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Autism and Assisted Suicide

Michael M. Waddell

Master of Autism Studies Program, Saint Mary’s College, Notre Dame, Indiana, USA

ABSTRACT
Autistic people have died by euthanasia and assisted suicide
(EAS) in Belgium and the Netherlands. While these countries’
laws allow EAS for patients suffering from nonterminal psy-
chological disorders when certain “due care” criteria are met,
the practice of granting EAS for psychological disorders in
general has drawn scrutiny. But there are complex issues spe-
cific to autism that have received little attention. The author
examines three important questions about the Belgian and
Dutch due care criteria as they pertain to autism. First, how
might autism affect decision-making capacity for EAS? Second,
how might autism affect the voluntariness of EAS requests?
Third, is autism a medically futile condition such that there is
no reasonable alternative to EAS for alleviating suffering? The
author argues that what is known about autism vis-�a-vis these
due care criteria suggests that autistic people might be a vul-
nerable group at heightened risk for irremediable harm of pre-
mature death from EAS.

KEYWORDS
Autism; autism spectrum
disorders; ethics

1. Introduction

It is now well documented, if not well publicized, that autistic people have
died by euthanasia and assisted suicide (EAS) in Belgium and the
Netherlands.
In a recent study of assisted suicide involving individuals with intellectual

disability and autism spectrum disorder (ASD) in the Netherlands, Tuffrey-
Wijne, Curfs, Finlay, and Hollins (2018) presented three case reports from
the Dutch Regional Euthanasia Review Committees (RTEs) describing indi-
viduals with diagnoses of ASD who died by assisted suicide between 2012
and 2016. I have found another RTE case from 2017 (2017-80) involving a
woman diagnosed with pervasive developmental disorder not otherwise
specified, which is also an ASD.1

In a study of the databases of the Belgian Federal Control and Evaluation
Committee on Euthanasia, Dierickx, Deliens, Cohen, and Chambaere (2017)
examined cases involving psychiatric disorders and dementia between 2002
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and 2013, and found seven cases in which individuals diagnosed with autism
died by euthanasia during that period.
And in a study of 100 consecutive patients who requested EAS for psy-

chological suffering at a psychiatric clinic in Belgium between 2007 and
2011, Thienpont et al. (2015) reported that seven patients had diagnoses of
Asperger syndrome, another autism spectrum disorder, when they arrived
at the clinic. Thirteen more patients were referred for further testing for
ASD, and 12 of them received diagnoses of Asperger syndrome. So, 19 of
the 100 patients were ultimately diagnosed with ASD, making ASD the
third-most-common diagnosis in the study, behind major depressive dis-
order (n¼ 48) and borderline personality disorder (n¼ 27) but ahead of
bipolar disorder (n¼ 10), posttraumatic stress disorder (n¼ 13), schizo-
phrenia and other psychotic disorders (n¼ 14), anxiety disorders (n¼ 11),
eating disorders (n¼ 10), substance use disorders (n¼ 10), and several
other psychiatric disorders. In email correspondence with Dr. Thienpont
(April 29, 2018), I have learned that 10 of these patients’ requests for
euthanasia were approved (two from the group that arrived with diagnoses
of ASD and eight from the group referred for testing for ASD). And of
these 10, eight ultimately died by euthanasia (two from the initial group of
seven who arrived with diagnoses of ASD, and six from the group of 12
who were referred for autism testing). Note that 75% of those who died
were not diagnosed with ASD until after they arrived at Thienpont’s clinic,
which was often within just a few months of their deaths by euthanasia.
Both the rate of acceptance of euthanasia requests (52.6%) and the rate of
death by euthanasia (42.1%) were higher for Thienpont et al.’s patients
with ASD than were the rates for their overall sample, which were 48%
and 35% respectively. The rates for patients who were diagnosed with ASD
after arriving at the clinic as part of the EAS process were higher still with
66.7% of EAS requests approved and 50% of subjects dying by EAS. I
return to this later.
While euthanasia and assisted suicide are legal in a number of countries

(including Belgium, the Netherlands, Luxembourg, Switzerland, Colombia,
and Canada), as well as in a number of jurisdictions in the United States
(including Oregon, Washington, California, Colorado, Montana, Vermont,
Hawaii, and Washington, DC), most of the jurisdictions that have legalized
EAS do not permit it for individuals whose suffering is caused by nonter-
minal conditions, including psychiatric or psychological disorders (Dyer,
White, & Garcia Rada, 2015; Kim & Lemmens, 2016; Schiltz, 2018).
However, both the Belgian Act on Euthanasia of May 28th, 2002 and the
Dutch Termination of Life on Request and Assisted Suicide (Review
Procedures) Act of 2002 allow EAS for patients suffering from psychiatric
or psychological disorders when certain “due care” criteria are met. And
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while the conditions laid down in these two acts are not identical, there are
certain common criteria that must be met for EAS to be legal in both juris-
dictions.2 First, individuals seeking EAS must be legally competent (i.e.,
they must have the capacity to make this particular decision).3 Second, they
must make a request that is voluntary and well-considered. And third, the
individual must be suffering unbearably (in a way that is “palpable” to the
physician)4 from a condition that is medically futile such that there is no
reasonable alternative to EAS for alleviating the person’s suffering.5 These
due care criteria have been put in place by the Belgians and the Dutch to
protect vulnerable individuals from the irremediable harm of premature
death; if any of the criteria are not met, then administering EAS becomes
ethically and legally problematic on the Dutch and Belgians’ own terms.
The practice of granting access to EAS for psychological or psychiatric

disorders in general has, of course, drawn a fair bit of scrutiny (e.g., Kim,
De Vries, & Peteet, 2016; Kim & Lemmens, 2016; Kim et al., 2016; T.
Lemmens, 2018; T. Lemmens, Kim, & Kurz, 2018; W. Lemmens, 2017;
Rooney, Schuklenk, & van de Vathorst, 2018). Even Belgian and Dutch
authorities acknowledge the need to proceed with great caution in cases
involving mental illness or intellectual disability (e.g., RTE cases 2017-26,
2014-59, 2018-32, 2018-02; Verhofstadt, Thienpont, & Peters, 2017) and to
consult with experts in cases involving psychiatric or psychological disor-
ders (Belgian Act on Euthanasia, II.3.3.1; Dutch RTE Code of Practice, ch.
3.2, 12). However, there are complex issues specific to autism that have
received very little attention in scholarly discussions of EAS. In particular,
there are important questions that need to be asked about the due care cri-
teria noted previously as they relate to autism. In this article, I examine
three of those questions. First, how might autism affect decision-making
capacity for EAS? Second, how might autism affect the voluntariness of an
EAS request? And third, is autism indeed a medically futile condition such
that there is no reasonable alternative to EAS for alleviating suffering?
While there is still a great deal we do not know about autism vis-�a-vis
these due care criteria for EAS, I will argue that what we do know suggests
that autistic people might be a vulnerable group at heightened risk for irre-
mediable harm of premature death from EAS. What is more, despite the
fact that the Belgian Act requires and the Dutch Code of Practice recom-
mends proceeding with great caution and consulting experts in cases
involving psychological disorders, there is little evidence that the nuances
of autism are being adequately taken into account in EAS cases involving
people on the spectrum. All of this raises serious questions about whether
the due care criteria the Dutch and Belgians themselves put in place for
EAS to be ethical and legal have been sufficiently observed to protect autis-
tic people from the harm of premature death. I conclude, therefore, with
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recommendations for further research and more stringent enforcement of
laws and ethical standards. Until we possess more research on the nuances
of autism vis-�a-vis the due care criteria for EAS, though, and until meas-
ures are fully in place to ensure that expertise in autism is adequately
brought to bear in EAS cases involving people on the spectrum, I believe it
would be prudent to err on the side of caution and consider autistic people
to be a vulnerable group at heightened risk for harm of premature death
from EAS.

2. Decision-Making Capacity

For EAS to be ethical and legal, patients must be legally competent and
have the capacity to make this particular decision. Unfortunately, we know
relatively little about the decision making of people on the spectrum
(Mussey, Travers, Klinger, & Klinger, 2015), and even less about their cap-
acity to make decisions specifically about EAS. In fact, I am not aware of a
single study that examines this particular dimension of autistic decision
making directly. That fact alone should give us pause since EAS is a grave
act that cannot be undone. More problematically, though, the things we do
know about autistic people’s decision making in general raise concerns
about their decision-making capacity for EAS.
Luke, Clare, Ring, Redley, and Watson (2012) stated that the collective

evidence of the few studies that have been done on decision making in
people with ASD suggest that “the decision-making of adults with ASCs
[autism spectrum conditions] may differ from that of the neurotypical pop-
ulation” (p. 614); that their tendency to rely on rules might interfere with
autistic people making decisions; that stigma also appears to influence their
decision making (p. 614); that adults with ASD more often perceive their
conditions as “interfering with, rather than enhancing, decision-making”
(p. 617); and that as scores for anxiety and depression increased for these
individuals, “the perceived frequency of interference from ASCs also
increased” (p. 617).6 This last point is particularly important because anx-
iety and depression are risk factors for suicidality in people on the spec-
trum (Cassidy et al., 2014; Mayes, Gorman, Hillwig-Garcia, & Syed, 2013;
Storch et al., 2013); if increases in anxiety and depression also lead to
greater interference with decision making, there might be a perfect storm
brewing for autistic people experiencing co-occurring anxiety or depression
while making decisions about EAS. All of this led Luke et al. to conclude
that their own “findings suggest that, compared with neurotypical individu-
als, intellectually able people with ASCs experience greater difficulty with
decision-making” (Luke, Clare, Ring, Redley, & Watson, 2012, p. 618). Of
course, the mere fact that autistic people might make decisions differently
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or even have difficulty making decisions does not necessarily mean that
they lack decision-making capacity for EAS. How, then, can we begin to
tackle the question of whether autism might affect decision-making cap-
acity in EAS cases?
The most widely accepted standards for assessing decision-making cap-

acity are the Appelbaum criteria, which include “the abilities to communi-
cate a choice, to understand the relevant information, to appreciate the
medical consequences of the situation, and to reason about treatment
choices” (Appelbaum, 2007, p. 1835). It has been observed, though, that
these criteria are primarily cognitive (Charland, 1998; Kluge, 2005;
Mackenzie & Watts, 2011), and various scholars have suggested that they
are not sufficient to capture everything involved in decision-mak-
ing capacity.
According to Eckstein and Kim (2017),

A person may be able to comprehend and believe that a harm would in fact occur to
him or her without the treatment. But that does not automatically translate into a
decision to accept the treatment. The person’s ability to incorporate one’s motives or
values into the decision must also be intact. . . . this ability is distinct from the
ability to form adequate beliefs (appreciation). If for some reason the person is
incapable of being motivated to avoid the harm at issue, then he or she may not
have DMC [decision-making capacity]. (p. 684, italics added)

There is, thus, a valuational component to decision-making capacity.
Some scholars have also argued for a more important role of emotions

in decision-making capacity (Charland, 1998; Kluge, 2005; cf. De Martino,
Harrison, Knafo, Bird, & Dolan, 2008; Eckstein & Kim, 2017; Kim, 2015).
For example, Kluge (2005) proposed that decision-making capacity has
three necessary components: cognitive, valuational, and emotional compe-
tence. And Charland presented a compelling, integrated model for deci-
sion-making capacity in which emotions give rise to values, and values
drive appreciation, which is one of the cognitive dimensions of deci-
sion making.
As it turns out, studies have shown that people with ASD exhibit differ-

ences, and often impairments, in all three areas of decision-making capacity
(i.e., the cognitive, valuational, and emotional).
People with ASD, especially “high-functioning” ASD, often have, or

appear to have, intact cognitive capacities (i.e., capacities for logical/analytic
thinking). But the DSM-5 indicates that the intellectual profiles of people
with ASD are complicated, with uneven abilities and gaps between meas-
ured IQ and adaptive skills often observed (American Psychiatric
Association, 2013). And studies have produced evidence of impairments in
autistic people across a wide range of cognitive domains that affect decision
making, including adaptive function (Hill, Gray, Kamps, & Varela, 2015;
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Tomanik, Pearson, Loveland, Lane, & Shaw, 2007),7 executive function
(including planning, mental flexibility, working memory, and perhaps some
types of inhibition) (Demetriou et al., 2018; Geurts, De Vries, & Van den
Bergh, 2014; Hill, 2004; Luke et al., 2012; Storch et al., 2013; Wallace et al.,
2016),8 and the ability to learn which decisions are advantageous and which
are disadvantageous (Mussey et al., 2015).
Interestingly, Levin et al. (2015) concluded that “decisions that normally

rely on affect or intuition may be more difficult for individuals with ASD
to make than decisions that rely on deliberative and logical thinking” (p. 8,
italics added; cf. Reyna & Brainerd, 2011). Zhang et al. (2015) found that
autistic subjects had impairments in decision making under ambiguity and
under risk, and suggested that poor decision making in autistic subjects
might correlate with impairment in emotional processing of feedback in
terms of gains and losses. Thus, both Levin et al. and Zhang et al. sug-
gested that deficits in decision making among people with ASD might be
related to difficulties with affect or emotion.9

Consistent with these suggestions, there is evidence that people with
ASD process emotions differently from neurotypicals. In particular, there
have been a number of studies that have found emotional dysregulation in
people on the spectrum (Samson, Wells, Phillips, Hardan, & Gross, 2015).
For example, Richey et al. (2015) found decreased brain capacities for upre-
gulating and downregulating emotion in autistic subjects compared with
their control group. Nuske et al. (2017) indicated that children with ASD
are at much higher risk for emotional regulation problems than are typic-
ally developing peers and that difficulty regulating negative emotions in
individuals with ASD has been found to “impact their behavioral and men-
tal health” (p. 1808); in particular, Nuske et al. noted an association
between maladaptive and avoidant (emotional regulation) strategies in ado-
lescents with ASD and depression, anxiety, and problem behavior.
Thomson, Riosa, and Weiss (2015) also reported a relationship between
emotional regulation problems in children with ASD and depression (see
also Barnhill et al., 2000; Zablotsky, Bradshaw, Anderson, & Law, 2013).
The connection between emotional regulation and depression is especially
important because, as noted previously, depression has been linked to
increased suicidality for people on the spectrum.
Given the relationship between emotions and valuing, and given com-

mon differences in the emotion processing profiles of people on the spec-
trum, it is not surprising that studies have also identified differences
between autistic people and neurotypicals in various dimensions of valu-
ation. Spikins, Wright, and Scott (2018) found that individuals with high
autism spectrum questionnaire scores tended to value objects that have
practical function (e.g., laptops) more highly than objects that have
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sentimental value or reminders of relationships (e.g., pictures of loved
ones), whereas neurotypical subjects were more likely to value objects with
purely sentimental value. Wang, DiNicola, Heymann, Hampson, and
Chawarska (2018) found that children with ASD performed just as well as
typically developing controls on nonsocial value learning tasks (valuing
objects rather than people) but performed less well on social value learning
tasks (selecting faces or the most relevant parts of faces). At a more neuro-
logical level, Kohls et al. (2013) found reduced activation of reward centers
of the brain when autistic subjects were exposed to both social and monet-
ary rewards, and Dichter et al. (2012) found reduced activation of reward
centers of the brain when autistic subjects were exposed to monetary
rewards but not when they were exposed to “ASD-relevant” objects such as
trains or electronic devices. These studies clearly suggest differences in val-
uing between autistic and neurotypical people. Of course, differences are
not always deficits; but we must nevertheless ask whether, in some instan-
ces, these differences might compromise valuational capacities.
To tie all of this together, while we still know relatively little about autis-

tic decision making as it pertains to EAS specifically, the collective evidence
of studies of autism and decision making in general gives cause for con-
cern. If decision-making capacity has cognitive, valuational, and emotional
components, and if individuals with ASD often manifest differences and
even impairments in all of these domains, we must consider the possibility
that impairments in these dimensions of decision making might affect the
EAS requests of autistic people. What is more, the case files of the Dutch
euthanasia review committees give evidence that these are not just specula-
tive concerns: of the four RTE cases involving people with autism spectrum
disorders, three report symptoms that suggest problems with emotional
regulation (2013-21, 2014-77, 2017-80) and all four report symptoms that
suggest problems with executive function.10 And yet, the case files contain
no explicit consideration of whether or how these factors might impact
decision-making capacity in these individuals. Nor is there evidence that
experts in autism who might better understand the complex cognitive, val-
uational, and emotional profiles of people on the spectrum and recognize
their possible implications for decision-making capacity have been con-
sulted in these cases—despite the fact that this kind of consultation is rec-
ommended by the Dutch RTE Code of Practice (ch. 3.2). This raises
serious questions about whether, or to what extent, the due care criteria for
assessing decision-making capacity are really being met in these cases.
Now, to be clear, I do not mean to suggest that merely having a diagno-

sis of ASD renders an individual incompetent for decision making in this
area. Each individual must be assessed for decision-making capacity func-
tionally and not simply on the basis of her diagnoses. But given what we
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know about differences, and in some cases deficits, in how people with
ASD cognize, value, and experience emotion—as well as how much we do
not know about how people with ASD function in these areas—I do want
to suggest that every EAS request from a person with ASD should, at min-
imum, be scrutinized very carefully for decision-making capacity with spe-
cial attention to the cognitive, valuational, and emotional complexities of
autism. These are complicated cases. In fact, Thienpont et al. (2015)
pointed out that the complexity of psychiatric disorders might have led to
the underdiagnosis of ASD in their group. If ASD is complex enough to
have gone undiagnosed in their EAS patients at a very high rate, though,
might it not also be complex enough for clinicians to underappreciate its
effects on the decision-making capacity of autistic people requesting EAS?
Just as there might be individuals with intellectual disabilities who are
nevertheless competent to make decisions about EAS, so, too, there might
be individuals who do not have intellectual disabilities—for example, people
with depression or anorexia—who do not have decision-making capacity in
this specific area (Kim, 2015; Tuffrey-Wijne et al., 2018). And some people
with autism might fall into this latter category: they might present clinically
as intellectually competent, but there might in fact be “splinter” deficits in
cognitive and executive functioning, emotional processing, or valuation that
would impair their capacities to make this particular decision. And yet, des-
pite the fact that reports from both Belgium and the Netherlands often
acknowledge the need to proceed with great caution in cases involving
either mental illness or intellectual disability (e.g., RTE cases 2014-59,
2017-26, 2018-02, and 2018-32; Verhofstadt et al., 2017), I see little evi-
dence of this heightened level of caution or attention to the nuances of aut-
ism in either the case reports or the scholarly studies of cases involving
individuals on the spectrum (cf. Dierickx et al., 2017; Doernberg, Peteet, &
Kim, 2016; Kim & Lemmens, 2016; Tuffrey-Wijne et al., 2018).

3. Voluntariness

A second requirement for EAS requests that is common across jurisdictions
is the condition that the request must be voluntary and well-considered.
This requirement is not entirely separate from issues of decision-making
capacity: for example, a request cannot truly be well-considered if the per-
son making it cannot understand or reason about the facts of the matter.
According to Doernberg et al. (2016), the Netherlands’ requirement of a
“voluntary and well-considered” request “is interpreted to contain a
requirement of intact capacity” by the Dutch RTE (p. 557). And discussions
of decision-making capacity—especially the element of value—also broach
the subject of voluntariness (e.g., Kim, [2015] noted that there is a
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motivational element of value and Charland [1998] noted that emotions
move us to act). But there are other issues pertaining to the voluntariness
of EAS requests that need to be examined in greater detail.11

It is widely acknowledged that EAS requests involving depression need
to be scrutinized very carefully because the request for death can be a
symptom of the disorder (e.g., Doernberg et al., 2016; Levene & Parker,
2011; Verhofstadt et al., 2017; RTE cases 2013-11, 2014-01, 2018-13).12 And
this can be true of psychiatric disorders other than depression as well
(Thienpont et al., 2015; Verhofstadt et al., 2017). I take it that the funda-
mental problem in these cases is that the individual is not making a volun-
tary request—that is, she is not freely requesting death—but is rather
caused to desire death by the disorder itself, which is, in some sense,
extrinsic to her free will.13 And while the distinction might be a subtle one,
this is different from making a free request to die in response to the suffer-
ing caused by a disorder, whether that disorder be physical or psycho-
logical. Now, I would propose that we need to consider the possibility that
autism could put people at greater risk for psychological forces that would
compromise the voluntariness of an EAS request.
In some cases, co-occurring depression might impact the voluntariness

of an EAS request from a person on the spectrum. Stewart, Barnard,
Pearson, Hasan, and O’Brien (2006) stated that diagnosis of depression co-
occurring with autism can be difficult, though, because there are shared
core symptoms (e.g., social withdrawal), because barriers to communication
might mask symptoms and make assessment more difficult, because onset
of depression can manifest as an increase in symptoms of ASD such as
obsessionality and self-injury, and because the characteristics of ASD can
affect the expression of depressive symptoms (as in the case of the autistic
man who became incontinent with urine when depressed, or another who
lost bowel and bladder control when depressed, or with others who become
more aggressive or self-injurious during episodes of depression; see also
Ghaziuddin, Ghaziuddin, & Greden, 2002). In some instances, Stewart
et al. noted, depression might even present as an improvement in “autistic”
behaviors, such as in cases where a depressed individual becomes less inter-
ested in restricted interests or repetitive behaviors (see also Ghaziuddin
et al., 2002). Given the difficulty of diagnosing depression in autistic peo-
ple, and given that depression often causes suicidality, there is reason to be
concerned that people on the spectrum might be at heightened risk for
requesting EAS because of undiagnosed depression rather than from a fully
voluntary choice.
Despite the difficulty of diagnosing depression co-occurring with autism,

numerous studies have indeed identified a high co-occurrence of autism
and depression (e.g., Ghaziuddin et al., 2002; Hurtig et al., 2009; Kim,
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Szatmari, Bryson, Streiner, & Wilson, 2000; Wing, 1981). In fact, studies
have suggested that anywhere from 30% to more than 50% of people with
ASD experience co-occurring depression during their lifetimes (e.g.,
Ghaziuddin, Weidmer-Mikhail, & Ghaziuddin, 1998; Hedley, Uljarevi�c,
Wilmot, Richdale, & Dissanayake, 2017, 2018; Hofvander et al., 2009;
Sterling, Dawson, Estes, & Greenson, 2008). For sake of comparison, a
2017 meta-analysis of data from studies of depression from 30 countries
indicated a lifetime prevalence of 10.8% for the general population (Lim
et al., 2018).14 This suggests that people on the spectrum are at significantly
higher risk for depression than the general population. Interestingly, it has
also been found that autistic individuals with less social and communica-
tion impairment and higher cognitive abilities are at greater risk for depres-
sion (Ghaziuddin et al., 2002; Kim et al., 2000; Sterling et al., 2008).15

Barnhill et al. (2000) reported that: “Attwood (1998) hypothesized that for
adolescents with Asperger Syndrome, awareness of their social difficulties
may lead to anxiety, confusion, and despair” (p. 150). I should note here
that autistic people who can legally request EAS are more likely to be
“higher-functioning,” and are therefore at higher risk for depression.
Of course, for purposes of this article, depression is important primarily

because the disorder itself can cause suicidality, and suicidality can dimin-
ish the voluntariness of a request for death. As recently as 2013, Mayes
et al. observed that “Although depression is common in autism, almost no
research is available on suicide ideation and attempts” (p. 109). However,
we have learned some things about autism and suicidality in the last few
years. People on the spectrum present with much higher levels of suicidal
ideation than does the general population (Hedley et al., 2017, 2018; Raja,
Azzoni, & Frustaci, 2011). In a study of suicidality in people with Asperger
syndrome, Cassidy et al. (2014) found that the lifetime experience of sui-
cidal ideation was 66%, which they report to be nine times higher than the
general population in England (p. 145).16 In a study of Swedish medical
records, Hirvikoski et al. (2016) found that autistic people were 7.55 times
more likely to die by suicide than the general population. In fact, suicide
accounts for 14% of deaths in autistic adults who do not have intellectual
disability (Hirvikoski et al., 2016; Mandell, 2018). As with depression, autis-
tic people who do not have intellectual disability are at significantly higher
risk of death by suicide than autistic people who do have intellectual dis-
ability (Hirvikoski et al., 2016).17 According to Hirvikoski et al., females
with ASD are 13 times more likely to die by suicide than are females in the
control group. Moses (2018) found that youths with ASD were six times
more likely to report having made at least one suicide attempt in the last
12 months than were youths without disabilities, were more likely to have
made multiple suicide attempts than youths without disabilities, were more
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likely to report having made multiple suicide attempts than just a single
attempt, and indeed were more likely to report having made multiple sui-
cide attempts than youths with any other disability (see also Mandell,
2018). Mayes et al. (2013) reported that children with autism were 28 times
more likely to have suicidal ideation or attempts than were typically devel-
oping children (according to reports by their mothers).18 They also found
that teasing was one of the comorbid psychological problems most highly
associated with suicidality, with suicidal ideation or attempts being three
times more common in children with ASD who were teased than in those
who were not (Mayes et al., 2013). Hedley et al. (2018) found that ASD
traits correlate with loneliness and proposed a discrete mechanism in which
loneliness, mediated by depression, contributes to thoughts of self-harm in
adults with ASD. Finally, Mayes et al. found that suicidal ideation corre-
lated with anxiety in children on the spectrum and that depression, unsur-
prisingly, was “the strongest single predictor of suicide ideation or attempts
in children with autism” (p. 115; see also Cassidy et al., 2014; Storch
et al., 2013).
It is important to note that while individuals with ASD and depression

have very high rates of suicidality, many autistic people who do not have
depression also report suicidal ideation and attempts. In fact, Cassidy et al.
(2014) found that the lifetime rates of suicidal ideation (66%) were more
than double the lifetime rates of depression (31%) among their subjects
with Asperger syndrome, which led them to speculate that there might be a
different process for suicidal ideation in Asperger syndrome than in other
clinical groups (see also Hedley et al., 2018; Raja, 2014). In other words,
Cassidy et al.’s data could suggest that the high levels of suicidality found
among people on the spectrum are not attributable solely to co-occurring
depression.19 This is a crucial finding: autism itself, or something in the
social conditions of autism, might be giving rise to higher rates of suicidal-
ity, even when there is no co-occurring depression.
Intriguingly, Cassidy et al. (2014) also speculated that the late diagnosis

of Asperger syndrome in their cohort (mean age ¼ 31 years) might have
contributed to the high rates of suicidal ideation, noting that many of these
individuals had difficulties such as social exclusion, unfulfilled educational
potential, difficulties with getting or keeping a job or being promoted, and
difficulties with developing close relationships, which could have been exa-
cerbated by lack of appropriate support throughout their lives; and they
concluded by suggesting that “Delayed diagnosis in adulthood could pos-
sibly be another risk factor for suicidal ideation and plans or attempts in
people with Asperger’s syndrome” (p. 146). Recall that 12 of Thienpont
et al.’s (2015) patients did not receive their ASD diagnoses until they were
referred for further testing as part of the EAS process, and that six of those
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12 died by euthanasia, giving these people a significantly higher rate of
death by EAS than other subjects in the study. In light of Cassidy et al.’s
suggestion that late diagnosis of ASD might be a risk factor for suicidality,
it is worth asking whether these individuals might have been at elevated
risk for suicidality because of their late diagnoses, and might therefore have
been especially vulnerable to harm from euthanasia, even relative to other
people on the spectrum.
Given the findings that people with ASD are at significantly higher risk

for depression and suicidality, it is entirely unsurprising that many
researchers recommend screening children, adolescents, and adults on the
spectrum for both depression and suicidality (Cassidy et al., 2014;
Ghaziuddin et al., 1998; Mayes et al., 2013; Raja, 2014; Segers & Rawana,
2014; Sterling et al., 2008; Storch et al., 2013).
To be sure, we need much more study of suicidal ideation and attempts

in the lives of people with ASD (Cassidy et al., 2014; Hedley et al., 2017;
Hofvander et al., 2009; Raja, 2014). But if depression and suicidality can
limit the voluntariness of a request for death, what are the implications of
the difficulties in diagnosing depression co-occurring with autism? More
disconcertingly, what are the implications of the high levels of depression
and suicidality already known to exist among people with ASD? Mustn’t
we at least consider the possibilities that depression could easily be going
undiagnosed in people on the spectrum who request EAS and that there
might be a heightened risk for the voluntariness of EAS requests from aut-
istic people to be compromised by depression or suicidality? And once
again, these are not merely speculative concerns. In the four Dutch RTE
case files involving patients with ASD, one person is described as having
“severe and probably chronic” depression (2013-21, trans. Tuffrey-Wijne
et al., 2018, p. 5), one is described as suffering from “continuous . . . sui-
cidal thoughts” (2017-80), and one is described as having made multiple
suicide attempts from an early age (2014-17). Yet, the case files provide no
evidence of serious consideration of the possibility that the voluntariness of
these requests might have been compromised. Instead, each simply states,
using boilerplate language, that a “voluntary and well-considered request”
was made—sometimes within just a few lines of noting the patient’s
depression (2013-21) or autism (2016-48).

4. Incurable Suffering

Finally, let me turn to the question of whether the condition of autistic
people is medically futile or incurable such that there is no prospect of
improvement and no reasonable alternative to EAS for alleviating their suf-
fering. Because it is true that ASD as such is not generally regarded as
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“curable,” I will focus on the issue of whether there is no reasonable alter-
native to EAS for alleviating the suffering of autistic people.
To the best of my knowledge, there is no systematic study of either the qual-

ities or the severity of suffering that people on the spectrum experience from
their autism.20 In the Dutch RTE case files involving autistic people, though,
we find one report of physical suffering as a result of sensory hypersensitivity
(2017-80). Three case files report suffering arising from problems with emo-
tional regulation (2013-21, 2014-77, 2017-80). And all four case files report suf-
fering arising from problems with executive function.21

The most striking feature of the accounts of suffering in the Dutch case
files, however, is the reports of what we might describe as social, interper-
sonal, or relational suffering. For example, in case 2017-80, we read that a
young woman with pervasive developmental disorder not otherwise speci-
fied “could not enter into friendships and had become isolated, even within
her own family.” In case 2016-48, we are told that an elderly woman with
ASD “no longer had any interest in the world around her and was no lon-
ger able to form social contact. She was avoidant of care and contact. The
patient spent her days in isolation in her room” (trans. Tuffrey-Wijne
et al., 2018, p. 11). In case 2013-21, we read that an older gentleman who
was self-diagnosed with Asperger’s “was an utterly lonely man . . . . He
quarreled with everyone who wasn’t a support professional. The patient
had become totally stuck in isolation and found this increasingly painful”
(trans. Tuffrey-Wijne et al., 2018, p. 5). And in case 2014-77, we are told
that a younger man with Asperger syndrome:

suffered from the fact that he had a great need for closeness with others whilst he
couldn’t maintain long-lasting social contacts. . . . He suffered from his continuous
yearning for meaningful relationships and his repeated frustrations in this area,
because of his inability to deal adequately with closeness and social contacts. (trans.
Tuffrey-Wijne et al., 2018, pp. 7–8)

Note that every one of the four Dutch RTE cases dealing with a person on
the spectrum identifies loneliness, isolation, or a frustrated desire for rela-
tionships as a component of the patient’s suffering (cf. Verhofstadt
et al., 2017).
These accounts of social suffering are heartbreaking, but not entirely sur-

prising. Impairments in social interactions and social communication are
at the core of autism (American Psychiatric Association, 2013). And stud-
ies show that people on the spectrum are at elevated risk for loneliness
and isolation, which are predictors of depression and suicidality (Hedley
et al., 2018; Hirvikoski et al., 2016; Mazurek, 2014; Moses, 2018; Segers &
Rawana, 2014; Van Orden, Merrill, & Joiner, 2005). So, it is small wonder
that loneliness and isolation should feature prominently in the suffering
of autistic people seeking death.
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The social suffering of people on the spectrum is, of course, complex. It
can arise, to some extent, from deficits in social communication and social
interactions in autistic people themselves. However, it can also be caused
directly by other people, as in instances of bullying and teasing, which are
common for people on the spectrum and are predictors of both depression
and suicidality. Klomek, Marrocco, Kleinman, Schonfeld, and Gould (2007)
found that frequent exposure to bullying was related to high risks for
depression, suicidal ideation and attempts. Hofvander et al. (2009) reported
that 56% of their subjects with ASD were bullied in school, with this vic-
timization being most common among their female subjects. Mayes et al.
(2013) found teasing to be a predictor of suicidal ideation and attempts for
children on the spectrum. Segers and Rawana (2014) noted that peer vic-
timization occurs in a larger percentage of individuals with ASD, that it is
anecdotally reported to be a trigger for suicide, and that social impairment
is a significant contributor to difficulties experienced by people with ASD.
Segers and Rawana also stated that:

individuals with ASD may be particularly vulnerable to suicidal thoughts and
behaviors because of characteristics related to the disorder itself and its social
implications (e.g., isolation, difficulties communicating with others, peer
victimization). (p. 516)

And Botha and Frost (2018) suggested that negative social factors including
stigma, discrimination, victimization, bullying, isolation, and rejection must
be regarded as significant contributors to the psychological distress of peo-
ple on the spectrum (see also Hatzenbuehler, Phelan, & Link, 2013).
Without wanting to diminish the significance of the impairments or the

very real challenges autistic people have in forming satisfying relationships,
it seems to me that this is a situation that cries out for analysis in terms of
the social model of disability. The social model of disability suggests that
disabilities do not arise primarily from biological or psychological impair-
ments so much as from disabling conditions created by society. And while
I do not think the social model is adequate to explain the full range of dis-
abilities, I do think that, in the case at hand, it has something very import-
ant to offer. After all, relationships are, by nature, two-way streets. And at
least some of the difficulties autistic people experience in forming relation-
ships result from the ways in which neurotypical individuals respond to
autistic people. So, the suffering caused by these difficulties can also be
affected by altering the ways that neurotypicals relate to autistic people. For
example, if we could eliminate bullying and teasing, if we could develop
understanding and acceptance of social and communicative differences,
and if we could foster inclusion and friendships between neurotypical peo-
ple and people on the spectrum, these simple actions could fundamentally
alter the social disability and suffering many autistic people experience. In
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the extreme cases we encounter in euthanasia and assisted suicide records,
they might even be lifesaving measures.
These are not, by the way, just the musings of a philosopher: we can

find similar recommendations coming from the scientific community
(Hedley et al., 2017; Mazurek, 2014). According to Schiltz et al. (2018):

Evidence suggests strong links between social difficulties, friendships, and depression
in ASD, [sic] thus, interventions aimed at increasing social skills and, in turn,
cultivating friendships, have the potential to ameliorate symptoms of depression. (p.
835, italics added)

Botha and Frost (2018) suggested that:

autistic individuals experience an added stress burden in the form of minority stress.
This stress burden is a potentially preventable factor in the mental health and
wellbeing disparity seen in the autistic population. Minority stressors such as
victimisation and discrimination, everyday discrimination, expectation of rejection,
outness, internalised stigma, and physical concealment of autism consistently
predicted diminished wellbeing and heightened psychological distress. (p. 9,
italics added)

And Hedley et al. (2018) concluded that:

The identification of loneliness as a factor associated with depression and thoughts of
self-harm as a screener for suicidal ideation in this study points to potentially useful
treatment options. Programs that combat loneliness or [promote] inclusion may
provide benefits in terms of mental health and well-being. (p. 6, italics added)

Indeed, in some cases, they might be the difference between life and death!
Beyond this, though, it is important to note that there is less reason

every day to despair that autism is a “futile” condition such that there is no
reasonable alternative to EAS for alleviating patients’ suffering. The number
of evidence-based interventions that can effectively address the core impair-
ments of autism has grown steadily over the past few decades (e.g., Wong
et al., 2015). And there are interventions that specifically address problems
that recur thematically in the accounts of the suffering of autistic EAS
patients, including programs for improving emotional regulation
(Thomson, Riosa, & Weiss, 2015) and executive functions such as planning,
problem solving, and flexibility (Kenworthy et al., 2014; see also Wallace
et al., 2016). What is more, while we once tended to think that autism
interventions were only effective for a brief developmental window during
childhood, there is now evidence that interventions can be effective into
adolescence and even adulthood (e.g., Bishop-Fitzpatrick, Minshew, &
Eack, 2014; Palmen, Didden, & Lang, 2012; Walton & Ingersoll, 2013).
Crucially, there are now evidence-based interventions for adults on the
spectrum that target social skills (Laugeson, Gantman, Kapp, Orenski, &
Ellingsen, 2015; Walsh, Holloway, & Lydon, 2018) and the symptoms of
anxiety and depression (Sizoo & Kuiper, 2017; Spek, van Ham, & Nykl�ı�cek,
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2013; Spain, Sin, Chalder, Murphy, & Happ�e, 2015). In fact, there is now
evidence that interventions that develop social skills in people with ASD
might themselves ameliorate symptoms of depression and suicidality
(Hillier, Fish, Siegel, & Beversdorf, 2011; Schiltz et al., 2018). These inter-
ventions offer new hope of overcoming the devastating isolation and loneli-
ness that are so prominent in the suffering of autistic people who
request EAS.
Now, inasmuch as the due care criteria require that the patient’s condi-

tion be medically futile such that there is no prospect of improvement and
no reasonable alternative to EAS for alleviating her suffering, we must ask
whether these autism interventions have really been given a fair trial.
Unfortunately, the answers we get from the Dutch case files and the
Belgian reports are not reassuring. Only one of the four Dutch RTE case
reports even mentions autism interventions—and it does so quite vaguely.
And in Thienpont et al.’s Belgian studies, we find that there are individuals
not being diagnosed with ASD until they are well into the euthanasia pro-
cess, sometimes just a few months before their deaths. Since most autism
interventions require months or years to be effective, one wonders whether
it is even possible that these interventions could have been tried in any ser-
ious way and, thus, whether the due care criterion that there be no reason-
able alternative to EAS for alleviating the patient’s suffering was
really observed.

5. Conclusion

As noted previously, the Dutch and Belgian due care criteria require that
individuals requesting EAS have decision-making capacity, make a volun-
tary request, and suffer from a condition that is medically futile such that
there is no reasonable alternative to EAS for alleviating the patient’s suffer-
ing. These due care criteria were put in place to protect vulnerable people
from the irremediable harm of premature death. And while there is still
much we do not know about autism vis-�a-vis these due care criteria, what
we do know gives cause for concern. First, we know that cognitive, emo-
tional, and valuational impairments can affect decision-making capacity; we
know that people on the spectrum commonly exhibit impairments in all of
these areas; and we know that the Dutch RTE files provide evidence that
actual autistic people whose lives have been ended by EAS exhibited traits
that appear to reflect impairments in these areas. Second, we know that
depression and especially suicidality can diminish the voluntariness with
which a request for death is made; we know that people with autism are at
exceptionally high risk for both depression and suicidality; and we know
that autistic people whose lives have been ended by EAS exhibited
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symptoms of both depression and suicidality. Finally, we also know that
while autism can sometimes cause tremendous suffering in the lives of peo-
ple on the spectrum, there are interventions that can address the symptoms
that cause many kinds of their suffering, and in fact something as simple
as the way that neurotypicals respond to autistic people can be a powerful
means of alleviating two of the most profound types of suffering that autis-
tic people experience: loneliness and isolation. But the Dutch case files give
very little evidence that these interventions are being employed, and the
Belgian studies raise doubts about whether it is even possible that they
could have been employed because of late diagnoses of autism and the time
required for autism interventions to be effective. All of this suggests that
autistic people might be a vulnerable group at heightened risk of premature
death from EAS due to impairments in decision making, diminished volun-
tariness, and under-utilization of interventions, and that these very impedi-
ments were evident in cases in which autistic people have died by EAS.
Beyond this, despite the fact the Belgian Act requires and the Dutch Code
of Practice recommends proceeding with great caution and consulting
experts in cases involving psychological disorders, there is alarmingly little
evidence that the nuances of autism are being adequately taken into
account when assessing the due care criteria in these cases or that experts
in autism are being consulted in EAS cases involving people on the spec-
trum. As things stand, then, there are reasons to be seriously concerned
about whether the due care criteria are being strictly observed in cases in
which people on the spectrum have died by EAS and, therefore, whether
these cases meet the ethical and legal standards the Dutch and Belgians
have themselves established to protect vulnerable people from the harm of
premature death by EAS.
Providing EAS for autistic patients is a controversial practice, and neither

the practice nor the controversy is likely to end anytime soon. To advance
the debate about this issue, we need more research on ways in which aut-
ism might affect decision making for EAS, including studies of autistic peo-
ple’s cognition (with particular attention to executive function and adaptive
skills) as well as their emotion and valuation. We also need more research
on depression and suicidality in autistic people, and ways in which they
might affect the voluntariness of EAS requests. And we need more research
on autism interventions that can effectively address the symptoms and suf-
fering that lead autistic people to request EAS. In addition, to meet their
own ethical and legal standards, Dutch and Belgian officials need to do
more to ensure that physicians, psychiatrists and other clinicians involved
in the EAS process are fully educated in the nuances of autism as they per-
tain to EAS; they also need to enforce much more stringently the existing
legal and ethical requirements for exercising great caution and consulting
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with experts in cases like these by insisting that autism specialists be
involved in cases in which autistic people request EAS. Until we possess
more research on the nuances of autism vis-�a-vis the due care criteria for
EAS, though, and until measures are fully in place to ensure that expertise
in autism is adequately brought to bear in EAS cases involving people on
the spectrum, it would be prudent to err on the side of caution and con-
sider autistic people to be a vulnerable group at heightened risk for harm
of premature death from EAS.

Notes

1. The Dutch RTEs publish annual reports containing general information about all EAS
cases in a given year, and post selected case files in a database on the RTE website.
As the RTEs do not post all of their case files online, though, we cannot infer
anything about the frequency with which autistic people have died by assisted suicide
in the Netherlands from the online files. New files involving individuals with ASD
have been posted since the initial writing of this article, and will be addressed in a
future update.

2. According to the Dutch Termination of Life on Request and Assisted Suicide (Review
Procedures) Act of 2002, “the requirements of due care . . . mean that the physician:
a) holds the conviction that the request by the patient was voluntary and well-
considered, b) holds the conviction that the patient’s suffering was lasting and
unbearable, c) has informed the patient about the situation he was in and about his
prospects, d) [the physician] and the patient hold the conviction that there was no
other reasonable solution for the situation he was in, e) has consulted at least one
other, independent physician who has seen the patient and has given his written
opinion on the requirements of due care, referred to in parts a–d, and f) has
terminated a life or assisted in a suicide with due care” (Ch. II, article 2, section 1,
italics added). The Dutch RTE Code of Practice presents an alternate translation of the
relevant section of the Dutch Act, but the substance of the requirements is the same:
“In order to comply with the due care criteria referred to in . . . the Criminal Code,
the physician must: a. be satisfied that the patient’s request is voluntary and well
considered; b. be satisfied that the patient’s suffering is unbearable, with no prospect of
improvement; c. have informed the patient about his situation and prognosis; d. have
come to the conclusion, together with the patient, that there is no reasonable
alternative in the patient’s situation; e. have consulted at least one other, independent
physician, who must see the patient and give a written opinion on whether the due
care criteria set out in (a) to (d) have been fulfilled; f. have exercised due medical
care and attention in terminating the patient’s life or assisting in his suicide” (pp.
35–36, italics added).

The requirements set forth in the Belgian Act on Euthanasia of May 28th, 2002 are
similar: “The physician who performs euthanasia commits no criminal offence when
he/she ensures that: the patient has attained the age of majority or is an emancipated
minor, and is legally competent and conscious at the moment of making the request;
the request is voluntary, well-considered and repeated, and is not the result of any
external pressure; the patient is in a medically futile condition of constant and
unbearable physical or mental suffering that can not be alleviated, resulting from a
serious and incurable disorder caused by illness or accident; and when he/she has
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respected the conditions and procedures as provided in this Act” (Ch. II, section 3,
par. 1, italics added).

3. While the Dutch act does not stipulate legal competence or decision-making capacity
explicitly, the Dutch RTE Code of Practice nevertheless clarifies that for the request to
be voluntary, the patient must be “decisionally competent” (p. 12; see also section 4.3,
p. 26).

4. According to the Dutch RTE Code of Practice, “it must be palpable to the physician
that this particular patient’s suffering is unbearable. The physician must therefore not
only be able to empathise with the patient’s situation, but also see it from the
patient’s point of view” (section 3.3, p. 14). For discussion of the term palpable, see
Tuffrey-Wijne et al. (2018)

5. Note that the Belgian act, like the Dutch act, uses the language of there being “no
other reasonable alternative” in the section following the one quoted above (see Ch.
II, section 3, par. p. 2).

6. Note that there is high co-occurrence of ASD and anxiety (e.g., Stewart, Barnard,
Pearson, Hasan, & O’Brien, 2006).

7. The DSM-5 also suggests connections between adaptive functioning and decision
making (not specific to autism).

8. Wallace et al. (2016) found correlations between executive dysfunction and difficulties
with adaptive function. Interestingly, Wallace et al. also found correlations between
executive dysfunction in flexibility and anxiety, as well as correlations between
executive dysfunction in “metacognition” and depression (metacognition includes
initiation, working memory, planning/organization and task monitoring, but
planning/organization seemed to be the most powerful predictor of depression). This
is important because anxiety and depression are predictors of suicidality, and the
finding of correlations among executive dysfunction, anxiety and depression raises the
question of whether there might also be connections between executive dysfunction
and suicidality.

9. Farmer, Baron-Cohen, and Skylark (2017) proposed that people with ASD make more
rational decisions because they are less influenced by context/framing and decoys. But
De Martino, Harrison, Knafo, Bird, and Dolan (2008) suggested that the ASD
resistance to “framing effect” “reflects a failure to incorporate emotional cues into the
decision process, an enhanced economic ‘rationality’ that may come at a cost of
reduced behavioral flexibility”(p. 10746). De Martino et al. also noted, “Our SCR
results in the context of a high-level decision task supports [sic] convergent evidence
of impairment in emotional processing in autism . . . . Paradoxically, although this
impairment in processing contextual emotional information protects ASD subjects
from the framing bias, leading to more consistent behavior in situations of risk, it
may come at a cost of the social, emotional, and behavioral deficits that characterize
the condition. . . . These previous results, combined with the SCR data shown here,
suggest that the failure to assign emotional salience to contextual cues and
consequential lack of behavioral bias in ASD may result from an amygdala based
mechanism” (pp. 10749–50).

10. See note 21.
11. When considering possible limitations on voluntariness, we should examine external

constraints as well as internal constraints. External constraints that could affect the
freedom or voluntariness of EAS requests might include the influence of family
members or friends, social stigma (see Moses, 2018), lack of needed social supports
(including therapies and material resources [Hedley et al., 2017]), expressive effects of
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law (see Schiltz, 2018), and societal endorsement of the notion that the lives of people
with autism might not be worth living. In the interest of brevity, I focus here on
internal constraints that might limit voluntariness. As will become clear, though,
some of what I propose would apply to external constraints on voluntariness as well.

12. For additional discussion of depression and EAS, see Emanuel (2005), Levene and Parker
(2011), and Rooney et al. (2018).

13. Doernberg et al. (2016) cited a Dutch case report in which one consultant doubted a
patient’s competence because his/her “serious depressive disorder” “possibly impeded
[the patient’s] free will” and because the patient’s “desire to die could be a symptom
of this disorder” (p. 560). The authors also employ the distinction of the request
being “a pathologically determined wish vs a rational choice” (p. 562).

14. See Hedley et al. (2017), who reported a European depression rate of 7.6%, citing
Casey et al. (2008). However, Casey et al. (2008) appeared to report a depression rate
of 8.6% rather than 7.6% (p. 302).

15. However, Mayes et al. (2013) found no correlation between IQ and suicidal ideation
or attempts in children with ASD, and Storch et al. (2013) found that children with
autism were more likely to have suicidal thoughts and behavior than children with
Asperger syndrome. It is worth noting that studies have also found that autistic traits
are positively associated with loneliness, and loneliness is associated with increased
depression in adults with ASD (Mazurek, 2014; cf. Hedley et al., 2017, 2018).

16. Cassidy and Rogers (2017) reported that adults on the spectrum are more likely to
contemplate suicide than people with psychotic disorders, and nearly four times more
likely to do so than the general UK population (66% vs. 17%). There seems to be
some discrepancy between this latter claim and the 2014 study in which Cassidy et al.
reported the same lifetime incidence of suicidal ideation for people with Asperger
syndrome (66%) but claim that this rate is nine times higher than the general
population. Spiers et al. (2014) suggested that the lifetime suicidal ideation rate
among people in the UK might be around 7%, though, and using this figure would
support Cassidy et al.’s 2014 claim. Hedley et al. (2017) reported general European
rates of suicidal ideation at 9.5% (p. 3674).

17. Recall that autistic people who can legally request EAS are less likely to have
coexisting intellectual disability, and are therefore at higher risk of death by suicide.

18. However, Storch et al. (2013) found suicidal ideation and attempts to be not
significantly higher among anxious youths with ASD than among neurotypical youths
without anxiety, and at lower rates than in neurotypical youths with anxiety (p. 2454).
It appears to me, though, that Storch et al. might have misunderstood the figures on
which these comparisons are made. Storch et al. reported that 11% of children with co-
occurring ASD and clinically significant anxiety exhibited suicidal thoughts and
behaviors, and cited Wunderlich, Bronisch, Wittchen and Carter (2001) in support of
their claim that anxious youths with ASD have a rate of suicidal ideation and attempts
similar to that of neurotypical youths without anxiety. But Wunderlich et al. reported a
suicidality rate of 11.3 per 100,000 for neurotypical youths, not a rate of 11%.

19. Moses (2018) suggested that “having a disability may be a fundamental cause of
suicidal behavior,” which raises the question of whether there might be a direct causal
link between disabilities like ASD and suicidal behavior even when there is no
mediating depression (p. 429).

20. See, however, Verhofstadt et al.’s (2017) qualitative study of the suffering of their
psychiatric patients seeking EAS.
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21. Somewhat surprisingly, problems related to emotional regulation and executive
function are more common than physical pain in accounts of the suffering that brings
autistic people to request EAS. Case report 2017-80 states that the young woman with
pervasive developmental disorder not otherwise specified had “emotion regulation
problems,” and describes her suffering in the following terms: “The patient . . . was . .
. [overwhelmed] by tantrums, crying and [outbursts of anger] that were caused by
fear. [She could hardly be assessed because of] rapid overstimulation. . . . She was
busy all day suppressing her [symptoms] in order to survive so she would not be
overwhelmed and there would be an emotional outburst of anxiety or sadness.” In
case 2014-77, it is reported of a man in his thirties with a longstanding diagnosis of
Asperger syndrome that “He could react to things in a spontaneous and intense,
sometimes extreme, manner. This often led to problems. . . . He was frustrated by his
‘forbidden’ feelings,” and had “poor frustration-tolerance” (trans. Tuffrey-Wijne et al.,
2018, pp. 7–8). And in case 2013-21, the suffering of an older gentleman with self-
diagnosed Asperger syndrome is described in the following terms: “He responded to
everything, even the most simple circumstances, with severe panic”; and we are told
that “The consultant found that the patient’s personality was very poorly emotionally
integrated” (trans. Tuffrey-Wijne et al., 2018, p. 5). All three of these reports suggest
problems with emotional regulation, which, as we have seen, is both common in
people with ASD and can affect decision-making competence.

In addition to emotional dysregulation, we also find evidence of suffering
described in terms of problems with executive function, which can affect decision
making too. The young woman with pervasive developmental disorder not otherwise
specified described in case 2017-80 is said to have “remained fanatically stuck to
routines,” suggesting executive dysfunction in the form of cognitive inflexibility,
which is very common in the executive function profiles of people on the spectrum;
in fact, Wallace et al. (2016) suggested that there is a “peak deficit” or “peak
difficulty” with behavioral flexibility among children on the spectrum, and that work
on executive function in adults with ASD “demonstrated consistent impairments in
cognitive flexibility” (p. 1072). In case 2013-21, we learn that for the older gentleman
with Asperger syndrome, “It was also very difficult for the patient to have an
overview of how to manage his daily life” (trans. Tuffrey-Wijne et al., 2018, p. 5).
One wonders whether this aspect of his suffering might derive from executive
dysfunction in the area of planning, which is also a common part of the executive
function profile for people with ASD (Wallace et al. indicated that “flexibility and
planning deficits are considered most characteristic of the EF [executive function]
profile in ASD” [p. 1071], and found that problems with metacognition—especially
planning/organization—are most associated with co-occurring depression [pp. 1071,
1080]). In case 2014-77, it is reported of the man in his thirties with a longstanding
diagnosis of Asperger syndrome that “The patient’s suffering consisted of always
being busy in his head with thoughts, on multiple and different levels, and not being
able to exclude himself from stimuli or thought processes. He found that exhausting.
He really wanted to turn off his thoughts and find rest” (trans. Tuffrey-Wijne et al.,
2018, p. 7). This suggests difficulties with inhibition, an area of executive function
that can also affect decision making. And in case 2016-48, we are told about an
elderly woman (90–95 years old) who was only recently diagnosed with autism
spectrum disorder: she exhibited “loss of executive function and mental inflexibility,”
and she suffered because “She declined any help from others because she wanted to
keep doing everything herself—according to rigid rituals—even when that had
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become almost impossible” (trans. Tuffrey-Wijne et al., 2018, p. 11). Her suffering
was clearly reflective of cognitive inflexibility, an area of executive function that can
affect decision making. Strikingly, in this case report we are also told that “Because of
the lack of reciprosity [sic] in communication and the seeming lack of feelings of
empathy from the patient, it was difficult to judge whether and why the patient was
suffering unbearably” (trans. Tuffrey-Wijne et al., 2018, p. 11). This might reflect
problems with emotional regulation and communication, or it might actually
represent a lack of unbearable suffering. Apparently the matter was resolved to the
commission’s satisfaction, though, because we are further told that “Although to the
consultant, the patient’s suffering was understandable only to a limited degree, the
clearly substantiated explanations of the independent geriatric psychiatrist convinced
him that patients with an autism spectrum disorder suffer in a way that may not be
directly understandable to others” (trans. Tuffrey-Wijne et al., 2018, p. 11, italics
added). What is one to say about this? If the suffering of people with ASD is not
understandable to others, how can the due care criterion that the suffering be
unbearable and “palpable” to the physician have been met in this case or in others
involving people on the spectrum? Perhaps only autistic psychiatrists should be
allowed to consult in such cases.
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