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First, suffering in one form or another is part and parcel of being
human. It is the time-tested signal that something is going wrong. It
is also the moment to test the limits of character and affective
maturity. This is not to say that suffering is always welcome.
Indeed, a sign of human progress is the alleviation of many forms
of suffering, and medicine certainly plays a key part in this.
Nevertheless, medicine alone cannot be expected to shoulder the
burden of relieving all forms of human suffering. Verhofstadt and
colleagues identify five categories of unbearable suffering in psychiatric patients: medically related, intrapersonal, interpersonal, societal and existential. It is a fact that modern psychiatry is able to
treat many psychiatric disorders, but asking psychiatrists to treat
all forms of suffering including existential doubts may be actually
leading the profession away from medicine.
Second, suffering is a normal human affective-emotional reaction to a perceived or real threat to the integrity of personhood, following the classic definition by Cassell2 adapted by Dees et al in
their proposal for defining ‘unbearable suffering’.3 We would
argue that suffering is bearable when a person is able to rationalise
the perceived threat to integrity in view of a higher end or good.
Indeed, many of the greatest figures in history are admired precisely
for having suffered for a cause. On the other hand, suffering is
unbearable when a person is unable to rationalise the suffering. In
other words, it is a suffering that has no meaning for that person.
It is unreasonable. The humanisation of suffering is about restoring
meaning to suffering, not annihilating the person.4
Third, adding euthanasia to the therapeutic repertoire of psychiatry is in truth an alteration of psychiatry and not an advancement
of science. Twenty-five centuries ago, Hippocrates finally managed
to separate science from hocus pocus, the doctor from the sorcerer,
curing from killing.5 Readmitting this vanquished foe to the fold is
to change the very character and goals of medicine. Psychiatrists
should shun euthanasia as a ‘treatment’ for suffering-in-want-of-areason and instead concentrate on what they do best – treating psychiatric disorders and helping patients find meaning for their suffering.
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Authors’ reply: Kioko and Requena propose a primary therapeutic
focus on assisting patients in finding a meaning in their suffering and
life itself.1 They also propose that euthanasia is incompatible with psychotherapeutic care, referring to psychiatrist Frankl’s example of selfendured suffering once one’s attitude towards suffering has been
modified and the meaning of life itself has been found, despite
being confronted with the most extreme manifestations of dehumanisation.2 The rationale of his coping mechanism is that hurtful situations in themselves might indeed be beyond one’s control, but that
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attitudes toward these situations – and, as a consequence, suffering
experiences – can be mastered. There are many religious and philosophical tendencies supporting this point of view, in contrast to the
many counterpoints. One can find many different stances in many
more areas of expertise which express opposing – though inconclusive
– positions. To the best of our knowledge, there is no evidence that the
abovementioned meaning-of-life approach can be effective to alleviate
unbearable suffering or prevent/revoke psychiatric patients from
requesting euthanasia.
The authors evoke anecdotal evidence of great deeds done by
(responding to) suffering. In this vein, many artists have created
unique art, perhaps because of that suffering, perhaps not.
Contrarily, there are also many examples of artists who committed
suicide. Such anecdotes confirm the subjective nature of suffering,
determined by a patient’s environment, context, current and
future perspectives, physical and mental capacity, and personality.3
Concerning the role of psychotherapists, their aim to alleviate
human suffering indeed stretches back to antiquity. Nevertheless,
a deeper understanding of suffering and ways to alleviate it
remain elusive. Physicians denying that there are limits to treatment
and holding an absolute stance on life protection, not fully fathoming patients’ total suffering that leads to suicidal ideations, attempts
or euthanasia requests, paradoxically might steer the therapeutic
relationship to a standstill as patients might feel unheard, misunderstood and strengthened in their conviction of being unworthy and,
as a consequence, in their death wish.4
In acknowledging unbearable suffering and the limits of medical
treatment to alleviate suffering in an adequate way, the psychotherapeutic key focus on protection of life only seems to be undermined.
However, the scarce available evidence from Belgian clinical euthanasia practice shows that following a two-track approach, with a focus
on psychotherapeutic treatment while also acknowledging euthanasia
as a plausible emergency break, paradoxically might offer psychiatric
patients sufficient peace of mind to continue their lives and give
further or alternative treatment options a fair chance for success.5
Hence, more research into the nature of suffering and meaning of a
death request is needed in order to develop highly needed clinical
interventions that might both relieve patients of their death wish
and enforce new or alternative life perspectives. We hope our qualitative study can contribute to paving the way for further research endeavours that are tolerant and respectful to patients’ subjective notions of
unbearable suffering and death wish, as well as directly addressing
their cry for extended life aid and thus assisting the patient to continue
living, without polarising these into irreconcilable opposites.
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