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INTRODUCTION
The Declaration of Independence provides that “all men…[have] certain unalienable 
Rights,” including “Life, Liberty, and the pursuit of Happiness.”1  Despite this foundational 
recognition of the value of human life and the need to protect it in law, there are those 
today who would sacrifice it to misguided notions of “compassion” or “autonomy.”

Indeed, American society is at a critical inflection point on issues related to the end of 
life. Although physician-assisted suicide and euthanasia take advantage of and harm 
vulnerable individuals, betray the healing function of the medical profession, and ignore 
the many advances in treating depression and providing palliative care, public support 
for physician-assisted suicide is disturbingly and consistently high. A 2017 Gallup poll 
found that a solid majority of Americans, with 73 percent in favor, support laws allowing 
patients to seek the assistance of a physician in ending their lives.2

This disturbing trend is no doubt due to the success of propaganda efforts by the 
burgeoning pro-death advocacy movement in our culture, which seeks not only to legalize 
and normalize physician-assisted suicide and euthanasia, but also to actively and boldly 
instruct vulnerable Americans on how to end their own lives themselves. These ominous 
efforts threaten to alter both American law and culture on the sanctity of human life. But 
our current situation is not without hope. Despite growing support for these practices, the 
Supreme Court has unequivocally held that the State has an “unqualified interest in the 
preservation of human life,”3 and that a “prohibition on assisted suicide, like all homicide 
laws, both reflects and advances its commitment”4 to preserving and protecting life. 
Moreover, the New Mexico Supreme Court recently noted that “the State has legitimate 
interests in (1) protecting the integrity and ethics of the medical profession; (2) protecting 
vulnerable groups—including the poor, the elderly, and disabled persons—from the risk of 
subtle coercion and undue influence  end-of-life situations, including pressures associated 
with the substantial financial burden of end-of-life health care costs; and (3) protecting 
against voluntary or involuntary euthanasia…”5 

The resolution of the State’s interests in protecting life and the integrity of the medical 
profession, along with those counter interests being pushed by those who seek to advance 
a radical pro-death agenda, will not come through the federal courts, absent some radical 
shift in Supreme Court jurisprudence. Instead, the legality and availability of physician-
assisted suicide (and euthanasia) have been left ot each of the 50 states to answer. So far, 
10 states and the District of Columbia have already legalized physician-assisted suicide. 
And the pressure on the remaining states to legalize these practices is intensifying. It 
took 20 years for the first four states to legalize physician-assisted suicide. Since then, 
seven additional jurisdictions have joined them. Currently, physician-assisted suicide 
is legal in California, Colorado, the District of Columbia, Hawaii, Maine, Montana, 
New Jersey, New Mexico, Oregon, Vermont, and Washington, and efforts to 
legalize it elsewhere continue apace. 

Assisted suicide advocates are clearly not concerned by any 
remaining public opposition or by legal rebuffs to their radical, 
pro-death agenda. Their persistent and duplicitous efforts 
have resulted in more than half of the states considering 
legislation or ballot measures to legalize physician-
assisted suicide since 2015. And they are also 
responsible for a number of strategic state court 
challenges to existing prohibitions on 
assisted suicide.

 



If successful, these efforts promise only harm to those who are suffering and a general 
degradation of our national commitment to the principle that each life matters equally. 
Assisted suicide and euthanasia are neither “compassionate” nor “appropriate” solutions 
for those who are suffering, no matter whether the illness in question is mental or physical, 
temporary or terminal. Put simply, America’s most vulnerable citizens—the elderly, the 
terminally ill, the disabled, and the depressed—are worthy of life and equal protection under 
the law. Indeed, not only do these persons equally possess the fundamental right to life, 
but in the past several decades they have experienced dramatically improved lives due to 
groundbreaking new research, modern assistive devices, and the continuing eradication 
of societal misconceptions and reduction of disability discrimination. 

Physician-assisted suicide flies in the face of all the progress that has been made on this 
front, it discriminates against the infirm, and promotes the calculated (even if theoretically 
self-elected) termination of human beings because of a perceived imperfection. Although 
modern civilization has long since rejected this utilitarian vision, pro-death advocates seek 
to revive it. Opposing their efforts, and vindicating the right to life of vulnerable individuals, 
will take expansive legislative, public advocacy, and litigation efforts throughout the country. 
The American Medical Association, and other healthcare organizations and groups, 
must be prevailed upon to continue their longstanding opposition to these practices. And 
Americans must be broadly educated about the reality of these disturbing practices and the 
consequences of accepting a culture of death under the guise of compassion and personal 
autonomy. Because so far, despite popular polling in favor of physician-assisted suicide, 
Americans have largely rejected it when presented with all the facts.6  Such continued 
rejection is necessary if the birthright of each American is to be truly respected and advanced.



Thirty-three states affirmatively prohibit assisted 
suicide, imposing criminal penalties on anyone who 
helps another end his or her life.7  But advocates 
of physician-assisted suicide are aggressively 
seeking to overturn these protective laws and 
replace them with permissive laws legalizing 
assisted suicide. Predictably, these permissive 
measures invariably provide little to no 
protection for vulnerable Americans facing 
a potentially debilitating health crisis and, 
most crucially, those nearing the end of life. 
Because of the efforts of pro-death advocates, 
11 U.S. jurisdictions now permit physician-
assisted suicide: California, Colorado, the 
District of Columbia, Hawaii, Maine, Montana, 
New Jersey, New Mexico, Oregon, Vermont,  
and Washington.

Efforts to legalize physician-assisted suicide have gained 
significant momentum in recent years. It took 20 years for the first 
four states to legalize the practice: Oregon (1994); Washington (2008); 
Montana (2009); and Vermont (2013). Sadly, since then, seven additional jurisdictions 
have legalized physician-assisted suicide: California (2015); Colorado (2016); District 
of Columbia (2017); Hawaii (2018); New Jersey (2019); Maine (2019); and New  
Mexico (2021).

THE LEGAL L ANDSCAPE OF PHYSICIAN-ASSISTED 

SUICIDE IN THE UNITED STATES
current law on assisted suicide



In late 2021, California Governor Gavin Newsom signed a bill into law rolling back several 
safeguards to the state’s physician-assisted suicide framework, including shortening the 
14-day mandatory waiting period between the two required oral requests to just 48 hours.

SUMMARY OF FEDERAL COURT DECISIONS ON PHYSICIAN-ASSISTED SUICIDE

The federal courts entered the debate over physician-assisted suicide in 1996 when two 
appellate courts struck down state laws in New York and Washington prohibiting assisted 
suicide. The U.S. Supreme Court reversed those decisions in June 1997, holding that 
assisted suicide is not a fundamental right under the U.S. Constitution.11  In doing so, the 
Court affirmed the states’ authority to legislate or regulate in this area, while also confirming 
that the State has an interest in preserving life and the integrity of the medical profession.

Washington v. Glucksberg

The plaintiffs in Glucksberg included doctors who occasionally treated terminally ill 
patients, a number of terminally ill patients themselves, and Compassion in Dying, an 
organization which “counsel[ed] people considering physician-assisted suicide.”12  They 
asserted that they had a “liberty interest protected by the Fourteenth Amendment which 
extend[ed] to a personal choice by a mentally competent, terminally ill adult to commit 
physician-assisted suicide.”13  The Supreme Court rejected this assertion.

In so doing the Court comprehensively reviewed the history of laws on suicide and 
assisted suicide.14  It noted that “[i]n almost every State—indeed, in almost every western 
democracy—it is a crime to assist a suicide,” and characterized these protections as 
“longstanding expressions of the States’ commitment to the protection and preservation 
of all human life.”15  It further noted that laws in “opposition to and condemnation of 
suicide—and, therefore, of assisting suicide—are consistent and enduring themes of our 
philosophical, legal, and cultural heritages.”16  In other words, these laws were hardly 
“innovations,” but rather part of a 700-year “Anglo-American common-law tradition [that 
had] punished or otherwise disapproved of both suicide and assisting suicide.”17 

In light of this history, the Court concluded that there was no fundamental “right to 
commit suicide with another’s assistance.”18  It further concluded that Washington’s law 
was rationally related to its “unqualified interest in the preservation of human life” and 
its recognition that “all persons’ lives, from beginning to end, regardless of physical or 
mental condition, are under the full protection of the law.”19  In so holding the Court noted 

BALLOT INITIATIVES

Colorado, Oregon, and Washington legalized the practice of physician-assisted suicide 
via ballot initiatives. In the most recent successful ballot initiative, Colorado voters 
approved legalizing physician-assisted suicide by a margin of 65% to 35%. Building on 
this success, suicide advocates in Colorado attempted to place the “Colorado Medical Aid 
in Dying Initiative” on the 2018 ballot. This measure, which ultimately failed, would have 
“established a constitutional right to obtain a medical professional’s assistance in setting 
the timing of one’s death.” 8

After the Supreme Court’s 1997 ruling in Washington v. Glucksberg finding no federal 
constitutional right to assisted suicide, there was an attempt to repeal Oregon’s physician-
assisted suicide law.9  In a November 2007 special election, 60% of Oregon voters rejected 
the repeal initiative.

Meanwhile, attempts to legalize physician-assisted suicide via ballot initiative were 
rejected by voters in California (1992), Maine (2000), Massachusetts (2012), Michigan 
(1998), and Washington (1991 and 2008). Similar measures failed to make the ballot 

in Mississippi (2010), Missouri (2018), and South Dakota (2018), while a measure to 
repeal California’s assisted suicide law failed to make the ballot in 2016.

RECENT LEGISLATIVE ATTEMPTS TO LEGALIZE
 PHYSICIAN-ASSISTED SUICIDE

More than half of the states have considered legislative or ballot measures to 
legalize physician-assisted suicide over the last three years. In 2019 alone, two 
states enacted laws permitting physician-assisted suicide (Maine and New 

Jersey), and 17 other states considered similar measures. Notably, some 
recent measures to legalize physician-assisted suicide lack the purported 
safeguards of earlier laws. For example, in 2019, New Mexico considered 

a measure that shortened the waiting period between a request for lethal 
medication and receipt of that medication to two days and did not include 
a residency requirement, opening the door to “suicide by telemedicine” 
and “assisted suicide tourism.”10 



that bans on assisted suicide are consistent with State attempts to prevent suicide more 
generally, State interests in treating depression and mental illness, and State “interest[s] in 
protecting the integrity of the medical profession.”20 It also expressly recognized that the 
acceptance of an assisted suicide regime would likely harm “vulnerable groups[,] including 
the poor, the elderly, and disabled persons,” and confirmed that the State has an interest in 
protecting these groups from not only “abuse, neglect, and mistakes,” but also “coercion…
prejudice, negative and inaccurate stereotypes, and ‘societal indifference.’”21 Finally, it 
credited Washington’s slippery slope “fear that permitting assisted suicide will start it 
down the path to voluntary and perhaps even involuntary euthanasia,” because “what is 
couched as a limited right to ‘physician-assisted suicide’ is likely, in effect, a much broader 
license, which could prove extremely difficult to police and contain.”22 

Vacco v. Quill

The Plaintiffs in Vacco included a number of physicians and terminally ill patients. They 
asserted that “because New York permit[ted] a competent person to refuse life-sustaining 
medical treatment, and because the refusal of such treatment is ‘essentially the same 
thing’ as physician-assisted suicide, New York’s assisted-suicide ban violate[d] the Equal 
Protection Clause.”23  The Supreme Court, however, disagreed and upheld New York’s 
prohibition on assisted suicide. In doing so the Court rejected the notion that ending or 
refusing lifesaving medical treatment “is nothing more nor less than assisted suicide.”24  
 
More specifically, the Court held that “the distinction between assisting suicide and 
withdrawing life-sustaining treatment, a distinction widely recognized and endorsed 
in the medical profession and in our legal traditions, is both important and logical; it is 
certainly rational.”25  The Court explained that the “distinction comports with fundamental 
legal principles of causation and intent…when a patient refuses life-sustaining medical 
treatment, he dies from an underlying fatal disease or pathology; but if a patient ingests 
lethal medication prescribed by a physician, he is killed by that medication.”26  Put another 
way, a doctor who assists in suicide and a patient who consumes a lethal prescription 
have the specific intent of causing death, whereas “a physician who withdraws, or honors 
a patient’s refusal to begin, life-sustaining medical treatment purposefully intends, or may 
so intent, only to respect his patient’s wishes and to cease doing useless and futile or 
degrading things to the patient when [the patient] no longer stands to benefit from them.”27 

And the “same is true when a doctor provides aggressive palliative care; in some cases, 
painkilling drugs may hasten a patient’s death, but the physician’s purpose and intent is, 
or may be, only to ease his patient’s pain.”28  Finally, the Court reiterated that the “valid and 
important public interests” it laid out in Glucksberg made the New York law a reasonable 

one, and also made it clear that there is a difference between “protect[ing] and promot[ing] 
patients’ dignity at the end of life” and advocating for “physician-assisted suicide.”29  Put 
simply, the Court confirmed the commonsense conclusion that “letting a patient die and 
making that patient die” are not the same things.30 

Gonzales v. Oregon

The “Oregon Death with Dignity Act” grants civil and criminal immunity to physicians who 
dispense or prescribe a lethal dose of drugs upon the request of a terminally ill patient.31  
In 2001, the U.S. Attorney General issued an Interpretive Rule to address the enforcement 
of the federal Controlled Substances Act (CSA) with respect to the Oregon Act, declaring 
that using controlled substances to assist suicide is not a “legitimate medical purpose” 
and that dispensing or prescribing them for this purpose is unlawful under the CSA.

The State of Oregon, a physician, a pharmacist, and some terminally ill state residents 
challenged this Interpretive Rule. In Gonzales, the Supreme Court held that the CSA does 
not allow the Attorney General to prohibit physicians from prescribing federally regulated 
drugs for use in physician-assisted suicide under a state law permitting prescriptions 
of lethal drug overdoses upon the request of terminally ill patients.32  The Court further 
determined that the legislative intent of the CSA was to regulate medical practice only 
insofar as it bars physicians from using their prescription-writing powers as a means to 
engage in illicit drug dealing and trafficking.33  Beyond this, the Court held that the CSA 
showed no intent to regulate the practice of medicine generally; therefore, the U.S. Attorney 
General did not have authority “to make a rule declaring illegitimate a medical standard for 
patient care and treatment specifically authorized under state law.”34  Gonzales thus leaves 
physicians free to prescribe lethal drugs so long as their state laws permit it—no federal 
proscriptions currently exist to prevent that.

SUMMARY OF STATE COURT DECISIONS ON PHYSICIAN-ASSISTED SUICIDE

Undeterred by their earlier failures to recognize a federal constitutional right to assisted 
suicide, pro-death advocates have challenged prohibitions and other laws on assisted 
suicide in at least ten states: Alaska, California, Colorado, Connecticut, Florida, Georgia, 
Michigan, Montana, New Mexico, and New York. For the most part, these lawsuits have 
asserted state constitutional rights to assisted suicide (or challenged the constitutionality 
of the state’s prohibition of the practice) and have largely failed.



In Morris v. Brandenburg, for instance, the New Mexico Supreme Court rejected the 
argument that physician-assisted suicide is a fundamental right under the New Mexico 
Constitution. And in the most recent state court ruling, Myers v. Schneiderman, the New 
York Court of Appeals held that terminally ill persons did not possess a right to physician-
assisted suicide under the New York State Constitution.35

Despite these rulings and the general failure of pro-death advocates to achieve 
fundamental right status through the judicial system, such challenges are likely to 
continue well into the future, and may even arise in criminal prosecutions of those who 
assisted in another’s suicide.36

In one notable success for suicide advocates, the Montana Supreme Court, while 
refusing to address the constitutional question of assisted suicide, did construe the 
public policy underlying Montana law as permitting physicians to use a “consent” defense 
when providing “aid in dying.”  The court distinguished “aid in dying”37 (suicide advocates’ 
preferred term to “physician-assisted suicide”) from “mercy killing” and euthanasia 
and, in doing so, effectively sanctioned an individual’s decision to commit suicide.38  It 
further found “aid in dying” indistinguishable from the withholding or withdrawing of 
life-sustained treatment, contradicting the distinction long-recognized by the medical 
community and the courts, as detailed by the United States Supreme Court in Vacco.39 

THE EUROPEAN EXPERIENCE WITH EUTHANASIA AND PHYSICIAN-ASSISTED 
SUICIDE: A SLIPPERY SLOPE REALIZED

Europe is generally well ahead of the United States in normalizing physician-assisted 
suicide and euthanasia, so it is a good place to look to see if the confident proclamations 
of pro-death advocates that these practices are merely compassionate bear scrutiny. The 
truth is that they do not bear scrutiny; rather, they promise harm to the vulnerable, and 
invariably produce a culture in which the right to die morphs into a duty to die. Indeed, 
wherever euthanasia or physician-assisted suicide has been legalized, a steep increase in 
the number of cases, an extension of the possible reasons for resorting to these practices, 
and a consistent violation of purported safeguards to prevent abuse is observed.
 
The experience of Belgium and the Netherlands bear out the fact that once begun, 
physician-assisted suicide and euthanasia virtually guarantee a slippery slope toward an 
officially sanctioned culture of death.

BELGIUM

Belgium legalized euthanasia for adults 
and “emancipated minors” in 2002, 
becoming the second country in the 
world to do so after the Netherlands.40  
In February 2014, Belgian legislators 
extended the law and became the 
first country to allow euthanasia 
of suffering children without any 
age limit. As of 2015, reports indicate 
that 12,726 persons have been officially 
euthanized in Belgium since 2002, with 
over 2,000 of those coming in 2015 alone. 
The official commission tasked with compiling 
such reports admits that there 
is an unknown number of 
unreported cases, and a recent 
study suggests that the real 
number is approximately  
35% higher.

The primary diseases invoked 
to administer euthanasia in 
Belgium are cancer (67.7%); 
polypathologies (which are symptoms of old age such as eyesight or hearing impediments) 
(9.7%); diseases of the nervous system (6.9%); diseases of the circulatory system (5.2%); 
and respiratory diseases (3.1%). Additionally, euthanasia has also been visited upon those 
with mental and behavioral disorders (3.1%, or 124 individuals). Moreover, official reports 
indicate that “[t]he most notable increase is that of the euthanasia of patients suffering from 
dementia.” Most astonishing is a June 2015 report showing that life-ending drugs were used 
“with the intention to shorten life without explicit request” in 1.7% of all deaths in Belgium 
in 2013. What all this means is that while it is not practiced upon people against their will 
entirely, euthanasia in Belgium is increasingly requested by and performed on persons who 
are not terminally ill but rather show natural symptoms of old age, as well as on persons who 
suffer from dementia or who experience other mental health problems. It is little wonder 
then that an open letter by 65 psychiatrists and university professors openly criticized the 
practice of euthanasia for psychological suffering, due to the impossibility to assess the 
incurability of such conditions.



THE NETHERLANDS

The Netherlands legalized euthanasia in April 2002. Minors may request euthanasia from 
the age of 12, although the consent of the parents or guardian is mandatory until they reach 
the age of 16. Sixteen and seventeen-year-olds do not need parental consent in principle, 
although their parents must be involved in the decision-making process.

Official reports compiled by the Dutch Euthanasia Commission indicate that in 2016, 6,091 
euthanasia and assisted suicide cases were recorded, which amounted to 4% of all deaths. 
These numbers, however, do not include unreported cases, and a Lancet study assessing 
the reporting of cases between 1990 and 2010 estimates that 23% of all assisted deaths 
went unreported in the Netherlands.

In 2016, 68% of cases concerned patients with cancer, 5% with cardiovascular disease, 
6.7% with neurological disorders, 3.5% with pulmonary disorders, 9.3% for other reasons, 
and 4% for multiple geriatric syndromes. But patients with dementia accounted for 2% of 
the cases, and patients with other psychiatric conditions accounted for 1% of the cases. 
These numbers represented a notable increase in euthanasia cases for dementia—in 2012, 
41 persons affected by dementia were euthanized, but by 2016 this number had more 
than tripled, accounting for 141 people. The same upward, and ominous, trend applied to 
psychiatric conditions—60 people were euthanized in 2016, reflecting a sharp rise in contrast 
to the 14 individuals euthanized in 2012.

The Commission’s report also highlighted the increasing involvement of the doctors from 
the so-called “End of Life Clinics” in the Netherlands, which euthanized around 400 people 
in 2016, as opposed to 107 people in 2013. These controversial facilities play a significant 
role in ending the lives of people affected by dementia, psychiatric disease, and pathologies 
due to age.

PRECAUTIONARY SAFEGUARDS HAVE PROVEN INEFFECTIVE IN EUROPE

Both Belgium and the Netherlands—and virtually all jurisdictions legalizing euthanasia 
or assisted suicide, or both—have put in place regulations designed to prevent abuse. 
These measures have included, among others, explicit consent by the person requesting 
euthanasia, mandatory reporting of all cases, administration only by physicians, and 
consultation by a second or third physician. Notwithstanding these ostensible precautions, 
the European experience has produced evidence showing that these safeguards are 
regularly ignored and transgressed, and that such transgressions are not followed with 
prosecutions even for the most egregious abuses.

For instance, research shows that in Belgium about 50% of all euthanasia cases are never 
officially declared. To take but one example, Dr. Marc Cosyns stated in an interview that 
he generally doesn’t declare his cases despite being under a legal obligation to do so, 
because he considers euthanasia to be a “normal medical procedure.” To take yet another 
example, the existence of End of Life Clinics in the Netherlands shows that euthanasia has 
essentially been commodified, trivializing the fact that the “service” consists in intentionally 
killing a person without offering any medical care or therapeutic alternatives.

These clinics were created to “serve” those who fall within the scope of the law but whose 
doctor is either unable or unwilling to administer it. The clinics’ “services” are provided by 
mobile teams who usually work with people who are terminally ill, those suffering with 
dementia or psychiatric disorders, or elderly people suffering from multiple yet non-fatal 
conditions. These patients are killed in the “comfort” of their own homes.

In reality theses clinics stand as a manifest rebuke to the idea that legal safeguards are 
working in Europe. Indeed, they create and sustain a vicious cycle—they are legitimized 
by an ever-widening interpretation of the legal criteria used to invoke euthanasia, their 
existence then serves to entice more and more people to avail themselves of euthanasia, 
and that results in increased pressure for the legal criteria to widen even more. This “service” 
model not only justifies euthanasia in more and more cases, but tempts the disabled 
and suffering to resort to the practice despite real and readily available compassionate 
medical alternatives. It should go without saying that this situation describes the virtual 
quintessence of a slippery slope. And it has not gone without notice. Indeed, Prof. Theo 
Boer, a Dutch ethicist and nine-year-member of a Netherlands regional euthanasia review 
committee, originally was convinced in 2007 that “there doesn’t need to be a slippery slope 
when it comes to euthanasia,” because a good law, when combined with a competent review 
procedure, would “provide[] the basis for a stable and relatively low number of euthanasia 
procedures.” But after seeing euthanasia up close and personal in the Netherlands, he 
changed his position in 2014, writing a public appeal to the British House of Lords in which 
he warned that the Dutch had been “wrong, terribly wrong,” to have been so sanguine. 
The escalation in the number of demands for euthanasia; the development of End of Life 
Clinics specializing in delivering death; the shift in patients who receive euthanasia toward 
more cases of loneliness, depression, and bereavement being invoked for its application; 
and euthanasia’s change from an exception in law to a right, with a corresponding duty on 
doctors to act, all accounted for Prof. Boer’s change of position. In effect, he was mugged by 
the reality of what euthanasia and physician-assisted suicide become in the real world when 



THE EUROPEAN EXPERIENCE WITH EUTHANASIA AND PHYSICIAN-ASSISTED 
SUICIDE: A SLIPPERY SLOPE REALIZED

As in Europe, proponents of physician-assisted suicide argue that patients have the right to 
choose what happens at the end of their lives, and conceive of physician-assisted suicide 
as a way to deliver death with dignity. They contemplate that if the option of physician-
assisted suicide is not available some patients may be driven to end their lives in more 
primitive ways. Many proponents concede that end-of-life care has improved, but they 
insist that it cannot relieve all pain and therefore physician-assisted suicide is necessary. 
Proponents even go so far as to suggest that the knowledge that physician-assisted 
suicide is available as a comfort to patients, especially those in a hospice setting who 
have received terminal diagnoses. Finally, they contend that assisted suicide is a safe and 
painless process, and that legal safeguards will prevent any coercion and abuse.41 

Of course, the European experience described above, and experiences drawn from right 
here in the United States, should disabuse anyone of the idea that these justifications hold 
water, or that we Americans can legalize physician-assisted suicide while avoiding the 
slippery slope that Europe now finds itself on. The truth is that physician-assisted suicide 
promises to uniquely harm the sick, the disabled, the mentally ill, and the depressed; 
it works a perverse transformation of the doctor from healer into killer, eradicating the 
millennia-old Hippocratic model of medicine; it ignores the great strides that have been 
made in treating mental illness and delivering palliative care; and it commodifies human 
life, turning a right to life into a duty to die.42

PHYSICIAN-ASSISTED SUICIDE PROMISES UNIQUE HARM TO THE SICK, THE 
DISABLED, THE MENTALLY ILL, THE DEPRESSED, AND THE POOR

It is a cruel irony that at a time in which palliative care is greatly improved, suicide 
prevention efforts are ubiquitous, treatment for mental illness and depression has become 
an increasing focus, and community and medical supports for the disabled are better 
than ever, physician-assisted suicide is being increasingly touted as a viable solution for 
maladies that can and are competently treated by the medical profession. Without the need 
to kill the patient! The grim reality never mentioned by death advocates is that the sick and 
disabled, who are often also understandably subject to depression, are disproportionately 

actually practiced—that is, a duty on a suffering human being to not be a burden any longer 
on society, and a duty on society to make death readily available to those it might deem, in the 
least, burdensome. Given this reality, there is no reason to believe the American experience 
will be any different.



harmed by physician-assisted suicide. Moreover, under a regime of physician-assisted 
suicide, the vulnerable become victims of a culture of death, precisely because legalizing 
this practice inevitably leads to a “duty to die” when one’s life is perceived to be a burden 
on society.43 

Indeed, studies have shown that based on the Oregon experience with physician-assisted 
suicide, people do not resort to this practice because of “unrelievable pain,” as it is often 
supposed, but rather because of “reasons associated with disability, including the loss 
of autonomy (89.9 percent), the loss of the ability to engage in activities that make life 
enjoyable (87.4 percent), the loss of dignity (83.8 percent), and the loss of control of bodily 
functions (58.7 percent).44 

This is no doubt why every major national disability organization to have taken a 
position on the issue, along with the National Council on Disability, has consistently 
come out against physician-assisted suicide.45  They know that the theory floated by 
advocates does not match-up with the reality. Not surprisingly, studies have also shown 
that those acquainted with treating disability, depression, and mental illness generally 
opposed assisted suicide, whereas those individuals and medical practitioners with little 
experience in those fields tend to favor the practice. “[T]he more experience physicians 
have in end-of-life care the more they disapprove of PAS. Conversely, it is those that 
rarely care for the dying that tend to support it.”46  In fact, “[m]ost doctors that prescribe 
assisted suicide drugs are generally not experts in diagnosing depression or mental 
health difficulties.”47  This leaves the disabled and depressed bereft of help from those 
who most know how to deliver it competently to them, just when they need it most.

In fact, physician-assisted suicide perversely sets up a discriminatory system in which 
the disabled are treated worse than all others, because they are disabled and therefore 
viewed as somehow more dispensable. Diane Coleman, who is the president and founder 
of Not Dead Yet, “a national, grassroots disability rights group that opposes legalization 
of assisted suicide and euthanasia as deadly forms of discrimination.”48  Explains the 
phenomenon this way: “[The] public image of severe disability as a fate worse than 
death…become[s] grounds for carving out a deadly exception to longstanding laws and 
public policies about suicide intervention services…Legalizing assisted suicide means 
that some people who say they want to die will receive suicide intervention, while others 
will receive suicide assistance. The difference between these two groups of people will 
be their health or disability status, leading to a two-tiered system that results in death to 
the socially devalued group.”49 

This discrimination is made even worse by the fact that in our profit-driven healthcare 
system, providing deadly drugs is far more economical than covered a disabled person’s 
needs, so there is an incentive for insurance companies to employ a utilitarian calculus to 
the detriment of the disabled. The Disability Rights Education & Defense Fund notes that:

[a] significant problem with [the] legalization [of assisted suicide] is the deadly 
interaction between assisted suicide and profit-driven managed health care….The 
cost of the lethal medication generally used for assisted suicide is about $300, far 
cheaper than the cost of treatment for most long-term medical conditions. The 
incentive to save money by denying treatment already poses a significant danger.

 
This danger is far greater where assisted suicide is legal. Direct coercion is not 
necessary. If patients are denied necessary life-sustaining health care treatment, 
or even if the treatment they need is delayed, many will, in effect, be steered toward 
assisted suicide.50

 
And that is not just the conclusion of an interested disability rights nonprofit—actual 
data exists to support this unfortunate reality. Indeed, a “1998 study from Georgetown 
University’s Center for Clinical Bioethics…found a strong link between cost-cutting 
pressure on physicians and their willingness to prescribe lethal drugs to patients, were it 
legal to do so.”51  The New York State Task Force on Life and the Law predicted this state 
of affairs some time ago, noting that assisted suicide would:

be practiced through the prism of social inequality and prejudice that characterizes 
the delivery of services in all segments of society, including health care. Those who 
will be most vulnerable to abuse, error, or indifference are the poor, minorities, and 
those who are least educated and least empowered…

[T]here [is no] reason to believe that the practices, whatever safeguards are erected, 
will be unaffected by the broader social and medical context in which they will be 
operating. This assumption is naïve and unsupportable.52 

In sum, then, the reality is that “[p]oor people, people of color, elderly people, people with 
chronic or progressive conditions or disabilities, and anyone who is, in fact, terminally ill 
will find themselves at serious risk” wherever physician-assisted suicide is normalized 
and legalized.”53 



A few examples from places in which physician-assisted suicide has been tried definitely 
show this to be the case:

• The first known assisted suicide death under Oregon’s so-called Death With Dignity 
Act “was that of a woman in her mid-eighties who had been battling breast cancer for 
twenty-two years. Initially, two doctors, including her own physician who believed that 
her request was due to depression, refused to prescribe lethal drugs.” But “Compassion 
& Choices—then operating under the name Compassion in Dying, although originally 
called The Hemlock Society—became involved in the case and referred the woman to 
a doctor willing to write the prescription.”54 

• In 2013, only two of the 71 patients in Oregon who actually committed physician-
assisted suicide were referred for counseling.55  In one particularly clear-cut case, 
Michael Freeland, a 64-year old man with a 43-year history of suicide attempts, 
paranoia, and depression was, astonishingly, not deemed to require counseling 
prior to his assisted suicide.56 

• “Kate Cheney, 85, died by assisted suicide under Oregon’s law even though she had 
early dementia” and [h]er physician had declined to provide the lethal prescription.” 
She eventually took lethal drugs prescribed by a physician, even though an earlier 
psychiatric evaluation found she lacked “the very high level of capacity required to 
weigh options about assisted suicide.”57 

• Linda Fleming was the first to use Washington state’s assisted suicide law to end 
her life. She “was divorced, had had financial problems, had been unable to work due 
to a disability, and was forced to declare bankruptcy. Yet the Director of Compassion 
& Choices of Washington said that her situation presented ‘none of the red flags’ that 
might have given his group pause in supporting her request for death.”58 

• Both Barbara Wagner and Randy Stroup were Oregon cancer patients undergoing 
treatment when they received missives from the Oregon Health Plan notifying them 
that while the state would not cover their beneficial cancer treatments to potentially 
prolong their lives, it would cover among other things the cost of lethal drugs that 
could be used to cut them short by assisted suicide.59 

PHYSICIAN-ASSISTED SUICIDE TURNS DOCTORS 
FROM HEALERS INTO KILLERS

The Hippocratic Oath has existed for over two millennia and provides, among other things, 
that a doctor will “abstain from whatever is deleterious and mischievous” and will “neither 
give a deadly drug to any one if asked for it, nor…make a suggestion to this effect.”60  Since 
the dawn of the Oath, the doctor has traditionally been seen as committed to virtue, to 
doing right and avoiding wrong. Indeed anthropologist Margaret Mead characterized the 
Oath as a watershed moment whereby, “[f]or the first time in our tradition, there was a 
complete separation between killing and curing.”61  She noted that since the Oath, the 
doctor has been “dedicated completely to life under all circumstances, regardless of rank, 
age, or intellect.”62  And she warned that because “society is always attempting to make 
the physician into a killer—to kill the defective child at birth, [or] to leave the sleeping pills 
beside the bed of the cancer patient,” the Oath is “a priceless possession of society which 
we cannot afford to tarnish.”63 

Yet legalizing physician-assisted suicide would do just that—it would return us to the 
primitive world in which “the doctor and the sorcerer tended to be the same person” and 
had the power not only to cure but also to kill.64  This can only lead to the degradation of 
the healing function of the doctor. In fact, Dr. William Toffler, a physician and Professor of 
Family Medicine at Oregon Health and Science University for 35 years who has firsthand 
experience with Oregon’s experiment with physician-assisted suicide, notes the inherent 
conflict between the doctor’s duty to his patient and twisted imperatives of Oregon’s 
assisted suicide law:

“The way that physicians respond to patients’ requests for lethal drugs has a 
profound effect on their choices and their view of themselves and their inherent 
worth. Such patients deserve doctors who will support them through their illnesses, 
not offer them a quick exit.”65 



He concludes that Oregon’s law not only obviously harms patients, but also the quality of 
medical care and “the integrity of the medical profession.”66 

The real-world clinical experiences of doctors like William Toffler no doubt account for 
the fact that, despite considerable pressure to change its official stance, the American 
Medical Association still to this day stands by its position that “[p]hysician-assisted 
suicide is fundamentally incompatible with the physician’s role as healer.”67  Rather, the 
Association continues to hold that “[i]nstead of engaging in assisted suicide, physicians 
must aggressively respond to the needs of patients at the end of life,” up to and including 
the provision of “good communication and emotional support” and “appropriate comfort 
care and adequate pain control.”68  This position is consistent with thousands of years 
of collective wisdom which properly rejects the idea that the doctor can simultaneously 
kill and remain a healer, and the broad understanding that “assisting in suicide…is not 
a legitimate medical purpose.” Gonzales v. Oregon, 546 U.S. 243, 285-86 (2006) (Scalia, 
J. dissenting) (internal quotations and citations omitted) (noting that “[v]irutally every 
relevant source of authoritative meaning confirms that the phrase ‘legitimate medical 
purpose’ does not include intentionally assisting suicide” and that “virtually every medical 
authority from Hippocrates to the current American Medical Association (AMA) confirms 
that assisting suicide has seldom or never been viewed as a form of ‘prevention, cure, 
or alleviation of disease,’” and confirming that “the overwhelming weight of authority in 
judicial decisions, the past and present policies of nearly all of the States and of the Federal 
Government, and the clear, firm and unequivocal views of the leading associations within 
the American medical and nursing professions, establish that assisting in suicide…is not a 
legitimate medical purpose”).69 

PHYSICIAN-ASSISTED SUICIDE IGNORES ADVANCES IN TREATING MENTAL 
ILLNESS AND IN DELIVERING COMPETENT PALLIATIVE CARE

We live in a time in which mental illness and depression are being taken more seriously 
than ever before, the stigma surrounding such ailments is lessening, and treatments 
for them are improving.70  So too with palliative care—indeed, “[p]ain and symptom 
management and the management of delirium for patients is now possible for the vast 
majority of patients, even those with advanced disease.”71  Yet notwithstanding these 
positive developments, physician-assisted suicide is viewed by many as a reasonable and 
natural course to take for those suffering from mental or physical illness. This disconnect 
suggests how successful advocates for death have been in branding physician-assisted 

suicide as “death with dignity,” and how much they have been able to shield the general 
public from the reality of the process.72  The reality, first and foremost, is that the disabled 
and terminally ill do “not need to die to have dignity.”73 

Dignity inheres by virtue of the fact that they are human beings and not because they 
maintain certain abilities or presumed life expectancies. It is simply not true that “people 
who deal with incontinence and other losses in bodily function are lacking in dignity.”74 
 
Such deficits, while real and often significantly life-altering, do not justify offering the 
disabled death while offering all others life. Given this sorry state of affairs it must be 
concluded that in truth, physician-assisted suicide is essentially a form of discrimination, 
because it “is only provided to people with disabilities, by definition.”75  Whether those 
disabilities take mental or physical form, or are terminal, chronic, or even relatively 
temporary in nature, it is the case that whereas our society values and supports suicide 
prevention efforts generally, it curiously “extend[s to the disabled] the ‘right’ to end [their] 
lives” instead.76  But as the Center for Disability Rights has noted, “[e]qual rights means 
equal suicide prevention, not the false ‘compassion’ of suicide assistance.”77 

The terminally ill, the sick, and the disabled should be given all reasonable and 
compassionate measures to reduce their suffering, and appropriate measures to do this 
are hardly difficult to offer given current advances in medicine. Indeed, “[p]ain management 
in the form of palliative care is already available and is highly effective at relieving the 
suffering of people in physical pain at the end of their lives, even to the point of palliative 
sedation in cases that are otherwise intractable.”78  What such measures emphatically 
do not include is “creat[ing] a legal way to kill people with disabilities and older adults 
without consequences,” which is what physician-assisted suicide laws do.79  Compassionate 
treatment, integrated community supports, and the delivery of advanced palliative care are 
the answers to the difficulties posed by terminal illness and disability, not offers of death.80 

PHYSICIAN-ASSISTED SUICIDE COMMODIFIES HUMAN LIFE, TURNING A RIGHT 
TO LIFE INTO A DUTY TO DIE

Everywhere physician-assisted suicide has been normalized or legalized, the slippery slope 
invariably made its ugly appearance sooner or later.81  One manifestation of this is that 
the “right to die” oftentimes morphs into a “duty to die.” Despite the fact that physician-
assisted suicide is sold as a practice that increases autonomy, it is well documented that 



pressure and coercion are often brought to bear on the disabled or terminally ill, who often 
then resort to physician-assisted suicide to avoid burdening their families and society.

For instance, studies suggest that many patients choose assisted suicide due to external 
pressures. “In fact, the percentage of reported Oregon cases attributed to patients’ 
reluctance to burden their families has risen alarmingly. It totaled 12 percent in 1998, but 
increased to 26 percent in 1999, then 42 percent in 2005, and 45 percent in 2007.”82  And 
the National Council on Disability notes that “Oregon and Washington State statistics, 
minimal though they are, show a high rate of patients’ concern about being a burden 
on others.”83  Moreover, “[o]f those in Oregon who reportedly died from ingesting a lethal 
dose of medication in 2018, more than 9 out of 168 (7.3 percent) mentioned ‘financial 
implications of treatment’ as a consideration.”84  As if this were not bad enough, the 
pressure and coercion brought to bear on patients need not even be nefarious—physician-
assisted suicide, once accepted as a norm, often compromises patients even when the 
intentions of family members are seemingly compassionate:

[S]upportive family members can find it difficult to accept functional impairment 
in a loved one. The desire to end the perceived suffering of a family member can 
seem altruistic, but nonetheless, can have the effect of pressuring the ill person 
to hasten their death. Also, a worried family may be supportive, but can still lead 
an ill family member to feel pressure toward an early exit from life simply to avoid 
high medical bills from depleting scarce financial resources. And further, disability 
is associated with suffering, even by many loving family members. Consequently, 
while family members may not express the idea in such explicit terms, the notion 
that people with disabilities are “better off dead” is a common view that may further 
erode safeguards.

And when the real potential for elder abuse is added into the mix,85  it is not difficult to see 
that physician-assisted suicide, even if proponents insist it does not set out to disadvantage 
the disabled, certainly does.

CONCLUSION
In The Problem of Pain, C.S. Lewis noted that if we “[t]ry to exclude the possibility of 
suffering which the order of nature and the existence of free-wills involve,” we will find 
that we “have excluded life itself.”86  This is just another way of saying that life brings 
suffering along with its joy and wonder. And sooner or later we will all likely become well 
acquainted with it, whether we like it or not. Untangling the mystery of suffering is clearly 
beyond the scope of this paper, as it has perhaps been beyond the reach of even the 
best thinkers the world has seen. But we can draw a much simpler conclusion, based on 
the experience of Europe and various states like Oregon with euthanasia and physician-
assisted suicide. And that is this—these practices are neither wise nor necessary ways 
to approach and deal with suffering. They produce not dignity but death; not competent 
medical care but rather a perversion of the healing function of the doctor. When we 
respond to the siren song of physician-assisted suicide—having convinced ourselves that 
it is the compassionate course to take—we inevitably harm those very people who most 
need actually compassionate and life-affirming medical care. The remedy for those with 
terminal illnesses, disabilities, and depression is medical care and community services 
that target and serve their needs, not an offer to make them dead before their time. For 
everyone else we provide this care, and it is time we return to doing the same for these 
most vulnerable among us.
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