice on ethical, moral, 
social and religious grounds and the debate is made more 

complex by many forms of  euthanasia, which can be interpreted 
differently. Euthanasia comes from the Greek words eu (good) 
and thanatos (death), a deliberate act of  killing of  hopelessly 
sick or injured individuals in a relatively painless way for reasons 
of  mercy.[4] In active voluntary euthanasia (AVE), the physician 
takes the patient’s life, such as by injecting a lethal substance, 
while in physician‑assisted suicide (PAS), the physician provides 
the means (e.g. by supplying the lethal dose of  a substance) to a 
patient, who then decides and takes the necessary action to end 
his own life.[5] The other forms of  euthanasia are non‑voluntary 
euthanasia (NVE), when the patient killed is either not capable of  
making the request or has not done so, such as severely deformed 
newborn, patients suffering from dementia, or persistent 
vegetative state[4] and involuntary euthanasia (IVE) which involves 
killing someone competent, but who has not expressed a wish to 
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die, with the intent of  relieving his suffering – which, in effect, 
amounts to murder.[5] Indirect euthanasia refers to administering 
opiates or high doses of  painkillers that may endanger life, with 
the primary intention of  alleviating pain.[6] This doctrine of  
double effect is regarded as ethical in most political jurisdictions 
and by most medical societies. Another, more widely debated, 
form of  euthanasia is passive euthanasia (PE) which involves 
withholding or withdrawing of  life‑sustaining treatment (LST) 
either at the request of  the patient or when it is considered futile 
and “allow death” to occur.[7] This has become an established 
part of  medical practice and therefore, cannot really be a form of  
euthanasia.[4,8,9] However, ambiguities of  these terms only confuse 
public and make them unwilling to accept “do not resuscitate” 
decision or withdrawing of  LST. Physicians also remain guarded 
about withdrawing LST due to the risk that their actions may be 
interpreted as intentional killing or murder.

From the physician’s perspective, active euthanasia or PAS (EAS) 
is incompatible with their professional obligation to heal and at 
the very core, challenges the primary duty of  physicians, which 
is that of  saving lives, a position explicitly taken by the American 
Medical Association and World Medical Association representing 
the medical profession.[10,11]

At present EAS are illegal in most of  the world, but a few 
countries have passed laws in its favor albeit with strict conditions. 
Oregon was the only US state that allowed PAS for several years, 
but states of  Washington and Montana have taken steps toward 
permitting PAS in 2009.[12] Some other countries particularly 
in Europe have become more flexible in allowing PAS. These 
differences among countries toward EAS facilitate cross‑cultural 
comparisons toward this complex ethical issue. In Asia the debate 
is on‑going with attempts to legalize it in India and Japan.

Attitude toward EAS are more complicated than simply voicing 
an opinion in favor of  or against it, due to various factors such 
as culture, religious beliefs, an individual’s knowledge about the 
subject, depression, level of  social support, age and gender. 
Several studies have evaluated the attitudes of  health care 
professionals and the general public toward euthanasia.[13‑15] 
Data from these studies show that internationally public opinion 
tends to favor its legalization more than medical opinion. 
There is a pressing need for more cross‑cultural, international 
collaborative studies on the subject to explore the differences 
among countries and the reasons behind these differences. 
The preferences of  chronically ill patients who are directly 
affected and share the experience of  chronic disease, suffering 
and knowledge of  their impending death have seldom been 
explored. This might make them reflect more on euthanasia. The 
objectives of  our study therefore were to explore the attitude 
of  physicians and chronically ill patients toward euthanasia 
and related issues. Concomitantly, we wanted to ascertain the 
frequency of  requests for assistance in EAS. Our study has 
some promise since, it samples a population of  patients and 
physicians who are multi‑racial and multi‑faith and will add 
value to the existing results.

Materials and Methods

This questionnaire based survey was conducted in Hospital 
Tengku Ampuan Afzan (HTAA), Kuantan Pahang, a tertiary care 
center affiliated to Faculty of  Medicine, International Islamic 
University Malaysia, during 2010‑2011. The questions were drawn 
from the literature used in different studies and modified from 
comments by members of  the research team. The independent 
variables such as race, religious beliefs and gender were included 
to determine their influence on the participants’ attitude toward 
euthanasia. In this survey, euthanasia was defined as “deliberate 
action undertaken by a physician to end the patient’s life at his 
or her request and with patient’s full informed consent in order 
to relieve his/her pain and suffering.”

Ethics

This study was approved by relevant ethical committees as well 
as National Institute of  Health.

The data among fully conscious adult patients (over 18 years of  
age) was collected by a clinically experienced and fully trained 
research assistant who individually approached them in person, 
during their admission or follow‑up consultation in the respective 
clinics, provided with a brief  description of  the study and asked 
for their consent. The patient categories included cancer patients 
on palliative care, human immunodeficiency virus and acquired 
immunodeficiency syndrome (AIDS), end stage renal failure 
on chronic hemodialysis, severe chronic obstructive pulmonary 
disease, diabetes with obvious medical complications and stroke 
victims. The face‑to‑face patient interview was conducted in 
privacy to ensure confidentiality. Participation in this study was 
on voluntary basis using convenience sampling. Consenting 
patients were given a brief  description about the study and 
EAS, before their views were explored. Each patient was given 
an identification code and no names or any other personal 
information was recorded. A structured questionnaire in English 
or Malay was thus completed by 727 chronically ill patients. The 
questionnaire had two main sections. The first section composed 
of  eight questions, covered the patient’s demographic variables, 
marital status, education, religion, strength of  religious beliefs, 
status of  health and household income. The second section 
elicited their knowledge and views about EAS. Each question had 
various responses such as yes/no and agree/disagree depending 
on the context of  the question and most questions could be 
answered with a tick.

Concurrently, a similar self‑reported questionnaire based survey 
of  physicians was conducted, who were approached personally 
during monthly faculty meetings as well as during annual medical 
update seminar organized by the Department of  Medicine. They 
were requested to complete the questionnaire at their leisure, if  
they agreed to participate in the survey. The other physicians 
were contacted by E‑mail. The physician’s questionnaire also 
had two sections. The first section composed of  eight items, 
covered the physician’s characteristic, practice variables, religious 
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affiliation and whether they had ever been asked for assistance 
in active euthanasia. The second section elicited their response 
toward EAS. The forms were collected again after contacting the 
respondents. The questionnaire was accompanied by a letter that 
explained the definition of  euthanasia used in this survey, aims 
of  the survey and confidentiality of  the information provided 
and physician’s names were not requested.

Data from 922 respondents (727 patients and 195 physicians) 
thus collected was analyzed using the Statistical Package for Social 
Sciences version 17.0 (SPSS Inc., Chicago, IL, USA). Chi‑square 
test was performed to compare the proportions between the 
physicians and patients and a P < 0.05 was taken as statistically 
significant.

Results

Of  the 250 physicians approached in person, 192 completed 
and returned the questionnaire, yielding a high response 
rate of  77%. The response through E‑mail was very low, 
only 3 out of  70 responded despite repeated reminders. The 
overall response rate was therefore 61%. Out of  812 patients 
approached, 727 responded giving a response rate of  90%. 
Characteristics of  the patient and physician respondents 
and variables predicting their attitude toward euthanasia are 
depicted in Tables 1 and 2 respectively. Among responding 
patients, 73.7% were married, (46.9%) spoke Malay, (44.6%) had 
completed secondary education, (32.6%) were non‑professional 
and (43.7%) were unemployed. Majority (95.3%) of  patients knew 
their diagnosis, 70% had a hope of  cure while 30% knew their 
condition was incurable. More than half  of  patients (54.2%) 

Table 1: Contd...
Factors Do you support euthanasia? P value

Yes No Not sure
Belief  in life after death

Yes 101 (24.2) 310 (74.3) 6 (1.4) <0.001
No 157 (57.5) 110 (40.3) 6 (2.2)
Not sure 13 (35.1) 19 (51.4) 5 (13.5)

Religiosity
High 13 (10.1) 113 (87.6) 3 (2.3) <0.001
Moderate 79 (32.4) 159 (65.2) 6 (2.5)
Low 179 (50.7) 166 (47.0) 8 (2.3)
Not sure 0 (0.0) 1 (100.0) 0 (0.0)

According to your 
religion is euthanasia

Approved 111 (77.6) 26 (18.2) 6 (4.2) <0.001
Approved conditionally 87 (57.6) 62 (41.1) 2 (1.3)
Prohibited 69 (16.7) 337 (81.4) 8 (1.9)
Not sure 4 (21.1) 14 (73.7) 1 (5.3)

Marital status
Married 209 (39.0) 315 (58.8) 12 (2.2) NS
Single 33 (32.4) 67 (65.7) 2 (2.0)
Divorced 15 (42.9) 19 (54.3) 1 (2.9)
Widowed 2 (7.4) 24 (88.9) 1 (3.7)

Educational status
Primary 113 (40.6) 160 (57.6) 5 (1.8) NS
Secondary 114 (35.2) 205 (63.3) 5 (1.5)
Tertiary 12 (30.0) 26 (65.0) 2 (5.0)
Nil 12 (33.3) 22 (61.1) 2 (5.6)

Occupation
Professional 14 (43.8) 16 (50.0) 2 (6.3) NS
Executive 14 (35.9) 24 (61.5) 2 (6.3)
Administrative 19 (30.2) 43 (68.3) 1 (1.6)
Non‑professional 93 (39.2) 141 (59.5) 3 (1.3)
Unemployed 110 (34.6) 198 (62.3) 10 (3.1)
Laborer 1 (100.0) 0 (0.0) 0 (0.0)
Factory worker 10 (55.6) 8 (44.4) 0 (0.0)
Driver 5 (41.7) 2 (28.6) 0 (0.0)
Waiter 5 (71.4) 2 (28.6) 0 (0.0)

Monthly household 
income

<RM600 87 (29.9) 195 (67.0) 9 (3.1) <0.001
RM600‑2000 107 (35.0) 194 (63.4) 5 (1.6)
>RM2000 71 (58.7) 47 (38.8) 3 (2.5)

Do you know your 
diagnosis?

Yes 249 (36.0) 426 (61.6) 17 (2.5) 0.020
No 20 (64.5) 11 (35.5) 0 (0.0)
Not sure 2 (66.7) 1 (33.3) 0 (0.0)

Hope of  cure
Yes 193 (38.0) 301 (59.3) 14 (2.8) NS
No 74 (35.1) 134 (63.5) 3 (1.4)
Not sure 4 (50.0) 4 (50.0) 0 (0.0)

Health status
Good 169 (46.7) 185 (51.1) 8 (2.2) <0.001
Fair 49 (23.6) 152 (73.1) 7 (3.4)
Poor 50 (38.2) 80 (61.1) 1 (0.8)
Terminally ill 3 (12.0) 21 (84.0) 1 (4.0)
Not sure 0 (0.0) 1 (100.0) 0 (0.0)

IQR: Interquartile range

Table 1: Characteristics of patients and variables 
predicting attitude toward euthanasia (n=727)

Factors Do you support euthanasia? P value
Yes No Not sure

Age, median (IQR) 53.0 
(43.0‑62.0)

53.0 
(41.0‑62.0)

54.0 
(45.5‑61.5)

NS

Gender
Male 138 (36.7) 228 (60.6) 10 (2.7) NS
Female 133 (37.9) 211 (60.1) 7 (2.0)

Ethnicity
Malay 91 (27.7) 232 (70.7) 5 (1.5) <0.001
Chinese 136 (51.9) 119 (45.4) 7 (2.7)
Indian 42 (34.4) 77 (63.1) 3 (2.5)
Others 2 (13.3) 11 (73.3) 2 (13.3)

Religious affiliation
Islam 96 (27.7) 244 (70.3) 7 (2.0) <0.001
Buddhism 83 (56.5) 59 (40.1) 5 (3.4)
Christianity 37 (33.0) 73 (65.2) 2 (1.8)
Hinduism 11 (19.0) 45 (77.6) 2 (3.4)
Others 44 (69.8) 18 (28.6) 1 (1.6)

Belief  in God
Yes 199 (32.7) 395 (65.0) 14 (2.3) <0.001
No 67 (60.9) 40 (36.4) 3 (2.7)
Not sure 5 (55.6) 4 (44.4) 0 (0.0)

Contd...
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did not know about euthanasia as depicted in Figure 1. Among 
responding physicians, 60% were working with the Ministry 
of  Health, 32.8% with the university and 7.2% were from the 

private sector. Majority of  respondents were medical officers 
and more than half  (50.8%) were from the internal medicine 
specialty. Significant proportions of  respondents were trained 
in Malaysia. Physicians’ and patients’ responses compared on 
individual items are shown in Table 3. Most of  the physicians had 
managed chronically ill patients, but only 30 (15.4%) physicians 
reported that they had been asked for assistance in dying. Among 
respondent physicians, more males opted against euthanasia 
compared with females (P = 0.029). Majority of  physicians 
working in the Ministry of  Health were against euthanasia, than 
those working in the private sector (P = 0.018). There were 
no significant differences among physicians as per designation 
or place of  medical education (P value of  0.479 and 0.557, 
respectively). Physicians were significantly younger compared 
to patients (median [interquartile range]: 32.0 [27.0‑40.0] vs. 
53.0 [42.0‑62.0] years respectively P < 0.001). There was no 
significant difference in terms of  gender between the two 
groups (P = 0.785).

Attitudes to EAS

The patients in our study were chronically ill with co‑morbidities. 
Nevertheless, we were unable to find a strong relationship 
between symptom severity and desire for EAS. However, when 
their views were further explored about issues of  unremitting 
pain, financial difficulty, poor social support and belief  that 
they were a burden on their families, an inclination toward 
euthanasia was noted. There was no significant difference in 
terms of  education, occupation or marital status. Most of  the 
respondents were believers. Malay physicians opted against 
euthanasia when compared with Buddhist or Christian physicians. 
The strongest predictor of  unwillingness to EAS was religiosity, 
those with stronger religious beliefs tended to disapprove 
AVE < 0.001 [Table 3]. Among physicians 70% and patients 60% 
opposed EAS, no matter what the circumstances may be. When 
evaluating the end‑of‑life issues, 29.2% of  physicians and 61% 
of  patients were in favor of  withholding or discontinuing LST to 
a patient with no chances of  survival. About 64% of  physicians 

Table 2: Characteristics of physicians and variables 
predicting attitude toward euthanasia (n=195)

Factors Do you support euthanasia? P value
Yes No Not sure

Age, median (IQR) 30.0 
(26.0‑41.5)

32.0 
(27.0‑40.0)

35.0 
(21.0‑38.5)

NS

Gender
Male 24 (23.3) 79 (76.7) 0 (0.0) 0.029
Female 32 (34.8) 57 (62.0) 3 (3.3)

Ethnicity
Malay 16 (14.4) 93 (83.8) 2 (1.8) <0.001
Chinese 18 (54.5) 14 (42.4) 1 (0.3)
Indian 18 (62.1) 11 (37.9) 0 (0.0)
Others 4 (18.2) 18 (81.8) 0 (0.0)

Place of  work
Ministry of  health 35 (29.9) 80 (68.4) 2 (1.7) 0.018
University 12 (18.8) 51 (79.7) 1 (1.6)
Private sector 9 (64.3) 5 (35.7) 3 (1.5)

Designation
Consultant 4 (16.7) 20 (83.3) 0 (0.0) NS
Specialist 14 (26.4) 38 (71.7) 1 (1.9)
Medical officer 30 (29.7) 69 (68.3) 2 (2.0)
General practitioner 8 (47.1) 9 (52.9) 0 (0.0)

Discipline
Medical‑based 45 (32.6) 90 (65.2) 3 (2.2) NS
Surgical‑based 11 (19.3) 46 (80.7) 0 (0.0)

Place of  medical education
Malaysia 30 (25.9) 84 (72.4) 2 (1.7) NS
Abroad 26 (32.9) 52 (65.8) 1 (1.3)

Religious affiliation
Islam 19 (14.3) 112 (84.2) 2 (1.5) <0.001
Buddhism 15 (55.6) 11 (40.7) 1 (3.7)
Christianity 16 (69.6) 7 (30.4) 0 (0.0)
Hinduism 4 (44.4) 5 (55.6) 0 (0.0)
Others 2 (66.7) 1 (33.3) 0 (0.0)

Belief  in God
Yes 52 (28.0) 132 (71.0) 2 (1.1) <0.001
No 4 (50.0) 4 (50.0) 0 (0.0)
Not sure 0 (0.0) 0 (0.0) 1 (100.0)

Belief  in life after death
Yes 37 (22.8) 122 (75.3) 3 (1.9) 0.002
No 18 (60.0) 12 (40.0) 0 (0.0)
Not sure 1 (33.3) 2 (66.7) 0 (0.0)

Religiosity
High 7 (11.7) 52 (86.7) 1 (1.7) 0.003
Moderate 37 (32.5) 75 (65.8) 2 (1.8)
Low 12 (60.0) 8 (40.0) 0 (0.0)
Not sure 0 (0.0) 1 (100.0) 0 (0.0)

According to your religion 
is euthanasia

Approved 8 (80.0) 2 (20.0) 0 (0.0) <0.001
Approved conditionally 28 (47.5) 30 (50.8) 1 (1.7)
Prohibited 12 (10.3) 103 (88.8) 1 (0.9)
Not sure 8 (80.0) 1 (10.0) 1 (10.0)

IQR: Interquartile range

Figure  1: Patients response: Do you know about Mercy killing/
euthanasia?
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Table 3: Physicians’ and patients’ responses compared 
on individual items

Factors Physicians 
n=195

Patients 
n=727

P value

Age, median (IQR) 32.0 
(27.0‑40.0)

53.0 
(42.0‑62.0)

<0.001

Gender
Male 103 (52.8) 376 (51.7) NS
Female 92 (47.2) 351 (48.3)

Ethnicity
Malay 111 (56.9) 328 (45.1) <0.001
Chinese 33 (16.9) 262 (36.0)
Indian 29 (14.9) 122 (16.8)
Others 22 (11.3) 15 (2.1)

Religious affiliation
Islam 133 (68.2) 347 (47.7) <0.001
Buddhism 27 (13.8) 147 (20.2)
Christianity 23 (11.8) 112 (15.4)
Hinduism 9 (4.6) 58 (8.0)
Others 3 (1.5) 63 (8.7)

Belief  in God
Yes 186 (95.4) 608 (83.6) <0.001
No 8 (4.1) 110 (15.1)
Not sure 1 (0.5) 9 (1.2)

Belief  in life after death
Yes 162 (83.1) 417 (57.4) <0.001
No 30 (15.4) 273 (37.6)
Not sure 3 (1.5) 37 (5.1)

Religiosity
High 60 (30.8) 129 (17.7) <0.001
Moderate 114 (58.5) 244 (33.6)
Low 20 (10.3) 353 (48.6)
Not sure 1 (0.5) 1 (0.0)

Do you support euthanasia?
Yes 56 (28.8) 271 (37.3) NS
No 136 (69.7) 439 (60.4)
Not sure 3 (1.5) 17 (2.3)

Do you believe patient has a 
right to die regardless of  any cause?

Yes 24 (12.3) 34 (4.7) <0.001
No 170 (87.2) 663 (91.2)
Not sure 1 (0.5) 30 (4.1)

According to your religion, is 
euthanasia

Approved 10 (5.1) 143 (19.7) <0.001
Approved conditionally 59 (30.3) 151 (20.8)
Prohibited 116 (59.5) 414 (56.9)
Not sure 10 (5.1) 19 (2.6)

Indications for euthanasia
Burden on family

Agree 26 (13.3) 30 (4.1) <0.001
Disagree 168 (86.2) 697 (95.9)
Neither agree nor disagree 1 (0.5) 0 (0.0)

Patient perception of  hopelessness
Agree 32 (16.4) 3 (0.4) <0.001
Disagree 161 (82.6) 724 (99.6)
Neither agree nor disagree 2 (1.0) 0 (0.0)

Unremitting pain
Agree 52 (26.7) 86 (11.8) <0.001

Contd...

Table 3: Contd...
Factors Physicians 

n=195
Patients 
n=727

P value

Disagree 142 (72.8) 641 (88.2)
Neither agree nor disagree 1 (0.5) 0 (0.0)

Financial difficulty
Agree 17 (8.7) 1 (0.1) <0.001
Disagree 176 (90.3) 726 (99.9)
Neither agree nor disagree 2 (1.0) 0 (0.0)

Poor social support
Agree 29 (14.9) 4 (0.5) <0.001
Disagree 163 (83.6) 723 (99.4)
Neither agree nor disagree 3 (1.5) 0 (0.0)

Age of  patient
Agree 37 (19.0) 3 (0.0) <0.001
Disagree 156 (80.0) 724 (99.6)
Neither agree nor disagree 2 (1.0) 0 (0.0)

Suffering from incurable illness
Agree 62 (31.8) 133 (18.3) <0.001
Disagree 131 (67.2) 594 (81.7)
Neither agree nor disagree 2 (1.0) 0 (0.0)

Terminal cancer or AIDS
Agree 67 (34.4) 127 (17.5) <0.001
Disagree 127 (62.1) 600 (82.5)
Neither agree nor disagree 1 (0.5) 0 (0.0)

Brain death
Agree 100 (51.3) 104 (14.3) <0.001
Disagree 94 (48.2) 623 (85.7)
Neither agree nor disagree 1 (0.5) 0 (0.0)

Request by patient
Agree 31 (15.9) 11 (1.5) <0.001
Disagree 163 (83.6) 712 (97.9)
Neither agree nor disagree 1 (0.5) 4 (0.5)

Request from family
Agree 19 (9.7) 40 (5.5) <0.001
Disagree 175 (89.7) 632 (86.9)
Neither agree nor disagree 1 (0.5) 55 (7.6)

Do you think patients with terminal 
illness have the right to die?

Yes 42 (21.5) 266 (36.6) <0.001
No 152 (77.9) 427 (58.7)
Not sure 1 (0.5) 34 (4.7)

Is it all right to discontinue artificial 
life support to a patient with no 
chance of  survival?

Yes 57 (29.2) 447 (61.5) <0.001
No 138 (70.7) 256 (35.2)
Not sure 0 (0.0) 23 (3.2)

Should doctors be legally allowed 
to prescribe medication to assist a 
patient to die?

Yes 31 (15.9) 262 (36.0) <0.001
No 163 (83.6) 403 (55.4)
Not sure 1 (0.5) 62 (8.5)

If  a referendum were to be held in 
Malaysia, would you vote to legalize 
euthanasia?

Yes 51 (26.2) 407 (56.0) <0.001
No 142 (72.8) 287 (39.5)
Not sure 2 (1.0) 28 (3.9)

Contd...
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agreed that pain medication should be given to relieve suffering 
even if  it would hasten the patient’s death, P < 0.001 and 62% 
agreed that providing comfort was the primary objective rather 
than prolonging the life of  a terminally ill patient. Majority of  
patients (91.2%) and physicians (87%) were of  the opinion 
that patients have no right to die regardless of  any cause; nor 
physicians should help a patient to die to relieve his suffering. In 
response to three hypothetical situations presented, about 16% 
of  the physicians supported active euthanasia while 23% said 
that they might comply with a request for euthanasia.

Discussion

In western societies “active” euthanasia is the focus of  public 
concern while in Malaysia PE presents more of  a dilemma. 
Dilemmas are expected to intensify as societies become better 
informed and more complex with conflicting beliefs and values. 
Our results show that majority of  respondents disapproved EAS 
and opposed its legalization, no matter what the circumstances 
may be. In other words, having a serious life‑threatening illness 
did not alter their attitude toward the permissibility of  EAS. It was 
not surprising to find that only a small percentage of  physicians 
acknowledged the practice of  EAS and that too under restricted 
conditions. Among patients who supported the idea of  EAS 
were more likely to mention “suffering” in their own definition.

Our research has revealed that religious individuals opposed 
euthanasia more than those who do not consider themselves 
religious. Studies reveal religious people and people living 
in religious countries are more likely to oppose EAS than 
people living in secular countries.[16,17] Most religions condemn 
the practice of  euthanasia, some strictly so. Malaysia being a 
multi‑faith and multi‑cultural country‑ religious, moral and 
family values are an integral part of  any decision on end‑of‑life 
issues. The practice of  EAS is illegal and to the best of  our 
knowledge, there is no pro‑euthanasia organization at present in 
the country. When it comes to questions about EAS therefore, 
there is a tendency to fall back on traditional religious or cultural 
values pertaining to the sanctity and preservation of  life. A well 
conducted study among nurses from seven countries (Australia, 
Canada, People’s Republic of  China, Finland, Israel, Sweden 
and the US) on AVE in cancer and dementia patients’ revealed 
opposition by the majority of  them.[18] Both our physicians and 
patients agreed withholding or discontinuing LST to a patient 
with no chances of  survival. Our results were in agreement to 
other similar studies on the subject.[3,18,19]

Studies have shown that highly educated individuals are less 
likely to oppose euthanasia than individuals with lower education 
levels.[20] However in our survey, no such significant difference was 
noted in terms of  education of  responding patients. Physicians 
in our study were significantly younger compared to patients, an 
unavoidable fact because chronically ill patients will always be 
old. However, we tested knowledge and practice on the basis of  
them as physicians and patients by the inclusion criteria, not by 
age. When the issue was hypothetically explored further, about 
a sixth of  physicians supported euthanasia and a fifth said that 
they might comply with a request. Hence, there were situations 
in which our physicians believed that euthanasia was sometimes 
justifiable and were willing to practice it under such circumstances.

Advocates of  EAS argue that people have a right to make their 
own decisions regarding death and patient autonomy is used as 
a main argument. Autonomy is important in the decision‑making 
process if  patients are able to understand and make intelligent 
decisions. It is never certain that a patient can voluntarily consent 
to death. Our groups of  patients were chronically ill with 
co‑morbidities, but we were unable to find a strong relationship 
between symptom severity and desire for EAS. Majority of  our 
respondents were of  the opinion that patients have no right to die 
regardless of  any cause; nor should physicians help patients to die, 
to relieve their suffering. Elderly people may request for EAS due 
to depression, hopelessness and other related symptoms.[21] This 
desire frequently changes over time, with appropriate treatment 
and social support.[21‑23] EAS is not primarily an individual issue; 
rather a societal one. Hence, it would be morally justifiable for 
physicians to apply guided paternalism and prevent them from 
harm under the principle of  beneficence and non‑malfeasance. 
Selecting comfort and dignity is not about giving up; but shifting 
from cure to care.

Both our physicians and patients opposed to legalization of  
EAS, as legitimate concerns exist about its potential abuse. 
In all jurisdictions where EAS is allowed, despite laws and 
safeguards against its abuse, guidelines are frequently ignored and 
people have been euthanized without consent or without being 
terminally ill and transgressors were not prosecuted.[24] According 
to an Indian study among elderly people, about 61.5% supported 
euthanasia, but expressed concern that it might be misused as a 
means of  getting rid of  invalid elderly persons and avoiding the 
responsibility of  caring for them.[25] Legalization of  EAS through 
referendums may lead to potential social consequences. This may 
include what is termed by many scholars as the “slippery slope 
phenomenon,” which suggests that if  EAS is legalized, then 
physicians may also engage in IVE and NVE. It may involve 
the killing of  those who are mentally ill, a burden to society or 
the health system, AIDS and cancer patients and even children 
and newborn with disabilities, as suggested in two Netherland 
studies.[24] It will ultimately undermine medical care and violate 
the social contract the profession has with the society.

With the economic reality that exists in most third world 
countries, physicians are caught by the divide between what they 

Table 3: Contd...
Factors Physicians 

n=195
Patients 
n=727

P value

Would legalizing euthanasia results 
in criminal abuse?

Yes 138 (70.8) 359 (49.4) <0.001
No 56 (28.7) 198 (27.2)
Not sure 1 (0.5) 170 (23.4)

IQR: Interquartile range; AIDS: Acquired immunodeficiency syndrome
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ought to do and what they can do. In a study of  physicians who 
worked in two neonatal clinics in India, physicians disagreed 
among themselves whether parents of  seriously ill new born 
should be involved in decisions about withdrawal of  LST from 
their children. Due to poverty and low levels of  education, 
parents often accept whatever the physician recommends.[26] 
Further individuals may request for EAS as medical treatment 
at the end‑of‑life becomes more than ever expensive.

Under current prevailing conditions the practice of  medicine 
must not be guided by economic and political forces, but by 
ethics that is internal to the medicine. It entrusts and obligates 
the physicians to do what is the best for the patient by caring, 
compassion and comfort, which they need and deserve. In 
terminally ill patients, physicians must share all aspects of  the 
illness with the family so that inappropriate interventions are 
avoided and palliative care, focused on relieving symptoms is 
provided.[27] This may be carried out at home or in an institution, 
as the case warrants. The term “PE” is misleading and ambiguous 
term, which causes much confusion and anxiety both in general 
public and among physicians. We need to introduce community 
education programs to enhance the public’s awareness about 
end‑of‑life issues and distinguish between euthanasia and 
withholding or discontinuing of  futile life‑prolonging treatments.

The strength of  our study lies in our patient selection that 
included only patients with long‑standing chronic illnesses 
and all of  them were mentally alert and able to answer the 
questionnaire. There are some limitations which need to be 
mentioned. Although, the data was collected from Kuantan, 
Pahang only, it may not be reflective of  the prevalent clinical 
practice in the whole of  Malaysia. Measurement on religiosity 
was highly subjective, which needs careful consideration with 
regard to its interpretation. Finally, opinions may not necessarily 
predict behaviors.

Conclusion

The findings of  our survey indicate that majority of  respondents 
were against EAS and its legalization. Religion was recognized 
as an important variable against EAS. Our results serve as a 
background to the current debate on euthanasia in end‑of‑life 
care. More research on the matter is needed periodically to 
document the wishes of  chronically ill and suffering patients and 
medical professionals working closely with them, as restructuring 
continues.
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