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The Dangers of Assisted Suicide
No Longer Theoretical

By Mary E. Harned
Staff Counsel, Americans United for Life

E

uthanasia advocates in the United States
argue that they support “aid in dying”
rather than suicide. However, “aid in dying”—which Kathryn L. Tucker, the Director
of Legal Affairs for Compassion & Choices
defines as “the practice of a physician prescribing medication that a mentally competent,
terminally-ill patient can ingest to bring about
a peaceful death if the dying process becomes
unbearable”1 —is simply physician-assisted
suicide by a misleading name. The terms “aid
in dying,” “death with dignity,” and “patientdirected dying” are merely euphemisms for
the practice. In fact, these terms are not recognized by the medical community and are simply used by suicide advocates to mask what
they advocate.
Nonetheless, proponents continue to cloak
physician-assisted suicide in these compassionate-sounding terms as they promote it in
state legislatures across the country. Today,
two states—Oregon and Washington—statutorily authorize physician-assisted suicide by
the name of “death with dignity.” Further, at
least six other states have considered legalizing
physician-assisted suicide in recent years.
Euthanasia advocates turn to the courts to
achieve what they cannot accomplish democratically through legislatures. While the United States Supreme Court held in 1997 that there
is no federal constitutional right to assisted suicide under the Due Process or Equal Protec-

tion Clauses of the Fourteenth Amendment,2
courts have considered whether a “right” to assisted suicide exists under state constitutions.
In December 2008, a Montana trial court created such a right in the Montana Constitution.3
Upon review, the Montana Supreme Court did
not reach the issue of whether there is a “right”
to physician-assisted suicide; however, the
court ruled that existing state laws and policies
did not preclude it. Physicians who assist in
suicides can raise a “consent” defense if later
prosecuted.4
Recently, however, states have rejected the
efforts of euthanasia advocates. In 2011, the
people of Idaho responded to pressure from
advocates to “find” legal recognition of physician-assisted suicide within their law by enacting a new law prohibiting it. In 2010, a Connecticut court held in Blick v. Connecticut that
the state’s manslaughter statute “does not include any exception from prosecution for physicians who assist another individual to commit suicide.” Further, the court held that “the
legislature intended the statute to apply to physicians who assist a suicide, and intended the
term ‘suicide’ to include self-killing by those
who are suffering from unbearable terminal
illness.” Therefore, prosecutors were within
their authority to prosecute physicians for providing “aid in dying.” In a discussion of Blick,
a publication of the American Medical Association (AMA) characterized the plaintiff’s argument that “aid in dying”5 was not prohibited
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as “assisted suicide” as a “novel approach.”6
Further, in Montana efforts to codify the state
supreme court’s aforementioned opinion have
thus far failed.

son 18 years of age or older who has an incurable or irreversible condition that, without
the administration of life-sustaining treatment,
will, in the opinion of his or her attending physician, result in death within a relatively short
time.7

Unquestionably, euthanasia advocates have
had some success in embedding their distorted
view of end of life issues in the minds of the This definition is not at all limited to “termiAmerican people. The so-called “right to die” nal illnesses” or any specific set of illnesses,
is now a phrase of common household knowl- conditions, or diseases. Therefore, it could be
edge, as are the euphemisms for physician- used in any number of “incurable” or “irreversassisted suicide. While most states explicitly ible” medical situations, including diabetes or
or implicitly prohibit assisted suicide, educa- asthma. For example, an 18-year-old college
tional and legislative efforts must continue in student with controlled diabetes, but who relies
order to prevent the acceptance and legaliza- on medical treatments in order to maintain such
control over the disease,
tion of suicide—by any
…the
dangers
inherent
in
name—as appropriate
falls under this defini“medical treatment” and the legalization of physician- tion of a “terminally ill
a legitimate “choice.”
adult.”
Furthermore,
assisted suicide range from there is no specific timeline for suspected death
ISSUES
untreated depression to
under this definition.
elder
abuse
to
the
slippery
While euthanasia advocates market physician- slope of outright euthanasia. As discussed below, the
dangers inherent in the
assisted suicide as an
option for “mentally competent, terminally ill legalization of physician-assisted suicide range
patients” facing unbearable suffering, imple- from untreated depression to elder abuse to the
mentation of the practice looks quite different. slippery slope of outright euthanasia. In order
Rather than “empowering” individuals facing to avert these dangers and affirm that the lives
terminal illness to make their own decisions, of all Americans are valuable, states must rethe mere availability of physician-assisted sui- ject efforts to extend the legalization of physicide can pressure sick, depressed, elderly, or cian-assisted suicide to more states.
disabled patients to end their lives.
The Dangers of Assisted Suicide
In fact, in court filings, euthanasia advocates
define the phrase “terminally ill” so broadly Depression
that virtually all persons could claim some sort
of need for or “right” to physician-assisted sui- Most if not all terminally ill patients who excide. In the Montana case Baxter v. State, sui- press a wish to die meet diagnostic criteria for
cide advocates, led by Compassion & Choices, major depression or other mental conditions.8
defined “terminally ill adult patient” as a per- Depression is frequently underdiagnosed and
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undertreated, especially in elderly individuals
and patients with chronic or terminal medical
conditions.9 In one study, treatment for depression resulted in the cessation of suicidal
ideation for 90 percent of the patients.10

Pain
Euthanasia advocates wrongfully claim that
assisted suicide is “needed” for those terminally ill patients who face, or fear, great pain. But
most experts in pain management believe that
95 to 98 percent of such pain can be relieved.15
In most cases, patients who request assisted
suicide on the basis of pain will withdraw the
request after pain management, depression,
and other concerns are addressed.16

Despite these statistics, “safeguards” in Washington and Oregon, where physician-assisted
suicide is legal, are failing to protect patients,
as there are no requirements that patients receive psychological evaluation or treatment
prior to receiving lethal drugs. In
2010, only 1 out of 65 patients Studies have revealed that Studies have rein Oregon who died as a result
vealed that when
offered personal offered personof physician-assisted suicide was when
referred for psychiatric or psycho- support and palliative care, al support and
logical counseling.11 In Washpalliative care,
ington, the Department of Health most patients adapt and most
patients
received a psychiatric/psychologi- continue life in ways they adapt and concal consulting form for only 3 of
tinue life in ways
87 patients. No information is might not have anticipated. they might not
available regarding whether they
have anticipated.
12
were treated for any mental complications.
Very few of these individuals ultimately choose
suicide.17 Given that our healthcare system
Further, most patients who request physician- often fails to diagnose and treat depression or
assisted suicide do not have longstanding re- provide adequate palliative care, the legalizalationships with the physicians who provide tion of physician-assisted suicide is profoundly
the lethal drugs. In Oregon, some physicians dangerous for individuals who are ill and vulprescribe lethal drugs for patients whom they nerable or “whose autonomy and well-being
have known as little as one week or less.13 In are already compromised by poverty, lack of
Washington in 2010, half of the patients had access to good medical care, advanced age, or
a “relationship” with their physician of only 3 membership in a stigmatized social group.”18
to 24 weeks.14 This lack of a long-term relationship between doctor and patient precludes Critically, the availability of assisted suicide
a doctor from truly understanding a patient’s may lead to a decrease in or failure to increase
psychological condition, and encourages phy- the availability of pain management and palsician shopping.
liative care. In fact, proper palliative care
is languishing in Oregon. In 2004, Oregon
nurses reported that the inadequacy of meeting patients’ needs had increased “up to 50 percent” and that “[m]ost of the small hospitals
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in the state do not have
pain consultation teams
at all.”19
Further, the American
Medical
Association
(AMA) does not support physician-assisted
suicide, even for individuals facing the end of
life. The AMA states that
“allowing physicians to participate in assisted
suicide would cause more harm than good.
Physician-assisted suicide is fundamentally incompatible with the physician’s role as healer,
would be difficult or impossible to control, and
would pose serious societal risks.” The AMA
advocates that multidisciplinary interventions
be sought, including specialty consultation,
hospice care, pastoral support, family counseling, emotional support, comfort care, and pain
control.20
Coercion
Many patients who request physician-assisted
suicide are coerced or pressured by family
members. Some patients believe they will be
a “burden” on their families. There have been
documented accounts of individuals committing suicide under pressure and/or duress from
family members, friends, and/or suicide advocates present at the ingestion of lethal drugs.21
In 2010, over one-fourth (1/4) of patients who
died after ingesting a lethal dose of medicine
in Oregon and Washington did so because, at
least in part, they did not want to be a “burden”
on family members, raising the concern that
patients were pushed into suicide.22
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The Death with Dignity
Act in Oregon provides
an example of how this
coercion is embedded in
the state law. While the
Act requires two witnesses at the time of request
for
physician-assisted
suicide, one of those witnesses can be a relative
who stands to inherit
from the patient, and the second witness can
simply be a friend of the relative. The witness
requirement, therefore, does not adequately
protect against coercion.23
Terminally ill patients also face a form of coercion from health insurance companies and
other healthcare payers who provide coverage
for suicide assistance, but not for treatment of
disease or palliative care. This poses a significant threat to vulnerable persons who may not
have adequate access to medical care. A lack
of options may effectively pressure patients
into assisted suicide.
For example, in 2008, patient Barbara Wagner
was denied coverage under her Oregon state
health plan for medication that would treat her
cancer and extend her life; instead, the state
health plan offered to pay for the cost-effective
option of ending her life by physician-assisted
suicide.24
Elderly Americans
Physician-assisted suicide can be the ultimate
manifestation of elder abuse. The National
Center on Elder Abuse estimates that one to
two million Americans aged 65 or older “have
been injured, exploited, or otherwise mistreat-
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ed by someone on whom they depended for
care or protection.25 Too often, the physicians
and family members to whom a terminally-ill
patient looks to for support and protection are
the same ones counseling that suicide may be
the best option for the patient. Facing deteriorating health and increasing age, the elderly are
at a greater risk of suicide than any other age
group.26
Physician-assisted suicide greatly increases
the risk of elder abuse and suicide among the
elderly by creating yet another path of abuse
against older individuals—abuse which is often subtle and extremely difficult to detect. In
fact, legalized physician-assisted suicide may
hide abuse of elderly and disabled Americans
by providing complete liability protection for
doctors and promoting secrecy.
For example, in Oregon physicians providing
physician-assisted suicide are self-reporting,
death certificates are required to report a “natural” death (as opposed to a suicide), and there
are no requirements that witnesses be present
at the time of death. Further, Oregon collects
information about the time and circumstances
of patients’ deaths only when the physician or
another healthcare provider is present at the
time of death. Yet in 2010, physicians were
present in only 25 of the deaths27 —meaning
that information on over 60 percent of the patients’ deaths is unknown. This creates unacceptable gaps in Oregon’s data. Further, a
publication of the AMA has reported that the
Oregon Department of Human Services “has
no regulatory authority or resources to ensure
compliance with the law.”28

The Disabled and Other Vulnerable Americans
Additionally, none of the reasons frequently
cited by patients requesting physician-assisted
suicide—a fear of a perceived (not necessarily actual) loss of autonomy, loss of dignity,
and decreasing ability to participate in activities that make life enjoyable29 —are unique to
terminally ill patients. For example, a person
left paralyzed after an accident or illness could
also use these reasons to claim a “need,” or a
“right,” to physician-assisted suicide.
Therefore, it will be difficult, if not impossible,
to limit physician-assisted suicide to “competent, terminally ill patients.” Individuals who
are not competent, who are not terminally ill
(but potentially in more pain than a terminally
ill patient), or who cannot self-administer lethal drugs will also seek the option of physician-assisted suicide, and no principled basis
will exist to deny them this “right.” For instance, an Oregon Deputy Attorney General
has opined that the Americans with Disabilities
Act (ADA) would likely require the state to offer “reasonable accommodation” to “enable
the disabled to avail themselves” of the Death
with Dignity Act.30
Assisted Suicide in Other Countries – The
Slippery Slope Becomes a Reality
Physician-assisted suicide and euthanasia have
been legal in the Netherlands and Belgium for
years. Yet instead of strengthening autonomy
at the end of life, the legalization of physicianassisted suicide and euthanasia has proven to
degrade and dehumanize the lives of patients,
resulting in physicians routinely performing
euthanasia without the consent of their patients. As the New York State Task Force on
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Life and the Law concluded, “[A]ssisted suicide and euthanasia are closely linked; as experience in the Netherlands has shown, once
assisted suicide is embraced, euthanasia will
seem only a neater and simpler option to doctors and their patients.”31

the study. The researchers concluded that
“[i]t seems the current law… and a control system do not prevent nurses from administering
life-ending drugs.” In other words, the “safeguards” purported by suicide advocates simply
do not work.

A report commissioned by the Dutch government demonstrated that more than half of euthanasia and assisted-suicide-related deaths
were involuntary in the year studied.32 At
least half of Dutch physicians actively suggest euthanasia to their
patients.33 Studies in
1997 and 2005 revealed
that eight (8) percent of
infants who died in the
Netherlands were euthanized by doctors.34

Refusal or Withdrawal of Life-Sustaining
Treatment is not Physician-Assisted Suicide

The slippery slope is
also manifest in Belgium. A recent study published in the Canadian Medical Association
Journal35 showed that out of 1,265 nurses
questioned, 120 of them (almost 10 percent)
reported that their last patient was involuntarily euthanized. Only four (4) percent of nurses
involved in involuntary euthanasia reported
that the patient had ever expressed his or her
wishes about euthanasia. Most of the patients
euthanized without consent were over 80 years
old, reaffirming the fact that assisted suicide
and euthanasia quickly lead to elder abuse.
The researchers acknowledged that nurses are
likely reluctant to report illegal acts (here, euthanizing a patient without physician involvement)—thus, it is possible that the number of
nurses killing their patients without physician
involvement is much higher than revealed by
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Despite the claims of euthanasia advocates
otherwise, there is a
medically- and courtrecognized difference
between the withdrawal
of life-sustaining treatment, which allows
death, and the use of
lethal drugs or other
means to directly cause
death.
For instance, while the AMA opposes physician-assisted suicide, it finds it ethically acceptable to withdraw or withhold life-sustaining treatment at the request of a patient who
possesses decision-making capacity.36 The
New York State Task Force on Life and the
Law also distinguished between assisted suicide and the withdrawal or refusal of life-sustaining treatment, concluding that the State’s
interest in protecting patients and criminalizing physician-assisted suicide outweighed any
claims of individual autonomy.37 In contrast,
the Task Force found that the “constitutional
balancing of individual and state interests
yields an entirely different result for decisions
to forgo life-sustaining treatment . . . [state] interests are best served by permitting the refusal
of treatment in accord with appropriate guide
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lines, and [] individual decision making about
treatment will ultimately promote the public
good.”38
Further, in Vacco v. Quill, the United States Supreme Court affirmed the distinction between
assisting suicide and the withdrawal of lifesustaining treatment, stating it is a “distinction
widely recognized and endorsed in the medical
profession and in our legal traditions” and that
it is important, logical, and rational.39
KEY TERMS
• Assisted suicide is the act of suicide with
the help of another party. Physician-assisted
suicide specifically involves the help of a physician in performing the act of suicide. Such
assistance usually entails the prescribing or
dispensing of controlled substances in lethal
quantities that hasten death.
• Euthanasia involves the killing of one person by or with the physical assistance of another. Voluntary euthanasia is the ending of one
life by another at the patient’s request. Nonvoluntary euthanasia describes “a physician’s
ending the life of a patient incapable of giving
or refusing consent.”40 Involuntary euthanasia describes the termination of a competent
patient’s life without his or her consent.41
MYTHS & FACTS
Myth: Allowing assisted suicide will not encourage the slide toward euthanasia. Safeguards can be put into place to ensure that
physician-assisted suicide is only available for
competent, terminally ill patients.
Fact: The tragic example of the Netherlands
refutes this claim. Further, if physician-assist-

ed suicide42 is accepted for the terminally ill
without intractable pain, then those Americans
with severe chronic pain who, unlike the terminally ill, must live with such severe pain for
many years to come, would also seem to have a
legitimate claim to physician-assisted suicide.
Thus, it is reasonable to expect physician-assisted suicide to be made available to severe
chronic pain sufferers, then to non-severe
chronic pain sufferers, and then to those suffering from psychological pain or distress, as
in the Netherlands. Both the British House of
Lords and the New York State Task Force on
Life and the Law have concluded that it would
not be possible to secure limits on physicianassisted suicide.43 Arguably, allowing one
group of patients to use physician-assisted suicide but denying it to another could be considered unconstitutional.44
Myth: Physician-assisted suicide allows terminally ill patients a choice and preserves autonomy and dignity.
Fact: Physician-assisted suicide “will ultimately weaken the autonomy of patients at the
end of life.”45 Not only is human dignity found
in more than a healthy body and autonomous
lifestyle, but “the dignity of human life itself
precludes policies that would allow it to be
disposed of so easily.”46 Additionally, many
physician-assisted suicide patients are coerced
into suicide because of familial pressures and
a desire not to be a burden.47 They often feel
a need to justify their decisions to stay alive.48
This is not the essence of choice, autonomy, or
human dignity.
Myth: To say that “the so-called right to die
all too easily becomes a duty to die”49 is mere
rhetoric.
Fact: It was after examining end of life issues
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for almost 10 years that the non-partisan New
York State Task Force on Life and the Law
reached the conclusion that “the so-called right
to die all too easily becomes a duty to die.” The
25-member task force, comprised of prominent
physicians, nurses, lawyers, academics, and
representatives of numerous religious communities, held differing views on physicianassisted suicide and euthanasia. However, the
group unanimously concluded that the dangers
of physician-assisted suicide vastly exceed any
possible benefits.50
Moreover, the “duty to die” is demonstrated in
Oregon, where the state actively promotes assisted suicide over medical care. In just one
month in 2008, at least two different terminally-ill patients were denied medical treatment
under the state health insurance plan, and instead were told that the state would pay for the
patients’ suicides. The message was clear:
“We won’t treat you, but we will help you die.”
The duty to die cannot be much clearer.
Myth: The availability of physician-assisted
suicide will not inhibit the availability of palliative care.
Fact: Palliative care actually “languishes as a
consequence” of the easy availability of physician-assisted suicide and euthanasia.51 Physicians are likely to grant requests for physicianassisted suicide before all avenues of palliative
care have been explored.52 In addition, physicians are not pushed to better educate themselves on palliative care, and researchers spend
less time looking for better palliative medications and techniques.53
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