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8

Introduction

On June 26, 1997, the U.S. Supreme Court ruled that individuals do not
have a fundamental, constitutional right to physician-assisted suicide.
This ruling reversed two previous decisions by U.S. courts of appeals. In
the first case, Washington State vs. Glucksberg, the Ninth Circuit court had
determined that a Washington state law prohibiting individuals from aid-
ing in suicides was unconstitutional. The court supported its decision by
concluding that individuals have a constitutionally protected right under
the Due Process Clause of the Fourteenth Amendment to control the tim-
ing and method of their death. In New York vs. Quill, in a ruling similar to
the Ninth Circuit’s decision, the Second Circuit court of appeals had de-
clared unconstitutional a New York state law that prohibited assisting
someone in committing suicide. The court justified its decision by argu-
ing that the law violated the Equal Protection Clause of the Fourteenth
Amendment. Both courts’ decisions had, in effect, recognized a constitu-
tional “right to die.” 

Although the Supreme Court overturned the decisions of the two
courts of appeals, its ruling did not put an end to the debate over assisted
suicide. As Justice Sandra Day O’Connor noted, the Court concluded that
there “is no generalized right to commit suicide.” However, the Court em-
phasized that its decision and the Constitution do not place absolute re-
strictions on state law, leaving open the possibility for states to create their
own laws to establish such a right. In addition, the Court indicated that
laws that prohibit physician-assisted suicide could still be challenged in
specific cases in the future. According to legal experts who evaluated the
decision, the Court recognized that physician-assisted suicide is a compli-
cated issue and that each case has a unique set of circumstances that must
be evaluated separately. In short, the Court shifted the responsibility for
this issue to the states, and by doing so it indirectly ensured that the con-
troversy and legal battles over physician-assisted suicide will continue.

What is physician-assisted suicide?
There are varying degrees to which a person can be involved in hastening
the death of a terminally ill individual. It is important to understand the
terms for and distinctions between these degrees. Euthanasia, a word that
is often associated with physician-assisted suicide, is defined by the
Merriam-Webster Dictionary as “the act or practice of killing for reasons of
mercy.” There are two types of euthanasia: passive and active. Passive eu-
thanasia takes place when life-saving measures are withheld or with-
drawn and the terminally ill person is allowed to die of natural causes. A
son’s electing to take his mother off life-support machines, which leads
to her death, would be an example of passive euthanasia. Today, there is
little controversy and debate over passive euthanasia. The constitutional
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Introduction 9

right of a patient (or if the patient is incompetent, the patient’s guardian)
to refuse treatment was established in 1976 by the Supreme Court’s deci-
sion in the case of Karen Ann Quinlan. In 1975, Quinlan fell into an ir-
reversible coma after a drug overdose and was put on a life-support sys-
tem. Her parents, who wished to bring an end to their family’s suffering,
met resistance after requesting that their daughter be removed from life
support. They fought a legal battle all the way to the Supreme Court. The
Court decided in favor of Quinlan’s parents and granted them the right
to remove their daughter from the system, establishing a legal precedent
for passive euthanasia. 

In active euthanasia, a person actually causes the death of a terminally
ill individual. For example, a person who gives a dying friend a lethal in-
jection to hasten death would be performing active euthanasia. Although
active euthanasia is presently illegal, many medical professionals claim
that it is practiced in secrecy on a regular basis. Active euthanasia is highly
controversial: Its critics argue that patients are often not informed of what
is being done to them or are coerced into agreeing to the act. 

Assisted suicide takes place when a dying person who wishes to pre-
cipitate death requests help in carrying out the act. There is a distinction
between assisted suicide and euthanasia. In euthanasia, the dying pa-
tients may or may not be aware of what is happening to them and may
or may not have requested to die. In an assisted suicide, the terminally ill
person wants to die and has specifically asked for help. Physician-assisted
suicide occurs when the individual assisting in the suicide is a doctor
rather than a friend or family member. Because doctors are the people
most familiar with their patients’ medical condition and have knowledge
of and access to the necessary means to cause certain death, terminally ill
patients who have made the decision to end their lives often turn to their
physicians for advice and help. Studies indicate, however, that many
physicians are unwilling to provide their assistance in suicide because it
conflicts with their ethical beliefs or because it is illegal. 

The controversy over legalization
Much of the controversy surrounding physician-assisted suicide focuses
on the debate over whether the practice should be legalized. Oregon is
the only state in which physician-assisted suicide is legal. In 1994, voters
in that state approved a referendum called the Death with Dignity Act,
which was enacted in 1997. This law allows doctors to prescribe lethal
doses of medication to mentally competent, terminally ill patients to use
to hasten their own deaths. Between 1998 and 2000, ninety-six lethal pre-
scriptions were written, and seventy patients took the fatal doses. In the
rest of the country, the practice remains illegal.

Supporters of legalization believe that terminally ill individuals have
the right to end their own lives in some instances. Because physician-
assisted suicide is illegal in most states, they maintain, many patients are
unable to get the help necessary to end their lives and must involuntar-
ily endure extreme pain and suffering. Others argue that physician-
assisted suicide must be legalized for purposes of regulation. They con-
tend that in spite of current law, the practice is conducted regularly in
secrecy; therefore, the potential for abuse already exists. According to

AI Physician-Asst. Suicide INT  1/7/02  3:18 PM  Page 9



10 At Issue

Cheryl Smith, former staff attorney for the Hemlock Society, “Legaliza-
tion, with medical record documentation and reporting requirements,
will enable authorities to regulate the practice and guard against abuses,
while punishing the real offenders.” 

On the other hand, opponents of physician-assisted suicide argue that
widespread legalization would cause abuse rather than reduce or control it.
They maintain that legalized assisted suicide would lead to the deaths of
patients who do not really wish to die. For example, they contend that in-
fluential doctors or family members, unrestricted by law, may persuade pa-
tients to choose death or that greedy insurance companies may pressure
doctors to control insurance costs by ending lives prematurely. 

Others worry that universal legalization of assisted suicide would be
the first step down the “slippery slope” that would lead to widespread, un-
regulated mercy killing of individuals whom society considers undesirable
or whose lives have been arbitrarily deemed not worth living. As expressed
by legal experts Robert George and William Porth, “It is not unrealistic to
fear that government may assume what began as a private prerogative, and
move from making life-and-death decisions for the comatose, to making
them for the insane, for the retarded, for those of less than average intel-
ligence, and finally for those who are entirely rational and intelligent, but
whose desire to cling to life brands them as obstinate, uncooperative, and
just plain unreasonable.” These fears lead many to oppose physician-
assisted suicide even under carefully regulated conditions.

The legalization of physician-assisted suicide is an extremely sensi-
tive, complicated, and controversial topic. If future legislation is to be suc-
cessful, it will need to protect both the rights of terminally ill patients
who rationally choose death and the rights of weak or incompetent pa-
tients who do not wish to die. This anthology, At Issue: Physician-Assisted
Suicide, explores a variety of perspectives on the legal, ethical, and moral
aspects of physician-assisted suicide.
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11
Physician-Assisted Suicide Is
Sometimes Morally Justified

Dan W. Brock

Dan W. Brock is professor of philosophy and director of the Center for
Biomedical Ethics in the School of Medicine at Brown University. He is the
author of Life and Death: Philosophical Essays in Biomedical Ethics.

Physician-assisted suicide is morally justified when voluntarily
chosen by a terminally ill patient whose life has become unen-
durable and whose judgment is not impaired by depression. As-
sisted suicide, when motivated by respect for the wishes of the pa-
tient, provides the terminally ill with a dignified, humane death.

There are two central and distinct moral issues about physician-assisted
suicide.1 First, is physician-assisted suicide morally justified in any in-

dividual cases? Second, would it be ethically justified for public and legal
policy to permit physician-assisted suicide? This chapter is concerned only
with the first of these questions, and I shall argue the affirmative answer.
The affirmative case for a public policy permitting physician-assisted sui-
cide is in my view more complex and less decisive, though nevertheless
also sound. But my concern will be broader than the first question in one
important respect. The argument that I shall make applies in nearly all es-
sentials to voluntary active euthanasia as well as physician-assisted suicide,
and I shall begin by indicating why I believe the two are not importantly
different morally. (For brevity and unless explicitly indicated otherwise, I
shall hereafter use “assisted suicide” to refer to physician-assisted suicide
and “euthanasia” to refer to voluntary active euthanasia.)

In the recent bioethics literature some have endorsed assisted suicide
but not euthanasia, even in individual cases and not only for public pol-
icy.2 Moreover, the policy proposals that in the last few years have been
brought to legislatures or to the public in state referenda in nearly all
cases have applied only to assisted suicide and not to euthanasia. Are they
sufficiently different that the moral arguments that apply to one often do
not apply to the other? First, what is the difference between assisted sui-
cide and euthanasia? A paradigm case of assisted suicide is a patient’s end-

From “Physician-Assisted Suicide Is Sometimes Morally Justified,” by Dan W. Brock in Physician-
Assisted Suicide, edited by Robert F. Weir (Bloomington: Indiana University Press, 1997). Copyright
© 1997 by Indiana University Press. Reprinted with permission.
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ing his or her life with a lethal dose of a medication requested of and pro-
vided by a physician for that purpose. A paradigm case of euthanasia is a
physician’s administering the lethal dose, often because the patient is un-
able to do so. The only difference that need exist between the two is the
person who actually administers the lethal dose—the physician or the pa-
tient. In each, the physician plays an active and necessary causal role in
providing the lethal dose. In each, the intent of the patient and physician
is to pursue a course of action that will end in the patient’s death.

In assisted suicide the patient acts last (for example, Janet Adkins
pushed the button after Dr. Jack Kevorkian hooked her up to his suicide
machine), whereas in euthanasia the physician acts last by performing
the physical equivalent of pushing the button. In both cases, however,
the choice rests fully with the patient in the sense that neither will take
place without the patient’s desire for them; of course, in each the physi-
cian must also be willing to play his or her role. In both the patient acts
last in the sense of retaining the right to change his or her mind until the
point at which the lethal process becomes irreversible. How could there
be a substantial moral difference between the two based only on this
small difference in the part played by the physician in the causal process
resulting in death? Of course, it might be held that the moral difference
is obvious and important—in euthanasia the physician kills the patient,
whereas in assisted suicide the patient kills him- or herself. But this is mis-
leading at best. In assisted suicide the physician and patient act together
to kill the patient. To see this, suppose a physician supplied a lethal dose
to a patient with the knowledge and intent that the patient will wrong-
fully administer it to another. We would have no difficulty in morality or
the law recognizing this as a case of joint action to bring about another’s
death, or to kill, for which both are responsible. The physician is involved
in killing in both assisted suicide and euthanasia, and so we will have to
address the morality of killing later in this chapter.

Some argue that because in assisted suicide the
patient must take the final physical act that results
in his or her death, there is greater certainty of the
patient’s voluntary resolve to die than when the
physician performs that act.

If there is no significant, intrinsic moral difference between assisted
suicide and euthanasia, it is also difficult to see why public or legal policy
should permit one but not the other; worries about abuse or about giving
anyone dominion over the lives of others seem also to apply equally to ei-
ther. Some argue that because in assisted suicide the patient must take the
final physical act that results in his or her death, there is greater certainty
of the patient’s voluntary resolve to die than when the physician performs
that act. In some cases this may be true, but there are also cases of eu-
thanasia in which the voluntary resolve of the patient to die is not in sig-
nificant doubt. However, I shall not pursue the policy issue here, but I shall
take the arguments developed below about individual cases of physician-
assisted suicide to apply both to assisted suicide and to euthanasia.

12 At Issue
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My concern here will be only with voluntary cases of assisted suicide
or euthanasia, that is, with cases in which a clearly competent patient
makes a fully voluntary and persistent request for assisted suicide or eu-
thanasia. Perhaps the assumption of voluntariness is implicit in the very
concept of physician-assisted suicide, either in the condition that the pa-
tient performs the final physical act of using the means to end his or her
life or in the notion of the physician assisting the patient, but I have said
that my argument applies to active euthanasia as well, and voluntariness
is not implicit there. Involuntary euthanasia, in which a competent pa-
tient explicitly refuses or opposes receiving euthanasia, and nonvoluntary
euthanasia, in which a patient is incompetent and unable to express his
or her wishes about euthanasia, are both possible but will not be my con-
cern here. Finally, I will be concerned with assisted suicide and euthana-
sia where the motive of those who perform them is to respect the wishes
of the patient and to provide the patient with a “good death”; only in
such cases is the physician’s participation morally justified.

A last introductory point is that I will be examining only secular ar-
guments about assisted suicide and euthanasia, though of course many
people’s attitudes to them are inextricable from their religious views.
Even if an individual’s religious and moral views on this question are
deeply connected, the moral justification for his or her position cannot
consist simply in an appeal to religious authority. If the individual claims
to offer a moral position on the issue, I believe that position must be
stated and defended with arguments that do not presuppose or appeal to
the authority of a particular religion and its beliefs and principles. The
content of the moral reason or argument offered in secular terms can be
the same as the content of the reasons that particular religions offer for
their tenets and positions, but it must be offered as persuasive in its own
terms, not only from within the standpoint or authority of the particular
religion. (I also take this secular focus to be appropriate for public policy
in a pluralistic society like our own; public policy should not be based on
religious views reasonably rejected by a substantial portion of the society,
though, since public policy is not my concern here, I shall not pursue or
defend this claim.) Even if the position I will defend here is correct that
assisted suicide and euthanasia are sometimes morally justified, I will take
that to mean only that they would be morally permissible and justified in
those circumstances. This is compatible with a position that I would also
support, that anyone who has serious religious objections to them need
not ask for them for him- or herself nor take any part in them when asked
to do so by others.

The ethical argument for assisted suicide and euthanasia
The central ethical argument for assisted suicide and euthanasia is famil-
iar. It is that the very same two fundamental ethical values supporting the
consensus of patients’ rights to decide about life-sustaining treatment also
support the ethical permissibility of assisted suicide and euthanasia in
some circumstances. And this implies that acceptance of assisted suicide
and euthanasia is not as radical a moral departure from the current con-
sensus and practice giving patients the right to decide to forgo life support,
as is commonly supposed. These values are individual self-determination
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or autonomy and individual well-being. By self-determination, as it bears
on assisted suicide and euthanasia, I mean people’s interest in making im-
portant decisions about their lives for themselves according to their own
values or conceptions of a good life and in being left free to act on those
decisions. Self-determination is valuable because it permits people to
form and to live in accordance with their own conception of a good life,
at least within the bounds of justice and consistent with not preventing
others from doing so as well. In exercising self-determination people ex-
ercise significant control over their lives and thereby take responsibility
for their lives and for the kinds of persons they become. A central as-
pect of human dignity and the moral worth of persons lies in individu-
als’ capacity to direct their lives in this way. The value of exercising self-
determination presupposes some minimum of decision-making capacities
or competence, which thus limits the scope of assisted suicide or eu-
thanasia supported by self-determination; it does not apply, for example,
in cases of serious dementia or treatable clinical depression that impair
the individual’s decision-making capacity.

Physicians are moral and professional agents whose
own self-determination or integrity should be
respected as well.

Individual self-determination has special importance in choices about
the time and manner of one’s death, including assisted suicide and eu-
thanasia. Most people are very concerned about the nature of the last stage
of their lives. This reflects not just a fear of experiencing substantial pain
or suffering or of being abandoned by loved ones when dying, but also a
desire to retain dignity and control to the extent possible during this last
period of life. Death is today increasingly preceded by a long period of sig-
nificant physical and mental decline, due in part to the technological in-
terventions of modern medicine designed to stave off death. Many people
adjust to their disability and dependency and find meaning and value in
new activities and ways. Others find the impairments and burdens in the
last stage of their lives at some point sufficiently great to make life no
longer worth living. For some patients near death, maintaining the qual-
ity of one’s life, avoiding great pain or suffering, maintaining one’s dig-
nity, and ensuring that others remember us as we wish them to become of
paramount importance and outweigh merely extending one’s life. But
there is no single, objectively correct answer for everyone regarding when,
if at all, one’s life when critically or terminally ill becomes, all things con-
sidered, a burden and unwanted. If self-determination is a fundamental
value, then the great variability among people on this question makes it
especially important that individuals control to the extent possible the
manner, circumstances, and timing of their dying and death.

The other main value that supports assisted suicide and euthanasia is
individual well-being. It might seem that protecting and promoting indi-
vidual well-being must always conflict with a person’s self-determination
when the person requests assisted suicide or euthanasia, but it is impor-
tant to understand why this is not so. Life itself is commonly understood

14 At Issue
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to be a central good for persons, often valued for its own sake, as well as
necessary for the pursuit of all other goods within a life. But when a com-
petent patient decides to forgo all further life-sustaining treatment, then
the patient, either explicitly or implicitly, commonly decides that the
best life possible for him or her with treatment is of sufficiently poor qual-
ity that it is worse than no further life at all. Life is then no longer con-
sidered a benefit by the patient but has now become without value or
meaning and a burden. The same judgment underlies a request for as-
sisted suicide or euthanasia—continued life is then seen by the patient as
no longer a benefit, but now a burden. Especially in the often severely
compromised and debilitated states of many critically ill or dying pa-
tients, there is no objective standard but only the competent patient’s
judgment of whether continued life is no longer a benefit.

Of course, sometimes conditions such as clinical depression call into
question whether the patient has made a competent choice, either to
forego life-sustaining treatment or to seek assisted suicide or euthanasia,
and then the patient’s choice need not be evidence that continued life is
no longer a benefit for him or her.3 Just as with decisions about treatment,
a determination of incompetence can warrant not honoring the patient’s
request for assisted suicide or euthanasia; in the case of treatment, we
then transfer decisional authority to a surrogate, though in the case of as-
sisted suicide or voluntary euthanasia a determination that the patient is
incompetent to make that choice means that neither should take place.

The value or right of self-determination of patients does not entitle
them to compel physicians to act contrary to physicians’ own moral or
professional values. Physicians are moral and professional agents whose
own self-determination or integrity should be respected as well. If per-
forming assisted suicide or euthanasia becomes legally permissible but
conflicts with a particular physician’s reasonable understanding of his or
her moral or professional responsibilities, the care of a patient who re-
quests assisted suicide or euthanasia should be transferred to another. But
the ethical issue with which I am concerned here is the moral permissi-
bility or justification of performing either assisted suicide or euthanasia
by those who do not have moral or professional objections to it.

Typical cases of stopping life-sustaining treatment
are killing, not allowing to die, although they are
cases of ethically justified killing.

Most opponents of assisted suicide and euthanasia do not deny that
there are some cases in which the values of patient self-determination
and well-being support them. Instead, opponents commonly offer two
kinds of arguments against assisted suicide and euthanasia which they
take to outweigh or override this support. The first kind of argument is
my concern here—that in any individual case where considerations of the
patient’s self-determination and well-being do support assisted suicide or
euthanasia, they are nevertheless always ethically wrong or impermissi-
ble. The second kind of argument is that even if in some individual cases
assisted suicide or euthanasia may not be ethically wrong, it nonetheless
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would not be ethically sound or wise public and legal policy to permit
them. While I do not pursue this second kind of argument here, it is im-
portant to distinguish it so that it is clear that the position I defend here,
that assisted suicide and euthanasia are morally justified in some indi-
vidual cases, is not determinative of whether public and legal policy
should ever permit them.

Euthanasia is deliberate killing
In order to state the argument of the opponent of assisted suicide and eu-
thanasia in its strongest form and to avoid unnecessary complexity in ex-
position, I shall focus in this section on euthanasia. The claim that any
individual instance of euthanasia is a case of deliberate killing of an in-
nocent person is, with only minor qualifications, correct. Unlike forgoing
life-sustaining treatment, commonly understood as allowing to die, eu-
thanasia is clearly killing, understood as depriving of life or causing the
death of a living being. While providing morphine for pain relief at doses
where the risk of respiratory depression and an earlier death may be a
foreseen but unintended side effect of treating the patient’s pain, in a case
of euthanasia the patient’s death is deliberate or intended even if in both
the physician’s ultimate end may be respecting the patient’s wishes. If the
deliberate killing of an innocent person is wrong, euthanasia would be
nearly always impermissible.

In the context of medicine, the ethical prohibition against deliber-
ately killing the innocent derives some of its plausibility from the belief
that nothing in the currently accepted practice of medicine is deliberate
killing. Thus, in commenting on the “It’s Over Debbie”4 case in which a
resident deliberately gave a patient a lethal dose of morphine, four promi-
nent physicians and bioethicists, led by Willard Gaylin, could entitle
their paper “Doctors Must Not Kill.”5 The belief that doctors do not kill
requires the corollary belief that forgoing life-sustaining treatment,
whether by not starting or by stopping treatment, is allowing to die, not
killing. Common though this view is, I shall argue that it is confused and
mistaken. Typical cases of stopping life-sustaining treatment are killing,
not allowing to die, although they are cases of ethically justified killing.
But if so, that shows that an unqualified ethical prohibition of the delib-
erate killing of innocent persons is indefensible and must be revised.

Why is the common view mistaken that stopping life-sustaining
treatment is allowing to die and not killing? Consider the case of a patient
terminally ill with amytrophic lateral sclerosis disease (ALS, or Lou
Gehrig’s disease). She is completely respirator dependent with no hope of
ever being weaned from the respirator. She is unquestionably competent
but finds her condition intolerable and persistently requests to be re-
moved from the respirator and allowed to die. Most people and physi-
cians would likely agree that the patient’s physician should respect the
patient’s wishes and remove her from the respirator, though this will cer-
tainly cause the patient’s death. The common understanding is that the
physician thereby allows the patient to die. But is that correct?

Suppose the patient has a greedy and hostile son who mistakenly be-
lieves both that his mother will never decide to stop her life-sustaining
treatment and that even if she did her physician would not respect her

16 At Issue
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wishes and remove her from the respirator. Afraid that his inheritance
will be dissipated by a long and expensive hospitalization, he enters his
mother’s room while she is sedated, extubates her, and she dies. Shortly
thereafter the medical staff discovers what he has done and confronts the
son. He replies, “I didn’t kill her, I merely allowed her to die. It was her
ALS disease that caused her death.” I think this would rightly be dis-
missed as transparent sophistry—the son went into his mother’s room
and deliberately killed her. But, of course, the son performed just the
same physical actions, did just the same thing, with all the same conse-
quences for the patient, that the physician would have done. If that is so,
then doesn’t the physician also kill the patient when he extubates her
and stops the respirator?

Killing vs. allowing to die
I underline immediately that there are important ethical differences be-
tween what the physician and the greedy son do. First, the physician acts
with the patient’s consent, whereas the son does not. Second, the physi-
cian acts with a good motive—to respect the patient’s wishes and self-
determination—whereas the son acts with a bad motive—to protect his
own inheritance. Third, the physician acts in a social role through which
he is legally authorized to carry out the patient’s decision to stop treat-
ment, whereas the son has no such authorization. These and perhaps
other ethically important differences show that what the physician did
was morally justified, whereas what the son did was morally wrong. What
they do not show, however, is that the son killed while the physician al-
lowed to die. One can either kill or allow to die with or without consent,
with a good or bad motive, within or outside a social role that legally au-
thorizes one to do so.

The difference between killing and allowing to die that I have been
implicitly appealing to here is roughly the difference between acts and
omissions resulting in death.6 Both the physician and the greedy son act
in a manner intended to cause death, do cause death, and so both kill;
neither allows to die. One reason this conclusion is resisted is that on a
different understanding of the distinction between killing and allowing
to die, what the physician does is allow to die. In this account, the moth-
er’s ALS is a lethal disease whose normal progression is being held back or
blocked by the life-sustaining respirator treatment. Removing this artifi-
cial intervention is then viewed as standing aside and allowing the pa-
tient to die of her underlying disease. I have argued elsewhere that this al-
ternative account is deeply problematic, in part because it seems to have
the unacceptable implication that what the greedy son also does is to al-
low to die, not kill.7 Here I want to note two other reasons why the con-
clusion that stopping life support is killing is resisted.

The first reason is that killing is often understood, especially within
medicine, as unjustified or wrongful causing of death; in medicine it is
thought to be done only accidentally or negligently. It is also increasingly
widely accepted that a physician is ethically justified in stopping life sup-
port in a case like that of the ALS patient. But if both of these beliefs are
correct, then what the physician does cannot be killing and so instead
must be allowing to die. Killing patients is not, to put it flippantly, un-
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derstood to be part of a physician’s job description. What is mistaken in
this line of reasoning is the assumption that all killings are unjustified or
wrongful causings of death. Instead, some killings are ethically justified,
including most instances of stopping life support.

Another reason for resisting the conclusion that stopping life support
is often killing is that it is psychologically uncomfortable. Suppose the
physician had stopped the ALS patient’s respirator and had made the
son’s claim, “I didn’t kill her, I merely allowed her to die. It was her ALS
disease that caused her death.” The clue to the psychological role here is
how naturally the “merely” modifies “allowed her to die.” The character-
ization as allowing to die is meant to shift felt responsibility away from
the agent—the physician—and to the lethal disease process that the
physician merely allowed to proceed to the patient’s death. Other lan-
guage common in death and dying contexts plays a similar role; “letting
nature take its course” or “stopping prolonging the dying process” both
seem to shift responsibility from the physician who stops life support to
the fatal disease process. However psychologically helpful these concep-
tualizations may be in making the difficult responsibility of a physician’s
role in the patient’s death bearable, they nevertheless are confusions.
Both physicians and family members can instead be helped to understand
that it is the patient’s decision and consent to stopping treatment that
limits their responsibility for the patient’s death and which shifts that re-
sponsibility to the patient.

The difference between killing and allowing to die
that I have been implicitly appealing to here is
roughly the difference between acts and omissions
resulting in death.

Many who accept this understanding of the difference between
killing and allowing to die as the difference between acts and omissions
resulting in death have gone on to argue that killing is not in itself
morally different from allowing to die.8 In this account, very roughly, one
kills when one performs an action that causes the death of a person (e.g.,
we are in a boat, you cannot swim, I push you overboard, and you
drown), and one allows to die when one has the ability and opportunity
to prevent the death of another, knows this, and omits doing so, with the
result that the person dies (e.g., we are in a boat, you cannot swim, you
fall overboard, I don’t throw you an available life ring, and you drown).
Those who see no moral difference between killing and allowing to die
typically employ the strategy of comparing cases that differ in these and
no other potentially morally important respects. This will allow people to
consider whether the mere difference that one is a case of killing and the
other of allowing to die matters morally, or whether instead it is other
features that make most killings worse than most instances of allowing to
die. Here is such a pair of cases.

Case 1. A very gravely ill patient is brought to a hospital
emergency room and sent up to the ICU. The patient begins
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to develop respiratory failure that is likely to require intu-
bation very soon. At that point the patient’s family mem-
bers and long-time physician arrive at the ICU and inform
the ICU staff that there had been extensive discussion about
future care with the patient when he was unquestionably
competent. Given his grave and terminal illness as well as
his state of debilitation, the patient had firmly rejected be-
ing placed on a respirator under any circumstances, and the
family and physician produce the patient’s advance direc-
tive to that effect. The ICU staff do not intubate the patient,
who dies of respiratory failure.

Case 2. The same as Case 1 except that the family and physi-
cian are slightly delayed in traffic and arrive shortly after the
patient has been intubated and placed on the respirator. The
ICU staff extubate the patient, who dies of respiratory failure.

In Case 1 the patient is allowed to die, in Case 2 he is killed, but it is
hard to see why what is done in Case 2 is significantly different morally
than what is done in Case 1. It must be other factors that make most
killings worse than most allowings to die, and if so, assisted suicide and
euthanasia cannot be wrong simply because they are killing instead of al-
lowing to die.

A rights approach to the morality of killing
Suppose that both my arguments are mistaken. Suppose that killing is
worse than allowing to die and that withdrawing life support is not killing,
although assisted suicide and euthanasia are. Assisted suicide and euthana-
sia still need not for that reason be morally wrong. To see this, we need to
determine the basic principle for the moral evaluation of killing persons.
What is it that makes paradigm cases of wrongful killing wrongful? One
very plausible answer is that killing denies the victim a very great good
over whose possession he or she should have control—continued life or a
future. Our continued life or future is typically the object of one of our
strongest desires. It can be thought of as a dispositional or standing de-
sire, which typically becomes an occurrent desire, occupying an impor-
tant place in one’s conscious desires and plans, when one’s life is threat-
ened. Moreover, continued life is a necessary condition for being able to
pursue and achieve any of one’s other plans and purposes; loss of life
brings the frustration of all of these plans and purposes as well. In a nut-
shell, wrongful killing typically deprives a person of a great and valued
good—his or her future and all that the person wanted and planned to do
in that future. It is important to see that there is another distinct moral
idea at work in this account of the wrongness of killing besides that
killing typically deprives the victim of a very great good, on which nearly
all other goods for that person depend. The other idea is that one’s life is
a good over which, at least within limits, a person him- or herself should
retain control.

Sometimes these two moral ideas or values can be in conflict, as, for
example, when an apparently competent patient makes an informed and
voluntary choice to refuse life-sustaining treatment that would restore the
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patient to full function and a life that most people would consider a life
well worth having. Here the patient is exercising his or her right of con-
trol over his or her life and what is done to his or her body to give up the
apparently very great good of continued life. If we cannot come to un-
derstand why the patient reasonably does not value that continued life or
cannot find serious impairments in the patient’s decision making or can-
not persuade the patient to accept the treatment, then we may be forced
to decide which value is more important, preserving the good of the pa-
tient’s life or respecting the patient’s right of control over his or her own
life, that is, his or her self-determination or autonomy.

Public policy, as expressed in the law, gives competent patients the
right to refuse any treatment, including life-sustaining treatment, and
thereby gives greater weight to respecting the patient’s right of control or
self-determination regarding his or her own life. The law’s resolution of
this conflict in favor of self-determination recognizes not only the deep
place of that value in our moral, cultural, and legal traditions but also the
circumstance that when a competent individual rejects life-sustaining
treatment he or she either no longer finds continued life a good or finds
the means of gaining it unacceptable (for example, when Jehovah’s Wit-
ness patients reject life-sustaining blood products). Our moral and cul-
tural traditions, however, do not speak with one voice about how these
values should be weighed when they are in conflict. Reasonable people
can and do disagree about how this conflict should be resolved when an
apparently worthwhile life is being given up by a competent patient.

Killing patients is not, to put it f lippantly,
understood to be part of a physician’s job
description.

In a comparable case in which a person with an apparently worth-
while life sought assisted suicide or euthanasia, most physicians and most
persons probably would refuse to take part. But that is not at all the typi-
cal case in which assisted suicide or euthanasia is sought; nor is it the kind
of case in which I am arguing that they are morally permissible and justi-
fied. Instead, in the typical and relevant case others view the competent
individual’s decision as quite reasonable, that continued life is no longer a
good because that life is so filled with suffering and bereft of possibilities
for the activities and experiences that make life valuable and meaningful.
In such cases, the morally great good of continued life and the respect
owed the patient’s self-determination are not in conflict because contin-
ued life is no longer a great good but is now reasonably judged by the pa-
tient to be a burden and without value. Some physicians who give great
weight to patient self-determination might be willing to participate in as-
sisted suicide even when they cannot accept the patient’s judgment that
his or her life is no longer worth living. But many others would be willing
to participate in assisted suicide or euthanasia only if they either share or
at least view as reasonable the patient’s judgment that his or her life is no
longer worth living. In such cases, no significant good for the patient need
be sacrificed in order to respect the patient’s self-determination.
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A natural expression of my account of the wrongness of killing is that
people have a moral right not to be killed.9 But the right not to be killed,
like other rights, should he understood as waivable when the person
makes a competent decision that continued life is no longer wanted or a
good but is instead worse than no further life at all, and so wishes to die.
In this rights view of the wrongness of killing, assisted suicide and eu-
thanasia are properly understood as cases in which the person killed has
waived his or her right not to be killed, thereby making the physician’s
action not a violation of that right.

This rights view of the wrongness of killing is not, of course, univer-
sally shared. Many people’s moral views about killing have their origins
in religious beliefs that human life comes from God and cannot be justi-
fiably destroyed or taken away, either by the person whose life it is or by
another. I noted earlier that I would be addressing only secular moral ar-
guments regarding assisted suicide and euthanasia, and so will only reit-
erate two points made there. First, in a pluralistic society like our own
with a strong commitment to freedom of religion, public policy should
not be grounded in religious beliefs which many in that society reject.
Second, if the position about the wrongness of killing rests on theologi-
cal premises that many persons can and do reasonably reject, then those
persons will have been given no reason why they should regard such
killing as wrong.

The rejection of the rights view of the wrongness of killing, however,
does not always have a religious basis. Some people believe it is always
morally wrong deliberately to take an innocent human life—what is some-
times called a duty-based view on taking human life. The “innocence con-
dition” may permit killing in self-defense or even in capital punishment
under some interpretations, but not when a person seeks assisted suicide
or euthanasia. If this moral prohibition does not derive from God, how-
ever, it is difficult to see what its moral basis can be. That basis can be nei-
ther that life is a very great good that should never be destroyed nor that
one individual should never claim dominion over the life of another. As
we have seen, sometimes the killing of an innocent person, in particular
assisted suicide and euthanasia, does not conflict with but is instead sup-
ported by these two values. These are the moral values that support the
rights account, not the duty account, of the morality of killing.

Good consequences
I have largely addressed the question of whether assisted suicide and eu-
thanasia are in some cases morally permissible. I have argued that it is
most importantly the patient’s moral right to self-determination, together
with the waiving of his or her right not to be killed, that grounds that
moral permissibility. However, the moral case in support of assisted sui-
cide and euthanasia is in some instances considerably stronger than “mere
permissibility”; they are then not just permissible but justified. On most
accounts of “moral permissibility,” an action may be morally permissible
even if it would be better if an agent did not do it or if doing it would be
wrong.10 But assisted suicide and euthanasia are not merely permissible in
this sense; they are in some cases morally justified with strong moral rea-
sons in support of them. We can see this best if we ask what other good
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consequences assisted suicide or euthanasia could produce besides the ob-
vious one of granting to patients who seek them what they want.

Perhaps the most important good consequence of physician-assisted
suicide or voluntary active euthanasia concerns patients whose lives
while they are dying are filled with severe and unrelievable pain or suf-
fering. When there is a life-sustaining treatment which, if forgone, will
lead relatively quickly to death, then doing so can bring an end to these
patients’ suffering without recourse to assisted suicide or euthanasia. For
patients with no life-sustaining treatment that can be withheld or with-
drawn, however, assisted suicide or euthanasia may be the only release
from their otherwise prolonged suffering and agony. This argument from
mercy has always been the strongest argument for assisted suicide or eu-
thanasia in those cases to which it applies.11

Some killings are ethically justified, including most
instances of stopping life support.

The moral importance of relieving great pain and suffering is less con-
troversial than is the frequency with which patients are forced to undergo
untreatable agony that only assisted suicide or euthanasia could relieve.
If we focus first on suffering caused by physical pain, it is crucial to dis-
tinguish pain that could be adequately relieved with modern methods of
pain control, though it in fact is not, from pain that is relievable only by
death.12 For a variety of reasons, including some physicians’ discomfort
with prescribing large amounts of narcotics for fear of hastening the pa-
tient’s death, as well as the lack of a publicly accessible means for assess-
ing the amount of the patient’s pain, many patients suffer pain that could
be but is not relieved.

Specialists in controlling certain types of pain, for example the pain
of terminally ill cancer patients, argue that there are very few patients
whose pain could not be adequately controlled, though sometimes at the
cost of so sedating them that they are effectively unable to interact with
other people or their environment. Thus the argument from mercy in
cases of physical pain can probably be met in the great majority of cases
by providing adequate measures of pain relief. This should be a high pri-
ority, whatever one’s view about assisted suicide or euthanasia—the relief
of pain and suffering has long been, quite properly, one of the central
goals of medicine.

Dying patients often undergo substantial psychological suffering,
however, that is not fully or even principally the result of physical pain.13

The knowledge about how to relieve this suffering is much more limited
than in the case of relieving pain, and efforts to do so are probably more
often unsuccessful. If the argument from mercy is extended, as it properly
can be, to patients experiencing great and unrelievable psychological suf-
fering, the numbers of patients to which it applies is much greater. In
these cases, assisted suicide or euthanasia may be the only release from
the patient’s suffering.

A second good consequence of some instances of assisted suicide or
euthanasia is that once death has been accepted, it is often more humane
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to end life quickly and peacefully, as can be done by assisted suicide or
euthanasia, when that is what the patient wants. Such a death will often
be seen as better than a more prolonged one in which the patient may be
robbed of his or her dignity. People who suffer a sudden and unexpected
death by dying quickly or in their sleep from a heart attack or stroke, for
example, are often considered lucky to have died in this way instead of
by a more drawn-out process. We care about how we die in part because
we care about how others remember us, and we hope they will remember
us as we were in “good times” with them and not as we might be when
disease has robbed us of our dignity as human beings. As with much in
the treatment and care of the dying, people’s concerns differ in this re-
spect, but for at least some people, assisted suicide or euthanasia will be a
more humane death than what they have often experienced with other
loved ones and might otherwise expect for themselves.

This aim of providing a patient with a better death is relevant to the
objection to assisted suicide or euthanasia, that they are never necessary
because it is always possible to withdraw or withhold nutrition and hy-
dration from a patient, which will result in the patient’s death without re-
course to the active and more controversial interventions of assisted sui-
cide or euthanasia. In some cases patients are not being fed or hydrated
by artificial means, and so this alternative would require withholding or-
dinary food and water from an initially conscious patient.14 There are, for
good reasons, strong social and moral inhibitions to doing this, but even
when it is possible it may not be seen merely as forgoing life-sustaining
treatment but instead as killing the patient. Doing so in some cases would
also result in suffering to the patient until consciousness is lost after
about a week. This additional suffering would sometimes attend the with-
drawal of artificially provided nutrition and hydration as well. In some
cases, the cost of restricting the steps that can be taken in order to hasten
death to forgoing of life-support would be a substantially worse death for
the patient. The issue should not be whether we can find a treatment to
forgo so as to avoid the need for assisted suicide or euthanasia but which
means of hastening death will result in the death that is most humane
and most in accord with what the patient wants.

Should physicians take part in 
assisted suicide or euthanasia?

Finally, I want to consider an objection to assisted suicide or euthanasia
that is specifically to physicians ever performing them. Permitting physi-
cians to perform assisted suicide or euthanasia, it is said, would be incom-
patible with their fundamental moral and professional commitment as
healers to care for patients and to protect life. Moreover, if assisted suicide
or euthanasia by physicians became common, patients would come to fear
that a medication was intended not to treat or care but instead to kill and
would thus lose trust in their physicians. This position was forcefully stated
in the paper cited earlier by four prominent physicians and bioethicists:

The very soul of medicine is on trial. . . . This issue touches
medicine at its moral center; if this moral center collapses,
if physicians become killers or are even licensed to kill, the
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profession—and, therewith, each physician—will never
again be worthy of trust and respect as healer and comforter
and protector of life in all its frailty.15

These authors go on to make clear that while they oppose permitting any-
one to perform assisted suicide or euthanasia, their special concern is
with physicians’ doing so:

We call on fellow physicians to say that they will not delib-
erately kill. We must also say to each of our fellow physi-
cians that we will not tolerate killing of patients and that we
shall take disciplinary action against doctors who kill. And
we must say to the broader community that if it insists on
tolerating or legalizing active euthanasia, it will have to find
nonphysicians to do its killing.16

If permitting physicians to kill would undermine the very “moral cen-
ter” of medicine, then almost certainly physicians should not be permit-
ted to perform assisted suicide or euthanasia. But how persuasive is this
claim? Patients should not fear, as a consequence of permitting voluntary
assisted suicide or euthanasia, that their physicians will substitute a lethal
injection for what patients want and believe is part of their care. If assisted
suicide and euthanasia are restricted to cases in which they are truly vol-
untary, then no patient should fear getting either unless he or she has vol-
untarily requested them. Moreover, the central concern of patients to con-
trol their care when dying that has driven the debates over life-sustaining
treatment decisions, the development of advance directives, and now as-
sisted suicide and euthanasia, casts further doubt on this purported ero-
sion of patients’ trust of their physicians. The fear of loss of control should
be lessened, not strengthened, if assisted suicide and euthanasia are per-
mitted. Doing so would extend to dying patients control over their own
dying in circumstances where there is no life-sustaining treatment to be
withheld or withdrawn, or where waiting for death from forgoing treat-
ment will provide the patient with a substantially worse death.

Might Gaylin and his colleagues, nevertheless, be correct in their
claim that the moral center of medicine would collapse if physicians
were to become killers? This question raises what at the deepest level
should be the guiding aims of medicine, a question that obviously can-
not be fully explored here. But I do want to say enough to indicate the
direction that I believe an appropriate response to this challenge should
take. In spelling out what I called the positive argument for assisted sui-
cide and euthanasia, I suggested that two principal values—respecting
patients’ self-determination and promoting their well-being—underlie
the consensus that competent patients or the surrogates of incompetent
patients are entitled to refuse any life-sustaining treatment and to
choose from among available alternative treatments. It is the commit-
ment to these two values in guiding physicians’ actions as healers, com-
forters, and protectors of their patients’ lives that should be at the
“moral center” of medicine, and these two values support physicians’ per-
formance of assisted suicide or euthanasia when their patients make
competent requests for them.

What should not be at that moral center is a commitment to pre-
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serving patients’ lives as such without regard to whether those patients
want their lives preserved or judge their preservation a benefit to them.
In recent years, vitalism has been increasingly rejected by physicians
and, despite some statements that suggest it, is almost certainly not what
Gaylin and colleagues intended. One of them, Leon Kass, has elaborated
elsewhere the view that medicine is a moral profession whose proper aim
is “the naturally given end of health,” understood as the wholeness and
well-working of the human being; “for the physician, at least, human
life in living bodies commands respect and reverence—by its very na-
ture.”17 Kass continues, “the deepest ethical principle restraining the
physician’s power is not the autonomy or freedom of the patient; nei-
ther is it his own compassion or good intention. Rather, it is the dignity
and mysterious power of human life itself.”18 I believe Kass is in the end
mistaken about the proper account of the aims of medicine and the lim-
its on physicians’ power, but this difficult issue will certainly be one of
the central themes in the continuing debate about physicians’ roles in
assisted suicide and euthanasia.

Restrict assisted suicide to physicians
It is worth adding in conclusion that there are at least three reasons for
restricting the performance of assisted suicide or euthanasia to physicians
only. First, physicians would inevitably be involved in some of the im-
portant procedural safeguards necessary to a defensible practice of as-
sisted suicide or euthanasia, such as ensuring that the patient is well in-
formed about his or her condition, prognosis, and possible treatments
and ensuring that all reasonable means have been taken to improve the
quality of the patient’s life. Second, physicians have access to and knowl-
edge about (or can gain that knowledge with training) the necessary
means and methods for carrying out assisted suicide or euthanasia effec-
tively, and so can be instrumental in avoiding failed attempts by the pa-
tient to take his or her own life that only worsen the patient’s condition.
Third, one necessary protection against abuse of any legalization of as-
sisted suicide or euthanasia is to limit who is given authority to perform
them so that those persons can be held accountable for their exercise of
that authority. Physicians, whose training and professional norms give
some assurance that they would perform assisted suicide or euthanasia re-
sponsibly, are an appropriate group of persons to whom that authority
might be reasonably restricted. But this is to take us beyond the case for
which I have argued here, that assisted suicide and euthanasia are morally
justified in some individual cases. 
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The act of physician-assisted suicide is inconsistent with the
physician’s role as healer. If physician-assisted suicide becomes a
routine option, the responsibility of the doctor to assist patients at
the end of their lives will be diminished. Societal acceptance of
physician-assisted suicide will not increase patients’ autonomy, as
supporters claim. Rather, patients will be pressured in subtle ways
by doctors, family members, and a cost-conscious health care sys-
tem to end their lives prematurely. The ethical role of physicians
is to help patients heal, not to hasten their deaths.

Physician-assisted suicide (PAS) is a complex issue that strikes a chord
across all segments of society and throughout medicine and allied

fields. It involves discussion and debate about a number of central issues
in medicine such as the meaning of professional identity, the doctor/
patient relationship and the physician’s role in society. Other realities in
this current era that mold and shape the debate include continuing ad-
vances in medical technology that lengthen life, evolving changes in
medical economics that influence the process of medical decision mak-
ing, and tension at the interface of law and medicine. 

Polarization within the medical community largely arises from the
fact that physicians on both sides of the issue view the compassionate
role of the physician in helping to relieve pain and suffering in entirely
different ways. After several years of intense thought and discussion I
personally think that the arguments opposed to the active role of physi-
cians in assisted suicide far outweigh arguments that support a physician
role. I will use the term “physician-assisted suicide” in this discussion
rather than the recently popularized term “physician aid in dying” be-
cause I believe the latter term is a euphemism that obscures the true na-
ture of the act under consideration. The term physician aid in dying, as

From “The Case Against Physician-Assisted Suicide,” by James K. Boehnlein, Community Mental
Health Journal, vol. 35, no.1, February 1999. Copyright © 1999 by Kluwer Academic. Reprinted
with permission.
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it currently and incorrectly is being used in the medical and popular lit-
erature, is ultimately physician aid in death, and is truly physician-
assisted suicide. Life is purposefully artificially terminated during the
process of dying. True physician aid in dying is the facilitation of a pa-
tient’s encounter with the natural process of dying, using the bio-
psychosocial [biological, psychological, and social] perspectives and
skills of the medical profession to nurture, comfort, relieve pain, and
provide hope and interpersonal contact. 

The arguments against physician-assisted suicide that I will discuss in
some detail fall into the following categories: personal autonomy vs. so-
cial imperatives; the historical and social role of physicians as instru-
ments of healing; historical precedents for physician-assisted suicide and
euthanasia; and, medical economics. It is important to note that in this
paper I am not debating the ethically acceptable withdrawal of life sus-
taining treatment when prolonging life and alleviating suffering are in
conflict, nor am I debating the acceptability of the ethical principle of
double effect (i.e. using treatment, such as pain medication, to relieve dis-
comfort even when the intervention carries a risk of hastening death, pro-
vided the intent is not to end the patient’s life). 

Personal autonomy vs. social imperatives
Most of the social and legal debate concerning physician-assisted suicide
has centered around the issue of individual autonomy and choice over
when to end one’s own life. These are treasured American values that are
at the core of initiatives to legalize physician-assisted suicide. Although I
strongly support the ability and right of each individual to make in-
formed medical choices in the great majority of situations, in the specific
case of physician-assisted suicide I believe that the adverse effects on so-
ciety at large outweigh the argument for personal autonomy. Individual
choices have implications for other terminally ill patients and for social
policy. These broader social factors that include historical and economic
perspectives will be discussed in later sections of this paper. 

The arguments opposed to the active role of
physicians in assisted suicide far outweigh
arguments that support a physician role.

I believe that the argument emphasizing the primacy of personal au-
tonomy creates a false dichotomy that unnecessarily polarizes current dis-
cussions of physician-assisted suicide. The process of PAS is not truly au-
tonomous in the first place because it involves the interpersonal
dynamics of the doctor/patient relationship, and the dying patient’s rela-
tionship with friends and family. There can be unconscious coercion by
family members or care providers, including the tendency to choose irre-
versible actions, including suicide, when faced with the helplessness ex-
perienced in the face of death. Depressed patients may attempt to con-
vince their provider of the worthlessness and hopelessness of their lives,
and the potential impairment of their autonomy may be forgotten
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(Ganzini & Lee, 1997). All people, doctors and patients alike, are con-
sciously and unconsciously influenced by others, and develop and main-
tain their sense of being valuable through relationships with others
(Hamilton, Edwards, Boehnlein, et al, 1998). Subtle, coercive communi-
cation (New York State Task Force, 1994) can be powerful; some patients
may even experience mention of assisted suicide as suggestion, lack of
therapeutic hope, or an assertion that their life is no longer worthwhile. 

Although PAS is viewed currently as a patient’s autonomous decision
and exercise of personal choice, in reality the balance of power lies with
the physician. The individual’s option to request a physician’s aid in has-
tening death could too easily become a duty to request that aid. Broad le-
galization of physician-assisted suicide and euthanasia would have the
paradoxical effect of making patients seem to be responsible for their own
suffering; rather than being seen primarily as the victims of pain and suf-
fering caused by disease, patients would be seen as having the power to
end their suffering by agreeing to an injection or taking pills, and refus-
ing would mean that living through the pain was the patient’s decision,
the patient’s responsibility (Emanuel 1996, 1997). Furthermore, shifting
the responsibility for the decision to the patient in a covert manner (but
ultimately maintaining the real and symbolic power of the prescription
pad) may also decrease the motivation of caregivers to provide extra care.
In the long run, this further contributes to the ambivalence of the public
towards physicians regarding power, control and responsibility, particu-
larly when there are financial conflicts of interest in continuing care. 

Medical ethics through history 
The clinical choices faced by physicians have become increasingly more
complex because of the development of modern medical technology and
the wider scope of medical activities (Kunstadter, 1980). In traditional
non-Western world cultures, there is an acceptance of mortality, and
death is considered a part of the human condition (Parkes, Laungani &
Young, 1997). Medical healers are viewed with trust and respect, and with
the explicit expectation that the physician will treat illness and preserve
life. In a disturbing number of societies, however, medical knowledge and
procedures have been used specifically and primarily to terminate life. In
each example, medical ethics become relative and partially dependent
upon social and governmental needs at the time. 

For example, Lifton (1986) in his comprehensive description of the
central role of physicians during the Nazi genocide, notes that not only
were physicians acting as technicians in the development and implemen-
tation of lethal injection and euthanasia, but they were also intellectual
and moral leaders in the Nazi state’s medicalization of killing. Psychia-
trists, in particular, were used as gatekeepers in assessing the competency
and quality of life of mentally impaired persons thought to be candidates
for lethal injection; in an ironic twist that chillingly prefigures supposedly
protective safeguards in contemporary proposals for physician-assisted sui-
cide, accuracy of diagnosis and quality assurance were felt to be guaran-
teed by the second opinion of another physician. Any reservations could
be overcome by the convening of a medical committee, that is, by keep-
ing the procedure medicalized. Lifton further notes that state-sanctioned
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euthanasia came to be viewed by layman and physician alike as a form of
“therapy” and became an “ethical” course of action. 

It is important to note that this evolution of thinking in the German
legal and medical community began insidiously as early as 1920 with the
publication of “The Permission to Destroy Life Unworthy of Life” by Karl
Binding, a jurist, and Alfred Hocke, a psychiatrist (Lifton, 1986). The au-
thors professionalized and medicalized the process, describing the doc-
tor’s legal responsibility in “death assistance” of the incurably ill, the
mentally ill and the mentally retarded. Again prefiguring contemporary
laws legalizing PAS, a carefully controlled process was advocated, with ap-
plications for killing evaluated by a three-person panel (a general physi-
cian, a psychiatrist, and a lawyer). A consenting patient would have the
right to withdraw that consent at any time, and there also was an em-
phasis on the legal protection of physicians involved in the killing
process; both of these provisions also are included in the Oregon Death
With Dignity Act approved by Oregon voters in 1994 and 1997. 

Although physician-assisted suicide is viewed
currently as a patient’s autonomous decision and
exercise of personal choice, in reality the balance of
power lies with the physician.

Like PAS and euthanasia, another contemporary example of the
socially-sanctioned inappropriate use of medical technology and exper-
tise is lethal injection of condemned prisoners. Society attempts to ex-
pand executions by cloaking them in a medical aura (Bolsen, 1982); exe-
cutions by lethal injection, carried out in a quasimedical setting, give the
impression that a medical procedure is being administered (Trent, 1986).
In fact the physician is using knowledge and skills attained during med-
ical education and is thus recognized by society as possessing and using
those specific skills that are normally used to sustain and enhance life
(Boehnlein et al, 1995). As with PAS, society uses the medical profession
and the socially sanctioned skills of the profession to legitimize killing to
help solve a social problem and to minimize public expenditure. In fact,
shortly after the Oregon Death With Dignity law was reaffirmed in No-
vember, 1997, the State of Oregon proposed that physician-assisted sui-
cide be added to the list of “medical procedures” covered by the Oregon
Health Plan, the state’s health plan for the poor. The state’s argument in
support of physician-assisted suicide is that “this is a medical procedure
authorized by the voters of Oregon . . . we want to make sure our agen-
cies recognize it as a medical procedure” (O’Neill, 1997). We are, at once,
entering a new era in which acceptable “medical procedures” are absurdly
determined by majority popular vote and revisiting a dangerous ethical
and moral conflict of interest in which the state can hasten the death of
its citizens, particularly the poor, when keeping them alive with a termi-
nal illness may prove too costly. This is an excellent example of how il-
logical and irrelevant it is to label philosophical positions on this issue as
being either “conservative” or “liberal”. A specific political philosophy, in
fact, may influence positions on either side of this complex issue. 
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As with the medicalization of capital punishment in the United
States, the use of the prescription pad or lethal injection to hasten death
in terminally ill patients is an inappropriate use of medical knowledge
and technology, reducing the moral stature of the medical profession in
both symbolic and realistic ways. Physicians are no longer viewed exclu-
sively as healers and as unambivalent patient advocates. It is ironic that
the more advances are made in science, the more there is fear and denial
of the reality of death (Kübler-Ross, 1969). Physicians traditionally have
not been adequately trained in how to talk with dying patients—their
fears, their reflections on the meaning of their lives, their regrets. Because
it is difficult and exhausting work, it may be easier for the doctor, given
the option, to avoid this type of discussion by writing a prescription for
life ending medication. The process of writing a lethal prescription fur-
ther marginalizes and isolates the dying patient, and protects the doctor;
he or she is not required to be there at the time of ingestion and does not
have to witness directly the ultimate consequences of writing the lethal
prescription. It diminishes the responsibility of the physician and the
medical profession to assist the patient in the process of dying. Moreover,
legalizing physician-assisted suicide by oral ingestion of medication legit-
imizes a medical procedure for which there is virtually no research. In
fact, the presumption of an early death easily contributes to an atmo-
sphere in which indirect medical experimentation is permitted without
the usual safeguards that have been instituted in recent decades when
new medical procedures or medications have been developed in clinical
trials. This lack of proper oversight of what is, in reality, an experimental
procedure further contributes to the indignity of the dying individual. 

The role of the psychiatrist 
Of all medical specialists, psychiatrists are the best trained in observing
human behavior and assessing the motivations and consequences of be-
havior. There can be both unconscious and conscious motivations for
any behavior, particularly behavior that has life and death implications.
Transference and countertransference add even more variables to the
complexities of physician-assisted suicide. [Transference is a term for feel-
ings and desires that a patient has toward a therapist; countertransference
refers to the feelings a therapist has toward the patient.]

Transference issues involved in choosing physician-assisted suicide
include the patient’s need to please others or to diminish the suffering of
those they love or respect who are watching them die. The psychiatrist’s
countertransference can be exhibited in a number of ways, including the
desire to exert power and control over death, or unconsciously encourag-
ing the patient’s consideration of PAS in order to relieve the emotional
suffering associated with watching a patient die, although on a conscious
level it would appear that the psychiatrist is facilitating patient autonomy
and relief of suffering. Also, as physicians and psychiatrists, we do not
want to judge ourselves, or be judged by others, as being callous to pa-
tient suffering. On a personal level this would be seen as inhumane, on a
professional level as unethical. Yet, as psychiatrists we are also trained to
be aware of the potential difference between an expressed wish for death
and the underlying wish for interpersonal human contact, comfort and
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support, and the validation that one’s life is valuable despite a decline in
activity level, physical appearance or role performance in family or soci-
ety. And as Bowlby (1973, 1977), Yalom (1980) and others have elo-
quently described, the anticipation or actual experience of abandonment
by others is one of the most painful of all human experiences. 

The use of the prescription pad or lethal injection to
hasten death in terminally ill patients is an
inappropriate use of medical knowledge.

Another issue particularly germaine to the psychiatrist’s role is the ac-
tual assessment of a patient’s judgment and competency to commit sui-
cide. There are absolutely no professional standards to judge competency
for suicide. Moreover, it is particularly ironic that in our education and
training we are carefully taught to assess risk factors for suicide, to screen
for psychiatric problems that may precipitate suicide, and to intervene to
prevent suicide. Not only is this standard ethical psychiatric practice, but
we can be sued if we do not take appropriate steps to screen for, or pre-
vent, suicide. With PAS, the tables are inappropriately turned to the posi-
tion that a physician’s assistance in ending life is judged to be the ethical
course of action; active and intentional enhancement of the dying
process by the physician’s knowledge and skills is judged to be the ap-
propriate “therapy” to relieve illness and suffering. 

The primary focus on patient autonomy in debates promoting PAS
also undermines a more systems view of human behavior and optimal
mental health that finally has become more prominent in psychiatric
theory and treatment in the past two decades. PAS laws that discourage
or prohibit family awareness of choices related to the suicidal act are an
antiquated throwback to theoretical concepts of personal identity, moti-
vation and behavior that conceptualize individuals as living in a vac-
uum, uninfluenced by others and not influencing others. And, as psy-
chiatrists, we are particularly aware of the devastating effect of suicide
upon generations of surviving family members. The suicidal act does not
occur in isolation. 

Implications of cost control
The current debate about the ethics of physician-assisted suicide is occur-
ring at the same time that there are major changes in the way health care
in the United States is being delivered and financed. In the era of man-
aged care, there are increasing incentives for doctors and health care or-
ganizations to limit the amount of medical care that is delivered. These
incentives for cost control have major implications for decisions made by
physicians, along with patients and their families, at the end of life. 

Since comprehensive care for dying patients is not universally avail-
able in the United States, patients and their families can face painful de-
cisions about whether or not one week or one month more of expensive
medical care is truly worthwhile, or whether that money is best spent on
younger surviving generations of the family. In the Netherlands, where
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physician-assisted suicide is widely accepted and practiced, there has
been an erosion of medical standards in the care of terminally ill patients,
and there is inadequate training of physicians in palliative care (Hendin
et al, 1997). 

These decisions raise many subjective considerations about the qual-
ity of individual lives that can be subtly influenced by realistic fears of fi-
nancial ruin or a belief that self-sacrifice will make life easier financially
and emotionally for surviving generations. As mentioned earlier, a right
to die can easily evolve into a duty to die. This decision making process
can be complicated further by the influence of the health care team,
whose unconscious motives may not be completely altruistic when there
may be financial benefits associated with an earlier death hastened by
physician-assisted suicide. Physicians depend on role clarity and clear
boundaries to guide them; adding assisted-suicide to the social role of
physicians insolubly confuses this role clarity. It is ironic that in an era in
which there is greatly increased emphasis on quality assurance in medical
care, proposals for implementing the practice of PAS, with an emphasis
on secretiveness and minimal professional monitoring, go in the opposite
direction. Again, this further marginalizes the dying process and mutes
debate about the role of physicians in society. 

Physician as healer
As I have argued, there are too many historical, social and economic ar-
guments against PAS to allow it as an acceptable and ethical professional
practice. These arguments, throughout diverse cultures and historical
eras, are not exclusively or primarily religious ones, as supporters of PAS
frequently argue. Instead, they are carefully formed perspectives that
have been developed in the major philosophies of the East and West over
millenia, drawing upon social and historical experience. Religion,
whether it is Islam, Judaism, Christianity, Hinduism, or Buddhism, in-
fuses the social fabric of the major cultures of the world, and it is insepa-
rably linked with secular traditions of medicine and healing. To artifi-
cially separate out and criticize certain arguments against PAS as
“religious” is to, more accurately, criticize much of the foundation of
healing traditions of East and West. 

As physicians and psychiatrists, we do not want to
judge ourselves, or be judged by others, as being
callous to patient suffering. On a personal level this
would be seen as inhumane, on a professional level
as unethical.

Actions performed by a physician with the implicit purpose of caus-
ing the death of the patient would alter the trust and longstanding uni-
versal role of the physician as healer. The intent of the physician is vitally
important. Intent is not only a philosophical issue, but it can affect clin-
ical judgment and outcome. When death is even considered as a form of
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“treatment,” then the context of all treatment options is reframed to the
extent that PAS will be progressively considered as an option earlier in
treatment and in a broader range of cases. That the majority of psychia-
trists in the Netherlands endorse PAS for intractable mental disorders
(Groenewoud, et al, 1997) suggests that beliefs about what is permissible
expand as a result of acculturation to changes in social policy (Ganzini &
Lee, 1997). In the Netherlands the persistence of abuse and the violation
of safeguards to protect children and the mentally ill, despite publicity
and condemnation, suggest that the feared consequences of legalization
are exactly its inherent consequences; the future confluence of ethical ar-
guments, accepted medical practice, demographic and budgetary pres-
sures, and a social ethos that views the old and sick as burdens could over-
whelm any barriers against euthanasia even for incompetent patients
(Emanuel, 1997). 

There are too many historical, social and economic
arguments against physician-assisted suicide to allow
it as an acceptable and ethical professional practice.

In order for true ethical decision making to occur in medicine, the
physician needs to be aware continually of how his or her role, as healer
and physician, is defined by society at any given time. When confronted
with contemporary concrete ethical problems, such as physician-assisted
suicide, the physician must be able to draw upon a broadly based intel-
lectual tradition not only in the biological sciences but also in the hu-
manities and social sciences. It is essential for clinicians to have a broad
historical perspective on the development of their profession’s standards
and values in order to deal effectively with current or future ethical dilem-
mas. For contemporary physicians, the challenge is to continue to ex-
plore and critically question the foundations of their personal and pro-
fessional values throughout their career. 

The ethics of PAS will continue to be debated in society for decades
to come. Strongly held, coherent, and persuasive opinions will be ex-
pressed by representatives on all sides of the issue. Yet, my own personal
opinions about PAS continue to be grounded in the historical and social
determinants explained earlier; in the belief that a truly dignified death
does not come at the hand of a physician-healer despite compelling ar-
guments that it is a compassionate act; and finally, my continued belief
that when individuals cannot make conscious, rational, autonomous
choices, their human dignity still is not lessened. 
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33
Access to Physician-Assisted

Suicide Is an 
Unalienable Right

Andrew Lewis

Andrew Lewis hosts his own radio show and sits on the board of con-
tributors of the Intellectual Activist, a monthly review of current events
and books.

The U.S. Constitution protects an individual’s right to decide how
to live and how to die. Consequently, those who seek to make
physician-assisted suicide legal or illegal ignore the implicit con-
stitutionality of this right. Republicans who oppose physician-
assisted suicide want the federal government to violate the Con-
stitution by making physician-assisted suicide illegal. Even
Democratic supporters of physician-assisted suicide deny its im-
plicit constitutionality by encouraging the government to regu-
late its practice.

In 1994, 51% of Oregon’s voters supported the “Death with Dignity
Act,” and 60% reaffirmed it in 1997. The law recognized the right of ter-

minally ill patients to end their suffering legally and painlessly by allow-
ing a doctor to prescribe a lethal dose of medication upon request. Two
doctors must deem the patient—who must be an adult—to be terminally
ill and mentally competent, he must be informed of all options for alle-
viating his suffering, and the doctor must observe a 15-day waiting period
between the decision and the prescription. In 1998, the first full year of
the law’s operation, 15 people used the law to end their lives by lethal
prescription. A further six were recognized as eligible but died from their
illnesses before they could take the medication. In 1999, approximately
20 people ended their lives with a physician’s assistance.

Now, however, the Oregon law—and the right to assisted suicide—is
under attack by religious conservatives. While the battlefield is Oregon’s
law and the right to die, the real war is over the right to live.

The Supreme Court has failed to acknowledge a constitutional right to

From “The Right to Die and the Right to Live,” by Andrew Lewis, Intellectual Activist, January
2000. Copyright © 2000 by The Intellectual Activist Publications, Inc. Reprinted with permission.

36

AI Physician-Asst. Suicide INT  1/7/02  3:18 PM  Page 36



medically-assisted suicide. In the same year that Oregonians reaffirmed
their support for the Death with Dignity Act, the Court abstained from its
responsibility and deemed the issue a matter for individual states to decide.

To circumvent Oregon’s law and the Supreme Court’s buck-passing,
the House of Representatives voted in November 1999 to amend the 1970
Federal Controlled Substances Act to prohibit the use of drugs for anything
other than palliative care, i.e., pain relief. Republicans, usually staunch ad-
vocates of “states’ rights” against federal power, surrendered their own po-
litical principles to their religious prejudice against assisted suicide.

Your right to control your own life . . . is yours your
entire adult life, up to and including the time and
manner of your death.

The “Pain Relief Promotion Act” effectively places federal drug agents
in the treatment room to monitor doctors’ activities. Pain-relieving drugs,
such as morphine, have multiple uses and effects. While they alleviate
pain, they can also hasten death. Highly trained doctors who know the
effects of such drugs and can prescribe them appropriately—whatever
their intent—will now be second-guessed by federal police agents who
will have the authority to determine what the physician’s purpose was. If
one of these medical cops deems that a doctor has prescribed a drug “for
the purpose of causing death,” that doctor faces up to 20 years in jail.

(The bill’s passage through the Senate is uncertain. Debate has
been postponed until the spring of 2000, where it will be opposed,
chiefly by Oregon senator Ron Wyden. President Bill Clinton is gener-
ally opposed to physician-assisted suicide but has yet to make a state-
ment about this legislation.)*

More important, the new law directly violates a basic freedom which
is, in fact, neither a matter for the Supreme Court to leave in the hands
of the states nor for the states to leave up to the voters. As the right to
abortion follows from the basic principle of individual rights, so too does
the right to end one’s own life, and the right to request assistance in end-
ing it. The central issue is not the right to end your life, but the right to
live and enjoy it.

The right to assisted suicide
The principle of individual rights means the right to direct the course of
your entire life, to take those actions that you judge necessary for your life
and happiness. The rights to life, liberty, and the pursuit of happiness are
inseparable. They mean the right to live for the sake of your values and
your enjoyment of them. If you determine that it is no longer possible to
achieve your values, that all you face is misery, no one may force you to
act in defiance of that judgment. Your right to control your own life, to set
the terms of your own existence, is yours your entire adult life, up to and
including the time and manner of your death.
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To concretize the meaning of this right, let us examine one actual
case. Early in 1999 Patrick, a 43-year-old craftsman almost completely
paralyzed from Lou Gehrig’s disease, strapped a computer mouse to his
foot and tapped out a goodbye note—the only means left to him to com-
municate with others. He printed the note for his parents, paid his fu-
neral expenses, then retreated to his trailer and, with the aide of his
brother-in-law, swallowed a chocolate drink laced with 90 capsules of
doctor-prescribed barbiturates to end his own life.

The right to physician-assisted suicide is an
inalienable, individual right, which should be
recognized throughout the country.

What would be the point of denying Patrick the right to pursue this
option? The only end that can be achieved would be to force him to suf-
fer through an existence that has become hateful to him. Yet that is pre-
cisely what opponents of the right to die want to do.

In essence, opponents of assisted suicide believe that the individual has
no rights at all—that rights are no more than a permit issued by a reluctant
God or forbearing state which maintains ultimate sanction over the indi-
vidual’s life and death. Life, they hold, is a duty to be endured at the price
of any suffering, and the greater the suffering the greater the glory.

Drawing inspiration from the Bible (“He that loveth his life shall lose
it, and he that hateth his life in this world shall keep it unto life eter-
nal.”1) and from [philosopher] Immanuel Kant (“. . . if adversity and
hopeless sorrow have completely taken away the relish for life; if the un-
fortunate one, strong in mind, indignant at his fate rather than despon-
dent or dejected, wishes for death, and yet preserves his life without lov-
ing it—not from inclination or fear, but from duty—then his [action] has
a moral worth.”2), they wish to make life a living hell of unchosen obli-
gations and servitude. Just as they would impose on every woman the
prospect of a lifelong burden of parenthood (by outlawing abortion), so
they seek to impose on the terminally ill a burden of senseless suffering.

Tragically, however, the same basic philosophic premise is shared by
assisted suicide’s leading supporters.

By and large, these supporters are modern liberals—pragmatic socialists
—who claim your life belongs to the state, not to God. They believe they
have the right to tax you to death in the first place, but they will then al-
low you to appeal to special circumstances and pity to make only one cru-
cial choice on your own terms. This relativistic standard leaves the state
with total control over how (and when) you may live and is no protec-
tion at all for the right to die they claim to uphold.

Whatever the rationalization, it is against free will, independence,
and happiness that the opponents and supporters are united. Individuals
such as Patrick are solemnly condemned to a life of suffering without
hope or reason for living.

In every decision of a man’s life, he must be free to follow his own
moral convictions. Choosing the manner of his death is merely an ex-
tension of his right to determine the course of his life. Oregonians recog-
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nized this principle and acted courageously to affirm it. The right to
physician-assisted suicide is an inalienable, individual right, which
should be recognized throughout the country, not merely because it is
consistent with the principles stated in the Constitution, but because it is
an inescapable expression of liberty.

The right to the pursuit of happiness, so carefully worded by Thomas
Jefferson and the Founding Fathers, means the right to set the goals and
terms of your own existence. Recognizing the right of Patrick and many
others to end their own lives means more than respecting their autonomy;
it means affirming the right of each man to pursue his own happiness.
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44
Physician-Assisted Suicide
Should Not Be Legalized

Wesley J. Smith

Wesley J. Smith is an attorney for the International Anti-Euthanasia
Task Force. He is the author of Culture of Death: The Destruction of
Medical Ethics in America.

The experience of Oregon and the Netherlands, where assisted sui-
cide is legal, reveals that legalizing suicide is a mistake. Once the
practice is made legal, some physicians circumvent guidelines de-
signed to protect vulnerable patients, while some patients search
for a doctor who will issue a prescription for a lethal dose of med-
ication. In addition, pressure to cut medical costs threatens to
make assisted suicide more common as an alternative to pro-
longed medical care.

In November 1999, Congress took up the issues of pain control and
physician-assisted suicide, with the House voting 271–156 to pass the

Pain Relief Promotion Act. The legislation, if passed, would improve pain
control while deterring physician-assisted suicide. Doctors who prescribe
lethal drugs for the purpose of killing their terminally ill patients would be
subject to losing their federal licenses to prescribe. [This bill did not pass.]

On the floor of the House and in comments to media, supporters of
the bill referred specifically to the example of Oregon, where assisted sui-
cide is legal. They were right to do so. Oregon’s assisted suicide law con-
tinues to demonstrate that permitting doctors to help kill patients is bad
medicine and even worse public policy. 

The most recent assisted suicide in Oregon is a case in point. On Oc-
tober 17, 1999, the Oregonian published an account of one patient who
committed suicide with the assistance of medical professionals. The pa-
tient’s family had provided the newspaper with the details of the assisted
killing, unintentionally showing how Oregon’s law endangers those who
are the least capable of defending themselves.

Kate Cheney, age 85, was diagnosed with terminal cancer and wanted
assisted suicide, but there was a problem. She may have had dementia,

From “Suicide Unlimited in Oregon: The Result of Legalizing Physician-Assisted Suicide Is Bad
Medicine and Bad Policy,” by Wesley J. Smith, The Weekly Standard, November 8, 1999. Copyright
© 1999 by The Weekly Standard. Reprinted with permission.
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which raised questions of mental competence. So, rather than prescribe
lethal drugs, her doctor referred her to a psychiatrist, as required by law. 

Cheney was accompanied to the consultation by her daughter, Erika
Goldstein. The psychiatrist found that Cheney had a loss of short-term
memory. Even more worrisome, it appeared that her daughter had more
of a vested interest in Cheney’s assisted suicide than did Cheney herself.
The psychiatrist wrote in his report that while the assisted suicide seemed
consistent with Cheney’s values, “she does not seem to be explicitly
pushing for this.” He also determined that she did not have the “very
high capacity required to weigh options about assisted suicide.” Accord-
ingly, he nixed the assisted suicide.

Advocates of legalization might, at this point, smile happily and point
out that such refusals are part of the way the law operates. But that isn’t
the end of Kate Cheney’s story. According to the Oregonian, Cheney ap-
peared to accept the psychiatrist’s verdict, but her daughter did not. Gold-
stein viewed the guidelines protecting her mother’s life as obstacles, a
“road-block” to Cheney’s right to die. So, she shopped for another doctor.

Oregon’s assisted suicide law continues to
demonstrate that permitting doctors to help kill
patients is bad medicine and even worse public
policy.

Goldstein’s demand for a second opinion was acceded to by Kaiser
Permanente, Cheney’s HMO. This time a clinical psychologist rather than
an MD-psychiatrist examined her. Like the first doctor, the psychologist
found Cheney had memory problems. For example, she could not recall
when she had been diagnosed with terminal cancer. The psychologist
also worried about familial pressure, writing that Cheney’s decision to die
“may be influenced by her family’s wishes.” Still, despite these reserva-
tions, the psychologist determined that Cheney was competent to kill
herself and approved the writing of the lethal prescription. 

The final decision was left to an ethicist/administrator who works for
Kaiser named Robert Richardson. Dr. Richardson interviewed Cheney,
who told him she wanted the pills not because she was in irremediable
pain but because she feared not being able to attend to her personal hy-
giene. After the interview, satisfied that she was competent, Richardson
gave the okay for the assisted killing. 

Cheney did not take the pills right away. At one point, she asked to
die when her daughter had to help her shower after an accident with her
colostomy bag, but she quickly changed her mind. Then, Cheney went
into a nursing home for a week so that her family could have some respite
from care giving. The time in the nursing home seemed to have pushed
Cheney into wanting immediate death. As soon as she returned home,
she declared her desire to take the pills. After grandchildren were called
to say their goodbyes, Cheney took the poison. She died with her daugh-
ter at her side, telling her what a courageous woman she was. 

This sad story illustrates many profound and unsettling truths about
assisted suicide: 
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Protective guidelines don’t protect. Once the legal view of killing is
shifted from automatically bad to possibly good, it becomes virtually im-
possible to restrict physician-assisted suicide to the very narrow range of
patients for whom proponents claim it is reserved. The “protective guide-
lines” allegedly designed to guard the lives of vulnerable people soon be-
come scorned as obstacles to be circumvented. And so, eligibility for
physician-assisted suicide steadily expands to permit the killing of in-
creasing categories of ill and disabled patients. Thus, an act that is sup-
posed to be “rare” is likely to become more common. And what was seen
as a last resort, something that might be considered if palliative treatment
failed, becomes an alternative to treatment. 

The Dutch law is a failure
This has certainly happened in the Netherlands, where euthanasia has
been permitted since 1973. The Dutch law, in fact, contains much
stronger guidelines than Oregon’s, yet these protections have long ceased
to be of any practical use and are routinely ignored with impunity. Thus,
in the Netherlands, not only are terminally ill patients who ask for eu-
thanasia killed by doctors, but so are chronically ill patients, and de-
pressed patients who have no disease. Babies born with disabilities are
also killed at the request of parents who allege their children are inca-
pable of a “livable life.” 

According to repeated reports on Dutch euthanasia, at least 1,000 pa-
tients are killed each year who did not ask to die. At the same time, 59
percent of the doctors who kill patients fail to report them as required by
the guidelines. One recent study of the Dutch experience puts the matter
grimly, saying physician-assisted suicide is “beyond effective control.” 

The same pattern is already developing in Oregon, where assisted sui-
cide has only been permitted legally for two years. Rather than being
strictly reserved for the rare case of irremediable pain, as Oregon voters
were told it would be when they legalized the practice, it turns out that
none of the patients reported to have undergone assisted suicide were in
untreatable agony. Most, like Kate Cheney, were worried about being a
burden and requiring assistance with the tasks of daily living. That is a se-
rious problem to be sure, but one which experts on treating dying people
are adept at relieving. 

According to repeated reports on Dutch euthanasia,
at least 1,000 patients are killed each year who did
not ask to die.

Doctor-shopping becomes the key to obtaining death. A major selling point
of assisted-suicide advocacy is that close personal relationships between
doctors and patients will prevent “wrongly decided” assisted suicides. But
Oregon proves the utter emptiness of this promise. Kate Cheney and her
family were not deterred in the least by a psychiatrist’s refusal to approve
her self-poisoning. They simply went to another doctor. 

Cheney’s family wasn’t so much looking for a medical opinion as an
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opinion that confirmed what they had already decided. This is reminis-
cent of the Woody Allen line from the movie, Manhattan. When Allen’s
character bemoans his marriage breaking up, a friend reminds him that
his psychiatrist warned him that his soon-to-be ex-wife would be big trou-
ble. Allen smiles ruefully and says, “Yeah, but she was so pretty, I got an-
other psychiatrist.” 

Cheney’s case is not the only example from Oregon in which doctor-
shopping has hastened death. As reported in newspapers and bioethics
journals, the first woman known to have legally committed assisted-
suicide in Oregon went to her own doctor when her breast cancer pre-
vented her from doing aerobics and gardening. When he refused to help
kill her, she consulted a second doctor. This physician also refused to help
kill her, diagnosing her as depressed. So, she went to an assisted suicide
advocacy group. After speaking on the phone with her, the group’s med-
ical director referred her to a “death doctor” who was known to the group
for being willing to issue lethal prescriptions. She died a mere two and a
half weeks later from the poison pills. 

Physician-assisted suicide is not good medicine
According to the New England Journal of Medicine, at least five other people
who died by assisted suicide in Oregon in 1998 went to multiple physi-
cians before finding one willing to help kill them. The length of time be-
tween meeting with the prescribing doctor and death in at least a few
cases was 15 days—the exact waiting period required by law. Legalizing
assisted suicide thus distorts medical care for patients near the end of
their lives. 

Primary care physicians who would prefer treating a patient who
wants to be killed are jettisoned in favor of doctors with an ideological
predisposition toward assisted suicide. Moreover, physician-assisted sui-
cide means doctors who refuse to “assist” are subject to emotional black-
mail. Patients can simply tell their physicians: Either you give me the pills
or I go to a doctor who will. 

Death doctors are a malevolent twist on the draft doctors of the Viet-
nam war era who kept young men from being inducted by finding phys-
ical anomalies to obtain medical deferment for their “patients.” But no
one pretended that draft doctors were practicing medicine. They were en-
gaged in politics, pure and simple. The same phenomenon is now hap-
pening in Oregon, only instead of trying to save lives, death doctors ideo-
logically support the taking of life. This means that even the most secure
and long-lasting doctor-patient relationships provide zero protection
against assisted suicide. 

A lethal part of the mix
HMOs are a lethal part of the mix. One awful truth about assisted suicide
is that it will be performed in the context of managed care where profits
are made from cutting costs. In Kate Cheney’s case, the final authority
was a Kaiser HMO medical ethicist. This raises the appearance, if not the
actuality, of a terrible conflict of interest. The poison that killed Cheney
cost Kaiser approximately $40. It could have cost the HMO $40,000 to
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care for her properly until her natural death. The potential for econom-
ically driven death decisions is too obvious to be denied and is likely to
become more pronounced as people become desensitized to doctors’ act-
ing as killers. The same can be said about government-financed health
care. Oregon Medicaid, which rations health care to the poor, pays for
assisted suicide. 

Oregon illustrates the danger of redefining killing as a medical act.
Yet, despite the warning signs, advocates continue to press legalization
throughout the nation. Several states, including California, have legisla-
tion pending, while Maine voters faced a legalization initiative in No-
vember 2000. The only question is whether we will respond to terminal
illness with better medical care, in which case the House vote is a positive
sign, or ignore the horrors of the Netherlands and Oregon and step in-
tentionally off of the ethical cliff.
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55
Society Favors the

Legalization of Physician-
Assisted Suicide

Faye Girsh

Faye Girsh is executive director of the Hemlock Society USA, a right-to-
die organization based in Denver, Colorado.

There is more interest than ever before in the right of terminally
ill patients to end their own lives. Medical science has come a long
way in eradicating diseases that kill, so more people are living
longer and are not dying suddenly. Therefore, patients are often
in great pain and discomfort. For this reason they need to have
the option to hasten their own death.

While Americans consider themselves free to live the lives they
choose, most don’t realize that this freedom ends when it comes to

selecting a peaceful death over a life filled with unbearable pain and suf-
fering. Euthanasia advocate Jack Kevorkian’s conviction of second-degree
murder for assisting in the nationally televised suicide of terminally ill
Thomas Youk has shown that, despite achieving great legal successes over
the last 25 years, Americans have a long way to go in securing the free-
dom to die with dignity when confronted by terminal illness. 

Interest in the right-to-die issue has become increasingly important as
people are now enjoying longer, healthier lives than at any time in his-
tory. Diseases that kill suddenly and prematurely have been virtually
wiped out in developed countries. What are left are conditions that often
result in lingering, agonizing declines—cancer, stroke, Parkinson’s dis-
ease, and amyotrophic lateral sclerosis (Lou Gehrig’s disease), to name a
few. Ninety percent of the people who die each year are victims of pro-
longed illnesses or have experienced a predictable and steady decline due
to heart disease, diabetes, or Alzheimer’s disease. 

Medicine can keep people alive with artificial organs, transplants,
and machines—even artificial food and water—rather than allowing a

From “Death with Dignity: Choices and Challenges,” by Faye Girsh, USA Today, March 2000.
Copyright © 2000 by USA Today Magazine. Reprinted with permission of the Society for the
Advancement of Education.
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terminally ill patient a quick death through pneumonia or organ fail-
ure. Modern medicine often does more than prolong living—it actually
extends dying. 

A study of dying patients in five major medical centers revealed that
59% would have preferred to receive just care to make them more com-
fortable, instead of the aggressive treatment they got. Another study sur-
veyed Canadian patients who identified five areas of importance at the
end of life: receiving adequate pain and symptom management; avoiding
prolonged dying; achieving a sense of control; relieving the burden on
loved ones; and strengthening relationships with people. 

A big advancement in caring for terminally ill patients has come with
the growth in hospice care, which started with one facility in 1974 and
has grown to almost 3,000 nationwide, making it accessible to most
Americans. Hospice care is designed to control pain and provide physical
and spiritual comfort to those who are dying. It neither prolongs nor has-
tens death. While hospices have dramatically improved end-of-life care,
there remains a serious gap between the choices people want at the end
of their lives and what they are now permitted. 

Patients’ rights at the end of their lives take two forms—the right to
refuse medical treatment when faced with inevitable death and the right
to secure a doctor’s help in ending suffering at the end of life. It took the
deaths of two young women—Karen Ann Quinlan and Nancy Cruzan—
to give every American the right to make medical decisions in advance.
Both had gone into irreversible comas following accidents and, after
lengthy legal battles, their parents received permission from the courts to
disconnect their daughters’ life support. 

In Cruzan’s case, which took place 14 years after Quinlan’s, the
Supreme Court ruled that every American has the right to refuse un-
wanted medical treatment for any reason, even if it leads to death. This
includes the right to refuse food and fluids. Justice William Brennan
wrote, “Dying is personal. And it is profound. For many, the thought of
an ignoble end, steeped in decay, is abhorrent. A quiet, proud death,
bodily integrity intact, is a matter of extreme consequence.”

Physician-assisted suicide is legal in Oregon
Physician-assisted dying is legal today only in Oregon, where voters le-
galized the practice in 1994 and again in 1997. During the first year, 23
patients obtained medication from their doctors, but just 15 used it to
end their lives. Six others died natural deaths, and two were still living
when the study was completed. This shows that people want to know
they have a choice, but not all will take advantage of it. Under the provi-
sions of the Oregon Death with Dignity Act:

• The request must come voluntarily from a mentally competent, ter-
minally ill, adult resident of Oregon. 

• Two physicians must examine the patient to confirm the diagnosis
and prognosis. 

• A mental health professional must be consulted if either doctor has
a question about mental competence, depression, or coercion. 

• All other alternatives must be presented and explained to the patient. 
• The patient must make witnessed requests orally and in writing. 
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• After a 15-day waiting period, the patient receives a physician’s pre-
scription for a lethal dose of medication, which can be filled following a
two-day waiting period. 

• All prescriptions under the Death with Dignity law must be re-
ported to the state health department. 

• The patient is then free to take the medication when and if he or
she wishes. Family, friends, and a doctor may be present. 

Thanks to the laws allowing patients to refuse medical treatment and
the growing availability of hospice care, we have more control over how
we die. The changes happened because people demanded better care and
more options at the end of life. These progressive measures were opposed
at first because of the fear of abuse. Naysayers predicted that giving indi-
viduals the choice to live or die would lead to a cheapening of human life.
Now, though, they don’t have to have treatment they don’t want and can
rely on someone they select to speak for them when they can’t. They can
refuse additional treatment, opt for hospice care, and hasten their death
by refusing food and water. These choices work to give the terminally ill
more control, but they still haven’t gone far enough. 

In a survey of 30,000 Americans over the age of 55,
65% said that people with a terminal illness should
have a legal right to hasten their death with a
doctor’s assistance.

In a survey of 30,000 Americans over the age of 55, 65% said that
people with a terminal illness should have a legal right to hasten their
death with a doctor’s assistance. Carol Poenisch, the adult daughter of a
woman with Lou Gehrig’s disease who ended her life with the help of
Kevorkian, described her mother’s condition in the New England Journal
of Medicine. Her mother could not speak, support her head, or swallow.
Extreme weakness meant she required help to do everything. When she
discovered that Kevorkian could help her die, she made that choice. Ac-
cording to her daughter, “She was much more at ease with her illness and
her death than I. She was much braver about it, and she was calm.” Her
mother’s decision was not unusual for people suffering from this debili-
tating disorder—56% of patients with Lou Gehrig’s disease say they
would consider making the same choice. 

After three operations for lung cancer, a 62-year-old woman could
hardly breathe and suffered suffocating chest pain. Although hospice
care helped with her symptoms, she was ready to die. She contacted the
Hemlock Society, which provides information and support for a peace-
ful death. Through the Caring Friends program, a trained volunteer
worked with her and her husband to ensure that she had exhausted all
the alternatives, that she knew the right way to end her life, and that a
medical professional was in attendance when she died. The woman
found a compassionate physician who, risking his license and liberty,
supplied her with the right amount of lethal medication. She died peace-
fully, in the company of her husband, best friend, and a Caring Friends
volunteer. Because this woman lived in a state where assisting a death is
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illegal, everyone involved, including the Hemlock Society, could have
been subject to prosecution.

The role of doctors
Why is it necessary to involve doctors? Why can’t people just kill them-
selves? In this country, suicide is not a crime. However, suicide, as it tra-
ditionally is thought of, involves violence, uncertainty, and pain for the
family. Some terminally ill people end their lives while they can, often
prematurely, fearing there will be no way to do it if they wait too long.
Without the reassurance that someone would be there to help, people of-
ten commit suicide violently and use the wrong methods, which can
traumatize their loved ones in the process. 

Austin Bastable, a Canadian man with multiple sclerosis, who died
with the help of Kevorkian, said, “Knowing that such dedicated people
exist, I could afford to live longer than I originally had planned—because
I knew that I no longer had to rely solely upon my limited abilities to end
my life.” Those with terminal illnesses should be able to die peacefully,
gently, quickly, and with certainty—in the arms of people they love. This
requires medical assistance. 

Let’s consider a typical case, that of Rose, an 82-year-old woman with
terminal pancreatic cancer. She has made peace with her dying and re-
ceives care at home from a hospice nurse. She is on a morphine pump to
control her pain, although she dislikes being sedated. Weak, tired, and
nauseated, she knows the end is near and begs for a quick, peaceful death.
Her children want to help her, but, because aiding her to die is against the
law, they can only watch while she suffers. 

Many people, like Rose’s children, have cared for a loved one who
wants to die, but cannot get the assistance to make it happen. Asking
someone for help to die, or being asked to help, is not only emotionally
difficult, it could lead to breaking the law. 

This tortuous situation occurs every day. If she were hooked up to
some kind of treatment, Rose could legally and easily request that it be
stopped and she could die, but she isn’t. So her children must stand by
when their mother is begging them to help her die, and they have to con-
tinue to watch her suffer. 

Except in Oregon, the law does not allow the family to work with a
terminally ill patient’s doctor to help end his or her suffering. Some
physicians in other states break the law and provide assistance; some fam-
ily members try to help, but don’t know how, and the attempt fails trag-
ically. The patient and the family should be able to discuss their end-of-
life choices with their doctor and explore all other alternatives, but be
able to know there will be aid in dying if the situation is hopeless and the
request persistent. 

Patients can make decisions about treatment
Each of us needs to make plans to ensure that the end of life remains in
our control. Just as we write wills to dispose of our worldly goods, we can
make decisions about what medical treatment is acceptable and what is
not. You can write a living will, which says you do not want drastic mea-
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sures taken if you have no hope for recovery. You can choose a person to
make your health care decisions if you are unable to. (This is called the
Durable Power of Attorney for Health Care or Health Care Proxy.) That
individual should be someone you trust, who knows what you want, and
will fight for your rights. 

Except in Oregon, the law does not allow the family
to work with a terminally ill patient’s doctor to help
end his or her suffering.

If you agree that physician aid in dying should also be a choice for
terminally ill, mentally competent adults who request it, there are things
you can do:

• Join an advocacy organization, such as the Hemlock Society, that
supports legal change. 

• Tell your state and national representatives how you feel. 
• Vote if there is an initiative in your state. 
• Discuss the issue with your family, doctor, and spiritual advisor. 
How you die should be your choice. As poet Archibald MacLeish said,

“Freedom is the right to choose: the right to create for yourself the alter-
native of choice. Without the possibility of choice and the exercise of
choice, a man is not a man but a member, an instrument, a thing.” 

Chronology of right-to-die milestones
1974—First American hospice is founded in Connecticut. 

1976—The New Jersey Supreme Court grants the parents of Karen
Ann Quinlan permission to remove her from a ventilator after she has
been in a coma for a year. She died 10 years later at age 31, having been
in a persistent vegetative state, but able to breathe on her own. 

1976—The first living will law is passed in California, permitting a
person to sign a declaration stating that, if there were no hope of recov-
ery, no heroic measures would be taken to prolong life. Living wills are
now available in every state. 

1980—The Hemlock Society is formed to advocate for physician-
assisted dying for terminally ill, mentally competent adults who request
it as one option in the continuum of care. 

1983—The first Durable Power of Attorney law is passed in California.
It permits an advance directive to be made, describing the kind of health
care that would be wanted when facing death and designating a proxy to
speak for the person. This provision is now available in every state. 

1990—The Supreme Court rules that the parents of Nancy Cruzan, a
32-year-old woman who has been unconscious since a 1983 car accident,
cannot remove her feeding tube and let her die. Because this young
woman had not completed a living will, no clear and convincing evi-
dence of her wishes existed. When additional evidence of her wishes was
later presented, her parents received permission to remove her from life
support and she died later that year. The Court did rule, however, that
every American could refuse unwanted medical treatment, including food
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and water, and that each person could appoint a proxy to make health
care decisions if he or she could not. 

1990—Jack Kevorkian, a retired pathologist, uses his suicide machine
to help Janet Adkins, a 54-year-old woman with Alzheimer’s disease, end
her life at her request. 

1991—Congress passes the Patient Self-Determination Act, requiring
all Federally funded health care facilities to explain to patients, on ad-
mission, that they have the right to complete an advance directive. 

1991—Timothy Quill, a primary care physician, publishes an article
in the New England Journal of Medicine describing how he had prescribed
a lethal dose of sedatives to end the life of a young woman whose suffer-
ing from leukemia had become unbearable. 

1991—Derek Humphry’s book, Final Exit: The Practicalities of Self De-
liverance and Assisted Suicide for the Dying, appears on The New York Times
best seller list for 18 weeks. It has since been translated into 14 languages. 

1994—The people of Oregon vote to legalize physician-assisted dy-
ing. State courts delayed passage of the law for three years. 

1996—The 2nd and 9th U.S. Circuit Courts of Appeals rule that there
is a constitutional right under the 14th Amendment for a terminally ill
person to receive help in dying from a doctor. 

1996–97—Kevorkian is charged with murder in five cases of physician-
assisted suicide and acquitted in each. 

1997—The Supreme Court overturns both 1996 circuit court deci-
sions, ruling that it is up to the states to enact laws regarding medically
assisted death. 

1997—The voters of Oregon reaffirm their support for the Death with
Dignity Act by a 60% majority, and the law goes into effect. 

1998—Kevorkian administers a lethal injection to Thomas Youk, a
52-year-old man with Lou Gehrig’s disease, on national television. 

1999—Kevorkian is convicted of second-degree murder for Youk’s
death and sentenced to 10 to 20 years in prison. 

1999—A report in the New England Journal of Medicine reveals that 23
terminally ill patients received lethal medication under the Oregon Death
with Dignity Act in 1998; 15 took the medication and died peacefully. 

1999—Rep. Henry Hyde (R.-Ill.) and Sen. Don Nickles (R.-Okla.) co-
sponsor the Pain Relief Promotion Act, a bill that would prevent doctors
from using Federally regulated drugs to help patients die. The bill, which
passed the House of Representatives in October 1999 and reached the Sen-
ate in 2000, would override the Oregon law allowing physician-assisted
suicide. [The bill did not pass.]

1999—The American Medical Association, at the request of the Ore-
gon Medical Association, allows its House of Delegates to reconsider the
AMA’s position on the Pain Relief Promotion Act. The AMA House of Del-
egates decided to continue to back the bill, but withdrew its support of
the enforcement provisions in the act.
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66
Society Does Not Support

the Legalization of
Physician-Assisted Suicide

Ezekiel J. Emanuel

Ezekiel J. Emanuel is an oncologist and chief of the department of clin-
ical bioethics at the Clinical Center of the National Institutes of Health.

Public opinion is shifting against physician-assisted suicide. Soci-
ety does not support the legalization of acts that end the lives of
terminally ill patients. Modern medicine has made great advances
in the fields of pain management and end-of-life care, making
physician-assisted suicide and euthanasia unnecessary. Conse-
quently, proponents of physician-assisted suicide and euthanasia
may be part of a dead movement.

Jack Kevorkian’s luck has finally run out. After three previous acquittals,
the poster boy for euthanasia was convicted of second-degree murder

on March 26, 1999, and sentenced to ten to 25 years in prison. “You had
the audacity to go on national television, show the world what you did,
and dare the prosecution to stop you,” Judge Jessica Cooper told Dr.
Death. “Well, sir, consider yourself stopped.” 

Stopping Kevorkian, of course, isn’t the same thing as stopping eu-
thanasia and physician-assisted suicide, but his downfall is emblematic of
a larger consensus developing against these practices. In the courts, in
state legislatures, in public opinion polls, and in the medical community,
advocates for euthanasia and assisted suicide are losing the legal and po-
litical battle. Indeed, as Americans look more closely at the consequences
of euthanasia and assisted suicide—and as physicians develop better ways
to care for the dying—it’s the argument for these practices that may soon
be put out of its misery.

The argument is an old one. In modern times, it was first articulated
by Samuel Williams, in an 1870 speech before the Birmingham (England)
Speculative Club. “In all cases of hopeless and painful illness,” he said, “it
should be the recognized duty of the medical attendant, whenever so de-

From “Death’s Door,” by Ezekiel J. Emanuel, The New Republic, May 17, 1999. Copyright © 1999
by The New Republic, Inc. Reprinted with permission.
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sired by the patient, to administer chloroform . . . so as to destroy con-
sciousness at once, and put the sufferer to a quick and painless death.”
Williams’s speech caused a political and medical uproar in Great Britain,
and, before long, the debate had landed on American shores. In 1905,
“An Act Concerning Administration of Drugs, etc. to Mortally Injured
and Diseased Persons”—a bill to legalize euthanasia—was introduced in
the Ohio legislature and hotly discussed across the country. 

Ultimately, though, the legislature rejected the bill 79 to 23. Interest
among Americans gradually waned—the issue becoming, in the words of
the Journal of American Medicine, “like a recurring decimal.” It wasn’t un-
til about ten years ago, thanks to Kevorkian’s antics and, more substan-
tively, to a pair of articles in the Journal of the American Medical Association
and the New England Journal of Medicine, that the issue resurfaced nation-
ally. Initial legalization attempts were for both euthanasia and physician-
assisted suicide. More recent efforts have been geared primarily toward le-
galizing assisted suicide, although in practice the distinction is dubious. 

The tide began to shift against the assisted-suicide movement in
1997, when the Supreme Court unanimously ruled against a constitu-
tional right to assisted suicide or euthanasia; Florida’s Supreme Court did
the same thing weeks later. At the level of state politics, 70 percent of
Michigan voters opposed a 1998 referendum to legalize assisted suicide.
Although many states have considered bills to legalize euthanasia or
physician-assisted suicide, few bills have made it out of committee, and
none has passed a legislative body. Moreover, since the U.S. Supreme
Court ruling, three states have passed laws specifically criminalizing
physician-assisted suicide, thus joining the 35 states that already had
such statutes. 

While conventional wisdom holds that most Americans support the
legalization of euthanasia and physician-assisted suicide, slight changes
in wording and emphasis can elicit contradictory responses. For instance,
while a majority of adults may favor allowing doctors “by law to assist the
patient to commit suicide if the patient requests it,” less than half agree
with the idea that “it should be legal for a doctor to help a terminally ill
patient commit suicide.” Patients and their families have begun to realize
that there may be more to a “good death” than speed and physical com-
fort. People often need time to say good-bye to family and friends, take
care of practical things, or attend to spiritual matters. Also, key segments
of the population—the elderly, the religious, African Americans, and
women—are strongly opposed to legalization. 

Support of the medical profession is in decline
Support for euthanasia and assisted suicide has declined rapidly among
those who must administer it. In 1994, a research group I headed con-
ducted a poll among oncologists and found that 46 percent supported
physician-assisted suicide for a terminally ill cancer patient with un-
remitting pain; 23 percent supported euthanasia. A repeat national sur-
vey of oncologists I headed in 1998 showed that support for physician-
assisted suicide in the same circumstance had declined by half, to 22
percent; support for euthanasia had declined even more, to a mere six
percent of cancer doctors. 
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Increasingly, the medical profession is looking for ways to improve
care for the dying rather than accede to assisted suicide. The Institute of
Medicine released a major study on dying in America with numerous rec-
ommendations on how it could be improved, and the National Institutes
of Health has designated millions of dollars for research on improve-
ments. The American Medical Association has developed a comprehen-
sive curriculum—Education for Physicians on End-of-Life Care—on car-
ing for dying patients. Similarly, medical schools are beginning to
enhance their teaching of pain management and end-of-life care.

In the courts, in state legislatures, in public opinion
polls, and in the medical community, advocates for
euthanasia and assisted suicide are losing the legal
and political battle.

Another force behind the shift may be the movement itself, or at least
elements of it. Kevorkian’s made-for-TV euthanasia of Thomas Youk
highlighted some of the major arguments against euthanasia—namely,
that euthanasia may be used as a replacement for palliative care rather
than as a “last ditch” treatment and that patients may be pressured into
ending their lives. Youk, who suffered from Lou Gehrig’s disease, was ex-
periencing no pain but worried about caring for himself and burdening his
family. Kevorkian did absolutely nothing to be sure that Youk received ap-
propriate alternatives—like home care or a psychiatric evaluation—before
he went for the lethal needle. Then there was the fact that, when Youk
evinced some hesitation about going ahead with the injection, the video
was interrupted. While we do not know what Kevorkian or Youk’s family
said to him during the interruption, the video left the impression that
Youk may have been pressured into his decision. 

The results of the assisted-suicide movement’s greatest victory to
date—a 1994 referendum victory that legalized physician-assisted suicide
in Oregon—have not helped, either. Only 15 patients (13 of whom had
cancer) ended their lives by assisted suicide in the first 14 months un-
der the new law, which took effect in 1997. A study found that, in gen-
eral, these patients were not experiencing excruciating pain. Indeed,
only one of the patients complained of inadequate pain control. This
confirmed other studies that show that pain is not the main—and not
even an important—factor in motivating patients to request euthanasia
or assisted suicide; plainly, the conventional notion of why a terminally
ill person would want to end his life is simply false.

Physician-assisted suicide has cost appeal
The Oregon data casts further doubt on the need for legalization at all. In
1998, 28,913 Oregonians died. Fifteen patients represent a miniscule 0.05
percent of all dying patients in Oregon. By contrast, in the Netherlands,
more than three percent of patients die by euthanasia or physician-
assisted suicide. Either there is very little demand and hence little need
for legalized physician-assisted suicide in the United States or there is a
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lot of euthanasia and physician-assisted suicide going on outside the law,
undermining the notion that legalization is the only way to ensure regu-
lation and enforcement of safeguards. 

As the history from the Gilded Age suggests, public enthusiasm for as-
sisted suicide and euthanasia seems to flourish at times of economic in-
stability and when the reigning social philosophy is laissez-faire. Interest
in euthanasia waned with the rise of the Progressive movement and as
trust in government and professionals increased. Interestingly, the recent
resurgence of public interest in euthanasia coincided with the economic
uncertainty of the early ’90s and the high tide of Republican free-market
ideology. But this ethos is no longer as salient as it used to be, particularly
when it comes to health care. With the rise of managed care, government
and physicians now seem to be the public’s allies and protectors. In such
an atmosphere, euthanasia and physician-assisted suicide no longer seem
so appealing. 

Proponents will continue to press legal cases, to lobby legislatures,
and to try to get on the ballot. But these efforts will be largely irrelevant.
The clamor for euthanasia and physician-assisted suicide pushed medical
professionals to improve end-of-life care. With those changes established,
the assisted-suicide movement itself may be in terminal condition.
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77
Legalizing Physician-

Assisted Suicide Would 
Lead to Patient Abuse

Kevin Irvine

Kevin Irvine is a member of Not Dead Yet, a disability-rights action
group that works to prevent the legalization of physician-assisted suicide.

The U.S. health care system takes a bottom-line approach to med-
ical care and views disabled and terminally-ill patients as ex-
penses. As a result, if health care providers were given legal au-
thority to carry out physician-assisted suicide, they would do so
even against patients’ wishes because such an approach would re-
duce the costs of caring for the seriously ill.

People with AIDS tend to have a skewed view of legalizing physician-
assisted suicide. We usually think about it only in terms of our own

illness. We remember those who died from painful, debilitating diseases
and infections, and this understandably makes some of us want a degree
of control over the end of life. Living with both severe hemophilia and
HIV, I had a similar view until I became an activist in the larger disability
community. Since then I’ve come to believe that legalizing assisted sui-
cide will have a devastating effect on how people with other, nontermi-
nal disabilities, such as multiple sclerosis, cerebral palsy and muscular
dystrophy, are treated by the health care system.

Quality of life means one thing for someone who is 42 and has been
battling full-blown AIDS for five years, and something entirely different
for a 22-year-old with a spinal-cord injury who may live 60 more years.
Making assisted suicide legal will let the PWA [Person with AIDS] decide
when enough is enough, but it will likely encourage the youth—who
now, unable to afford the personal assistance needed to live indepen-
dently at home, is forced into a nursing home, who cannot get a job be-
cause of discrimination and who is viewed as an object of pity—in the
belief that life is not worth living. Instead of fighting to make it easier

From “Over My Dead Body,” by Kevin Irvine, POZ, January 1998. Copyright © 1998 by POZ
Publishing LLC. Reprinted with permission.
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for this 22-year-old to die, I think we should fight to make his or her life
better—with adequate health care, home and community services, jobs,
public transit, benefits—and role models who’ve successfully dealt with
the same disability.

Not Dead Yet, a disability-rights action group, is deeply concerned
about the dangers of legalizing assisted suicide. For over two years, the
group has brought a different, previously unheard perspective to this de-
bate. In doing so, we’ve found ourselves allied with some strange bedfel-
lows, such as the American Medical Association (AMA) and “right to life”
groups; unlike most of them, however, our motivation comes not from a
religious belief in the sanctity of life but from someplace deeper: Fear. We
fear that the discrimination faced every day by people with disabilities
will lead to widespread abuse of assisted suicide. Many people—including
our friends, family members and doctors—still think (and say out loud)
that it would be better to be dead than disabled.

Physician-assisted death [is] the ultimate money-
saver [for hospitals]. That thought scares me to my
core.

Since Bill Clinton’s administration abandoned the drive for a univer-
sal health care system four years ago in 1994, mangled care has grown like
a cancer. My own Health Maintenance Organization (HMO), owned by
Cigna Corp., proposed a system to give cash rewards to doctors whose pa-
tients cost less and have fewer procedures. This bottom-line approach to
medicine wrests control from physicians and consumers and cedes it to
the bean counters. These are the values of the system into which we plan
to introduce physician-assisted death, the ultimate money-saver. That
thought scares me to my core.

Inadequate end-of-life care
My fears have taken root from seeds already planted in our current
arrangements for dying. Patients entering hospitals, especially those with
disabilities, are repeatedly urged to sign DNRs (Do Not Resuscitate orders,
which allow the hospital to unilaterally avoid extensive life-preserving
measures regardless of the emergency), even when under the influence of
narcotic medication or severe stress. Some hospitals have policies pro-
hibiting life-saving procedures for people with certain disabilities. Many
people—having never unlearned society’s scorn of what life with a dis-
ability is like—prepare living wills prior to any hospitalization. One
woman who signed such a document had a stroke, wound up in the hos-
pital partially paralyzed and decided she wanted to live. But the hospital
refused her pleas for food and water, and she starved to death 10 days later.

Most doctors admit to having inadequate training in treating people
with chronic disabilities and end-stage illness, especially in the proper
management of pain and depression, which would lessen, if not prevent,
much suffering. While some people with full-blown AIDS will not “get
better,” others with nonterminal disabilities will have symptoms and life
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situations that wax and wane. One man with multiple sclerosis said he
was seeking the so-called [euthanasia] services of Dr. Jack Kevorkian to
avoid having to go into “a rat-infested nursing home.”

People get better
If assisted suicide were legal, for every person who will make a careful, rea-
soned decision to end his or her life, there will likely be those who act in
haste, under pressure, when they feel their life is meaningless and a bur-
den to others. And for those who view their doctor as close to a god and
faithfully follow every treatment regimen, how powerful to hear a physi-
cian offering the possibility of a relatively painless death as a “solution”—
a permanent one. It’s worth recalling the grim climate in the AIDS com-
munity in 1995, before the widespread use of protease combinations
[drugs]. Now, as I write this, the Centers for Disease Control (CDC) has
just announced that AIDS is no longer the No. 1 killer of adults aged 25
to 44. We all know people facing a death sentence who’ve staged re-
markable recoveries. Had physician-assisted death been legal back when
hope was scarce, some wouldn’t be around today.

At a time when the fight against AIDS holds more promise than ever
and yet our dreams of equality and justice are deferred, why do we waste
energy fighting to grant our mangled medical system more power to get
rid of us? To think we can control this genie once it’s out of the bottle
flies in the face of all the evidence. I don’t trust our society to handle as-
sisted suicide any better than it has handled the AIDS epidemic. I plead
with my community to move beyond its skewed view and listen to all of
the people who will be affected by physician-assisted suicide.
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88
Legalizing Physician-

Assisted Suicide Would 
Not Lead to Patient Abuse

Dan W. Brock

Dan W. Brock is a professor of philosophy and biomedical ethics at
Brown University and director of Brown’s Center for Biomedical Ethics.

Concerns that the legalization of physician-assisted suicide (PAS)
would lead to patient abuse are unfounded. Laws regulating PAS
would include important safeguards that would protect dying pa-
tients. Opponents of PAS fear that many patients would choose
physician-assisted suicide because they do not have access to qual-
ity end-of-life care, but denying them the option of a speedy death
would be an additional cruelty. Although many critics worry that
more patients will be coerced into choosing PAS because it is
cheaper than providing end-of-life care, there is no evidence that
PAS would actually be cheaper nor that people would choose it
over other options. Finally, legalization of PAS would not result in
non–terminally ill patients choosing it because the laws regulating
the practice would limit it to the dying.

C onsider . . . the fundamental, though rarely articulated, assumption
underlying the potential-for-abuse objection to physician-assisted

suicide (PAS). That assumption is that the practices with limited potential
for abuse are the forgoing of life support, pain relief that hastens death,
and, perhaps, terminal sedation; whether the decisions are made by com-
petent patients or the surrogates of incompetent patients; whereas the po-
tential for abuse is much greater with PAS and even greater with volun-
tary active euthanasia (VAE). . . . Determining which cases to count as
abuses is itself controversial, but the importance widely accorded to in-
formed consent and advance directives, at least in the case of forgoing life
support, pain relief that hastens death, and terminal sedation, suggests
wide agreement that decisions should follow the patient’s wishes; deci-
sions which conflict with what patients do or would want are abuses. The

From “A Critique of Three Objections to Physician-Assisted Suicide,” by Dan W. Brock, Ethics,
April 1999. Copyright © 1999 by The University of Chicago Press. Reprinted with permission.
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same standard is implicit in the potential abuses typically cited by oppo-
nents of PAS, which are subtle or unsubtle pressures for PAS that the pa-
tient does not or would not want. If this is roughly the correct standard
for what constitutes abuses, then even in the absence of data there is
strong reason to believe that the common assumption about which prac-
tices are most subject to abuse is mistaken. Instead, the important dis-
tinction for the potential for abuse is between those practices in which
the competent patient makes the decision for him- or herself and other
practices in which the patient is incompetent and someone else must de-
cide for the patient. A number of studies have documented that neither
physicians nor family members can reliably predict patients’ preferences
regarding end-of-life care in the absence of explicit and specific discussion
with the patient.1 Even when surrogate decision makers attempt only to
determine what the patient would have wanted, they will often fail to do
so correctly. Moreover, when surrogate decision makers have conflicts be-
tween their own interests or desires, or the interests or desires of others
about whom they care, and those of the patient, we can expect further
conflicts between their decisions and what the patients for whom they
are acting would have wanted. This supports a strong presumption that
the point at which the potential for abuse increases substantially in end-
of-life care decisions is when surrogate decision makers must decide for
incompetent patients instead of competent patients deciding for them-
selves. And, of course, this means, in turn, that PAS (and even VAE) are
among the end-of-life decisions and practices less subject to abuse than
are decisions by surrogates for incompetent patients to forgo life support,
use pain relief that may hasten death, or employ terminal sedation. But
are there other reasons for thinking that, despite this presumption, over-
all, PAS would be more subject to abuse than these other widely accepted
practices of surrogate decision making in end-of-life care?

Important safeguards
One very important factor affecting the potential for abuse of any prac-
tice is what safeguards are erected to guard against the abuses most feared
and likely. Proposals for model legislation to permit PAS, as well as the
proposal [the Death with Dignity Act] that was adopted by referendum in
the state of Oregon in 1997, typically have substantial safeguards.2 They
include that the patient be:

an adult; 

diagnosed to be terminally ill (i.e., likely to die within six
months, even with treatment); 

suffering from an unbearable and irreversible physical ill-
ness or condition; 

informed about his or her diagnosis, prognosis without treat-
ment, possible treatment alternatives that might improve
that prognosis, along with their risks and benefits (typically
with a required evaluation of the patient by a second physi-
cian to confirm the diagnosis and prognosis, and documen-
tation and witnessing of the discussion with the patient); 
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offered other available alternatives, in particular, hospice
care and other palliative services that might improve the pa-
tient’s condition and change the desire for PAS; 

evaluated for competence by a qualified mental health pro-
fessional, in particular, to ensure that the patient’s decision
for PAS is not the result of treatable clinical depression; 

making an enduring (e.g., with a waiting period of one or
two weeks from the first request until the means for PAS are
made available to the patient) and voluntary (free from un-
due influence) request for PAS; 

reported to regulatory authorities, in a manner that protects
patient confidentiality while permitting oversight of the
practice, as having requested and received PAS.

Safeguards like these would not eliminate all potential for abuse of
PAS—no set of safeguards could do that, and no practices in the real
world are guaranteed to be free of all possible abuse. But the status quo
(in which PAS is generally illegal) is not free of abuse either. One abuse of
current public policy is that in all the states, except Oregon, that prohibit
PAS, PAS still occurs, but not openly and without any safeguards, such as
those above, to control its practice. And if we compare the practices of
forgoing life support, using pain medications that may hasten death, and
terminal sedation, whether decisions are made by a competent patient or
by a surrogate for an incompetent patient—in no state are any of the for-
mal safeguards listed above in use, although all of these other practices,
like PAS, also result in the death of the patient. This is further reason to
believe that PAS would be less, not more, subject to abuse than these
other widely accepted practices. Opponents of PAS, nevertheless, often
point to the Netherlands, where there are a significant number of cases
[of physician-assisted suicide] in which somewhat less restrictive safe-
guards are not fully adhered to, as evidence that these safeguards would
be ineffective in the United States.3 The opponents are correct in stating
that the safeguards would not be fully effective, but it is difficult to see
why they would not at least reduce the potential for abuse with PAS to a
level below current levels for other practices that also result in death but
lack any comparable safeguards.

Opponents also argue that the potential for abuse would be greater
with PAS than with forgoing life support and pain relief that may hasten
death because many more people would be at risk of receiving PAS since
it would not be restricted to patients receiving some form of life support.
But this is mistaken for at least two reasons. First, if PAS is restricted to the
terminally ill, as it is in Oregon and in most of the proposals to legalize
it, this would substantially limit those eligible for it and limit as well the
amount of life that would be lost by any patient who did it; by contrast,
patients can and do refuse life-sustaining treatment who are not termi-
nally ill and who sometimes give up many years of possible life. It is dif-
ficult to know whether the potential pool of persons eligible for PAS
would be larger or smaller than the pool of patients eligible to refuse life
support. Second, and more important, we do know that in the Nether-
lands, where PAS and VAE have been permitted for more than a decade,
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many times the number of patients die from withholding or withdrawing
life-sustaining treatment and pain relief that hastens death than from PAS
and VAE. In the 1995 update of the original Remmelink study of 1990, it
was estimated that 2.6 percent of all deaths were the result of PAS and
VAE (and another 0.7 percent were from ending life without the patient’s
explicit request at the time at which life was ended), but 20.2 percent
were from a decision to forgo treatment and another 19.1 percent were
from the use of opioids in large doses.4

Concerns about health care
Are there, nevertheless, features of PAS that would make it more likely to
be abused than decisions to forgo treatment or pain relief that hastens
death? Opponents of PAS who focus on the potential for abuse typically
cite several possible illegitimate motivations and incentives for PAS. First,
with over 40 million Americans now without health insurance, many per-
sons might choose PAS only because they cannot obtain adequate health
care at the end of life. Second, even for patients with health insurance,
there are well-documented and widespread inadequacies in end-of-life
care that could lead patients to choose PAS who would not do so if they
had access to higher quality end-of-life care; the widespread failure to pro-
vide dying patients with adequate pain management and control is a spe-
cial concern.5 Moreover, the availability of the “easier out” of PAS might
undermine society’s and physicians’ motivations to improve the care of
dying patients. Third, dying patients are often difficult and demanding to
care for, are seen as the failures of medicine by many health-care profes-
sionals, and are emotionally draining on family members. Moreover,
many dying patients are frail, frightened, vulnerable, and in a poor posi-
tion to assert their needs and interests. If PAS is legalized, these factors
could combine to lead to subtle manipulation or pressuring of some pa-
tients to choose PAS who would not really want it. Fourth, in an era of
rapid growth of managed care in which cost containment dominates the
health-policy agenda, PAS may be seen as a money-saving alternative to
very expensive care of critically ill and dying patients, further pressuring
such patients to choose PAS. Each of these concerns makes empirical
claims for which data are scanty at best, yet the scope and probability of
the feared effects are crucial to the weight they should be accorded; em-
pirical research is at least as important as philosophical analysis in re-
sponding to them. Nevertheless, we can at least consider briefly whether
they are more serious concerns about PAS than about forgoing of life sup-
port and pain relief that may hasten death.

The first two concerns, that patients without, and even with, health
insurance will only seek PAS because they cannot obtain adequate end-
of-life health care, are related. The safeguards proposed for PAS will pro-
vide some assurance that patients are informed about treatment and
other alternatives, such as hospice care, but they will not always assure
that those alternatives will be available and affordable. Some commenta-
tors have argued that the threat of PAS being permitted will lead, or al-
ready is leading, to strengthened efforts to improve end-of-life care, so as
to reduce the pressure to permit PAS and to ensure that if it is permitted,
few patients will choose it. However, we do know that even if PAS is per-
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mitted only a very small proportion of dying patients will choose it; con-
sequently, we will still have to care for the vast majority of dying patients
who do not choose it. All the reasons and motivations for professional
and public concern to improve the care of dying patients, which have
generated a host of important initiatives now underway, will remain in
place. But there undoubtedly would be some patients who choose PAS
who would not do so if better end-of-life care were available to them, just
as there are now patients who forgo life support who would not do so if
better end-of-life care were available to them. This is clearly a strong rea-
son to improve the care of such patients, but is it also a strong reason to
oppose permitting PAS, as many opponents suppose? I believe it is not.

Our failure to provide high quality end-of-life care for all dying pa-
tients creates a cruel dilemma for public policy which should be recog-
nized and acknowledged for what it is. Even if the many efforts now un-
der way to improve the care of dying patients all prove immensely
successful, there are two kinds of patients who will still prefer PAS. The
first are patients who, even with optimal end-of-life care, will still prefer
PAS because it best fits their view of a humane and dignified death; for
these patients PAS is genuinely the best alternative mode of dying, and
they constitute no policy reason for opposing PAS. The second kind of pa-
tient would not prefer PAS if they could get better end-of-life care, but
since they cannot, they want PAS. What is the cruel dilemma that these
patients pose for public policy? On the one hand, policy makers’ or indi-
vidual physicians’ reluctance to provide these patients with PAS is quite
understandable, knowing that they would not want it if they could get
better end-of-life care. On the other hand, we should be equally reluctant
to deny them the PAS they want and to make them endure a dying
process they find worse than an earlier death by PAS, on the grounds that
they would not want PAS if they could get better end-of-life care. To those
patients, the prohibition of PAS in effect says this: “You cannot have the
PAS that, in your circumstances, you quite reasonably want, but instead
must endure a dying process that you find worse than an earlier death by
PAS. Why? Because you would not want PAS if your care was further im-
proved, although it will not be.” To those patients, that is indeed a cruel
death sentence. The resolution of this dilemma is not simply to prohibit
PAS, but both to galvanize efforts to improve the care of all dying patients
and to make PAS available to those patients for whom PAS remains prefer-
able to the best care available to them.

Physician-assisted suicide would be less, not more,
subject to abuse than . . . other widely accepted
practices [that hasten death].

So the response to the first two concerns about abuse of PAS based on
limits in access to health care generally, or to adequate end-of-life care in
particular, is, first, that these may as easily lead patients to forgo life sup-
port when they would not if better end-of-life care were available and, sec-
ond, that this concern regarding PAS does not support prohibiting it but,
rather, both improving end-of-life care together with permitting PAS for
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those patients for whom it remains the better and preferred alternative.
The third and fourth concerns above are also related—they focus on

the medical, emotional, and financial burdensomeness of critically ill and
dying patients to their caretakers, families, and insurance plans, and the
incentives these others may consequently have subtly, or even overtly, to
manipulate or pressure them to accept PAS. Part of the answer to this con-
cern lies in the safeguards noted above that are designed to ensure that
requests for PAS are made without undue influence or pressure from oth-
ers. Since these go well beyond any current safeguards for decisions to
forgo treatment, it is hard to see why the burdens created by dying pa-
tients should not, if anything, more easily and frequently lead to undue
influence or pressure on patients or surrogates of incompetent patients to
forgo treatment than to choose PAS. And yet there are no data to my
knowledge to support that involuntary choices to forgo life support are at
all common, although they no doubt do sometimes occur. There is little
anecdotal evidence, much less any well-documented problem, of frail,
fearful, and vulnerable patients now being pressured to accept earlier
deaths than they wish, nor is there good reason to believe that this would
occur with PAS if it were permitted.

Finally, the financial concern that PAS would be a cost-saving alter-
native to high-quality care of dying patients is not well founded. A recent
paper, coauthored by a strong opponent and a strong proponent of PAS,
estimates the potential cost savings possible from the introduction of PAS
and concludes that the savings would be negligible and insufficient to
create strong incentives, within managed care plans, for example, to pres-
sure patients to accept PAS.6

The slippery-slope worry
There is one last aspect of the fear-of-abuse objection to PAS that I want
to pursue briefly. This is a specifically slippery-slope worry that, although
PAS would initially be restricted, for example, to competent terminally ill
adults with safeguards like those noted above, the practice would soon be
expanded and loosened beyond control, to VAE as well as PAS, and to pa-
tients who are not terminally ill, to children and the mentally ill, to in-
competent patients, either on the basis of their advance directives or of
surrogates choosing for them, and ending, finally, with persons for whom
there is no longer any pretense that PAS or VAE serve their wishes, imi-
tating the Nazi euthanasia program to rid society of “useless eaters and
burdens.” Slippery-slope worries of this sort represent different kinds of
worries about abuse than those I have been considering above because
they do not claim the specific practices of PAS being proposed would be
seriously abused. Instead, they are commonly grounded in two sorts of
claims: first, that the logic of the arguments offered in support of the re-
stricted practice of PAS now proposed extends as well, and so would be
applied over time, to a much broader practice of killing; second, that in-
troducing even a restricted practice of PAS would erode over time soci-
ety’s respect for human life so that we would come to tolerate or accept
an ever-expanding practice of killing.

Consider the first sort of claim, that the logic of the arguments of sup-
porters of PAS extends, for example, to nonterminally ill and incompe-
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tent patients, and to VAE as well as PAS. Moreover, opponents of PAS
point out, in the case of rights of competent terminally ill patients to
refuse life support, those rights have in fact been extended in this way to
nonterminally ill patients and to decisions based on advance directives or
made by surrogates for incompetent patients, in each case in important
part because the logic of the initial arguments did apply more broadly. I
noted in the introduction to the article that had the Supreme Court up-
held a constitutional right of terminally ill patients to PAS, that right
might well have been vulnerable to challenges seeking to extend it in ex-
actly these ways. But left as public policy decisions for the states to deter-
mine to whom and when, if at all, to make PAS available, states are free
to make their own reasonable assessments of the benefits and risks of var-
ious extensions of PAS to broader classes of persons and/or to VAE. Nev-
ertheless, it is correct in my view that the fundamental moral principles
and values that justify a restricted practice of PAS for competent, termi-
nally ill adults do apply more broadly, though not so far as some oppo-
nents claim, and it is either a mistake or dishonest for supporters of PAS
to deny that in the hopes of avoiding the broader controversies.

Many times the number of patients die from
withholding or withdrawing life-sustaining
treatment and pain relief that hastens death than
from physician-assisted suicide.

But it need be neither a mistake nor dishonest to limit the argument
now, as I have done here, to the more restricted practice. Initially permitting
only the more restricted practice would be quite reasonable social policy in
order to gain evidence about the degree to which it can be adequately safe-
guarded and controlled. That evidence would be of fundamental impor-
tance in making any later policy judgments about the wisdom of extending
the practice more broadly. There is a moral cost in restricting a practice of
PAS to competent and terminally ill patients and to permitting only PAS and
not VAE. There are equally compelling moral reasons for some nontermi-
nally ill patients undergoing intolerable suffering, for some patients who
have lost the capacity to make their own decisions but who clearly would
have wanted actively to end their lives, and for some patients unable to per-
form the last physical action of ending of their own lives, all to have access
to a broader practice of PAS and to VAE. The restricted practice of PAS that
I have been concerned with in this section of the paper would deny PAS
and/or VAE to some persons when, considering only the individual cases,
there are compelling moral reasons to permit PAS and/or VAE. But if PAS is
extended to non–terminally ill patients, the seriousness and costs of abuses
or mistakes increase, and if VAE is permitted for incompetent patients based
on their advance directives or on their surrogates’ decisions, the risks of de-
cisions that do not reflect the true wishes of the patient increase substan-
tially. The potential risks of increased seriousness and frequency of abuse
from these extensions or expansions of PAS may or may not be too great to
warrant doing so. But even if the logic of the argument for the restricted
practice of PAS does extend more broadly, it is not unreasonable caution to
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wait until we have experience with the more restricted practice before we de-
cide which, if any, additional steps we wish to take on the slope.

The other version of the slippery slope worry is that any practice of
actively taking life, such as PAS, will inevitably erode respect for human
life and set us on a path toward ever wider killing. Only time and experi-
ence with a practice of PAS could decisively refute this concern, but the
fundamental role of individual self-determination or autonomy in the
broad social movement over the last several decades in the United States
to secure for patients control over their dying, a movement driven prin-
cipally by patients and potential patients—that is, the public—is a formi-
dable bulwark against heading down that feared path. Respecting the self-
determination of individual human beings in no way supports practices
that would take the lives of persons against their wishes or because doing
so might serve the interests of others.

As I stated at the outset of this section, there is no denying the pres-
ence of widespread concern that PAS would be subject to much greater
abuse than are the currently accepted practices of forgoing life support,
pain relief that can hasten death, and terminal sedation. I have suggested
a number of reasons, however, why I believe that concern is not well
founded. Indeed, I would reiterate that abuse and mistake are more likely
in practices in which surrogates make decisions for incompetent patients;
concern to prevent abuse by erecting safeguards to protect patients might
better focus there than on PAS.
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Organizations to Contact

The editors have compiled the following list of organizations concerned with
the issues debated in this book. The descriptions are derived from materials
provided by the organizations. All have publications or information available
for interested readers. The list was compiled on the date of publication of the
present volume; the information provided here may change. Be aware that
many organizations take several weeks or longer to respond to inquiries, so al-
low as much time as possible.

American Civil Liberties Union (ACLU)
125 Broad St., 18th Floor, New York, NY 10004
(212) 549-2500
website: www.aclu.org

The ACLU is a national organization that works to defend civil rights as guar-
anteed in the U.S. Constitution. It champions the rights of individuals in
right-to-die and euthanasia cases as well as cases involving other civil rights
issues. The Foundation of the ACLU provides legal defense, research, and ed-
ucation. The organization publishes the quarterly Civil Liberties and various
pamphlets, books, and position papers.

American Foundation for Suicide Prevention (AFSP)
120 Wall St., 22nd Floor, New York, NY 10005
(888) 333-2377 • fax: (212) 363-6237
e-mail: inquiry@afsp.org • website: www.afsp.org

Formerly known as the American Suicide Foundation, the AFSP supports sci-
entific research on depression and suicide, educates the public and profes-
sionals on the recognition and treatment of depressed and suicidal individu-
als, and provides support programs for those coping with the loss of a loved
one to suicide. It opposes the legalization of physician-assisted suicide. AFSP
publishes a policy statement on physician-assisted suicide, the newsletter Cri-
sis, and the quarterly Lifesavers.

American Life League
PO Box 1350, Stafford, VA 22555
(540) 659-4171
e-mail: sysop@all.org • website: www.all.org

The league believes that human life is sacred. It works to educate Americans
on the dangers of all forms of euthanasia and opposes legislative efforts that
would legalize or increase its incidence. It publishes the bimonthly pro-life
magazine Celebrate Life; videos; brochures, including “Euthanasia and You”
and “Jack Kevorkian: Agent of Death”; and newsletters monitoring abortion-
and euthanasia-related legal developments.

American Society of Law, Medicine, and Ethics (ASLME)
765 Commonwealth Ave., Suite 1634, Boston, MA 02215
(617) 262-4990 • fax: (617) 437-7596
e-mail: aslme@bu.edu • website: www.aslme.org
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ASLME works to provide scholarship, debate, and critical thought to profes-
sionals concerned with legal, health care, policy, and ethical issues. It pub-
lishes the Journal of Law, Medicine, and Ethics as well as a quarterly newsletter.

Compassion in Dying (CID)
6312 SW Capital Hwy., Suite 415, Portland, OR 97201
(503) 221-9556 • fax: (503) 228-9160
e-mail: info@compassionindying.org • website: www.compassionindying.org

CID believes that dying patients should receive information about all options
at the end of life, including those that may hasten death. It provides infor-
mation on intensive pain management, comfort or hospice care, and hu-
mane, effective aid in dying. CID advocates laws that would make assistance
in dying legally available for terminally ill, mentally competent adults, and it
publishes a newsletter detailing these efforts.

Death with Dignity
11 Dupont Circle NW, Suite 202, Washington, DC 20036
(202) 969-1669 • fax: (202) 969-1668
e-mail: info@deathwithdignity.org • website: www.deathwithdignity.org

Death with Dignity promotes a comprehensive, humane, responsive system
of care for terminally ill patients. Its members believe that a dying patient’s
choices should be given the utmost respect and consideration. The center
serves as an information resource for the public and the media and promotes
strategies for advancing a responsive system of care for terminally ill patients
on educational, legal, legislative, and public-policy fronts. It publishes several
fact sheets, including “Misconceptions in the Debate on Death with Dignity,”
“Dying in the U.S.A.: A Call for Public Debate,” and “The Issue: From the In-
dividual’s Perspective,” all of which are available in an information package
by request.

Dying with Dignity
55 Eglinton Ave. East, Suite 705, Toronto, ON M4P 1G8 Canada
(800) 495-6156 • (416) 486-3998 • fax: (416) 489-9010
e-mail: dwdca@web.net • website: www.web.net/dwd

Dying with Dignity works to improve the quality of dying for all Canadians
in accordance with their wishes, values, and beliefs. It educates Canadians
about their right to choose health care options at the end of life, provides
counseling and advocacy services to those who request them, and builds pub-
lic support for voluntary physician-assisted dying. Dying with Dignity pub-
lishes a newsletter and maintains an extensive library of euthanasia-related
materials that students may borrow.

Euthanasia Research and Guidance Organization (ERGO)
24829 Norris Ln., Junction City, OR 97448-9559
(541) 998-1873
websites: www.finalexit.org • www.rights.org/~deathnet/ergo.html

ERGO provides information and research findings on physician-assisted dy-
ing to persons who are terminally ill and wish to end their suffering. Its mem-
bers counsel dying patients and develop ethical, psychological, and legal
guidelines to help them and their physicians make life-ending decisions. The
organization’s publications include Deciding to Die: What You Should Consider
and Assisting a Patient to Die: A Guide for Physicians.
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The Hemlock Society
PO Box 101810, Denver, CO 80250
(800) 247-7421 • (303) 639-1202 • fax: (303) 639-1224
e-mail: hemlock@hemlock.org • website: www.hemlock.org

The society believes that terminally ill individuals have the right to commit
suicide. The society publishes books on suicide, death, and dying, including
Final Exit, a guide for those suffering with terminal illnesses and considering
suicide. The Hemlock Society also publishes the newsletter TimeLines.

Human Life International (HLI)
4 Family Life Ln., Front Royal, VA 22630
(540) 635-7884 • fax: (540) 635-7363
e-mail: hli@hli.org • website: www.hli.org

HLI categorically rejects abortion and euthanasia and believes assisted suicide
is morally unacceptable. It defends the rights of the unborn, the disabled, and
those threatened by euthanasia, and it provides education, advocacy, and
support services. HLI publishes the monthly newsletter HLI Reports, HLI Up-
date, and Deacons Circle.

International Anti-Euthanasia Task Force (IAETF)
PO Box 760, Steubenville, OH 43952
(740) 282-3810
e-mail: info@iaetf.org • website: www.iaetf.org

The task force opposes euthanasia, assisted suicide, and policies that threaten
the lives of the medically vulnerable. IAETF publishes fact sheets and position
papers on euthanasia-related topics in addition to the bimonthly newsletter
IAETF Update. It analyzes the policies and legislation concerning medical and
social work organizations and files amicus curiae briefs in major right-to-die
causes.

National Right to Life Committee (NRLC)
419 Seventh St. NW, Suite 500, Washington, DC 20004
(202) 626-8800
e-mail: nrlc@nrlc.org • website: www.NCLR.org

The committee is an activist group that opposes euthanasia and assisted sui-
cide. NRLC publishes the monthly NRL News and the four-part position paper
“Why We Shouldn’t Legalize Assisting Suicide.”

Partnership For Caring, Inc.
1620 Eye St. NW, Suite 202, Washington, DC 20006
(202) 296-8071 • fax: (202) 296-8352
e-mail: pfc@partnershipforcaring.org • website: www.partnershipforcaring.org

Partnership For Caring: America’s Voices for the Dying is a national nonprofit
organization that partners individuals and organizations in a collaboration to
improve the manner in which people die. Among other services, Partnership
For Caring operates the only national crisis and informational hotline dealing
with end-of-life issues and provides state-specific living wills and medical
powers of attorney. It publishes fact sheets and articles on end-of-life treat-
ment as well as the newsletter Voices.
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