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Assisted Suicide, Patient Rights Action Fund and Disability Rights Education & Defense Fund, at 4, 
30, available at https://patientsrightsaction.org/wp-content/uploads/2017/07/Final-Primer.pdf. 

7 Thirty-three states maintain statutes criminalizing assisted suicide:  Alaska, Arizona, Arkansas, 
Connecticut, Delaware, Florida, Georgia, Idaho, Illinois, Indiana, Iowa, Kansas, Kentucky, 
Louisiana, Maryland, Michigan, Minnesota, Mississippi, Missouri, Nebraska, New Hampshire, New 
Mexico, New York, North Dakota, Oklahoma, Pennsylvania, Rhode Island, South Carolina, South 
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and euthanasia discussed herein, see The Legalization of Euthanasia and Assisted Suicide: An inevitable 
slippery slope, Alexandra Tompson & Sophia Kuby, available at 
https://adfinternational.org/resource/the-legalization-of-euthanasia-and-assisted-suicide/. 



 

    



 

    

 



 

    

 
41 Groups advocating for physician-assisted suicide (often with few or no safeguards) include Compassion & 
Choices (formerly the Hemlock Society), Death with Dignity National Center, and Final Exit Network. 
42 A host of organizations actively oppose assisted suicide and recognize the grave dangers it poses to our 
society and culture. They range across the political spectrum and include disability groups, religious and pro-
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are American Association of People with Disabilities, American Medical Association, Association for Persons 
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Rights Education & Defense Fund, Euthanasia Prevention Coalition, Focus on the Family, the National 
Council on Disability, Not Dead Yet, Patient Rights Action Fund, and the U.S. Conference of Catholic 
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Assisted Suicide: An inevitable slippery slope, Alexandra Tompson & Sophia Kuby, available at 
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https://dredf.org/public-policy/assisted-suicide/why-assisted-suicide-must-not-be-legalized/.. Depression 
is also often a key factor. In Oregon, for instance, the Death with Dignity Act requires that a physician refer 
patients who may have psychological impairments to a consulting physician. OR. REV. STAT. § 127.825. 
Washington has a similar provision. WASH. REV. CODE. ANN. § 70.245.060. These provisions 
supposedly ensure the appropriate state of mind for requesting suicide pills. But fewer than 10% of those 
requesting suicide drugs have been referred to a psychologist. This means that depression is being 
overlooked among those requesting assisted suicide.This is particularly troubling in light of the fact that 
studies suggest that depression and hopelessness are key motivating factors behind patient requests for 
physician-assisted suicide. See Ezekiel J. Emanuel et al., Attitudes and Desires Related to Euthanasia and Physician-
Assisted Suicide Among Terminally Ill Patients and Their Caregivers, 284 JOURNAL OF AM. MED. 19 (2000).  
Based on these numerous studies, Dr. Emanuel concludes that “depression, hopelessness and fear of loss of 
autonomy and control” are the “main drivers” of requests for assisted suicide, which in essence means that 
the practice is less about the “good death” it is sold as, and much more “like plain old suicide.” The irony of 
offering such people suicide as an option is not lost on Emanuel, who states that “[t]ypically, our response 
to suicidal feelings associated with depression and hopelessness is not to give people the means to end their 
lives but to offer them counseling and caring.” Ezekiel Emanuel, Four Myths About Doctor-Assisted 
Suicide (October 27, 2012, available at http://opinionator.blogs.nytimes .com/2012/10/27/four-myths-
about-doctor-assisted-suicide/. 
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have denied expensive, life-sustaining medical treatment but offered to subsidize lethal drugs, 
potentially leading patients toward hastening their own deaths”; “[m]isdiagnoses of terminal disease 
can also cause frightened patients to hasten their deaths”; “[p]eople with the disability of depression 
are subject to harm where assisted suicide is legal”; “most health professionals lack training and 
experience in working with people with disabilities, so they don’t know how to recognize and 
intervene in th[e] type of demoralization” that can often lead to consideration of assisted suicide; 
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contemplated as necessary by the AMA. It stands to reason, for instance, that directly involving doctors in 
facilitating a patient’s request for assisted suicide would not only deprive the person struggling with illness 
or depression the care they deserve, but would also prevent those very same doctors from developing the 
type of expertise they need to treat disabled, depressed, and terminally ill patients. Doctors, like all other 
people, get good at what they do, and to the extent that we as a society make doctors at least part-time 
killers rather than strictly healers, we will necessarily diminish the capabilities of the medical profession 
going forward. Indeed, it is estimated that although 98% of pain can be medically controlled today, some 
65% of cancer patients still die in pain. The widespread availability of physician-assisted suicide will not 
ameliorate this situation by making doctors better at palliative care—rather it will likely only lead to less, 
instead of more and better, training of doctors in pain management. For a general discussion of how 
Europe’s experience with assisted suicide bears this conclusion out, see generally The Legalization of Euthanasia 
and Assisted Suicide: An inevitable slippery slope, Alexandra Tompson & Sophia Kuby, available at 
https://adfinternational.org/resource/the-legalization-of-euthanasia-and-assisted-suicide/. 
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beliefs about what is right and wrong”); C. Everett Koop, Introduction, 35 DUQ. L. REV. 1, 1-2 (1996) 
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became the medical ethics and value system that has made western medicine the art that it is . . . The 
Hippocratic Oath has kept physicians on the right course for more than two thousand years.”). Any 
contrary understanding promises trouble. See, e.g., Benjamin Mason Meier, International Criminal Prosecution of 
Physicians: A Critique of Professors Annas and Grodin’s Proposed International Medical Tribunal, 30 AM. J.L. & MED. 
419, 419 (2004) (arguing that “[s]ociety benefits from physicians who seek truth and healing for the good of 
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71 https://www.ncbi.nlm.nih.gov/pubmed/21054172; see also https://www.mdpi. 
com/journal/healthcare/special_issues/Palliative_Care. See also Herbert Hendin & Kathleen Foley, 
Physician-Assisted Suicide in Oregon: A Medical Perspective, 106 Mich. L. Rev. 1613, 1634-35 (2008) (“Specialists 
in palliative care have developed guidelines for the aggressive pharmacological management of intractable 
symptoms in dying patients, including sedation for those near death. We now know that that proper use of 
pain medications in patients with chronic pain, as well as patients at the end of life, does not hasten death. 
Studies have demonstrated that dying patients who received morphine lived longer than those who did not 
receive morphine.”); The Danger of Assisted Suicide Laws, National Council on Disability (October 9, 2019) at 
49 (“In the last decade, the field of palliative care has developed significantly.”). 
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that physician-assisted suicide guarantees “death with dignity,” it may only produce “death over disability.” 
https://www.sandiegouniontribune.com/opinion/commentary/sdut-is-assisted-suicide-simply-death-over-
disability-2014nov22-story.html. 
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Herbert Hendin & Kathleen Foley, Physician-Assisted Suicide in Oregon: A Medical Perspective, 106 Mich. L. Rev. 
1613, 1619–20 (2008) (“A study at the Oregon Health & Science University indicated that there has been a 
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community support can greatly alter the outlook of a disabled person, and are often overlooked by 
proponents of physician-assisted suicide. See Howard Brody, M.D., A Bioethicist Offers an Apology, available at 
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have been demanding that services be made available for him rather than that he be allowed to die. As one 
who argued the wrong thing back then, I apologize for my shortsightedness.”). 
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85 A Primer on Assisted Suicide, Patient Rights Action Fund and Disability Rights Education & Defense 

Fund, at 5, available at https://patientsrightsaction.org/wp-content/uploads/2017/07/Final-
Primer.pdf (“Also troubling is that research has documented widespread elder abuse in the United 
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elders to ‘choose’ assisted suicide.”); The Danger of Assisted Suicide Laws, National Council on 
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