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Let me not pray to be sheltered from 
dangers but to be fearless in facing them.

Let me not beg for the stilling of my pain 
but for the heart to conquer it.

Let me not look for allies in life’s 
battlefields but to my own strengths.

Let me not crave in anxious fear to be 
saved but hope for the patience to win my 
freedom.

Grant me that I may not be a coward, 
feeling your mercy in my success alone; but let 
me find the grasp of your hand in my failure.

Rabindranath Tagore, 
Fruit-Gathering
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PREFACE

I had a relatively easy time deciding on the general topic of my thesis. Being

a senior in pre-medicine and an Honors Scholar, I knew I wanted to do an

interdisciplinary thesis about a topic from which I would benefit now and in the

future. My thesis director, Dr. Valerie Gager, and I were discussing what I could do

and I told her that death was a subject I wanted to think about before going to medical 

school. With euthanasia being so prevalent and controversial, it seemed only

appropriate to focus my thesis on some aspect of the issue.

When I initially started thinking about ways to organize my paper and what to

include, I had hoped to research and discuss the history of the perceptions of death in

different cultures and then address the issue of euthanasia at the end. When I met

with my readers and my director for the first time, we decided that I needed to

narrow the focus of my paper — I was attempting to cover too much and would not do

justice to all the aspects of death involved in such a broad topic. At our first 

meeting, one of my readers, Dr. Lee Harrison, suggested that I attend a conference in

Missoula, Montana entitled "Doctors and the Decision to Die." At the conference, I

had the opportunity to listen to several speeches given by exceptional speakers from

around the country. They all emphasized their unique perspectives on the issue of

assisted-suicide and impressed me greatly. After the conference, I realized that

physician-assisted suicide was the aspect of euthanasia that had been catching my 

attention throughout my literature review. My director and I decided that this should
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be my focus and that it would be foolish to attempt to cover the historical aspect of

death in the same paper. Once I finally was able to focus my efforts on the issue of

physician-assisted suicide, I made rapid progress with my paper and eventually got it

to the point it is now.

The hardest part of writing this paper was narrowing down my topic — my

thesis statement and my outline seemed to practically write themselves. Although the 

actual writing and revising was difficult, finally I had something tangible to touch,

feel, and change. Despite the enormous amount of time and effort this paper has

taken, I feel I have learned a lot about my topic and about myself throughout the 

process. I was able to reflect about death, what it means to me, and what it could 

mean to me as a patient and as a physician.

If I had the paper to do over again, I would probably take the same approach 

and narrow my topic through discovering what interests me. I would, however, hope

to spend less time finding my focus and more time doing extra background reading on 

the specific issue of physician-assisted suicide. On the topic I chose, there is an 

enormous amount of new literature and I was not able to read nearly as many books

as I would have liked to.

I believe I have learned a great deal throughout the process of developing and 

writing this paper. I have dealt with a very difficult issue about which I knew very

little and have seen how important the role of the physician is. I have realized how

crucial it is for both patients and physicians to educate themselves about all aspects of
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their health conditions and their options for treatment. What I have learned and

discovered about myself and about end-of-life decisions will stay with me long into 

the future as I partake in my own roles as physician, patient, and concerned loved

one. I hope the future readers of this paper will take with them a part of my 

experience and will be inspired to begin their own reflection about an aspect of life

that is important to them.
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INTRODUCTION

Each person is unique with an individual look, identity, perspective, and

personality. Each will experience an individual death, different from all others. 

Although there are as many ways to experience the process of death as there are 

people, the scope of this paper will focus on the deaths of mentally competent patients

who are near the end of a terminal illness. In this thesis, it will be demonstrated that

society’s interpretation of moral laws must be modified with time and the acquisition 

of knowledge, and that the participation of physicians and patients in physician-

assisted suicide must now be considered reasonable, justifiable, and ethical in

exceptional cases.

This paper will be presented in two main parts. First, the thesis will be 

analyzed and explained. There will be a brief discussion of what moral laws are, and 

reasons will be presented to show why our interpretation of them must change with 

time and the acquisition of knowledge. It will then be demonstrated why physician- 

assisted suicide has surfaced as such an important issue and why it must be discussed

now. Some of the criteria used to help define exceptional cases and to know when 

the option of assisted suicide should be considered will be addressed. The final 

segment of the analysis and explanation will illustrate why physician-assisted suicide 

should be considered reasonable, justifiable, and ethical in exceptional cases.

Second, after the thesis has been analyzed and explained, some of the most 

common objections to the arguments for physician-assisted suicide in exceptional
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cases will be addressed and responded to. The entire paper then will be reviewed 

briefly and summarized in the conclusion.

Before beginning, however, some terms used in this paper need to be defined

to ensure that there is a consistent understanding between the author and the reader 

and to distinguish the subject of this paper from other similar concepts. Throughout 

the course of the paper, euthanasia is the ending of a life for reasons considered to be 

merciful. Passive euthanasia involves allowing a hopelessly ill person to die by 

refraining from treatment. In this case, the illness or disease is the cause of death. 

Active euthanasia is the administration of a medical procedure to bring about a 

patient’s death (e.g., the physician gives a lethal injection which is the cause of 

death). Physician-assisted suicide is when the physician supplies the patient with the 

medical means (e.g., a prescription for barbiturates) to end his or her life but has no

direct part in the final act.

Throughout the paper, I will present this thesis from the perspective of a 

reasonably well-informed adult who has the potential to become both a patient and a

physician.
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I. ANALYSIS OF THESIS

A. Moral Law

Moral laws are the principles by which we attempt to guide behavior and

conduct our lives. Moral laws have long been a part of society and have enabled 

human beings to live together and to evolve and progress. They have been

established through tradition and history and are sometimes considered to be, in a 

religious context, the human attempt to reflect Divine Law.

Some people believe that moral law does not need to be spoken or written; it 

is simply understood and self-evident. An example of this deals with murder of an 

innocent unsuspecting victim. A child who had never seen or heard about criminal 

laws would usually know inherently that it is wrong to kill his or her baby sister.

The moral law against murder has been set through time and seems to be a logical

understanding and reflection of God’s will. As St. Thomas Aquinas writes,

The first principle in the practical reason is one founded on the nature of good, 
viz., that good is that which all things seek after. Hence this is the first 
precept of law, that good is to be done and promoted, and evil is to be 
avoided. All other precepts of the natural law are based upon this (1).

In this passage Aquinas emphasizes that our nature is to seek good and that this is the

basis of our practical reason. It is an inherent part of our being to strive for good and

avoid evil.

Moral laws, which do reflect Divine Law, are themselves unchanging. Our

interpretation of what the law is, however, does change and become modified through 

time and the acquisition of knowledge. Aquinas theorizes that moral law changes

through addition and subtraction.
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A change in the natural law may be understood in two ways. First, by way of 
addition. In this sense, nothing hinders the natural law from being changed, 
since many things for the benefit of human life have been added over and 
above the natural law, both by the divine law and by human laws. Secondly, 
a change in the natural law may be understood by way of subtraction, so that 
what previously was according to the natural law, ceases to be so. In this 
sense, the natural law is altogether unchangeable in its first principles. But in

• its secondary principles, which, as we have said, are certain detailed proximate 
conclusions drawn from the first principles, the natural law is not changed so 
that what it prescribes be not right in most cases. But it may be changed in 
some particular cases of rare occurrence, through some special causes 
hindering the observance of such precepts (1).

This shows that although the fundamental natural laws do not change, the conclusions

we draw from them may. We must take into account new and changing 

circumstances and reevaluate our interpretations and conclusions. To explain the 

changeability of natural law, Aquinas uses the example of God’s command to

Abraham to kill his son. Although inherently wrong, the circumstances, according to

Aquinas, dictated an acceptable transgression from natural law (1).

As society advances and evolves, we should learn from the past and gain

greater insight with which to search for the truth—the truth being what moral law 

actually is. We should learn to recognize our mistakes, consider new knowledge, and

reevaluate our previous ideas. "Searching for truth"— a great deal is said in those 

three words. We are admitting that we do not know what the truth is in relation to

Divine Law; but we are also saying that we believe there is a truth. Many of us 

attempt to find and define truth in the various aspects of our lives. Many colleges

• and academic-based institutions incorporate the search for truth into their mission 

statements. For instance, Carroll College affirms as part of its philosophy,
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Its commitment to the principle of freedom of inquiry in the process of 
investigating, understanding, critically reflecting upon, and finally judging 
reality and truth in all fields of human knowledge (2).

Pope John Paul II also emphasizes the search for truth as a fundamental endeavor of

institutions of learning:

A Catholic University has to be a ’living union’ of individual organisms 
dedicated to the search for truth...It is necessary to work towards a higher 
synthesis of knowledge, in which alone lies the possibility of satisfying that 
thirst for truth which is profoundly inscribed on the heart of the human person 
(3).

Throughout this essential quest for truth and betterment, humans must modify their 

interpretation of moral law in order to reflect Divine law. There are several reasons 

we must strive to perfect our understanding and interpretation of moral law.

With the constant barrage of ever-changing information and technology, many

new issues have emerged. An example is the development of artificial life support.

In the past, people did not have to wonder if we were "playing God" by keeping a 

dying person alive artificially because the means to do so were unavailable. Today, 

the availability of artificial life support plays a key role in our consideration of life

and death issues.

Simple acceptance of the status quo and refusal to accept the challenge of

addressing issues as they arise can lead to dire consequences. This is true in relation 

to moral law as well as to other facets of our lives. For instance, despite obvious 

warnings, human demand has nearly depleted many of our natural resources such as 

petroleum and the fresh water supply. Our refusal to respond adequately has caused 

the scientific community to scramble to find alternative resources before our natural
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resources are completely depleted. In Genesis, God gave human beings dominion

over the earth, but our greed and selfishness have caused us to abuse the earth and

fail our moral responsibility as stewards. We have created health problems for

ourselves and future generations of human beings, animals, and plant life. This
t

illustrates that conflicts and moral dilemmas need to be addressed as they arise. If we

do not realize where there is conflict and where there needs to be change in our

understanding of moral law, a much greater conflict will result.

Change is an inevitable element of life. All living things must adapt to

changing environments in order to survive and flourish. Life cannot remain stagnant 

if it is to advance, evolve, and become better. To ensure that we are continually

searching for truth, we must never become satisfied and too comfortable with the 

status quo. Rather, we must continually challenge ourselves to consider all the 

factors involved in an issue and reevaluate our positions on moral issues so that they

are as reflective of the truth as we think they can be.

B. The Prevalence of Physician-Assisted Suicide

There are several reasons the issue of physician-assisted suicide, in regard to

terminal illnesses, is being brought to our attention and deserves serious and

immediate consideration.

• First, the advancement of medical technology has affected where and how

death occurs and has increased the fears and emotions we experience. New 

technologies and life-prolonging treatments which can only be provided at hospitals
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have moved the death bed from the home into a small, white, sanitary room with a

number on the door and a wooden rack to hold a temporary name card. In the past, 

many generations of families had the opportunity to experience birth and death in the

same house, possibly even the same bed. There was a feeling of continuity, security,
f

and foundation, and the family was an essential part of the experience. Today, 

however, the gentle, warm, familiar surroundings of a loving home have been traded 

for an impersonal, cold environment with a continuous array of machines buzzing and 

beeping, punctuating the ever-present hope for a quick fix. The shift has been from a 

natural and intimate setting to one that is unfamiliar and artificial. Because of this 

new location for death, the dying person, rather than being surrounded by family 

members and being the focus of their attention, is now isolated from his or her family

and the positive healing effect their love can have.

This change in location has also affected family members and institutional

caregivers. Family members are placed in a setting where they often are intimidated 

and believe any help they can provide is surpassed by caregivers and medical

technology. Medical caregivers thus become the primary source patients look to for

sustenance and care.

The manner in which a person dies is also different now from what it was

many years ago. The medical treatments at our disposal allow us to extend life.

Since the mid-19th century, average life expectancy at birth has nearly doubled: from 

45 to 70 years (4). Unfortunately, as we stretch the quantity of life, the quality is 

often greatly reduced. Whereas the primary cause of death up to the nineteenth
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century was communicable diseases (5), 70 to 80 percent of all deaths today are the 

result of degenerative diseases marked by a long downhill decline (6). This can 

create complications and require that difficult decisions be made by patients and their

families.

Both of the above-mentioned factors have influenced the fears and notions that

many people have about death. People fear the unknown, so they normally fear a 

long, drawn-out death in a hospital hooked up to complicated machines and 

computers. People do not experience the deaths of their relatives or family members 

within their homes as they once did and therefore they do not see death as a natural 

part of life. Rather, death has been moved to the hospitals, away from people, to be 

unknown and feared by them. Their fear and their notion that death is unnatural is

also multiplied when they actually visit the hospital and see the patients in the hospital 

hooked up to the machines, monitors, and life-prolonging treatments and devices.

Upon being exposed to such a foreign setting, they begin to consider how they would 

react in a similar situation. They begin to fear for themselves an ugly, drawn-out

death over which they have no control. The possibility of machines and computers 

controlling the amount of nourishment and medication in our system and the amount 

of breath in our lungs for an undetermined amount of time is unattractive to many 

people and is inconsistent with the amount of control to which we are accustomed.

Second, the issue of physician-assisted suicide is being addressed more now 

because there is an attempt by the medical community and, therefore, medical schools 

to prepare more broad-minded physicians who are capable of treating the whole
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person and addressing complex issues. While interviewing for medical schools, I 

have had several experiences that have made it clear that medical schools are looking 

for students with academic as well as interpersonal skills. The questions I have been

asked at medical school interviews (which includes the University of Colorado,
W

Oregon Health Sciences University, the University of Nevada, the University of 

North Dakota, and the University of Washington) have made it clear that the

interviewers are attempting to distinguish those applicants that have unique 

backgrounds and have participated in several extracurricular activities which 

emphasize and improve interpersonal communication skills. There also is a

movement in medical schools to increase the number of students interested in

becoming primary care physicians and to improve the quality of their programs in this

area. In the recent past, specialization was encouraged and physicians were not 

trained to treat patients from birth through death—a challenge many of them are now

facing. Specialization in medicine has been paradoxical: it has furthered our

knowledge in specific areas of medicine but it has led to a neglect of certain needs of

the patient. The medical community is learning from the past and receiving pressure

from the growing number of bioethics committees and trying to meet the modern

patient’s needs by encouraging medical school students to acquire a broad-based

education. The anticipated result is that a physician trained in this manner can attend 

to people’s emotional as well as physical needs, similar to the way in which the 

physician of old was an integral part of many aspects of a patient’s life from birth to

death.
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Third, this issue is being raised right now because autonomy and control have 

become important considerations in our society. The right to choose is a fundamental 

right in our country, whether it be choosing what political platform to support, what 

religion to practice, or what medical treatments to receive. A person may simply want 

the right to choose a controlled death because he or she feels it is more dignified than 

an artificially drawn-out process that negatively impacts the quality of his or her life 

and that of the family. Although everyone’s definition of dignity and dignified death

may vary, the desire for choice, control, and respect, at least to some extent, often

does not.

Fourth, public exposure also has increased awareness of the issue of physician-

assisted suicide. Many publications and media coverage of recent developments have 

brought the issue to our attention and may have affected our opinions about it. Dr. 

Jack Kevorkian, Derek Humphrey’s book Final Exit, and Dr. Tim Quill’s Diane have

made people reflect about what they would do in such situations. Dr. Kevorkian has 

become renowned for helping several people commit suicide with his "suicide

machine." Final Exit, which rapidly became a best-seller, was one of the first books

to discuss the issue of suicide openly and even talked about various methods of ending

one’s life. Dr. Tim Quill was tried and acquitted for his personal involvement in

helping a patient commit suicide and wrote about the experience in his book Diane.

Talk shows, documentaries, television dramas, and films have exposed members of 

society to other people’s experiences and given us a candid look at how other people 

view and handle the dying process. The AIDS epidemic has also made many people
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reflect about the issue of assisted suicide because they have witnessed others,

especially young people, die in an unmerciful fashion.

C. Exceptional Cases

Based on the preceding four factors, it is clear why physician-assisted suicide 

has become an important topic. It is essential now that we define the exceptional 

conditions under which physician-assisted suicide is warranted.

Dr. Timothy Quill, Associate Chief of Medicine at Genesee Hospital, 

Rochester, New York, and an associate professor at the University of Rochester 

School of Medicine, has proposed clinical criteria for physician-assisted suicide. Dr. 

Quill hopes to contribute to serious discussion of the issues but in no way wishes "to 

promote an easy or impersonal process" (7). He emphasizes this point in his

discussion about the motivation behind assisted suicide:

If we are to consider allowing incurably ill patients more control over their 
deaths, it must be an expression of our compassion and concern about their 
ultimate fate after all other alternatives have been exhausted. Such patients 
should not be held hostage to our reluctance or inability to forge policies in 
this difficult area (7).

As Quill points out, we must not allow our discomfort with the issue to keep us from

pursuing what is best for the patient. Because physician-assisted suicide is an

obviously irreversible process, strict guidelines must be established not only to protect

the patient but also to provide the physician with concrete criteria upon which to base 

his or her decisions. Dr. Quill proposes the following criteria as a basis (7).
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First, the patient must have an incurable condition with severe intolerable 

suffering. The physician must ensure that the patient clearly comprehends his or her 

condition, the prognosis, and the alternative care available.

Second, the doctor must ensure that the patient has received adequate comfort

care and that lack thereof is not the cause of his or her suffering or request. A 

thorough evaluation should be undertaken by the physician to determine if all options 

for care and comfort have been explored and tried before physician-assisted suicide is

considered.

Third, the physician must be certain that the patient understands the 

irreversible consequences of his or her request and that the request has been made 

repeatedly over a period of time. "Any sign of ambivalence or uncertainty on the

part of the patient should abort the process" (7).

Fourth, the judgment of the patient must be clear and not distorted in any way

by depression or any other reversible mental disorder. If there is any uncertainty 

about the clarity of the patient’s judgment or about the understanding and rationality

of the request, the process should be stopped.

Fifth, a meaningful and familiar doctor/patient relationship is an essential

factor for physician-assisted suicide to be considered. "Ideally," states Dr. Quill, "the

physician should have witnessed the patient’s previous illness and suffering" (7). If a

relationship did not previously exist, the physician must thoroughly investigate the

patient’s history and become familiar enough with the patient to evaluate his or her

request.
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Sixth, the attending physician should consult another experienced physician to 

get a second opinion about the rationality of the patient and the request, the patient’s 

prognosis, and any unexplored alternatives. The consulting physician should also

interview the patient personally.

Finally, documentation that each of the above conditions has been met to the 

extent possible is necessary, and consent forms must be signed by all parties involved. 

Dr. Quill also believes that a system for reporting, reviewing, and studying physician- 

assisted suicides must be established to alleviate the ethical and legal ramifications

common to other forms of suicide.

Dr. Quill, who has had personal experience in aiding a patient to commit

suicide, formulated the above criteria and was able to take into account the challenges

he and his patient faced (7). Quill suggests that family members be informed and 

possibly involved in the decision-making process, but that a competent patient’s

request should not be overridden by their opinions (7). I concur with his stipulation

and add that family members be encouraged to seek counseling to overcome their own

fears and ensure they are considering the best interests of the patient. Used only as a 

basis, Quill’s criteria can be modified to fit the specific circumstances faced by other 

physicians. Additional steps could be taken to enhance the validity of a physician’s

decision.

One aspect that Dr. Quill does not discuss directly is the financial burden of

medical care and the role it could play in motivating the patient to end his or her life. 

Although potential changes in the health care system may alleviate that risk, right now
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it is important for the physician to encourage the patient’s family to explore financial

remedies that will eliminate the role financial worries may play in the patient’s

decision.

I also believe Quill’s criteria for final consultation with a colleague could be 

expanded to include consultation in evaluating each criterion at every step of the 

decision-making process. Resources could include colleagues, clergy, mental health

counselors, Hospice workers, family members, ethics committees, social workers, and 

anyone else who can provide pertinent information about the patient. Although the 

physician should remain the primary caregiver and advisor of the patient throughout 

the treatment process, an interdisciplinary approach is important to ensure that all

facets of the patient’s care are addressed. The physician and patient should amass and

use all the applicable information to help make the most appropriate decision.

Finally, it is very important that the patient be encouraged to learn what he or

she can about his or her disease or condition. This will help him or her have a more

intellectual basis upon which to make an educated and informed decision. Being

fully aware of all treatment options will ensure that whichever path the patient

chooses is the most appropriate for him or her (8).

D. Support for Assisted Suicide

Why physician-assisted suicide has surfaced as an important topic and the

conditions under which it might be appropriate are clear. However, justifying such 

an action challenges basic moral laws which, although unchanged, must be
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reinterpreted with clearer insight into what is important for the whole dignified 

person. This thesis attempts to establish that assisted suicide should be considered 

reasonable, justifiable, and ethical in exceptional cases for the following nine reasons.

One, the acceptance of physician-assisted suicide may eliminate some of the 

stress for a terminally ill patient who is making difficult choices regarding his or her 

care and may want to consider it as an option. The advances being made in medical 

technology, as mentioned previously, are complicating the dying process and 

demanding that burdensome decisions be made. We are able to prolong life through 

the use of high-tech machines that can breathe for us, help pump healthy blood 

through our hearts, and feed us; but the trade-off is that life is often of very low 

quality — lying immobile 24 hours a day and not being able to move because of all

the equipment that is mechanically pumping life into a diseased and weakened body, 

possibly drifting in and out of consciousness, having limited sensory perception 

because of pain medication, and feeling a deep regret for all of life that can no longer 

be experienced as it once was. The medical community seems to be in a mindset

(contributed to by physicians, medical research, the availability of medical resources, 

patients, and families) that quantity is more important than quality, but some people 

may believe differently and may wish to set their priorities accordingly. Ultimately, 

the decisions related to the health care and treatment of a terminally ill patient need to

be made by the patient, carefully considering all factors and deciding which course is 

most appropriate and meets his or her needs. The patient should be able to consider
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all potential options openly, making the difficult decisions regarding his or her care as

easy as possible.

Two, the autonomy of the patient is fundamental to the practice of medicine

and to successful healing. If a patient does not have the opportunity to choose which

treatments he or she thinks most reasonable, some of the autonomy of the patient is

taken away by the physician, family members, or any individual who assumes that he 

or she knows what is best for the patient and makes the decision. The assumptions 

being made and the subsequent decision could end up hurting, instead of helping, the 

patient. An example of this situation relating to a terminally ill patient could be a 

physician deciding to put a cancer patient on aggressive pain control medication, 

which may eventually affect the function of the patient’s sensory perception, without 

letting the patient know about any alternative forms of palliative care. A terminally 

ill patient undergoing a treatment reluctantly, anxiously, or with negative expectations

is much less likely to receive the few potential benefits of the treatment. A patient 

must always have the opportunity to be informed of his or her options and have the

right to choose and refuse whatever medical treatments he or she wants.

Three, the acceptance of assisted suicide may help eliminate some of the fear

of abandonment felt by many terminally ill patients. Fear of abandonment by their

physicians when things become overwhelming or difficult in the face of comfort care

is one of the greatest and most common fears of patients who have a terminal 

condition (9). If doctors can be justified morally in responding to requests or
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inquiries about the issue, it may increase the patient’s peace of mind and confidence

in the doctor to know that he or she will not be abandoned in a time of need.

Four, the moral and ethical acceptance of assisted suicide would allow the

physicians and health care community to respond to the unfortunate and extraordinary

cases when the situation warrants such a choice and all the criteria have been met. In

these exceptional cases, palliative care and other forms of comfort care, such as 

Hospice and administration of pain control medicine, have been exhausted and can no 

longer sufficiently treat a patient (9). Although these cases are relatively rare, it 

would be a terrible tragedy if the medical community did nothing to respond in a 

compassionate manner and, instead, simply ignored the needs of these patients and 

neglected to offer them no options of care other than to suffer.

Five, the option of physician-assisted suicide may be a blessing for some 

terminally ill patients because they will have the opportunity to avoid much of the

physical pain they would otherwise experience. As James Rachels promotes, often 

the process of being "allowed to die," as with passive euthanasia, can be relatively

slow and painful, whereas a lethal injection or a self-administered drug is relatively 

quick and painless (10). Although some may think that physical pain should be

tolerated, each individual has his or her own level of tolerance. The severity and

duration of pain that an individual experiences, until a time when it becomes

a intolerable, are different for each person, each disease, and are affected by a unique

combination of experiences. When someone who is healthy and has never been 

diagnosed with a terminal condition says that pain is a natural experience and should
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be endured as part of life, a great injustice is done to those patients who wish to

escape from excruciating pain which may last for an undetermined amount of time.

Six, there are usually very positive side-effects to giving a patient control over

his or her own death. Often the quality as well as the quantity of life may increase 

significantly, as was the case with Derek Humphrey’s wife and other cases that have

been observed (7,11). Humphrey explains,

I saw the logic of her request and agreed to secure a lethal potion of drugs 
with which she could end her life at a time chosen by her. She was insistent 
that she would pick the time; in fact, she had a remission and hung on for a 
further nine months (11).

It may be the possibility of an escape, rather than the actual ending of life, that is 

important for some patients and can be a positive factor in their remaining days.

Also, the time before a controlled death can be a unique opportunity for rich and 

meaningful goodbyes between family members, health care workers, and the patient

(7).

Seven, physician-assisted suicide may allow patients in exceptional 

circumstances to seek the solace of the dignified death they so ardently desire, being

able to leave their life in a manner they feel to be worthy of respect. The thought of

a dignified death is very important to some people. Dr. Quill emphasizes this point 

when he says, "the idea of a noble, dignified death, with a meaning that is deeply 

personal and unique, is exalted in great literature, poetry, and art" (7). Examples of

this exaltation include works by many great authors, including the following (12):
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How wonderful is death, death and his brother, sleep!
Shelley

And, as she looked around she saw how Death, the consoler,
Lying his hand upon many a heart, had healed it forever.

Longfellow

These selections are a minute sampling of the many great works which have exalted 

the idea of a dignified and respected death. Although some people feel that any death 

is a dignified one, others may disagree and they deserve to have their final wishes 

granted and their needs met, thus enabling them to pass on in a manner they consider

dignified and acceptable.

Eight, since physician-assisted suicide is not an openly accepted practice in the 

medical community, much of what is practiced is done covertly. Any doctor involved 

in such a case must act carefully and quietly and is unable to consult openly and 

honestly with other health care workers. If this subject were considered more 

acceptable, physicians, nurses, clergy, and other health care workers would be able to 

consult with each other and benefit from the support of their colleagues to come up

with a solution that coincides with their ethical standards and best meets the patients’

needs. Tim Quill points out that as it is now,

The covert practice discourages open and honest communication among 
physicians, their colleagues and their dying patients. Decisions often depend 
more on the physician’s values and willingness to take risks than on the 
compelling nature of the patient’s request. There also may be more risk of 
abuse and idiosyncratic decision-making with such secret practices than with a 
more open, carefully defined practice. In addition, terminally ill patients who 
do choose to take their lives often die alone so they do not place their families 
or caregivers in legal jeopardy (7).
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Although it is important that the decision be influenced by the physician’s values, the

focus has to be taken off of the physician’s willingness to take such an immense risk 

and placed more onto what is crucial to the peace and happiness of the terminally ill 

patient.

Nine, in our high-tech society, we would like to think that any problem or 

pain has a quick and easy cure. This, however, is not true. Although we do have 

advanced and potent pain control treatment and drugs, "there is no empirical evidence

that all physical suffering associated with incurable illness can be effectively 

relieved." (7,9) I maintain the hope that technology will help us overcome our 

medical limits in the area of pain control, but there is a need for physician-assisted 

suicide to be an option and be a compassionate response when medicine fails (13).

To recap, the nine supporting factors presented for physician-assisted suicide 

involve: eliminating as much of the patient’s stress as possible during a very difficult 

time; preserving the autonomy of the patient; alleviating the patient’s fear of 

abandonment by the physician; responding compassionately to the existence of

extraordinary cases; personally addressing a diagnosis of excruciating, unremitting,

irremedial pain; benefitting from the positive side-effects of control; addressing a

patient’s wish to die with dignity; eliminating covert practices; and relieving 

deficiencies of inadequate pain control. Although each individual case in which

physician-assisted suicide is being considered or opted for may not entail all nine of

these factors or benefits, most cases would involve a significant number of them.
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II. EXAMINATION OF OBJECTIONS

The points discussed above show why and in what circumstances physician- 

assisted suicide is justifiable; to support and defend my thesis further, it is necessary 

that potential objections be addressed. Although the arguments against such practices

are numerous, I have chosen to address those I believe are the most common based on

the research I have done.

First, one common objection is that killing someone, or assisting in his or her 

death, is morally worse than letting a person die. My response to this is an example 

used by James Rachels which shows clearly that the intent and motive are what really 

need to be considered. Two boys, Smith and Jones, stand to gain large inheritances if 

anything should happen to their six-year-old cousins. Smith sees his cousin taking a 

bath one evening, goes in and drowns him, and then arranges things to look like an 

accident. When Jones sees his cousin bathing he goes in and is just about to drown

him when he sees his cousin slip and fall. Jones watches his cousin drown and does 

nothing to help. The point is that the intent and motive make the real difference and

that letting someone die is not necessarily "doing nothing" (10). Therefore, the 

simple statement that killing is worse than letting someone die does not provide a 

sufficient enough distinction between these two acts because it does not take into 

consideration any surrounding circumstances, extraordinary or otherwise.

Second, some objections raised from a religious perspective include three very 

important ones raised by Joseph Sullivan. He argues that [1] man "owes" God 

because God gave man the gift of life and it is a gift with grave obligations; [2] we
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are God’s property and God has given man natural dominion over things inferior to

him but he does not have direct dominion over his life or the life of another man; and

[3] with great suffering comes great rewards (14). All three of these objections

can be addressed in a similar manner. They are limited arguments because they are 

good only within religious assumptions and are dependent on a belief structure.

There are three main assumptions that are being used for these arguments and none of

them can be verified. The assumptions are that there is a God and He is judgmental,

that God created humans, and that we are God’s property (15). Even though the 

belief in God is common in our country, it is far from universal. Many people in 

many cultures do not believe God exists, let alone that He created us or that we are

His property. Even in our own country there are diverse heritages such as Native 

American and large Asian populations to whom this idea would be foreign.

In addition, there is a problem with the uncertainty of the definitions and 

applications of some of the terms used in these three objections. For instance, in [2]

it is unclear as to how we would define or set limits for what dominion we have over

ourselves. An example that demonstrates this confusion involves the Catholic church. 

The Catholic church is adamantly against self-mutilation (16), yet circumcision 

continues to be accepted and encouraged on medical grounds. Where would ear or

nose piercing fit in? How would we define these limits? In [3], there is no 

• distinction made between the types of suffering or how suffering is defined. Is the

physical suffering of someone with a broken leg the same as the physical and 

emotional suffering of a terminally ill patient with constant excruciating pain that
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cannot be controlled? It also leaves other questions unanswered. Does all suffering

make a person stronger? If so, what justifies the use of pain killers and medicine in

our country if all suffering is to be accepted? These are questions that would need to

be addressed by Sullivan before even some people who believe in God could support

this objection.

Third, an objection raised by many opponents of assisted suicide is the 

slippery slope argument. Opponents believe that if assisted suicide were to become 

accepted there would be a general decline in human life and everyone would be doing 

it. My argument against this point is that there is a natural inherent instinct for the 

preservation of self and the species. A general respect for life will continue although 

assisted suicide may become more acceptable.

Another argument against the third objection is suggested in four points raised

by James Rachels:

First, we have a good bit of historical and anthropological evidence showing 
that approval of killing in one context does not necessarily lead to killing in 
different circumstances....In Eskimo societies, the killing of infants and feeble 
old people was widely accepted as a measure to avoid starvation; but among 
the Eskimos murder was virtually unheard of.

Second, in our own society killing has been, and still is, accepted in many 
circumstances. For example, we allow killing in self-defense.

Third, it would not be possible [to assist anyone who requests it] under a legal 
arrangement that authorized doctors [to] administer euthanasia only to terminal 
patients of special kinds.

Finally, there would inevitably be some abuses...but the possibility should not 
stop us from proceeding at all (17).
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I agree with Rachels’ points and believe they are logical. Even though the slippery 

slope argument is powerful, it must be kept in mind that current policy, or lack 

thereof, also has its downfalls. For instance, the unchecked subjectivity of a 

physician who is acting covertly can have negative repercussions, damaging both the 

patient and the physician. In that situation, the physician, unable to speak openly,

could make a decision that is not in the best interest of the patient or of himself or

herself. As discussed previously in this paper, stringent guidelines enacted with any 

policy covering physician-assisted suicide should eliminate any tendency toward

improper and excessive practice.

Fourth, another common objection is that we are playing God when we are 

attempting to resolve life and death issues. This objection is not well developed 

simply because we would then have to justify the life-prolonging treatments we use

also. If we did not want to interfere with God’s will and the natural course for

humans, then much of the practice of medicine would have to be done away with.

Not many people would be willing to give up their own health care to support this

objection.

Fifth, an objection that is raised by many physicians, as well as others, is that 

a physician’s integrity will not permit his or her active involvement in causing a

patient’s death. To respond to this issue, Dr. Howard Brody writes in his article, 

"Assisted Suicide - A Compassionate Response To a Medical Failure," "Ethical 

medicine is always in tension between remaining true to historical roots and traditions 

and trying to respond sensitively and effectively to the changing values and needs of
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the society in which it is practiced. "(13) Traditionally, the physician’s role was that 

of the healer, but this role was modified to include that of comfort giver when death 

was moved out of the home and into the hospital.

An additional response to this objection is that any physician who chooses not 

to participate in assisted suicide would not be forced to do so. The decision for some 

physicians to participate would not devalue or otherwise adversely affect the ones who 

choose not to. An example of this lies in the abortion issue. All physicians and 

healthcare workers have not been personally and socially devalued just because some 

have chosen to perform abortions. The integrity of the physician is still very much

intact and, similarly in this case, the physician’s personal definition of integrity will

remain.

Sixth, the last objection I will address considers the following question.

Should physicians be the ones attempting to resolve the issues of assisted suicide and

euthanasia? These issues are not included in any part of a physician’s education. 

Rather, their education is based on life and improving health. They are not trained to

address competently issues involving death and dying and should not be expected to 

perform such a momentous task effectively and correctly.

My evaluation of the last objection is that it is correct. At no point in their

academic education do doctors have to contemplate the meaning of death. I do,

however, think that to be good physicians, doctors need to be able to respond to the 

needs of their patients in a compassionate and effective manner and this 

responsiveness includes helping patients cope with terminal illnesses and death.
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Death is very much a part of life and we cannot continue to pretend that it is not.

This issue needs to be addressed and some major educational changes need to be

made for the physicians, healthcare workers, and patients. The medical school

curriculum should be modified so that it encompasses the ethical and legal

considerations of issues concerned with death and dying, including the issue of

assisted suicide. Physicians already in practice need to take the time to reeducate 

themselves about these issues and think about how they would react if such a situation 

involving end-of-life decisions presents itself. And just as importantly, patients need 

to educate themselves and take responsibility for their actions. As Nuland suggests,

"It behooves every patient to study his or her own disease and learn enough about it 

to recognize the onset of that time when further treatment becomes a debatable issue" 

(16). The patient needs to ensure that he or she is making informed choices and the 

decision is appropriate and not dictated by society or by the physician.
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CONCLUSION

Moral laws are the truths with which we guide our lives and our actions. As

we are constantly challenging ourselves to handle proficiently the changes in our

lives, we must realize that our interpretations of what these truths are change and 

evolve. We must constantly strive to reflect the Divine truth as best we can.

The reasons the issue of the morality of physician-assisted suicide is being 

brought to our attention are apparent. The advancements in medical technology have 

had a dramatic effect on how and where people are dying. The deathbed has been 

moved from the home to the hospital and the healthcare professionals have become 

the primary caregivers instead of the family. This has affected the perceptions and 

fears people have about death. Another reason is the recent movement in the medical 

community and medical schools to produce physicians with a broad-based background 

to ensure they are capable of treating the whole person — both the physical and 

emotional aspects. A third reason involves control and autonomy being such 

important issues in our society. Many people want the right to choose the death they 

feel they deserve. The last major reason assisted suicide has become such a hot topic 

involves many recent developments which have exposed society to situations they may

not have thought about before. These developments involve Dr. Jack Kevorkian and 

his suicide machine, popular books about assisted suicide by Derek Humphrey and

Dr. Tim Quill, and the trauma being experienced with the horrible AIDS epidemic.

To help define exceptional cases in which physician-assisted suicide may be 

justified and considered an option, the clinical criteria presented by Dr. Tim Quill are
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considered as a solid framework and good starting point. These criteria include: [1] 

the patient has an incurable condition with intolerable suffering, [2] assisted suicide is 

not being used as an alternative to comfort care, [3] the idea comes from the patient

and is not fleeting, [4] the patient has clear judgement, [5] a meaningful doctor-patient 

relationship exists, [6] a second opinion is provided by another physician, confirming 

the primary physician’s decisions and judgements, [7] there is clear documentation 

throughout the process. I add to these only that family members should be provided 

with the option of counseling, efforts must be made to ensure that financial or other 

non-medical concerns are not a part of the patient’s decision, the physician should

consult with an interdisciplinary array of care givers throughout the decision-making 

process, and the patient should be encouraged to become fully educated and informed 

about his or her disease so that the treatment option which is ultimately decided upon

is based upon intelligent choice rather than emotional response.

Nine reasons were provided to support the justification of physician-assisted

suicide in exceptional cases. These all revolve around minimizing the fears,

anxieties, and burdens of the patient, and maximizing comfort, security, peace, 

dignity, and autonomy; these help physicians remain as sensitive and responsive to the

needs of the patient as they can be.

To further develop the thesis, potential objections were addressed. These 

objections include: killing being worse than letting die; several related objections from 

a Judaeo-Christian perspective; and the slippery slope argument. Other objections 

involve the integrity of the physicians and the lack of an educational background that
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includes moral considerations related to death. These objections were responded to in 

a logical manner and were all deemed unstable, except for the last one. It was 

acknowledged that nowhere in their academic educations are physicians trained to 

handle end-of-life issues. The solutions proposed involve restructuring the medical 

school curriculum for future physicians and reeducating ones already in practice to 

better prepare them for accommodating the needs of their dying patients.

Although I believe more discussion is necessary before a national policy on 

physician-assisted suicide is enacted, I am encouraged that Oregon recently passed a 

Death with Dignity Act which legalizes assisted suicide for terminally ill patients with

less than six months to live. Before the initiative is enacted, it is being debated in the

courts. The progressiveness of this action and the ensuing discussions will go a long 

way toward enlightening the rest of the nation. Based on the thesis of this paper, it is 

imperative that the focus remain on the needs and the wishes of the patient and not on 

the inhibitions or wishes of the physicians and politicians. We will all be able to

learn from what happens in Oregon and benefit from that new knowledge as we

continue to discuss this controversial issue.

In summary, physician-assisted suicide is an issue that should be viewed with

reasoned compassion and is begging for immediate attention and discussion on 

personal, legal, and medical bases. So much is involved in this somber issue that we 

cannot hope for one person to step out and lead us to all the answers; individuals and 

the medical community need to join their minds, hearts, and voices and work together
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in the search for the truth, continually challenging each other to keep the needs of the 

patient in the forefront.

As I conclude this paper, I wonder, is society going through a transitional 

process of reexamining and redefining the role of the physician? Classically, the role 

of the physician centered around healing and promoting life. The Greek god 

Aesculapius and the Greek physician Hippocrates, both influential classical figures, 

promoted healing and living. The role of the physician is now also encompassing that 

of the comfort giver. This shift has been dictated by the advances in medical 

technology, and now is the time to step back and reassess the role of the care giver. 

Competent physicians are beginning to strive to consider all aspects of a person’s life 

to ensure that the best care possible is provided. The physician will be the best 

qualified person to guide and support the patient through all kinds of physical and 

emotional challenges — including end-of-life decisions.

As physicians and others continue to search for the truth, it must be 

remembered that with new knowledge comes a new understanding and interpretation 

of what the truth is. As we search, Aquinas reminds us that although the first

principles of law do not change, the secondary principles do, at least in particular 

cases. Throughout this thesis, the justification of physician-assisted suicide has been

based on reason and thus cannot conflict with natural law. This issue is surrounded

by special and rare circumstances, the consideration of which demand us to modify 

our previous beliefs or secondary principles.
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As physician-assisted suicide is debated, practiced, and considered more 

acceptable, the period of change may be distressing to some people. We should 

remember that times of change are opportunities to reflect upon and reassess our

actions and thoughts of the past, allowing us to grow and rediscover what is important 

and right. If people had never taken the time to consider Darwin’s theory of

evolution and then to reconsider their ideas of creation, would most Judaeo-Christians

still view the Bible’s literal story of creation as the one and only truth? Learning

from the past and refining our actions of the future will help us make this world a 

better place for us and for our future generations.
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