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Editor: Following the lead of five other states and several foreign 
countries, proponents in Colorado this year are seeking both 
legislation and a ballot initiative to allow a physician to assist with a 
patient’s suicide.  
 
If such a measure became law, it would invert the doctor’s time-
honored role from the sacred duty of sustaining life to the ghoulish 
power of terminating it.   
 
Centennial Institute asked two respected attorneys formerly with 
our sister organization Alliance Defending Freedom and now with 
the Colorado Freedom Institute, for a legal and ethical analysis of 
what is at stake as both the Colorado General Assembly and citizens 
of Colorado confront this issue.  Here is their report. 
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OVERVIEW: EUGENICS FOR THE INFIRM 
 
From the earliest times, doctors have taken an oath to do no harm to patients and have 
been trusted and reliable caregivers and healers for the elderly, the infirm, and the 
physically and mentally disabled. Today, prompted by the suicide of Brittany Maynard, a 
29-year-old woman with brain cancer, pressure continues to mount from “progressives” to 
allow those doctors who don’t take their oaths to heart to abandon their historic roles as 
healers and instead to help their patients commit suicide. Doctor-prescribed suicide 
proponents call it “death with dignity.” 

 
In 2014, the suicide of Robin Williams, who had also been 
diagnosed with a terminal illness and was suffering from deep 
depression, caused millions to mourn. Yet, as with Ms. 
Maynard’s death, radical doctor-prescribed-suicide advocates 
are back in the public arena, twisting these and other unfortunate deaths into support for 
their ignoble cause. 
 
Though its proponents promote doctor-prescribed suicide as “death with dignity,” doctor-
prescribed suicide is anything but dignified. It is motivated by crass economic 
considerations -- motivations like “we’ll pay for your poison, but not your healing 
medicines” or “we’re here to end your life, not heal you.” The truth is that doctor-
prescribed suicide amounts to eugenics for the infirm, but with the government’s stamp of 
approval. Tragically, patients must now worry that doctors in many jurisdictions are no 
longer necessarily committed to “first do no harm” but to “first consider assisted suicide.” 
 

Physician-assisted suicide is dangerous for a myriad of reasons 
and should be aggressively resisted. 

 
 
 

Blackstone called 
it “self-murder” 
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DISTINCTION FROM EUTHANASIA OR REFUSAL OF TREATMENT 
 
As with any examination of an issue, it is important to understand the various terms used 
when discussing “physician-assisted suicide”—what it is and what it is not.   

 
Physician-assisted suicide requires the affirmative assistance of a trained and licensed 
physician to facilitate the death by suicide of her patient. The doctor supplies death-
inducing drugs to her patient; then her patient, at least theoretically, performs the act that 
ultimately causes death (i.e., consumes the fatal drugs).3 The doctor does not even need to 
be present at the time the patient takes the drugs, if, in fact, the patient does take the drugs, 
rather than having them administered, perhaps unknown to the patient, by another. In 
Oregon, for example, the most commonly prescribed drugs for physician-assisted suicide 
are secobarbital and pentobartibal, bitter drugs in lethal doses that are mixed with juice in 
an attempt to make them more palatable.4  
 
After the patient drinks this concoction, death may or may not come quickly.5 According 
to official reports available in Oregon and Washington, the overwhelming majority of the 
time, a physician is not even present at the time of the suicide or ingestion of the fatal 
prescription.6 

 
Euthanasia, in contrast, refers to a circumstance where the doctor, rather than the patient, 
performs the act that causes the death of the patient. Theoretically, this is done after the 
patient expresses the wish to end his or her life, although there is substantial and growing 
evidence that, in many instances, physicians have euthanized patients without an 
expressed request by the patient.7 

 
Importantly, neither physician-assisted suicide nor euthanasia involves the situation where 
a patient, as a patient has a right do, refuses medical treatment or where the 
administration of the lethal drug be withdrawn or cancelled.8 
 
Indeed, it is well-settled that competent adults have the ability to either receive or refuse 
medical care and treatment. In those instances, as opposed to physician-assisted suicide or 
euthanasia, death is from natural causes and is not a result of an act by either the patient or 
doctor.  
 
 
 

HISTORY OF PHYSICIAN-ASSISTED SUICIDE AND THE RIGHT TO DIE 
 
Throughout history, suicide—and assisting another person in committing suicide—has 
been condemned. For over 700 years going back to the pre-Norman era, Anglo-American 
legal tradition has disapproved of, or even punished as a crime, suicide and assisting 
another in committing suicide.9 
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In the 13th century, Henry de Bracton noted in a legal treatise that a man committed a 
felony by killing another person or himself. Indeed, the property of a person who killed 
himself was subject to forfeiture.  

 
Sir William Blackstone, centuries later, referred to suicide as “self-murder” and ranked it 
among the highest of crimes. The American colonies followed this English common-law 
approach although they ultimately reduced or eliminated the harsh common-law penalties.  
 

Notably, the historic prohibitions against suicide included the prohibition 
of assisting another in committing suicide, with no exceptions for those 

who were near death.10 
 

Efforts to legalize physician-assisted suicide have consequently been met with tremendous 
and justified resistance. This has necessitated slick messaging campaigns by those in the 
“right to die” movement as they have sought to engage contributors and increase popular 
support. (See further discussion in Appendix.) 
 
Organization names have even been changed over the years in an effort to repackage their 
message and blur its implications. For example, the much maligned Hemlock Society 
changed its name to the softer-sounding “Compassion and Choices” organization. But, the 
underlying purposes have remained essentially the same. Despite their efforts, physician 
assisted suicide remains unlawful and morally unacceptable throughout most of the world. 

 
IN THE WORLD  

 
Of the world’s 195 countries, only a miniscule fraction permits physician-assisted suicide. 
 
Switzerland has tolerated assisted suicide for many years, and even today physician-
assisted suicide is not clearly regulated by Swiss law.11 
 
In Nazi Germany, Dr. Karl Brandt, Hitler’s personal physician, was in charge of the 
Nazis’ T-4 Euthanasia Program, which was instrumental in 
euthanizing thousands of people. Brandt later testified at his 
Nuremburg trial, “The underlying motive was the desire to 
help individuals who could not help themselves and were thus 
prolonging their lives of torment.”12 
 
The Netherlands was first exposed to assisted suicide in 1973 when a physician, Dr. 
Geertruida Postma, gave a lethal injection to her 78-year-old mother who was deaf and 
partially paralyzed. While Dr. Postma was later convicted of murder, the court, finding her 
act to be “compassionate,” suspended her sentence effectively exonerating her.13 Tolerated 
thereafter, physician-assisted suicide formally became legal in the Netherlands in 2002.  
 
In 1996 assisted suicide was legalized for a brief time in the Northern Territory of 
Australia, though that was quickly repealed.14 

 

Hitler’s doctor: His 
motive was to “help” 
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In 1997, Colombia’s Supreme Court found a constitutional right to euthanasia for those 
terminally ill patients who requested it.15 

 
Luxembourg legalized euthanasia and physician-assisted suicide in 2009.16  
 
Belgium legalized euthanasia in 2002, and in 2014 the law was extended to permit 
euthanasia for children.17 
 
In 2015, Canada’s Supreme Court legalized doctor-prescribed suicide. Ironically, it did so 
pursuant to the “right to life” and other protections set forth in Canada’s constitution.18 
The court suspended implementation of its ruling for one year. Notably, the court’s 
opinion did not limit doctor-prescribed suicide to those with a terminal illness. In January 
2016, Quebec confirmed the first case of legal doctor-prescribed suicide and others are 
being reported, and a joint parliamentary committee has been appointed to review the 
issue.19 

 
IN THE UNITED STATES 

 
In the United States, only five states permit physician-assisted suicide.20 However, 
proponents of doctor-prescribed suicide have made numerous efforts to bring this death by 
doctor mechanism to other states through both ballot initiatives and legislative measures. 
Ballot initiatives were defeated in Washington (1991), California (1992), Michigan 
(1998), Maine (2000), and Massachusetts (2012).21 In addition, there have been over 175 
legislative proposals in more than thirty-five different states since 1994.22 
 
The citizens of Oregon passed a physician assisted suicide referendum in 1994, promoted 
as “Death with Dignity.” The Oregon referendum narrowly passed, receiving only 51 
percent of the vote while 49 percent of citizens voted against the referendum. After a long 
legal battle, physician-assisted suicide was implemented in Oregon in 1998.  

 
Ten years later, in 2008, physician-assisted suicide was approved by a ballot measure in 
Washington State, and went into effect in 2009.   
 
In 2009, the Montana Supreme Court ruled that a consent defense was available for 
physicians who assisted their patients with suicide as there was nothing in Montana case 
law or statutes that indicated that “physician aid in dying is against public policy.” This 
judicial opinion is considered by many to have de facto legalized doctor-prescribed 
suicide in Montana. 
 
In 2013, Vermont’s legislature legalized doctor-prescribed suicide. Although certain 
provisions of the law were scheduled to sunset in 2016, the legislature made all provisions 
permanent in 2015.23  

 
In New Mexico, the legality of doctor-prescribed suicide was litigated in 2015, but 
rejected by the New Mexico Court of Appeals when it overturned the ruling of a state 
district court judge that terminally ill patients had a right to assisted suicide under the state 
constitution. Recently, the New Mexico Supreme Court unanimously ruled that there is no 
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“absolute and fundamental right” to doctor-prescribed suicide in New Mexico’s 
constitution and the state’s law against aiding or assisting another to end his or her life is, 
in fact, constitutional. 
 
In 2015, the California legislature passed a bill legalizing doctor-prescribed suicide 
during a special session. California Governor Jerry Brown signed the bill into law on 
October 5, 2015. The California law, which took effect on June 9, 2016, allows California 
doctors to prescribe lethal medications to terminal patients with less than six months left 
to live. One stated purpose of the bill was to “stabilize the General Fund’s costs for Medi-
Cal.”    
 
There is no doubt that permitting doctors to prescribe a deadly overdose of drugs to 
patients will save money for California. But at what cost to vulnerable patients? 
 

IN COLORADO 
 
In Colorado—where Compassion and Choices, formerly the Hemlock Society, is based – 
a so-called Death with Dignity law was once again introduced in the state legislature. 
Despite previous decisive defeats, proponents of assisted suicide aggressively continue 
their legalization efforts. 

 
In 1995, Colorado Democratic Representative Peggy Lamm introduced House Bill 95-
1308, Enactment of Referred Measure on Colorado Dignity in Death Act, seeking to bring 
assisted suicide to Colorado for the first time. The bill was defeated. The very next year, a 
similar bill, House Bill 96-1185, Colorado Dignity in Death Act, was again introduced by 
Representative Lamm and also defeated. Last year, Colorado Democratic Representatives 
Ginal and Court introduced House Bill 15-1135, again seeking to legalize doctor-
prescribed suicide in Colorado. The Ginal-Court bill was defeated in committee by a 
bipartisan vote.   

 
In 2016, Representatives Ginal and Court again introduced a doctor-prescribed suicide bill 
in the Colorado House of Representatives. Though a nearly identical bill introduced in the 
Colorado Senate was defeated by a Senate committee, a House committee passed the bill. 
Eventually, the 2016 bill was defeated. 
 
Up for consideration in November of 2016, ballot initiative 145 seeks to make physician-
assisted suicide legal in Colorado. 

 
 

 
 

U.S. SUPREME COURT CASES REGARDING THE RIGHT TO DIE 
 
While physician-assisted suicide has most often been dealt with at the state level, the 
United States Supreme Court has also weighed in on the issue. The Court has decided four 
cases involving the right to die, three of which involved physician-assisted suicide. 
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The Supreme Court first addressed the right to die, at least indirectly, in Cruzan v. 
Director, Missouri Department of Health, 497 U.S. 261 (1990). Nancy Cruzan had been 
severely injured in an automobile accident. When doctors 
opined that Cruzan, though not considered “terminally ill,” 
would never recover from what they termed a “persistent 
vegetative state” nor regain cognitive functioning, her parents 
sought a court order to direct the removal of her food and hydration.24 

 
Cruzan’s so-called “persistent vegetative state” left her incompetent and unable to make 
an “informed and voluntary” decision regarding whether to continue or refuse medical 
treatment. Missouri had established safeguards requiring that an incompetent patient’s 
wishes regarding withdrawal of treatment be established by clear and convincing 
evidence. In the initial proceedings, her parents were unable to provide “clear and 
convincing evidence” of her expressed desire to withdraw life support before she had 
become incompetent. 

 
The Court held that a competent person has a right under the Fourteenth Amendment’s 
Due Process Clause to refuse unwanted medical treatment. Id. at 278 (citing Jacobson v. 
Massachusetts, 197 U.S. 11, 24-30 (1905)). The Court confirmed that the protection and 
preservation of human life is a legitimate state interest.25  

 
“[I]ndeed, all civilized nations demonstrate their commitment to life by treating homicide 
as a serious crime. Moreover, the majority of States in this country have laws imposing 
criminal penalties on one who assists another to commit suicide,” stated the majority 
opinion. “We do not think a State is required to remain neutral in the face of an informed 
and voluntary decision by a physically able adult to starve to death.”26 

 
The Court acknowledged that in some circumstances, family members will not act to 
protect a patient,27 and that an erroneous decision to withdraw life-sustaining treatment 
could not be corrected.28 
 
Although the Cruzans technically lost at the U.S. Supreme Court with the Court ruling that 
the U.S. Constitution did not prevent the State of Missouri from requiring clear and 
convincing evidence of an incompetent patient’s wishes to withdraw life-sustaining 
treatment, the Cruzans ultimately prevailed.  
 
Shortly after the Supreme Court ruling, the Cruzans went back to state court with new 
“clear and convincing evidence,” and were granted a court order to remove Nancy’s food 
and hydration. Nancy Cruzan died twelve days later. 
 
A few years later, the U.S. Supreme Court specifically addressed the issue of physician-
assisted suicide in two cases brought by pro-euthanasia advocates. The Court held that 
statutes criminalizing physician-assisted suicide 
violated neither the Due Process Clause nor the 
Equal Protection Clause of the Fourteenth 
Amendment. Washington v. Glucksberg, 521 U.S. 

Cruzan case 
opened the door 

Glucksberg and Vacco cases 
deferred issue to states 
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702 (1997), involved a constitutional challenge to a Washington statute criminalizing 
physician-assisted suicide,29 alleging that the statute violated the Fourteenth Amendment.  

 
The Court held that the Fourteenth Amendment Due Process Clause does not provide a 
“fundamental liberty interest” in physician-assisted suicide.30 The Court found that the 
Washington statute was “reasonably related” to a compelling state interest, including 
protecting life, preventing suicide, preserving the integrity of the medical profession, 
protecting vulnerable groups, and avoiding the slippery slope from voluntary to 
involuntary euthanasia.31 

 
In another case, decided the same day, Vacco v. Quill, 521 U.S. 793 (1997), the Supreme 
Court held that a New York statute criminalizing assisted suicide did not violate the Equal 
Protection Clause of the Fourteenth Amendment.32 The plaintiffs, three New York 
physicians and their terminally ill patients, had argued that physician-assisted suicide was 
essentially the same as allowing a mentally competent, terminally ill patient to refuse 
treatment and attempted to use the Cruzan decision in support of their position.  

 
The Court flatly rejected this argument and stated that while “[e]veryone, regardless of 
physical condition, is entitled, if competent, to refuse unwanted lifesaving medical 
treatment; no one is permitted to assist a suicide.”33 The New York law was upheld as 
constitutional and reasonably related to essentially the same compelling state interests 
discussed in Washington v. Glucksberg.34 

 
While neither Glucksberg nor Vacco recognized a constitutional right to physician-
assisted suicide, neither case equated to a ban on the practice. Consequently, yet another 
case arose, Gonzales v. Oregon, 546 U.S. 243 (2006), wherein the Supreme Court again 
addressed physician-assisted suicide, this time in the context of the Oregon Death with 
Dignity Act. 

 
In 2001, the U.S. Attorney General under President George W. Bush, Alberto Gonzales, 
had issued an Interpretive Rule providing that “assisting suicide is not a ‘legitimate 
medical purpose’…and that prescribing, dispensing, or administering federally controlled 
substances to assist suicide violates the Controlled Substances Act.”35 

 
The Court found in Gonzales that the Interpretive Rule did not actually “interpret” the 
relevant federal statute, but expanded upon it, and that the 
CSA did not authorize the Attorney General to prohibit 
doctors from prescribing federally regulated drugs to 
terminally ill patients to assist their suicides.36 

 
The practical effect of this holding was that the Attorney General could not use the 
Controlled Substances Act to prohibit doctors from prescribing federally-regulated drugs 
under Oregon’s Death with Dignity Act, and ultimately it advanced the legalization of 
physician-assisted suicide. 
 

Bush Administration’s 
anti-suicide rule  
struck down 
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It is important to recognize that there are no Supreme Court cases that stand for the 
proposition that life does not deserve to be preserved and protected, even if someone does 
not think that life to be valuable. It is neither a constitutional nor a civil right to commit 
suicide. It is certainly neither a constitutional nor a civil right for someone who desires to 
commit suicide to enlist the assistance of another to do so. The government should neither 
encourage suicide nor become an accomplice to suicide by authorizing doctors to 
prescribe lethal drugs to kill another.  
 
 
 

EIGHT REASONS TO REJECT PHYSICIAN-ASSISTED SUICIDE 
 
There are a plethora of reasons why voters and legislators across the country, and in 
Colorado, should embrace the historic tradition of Western civilization to preserve and 
protect human life and reject physician-assisted suicide.  
 
While there can be heart-wrenching cases that cause any compassionate person to question 
his or her position on this issue, those cases are rare given the current state of medical care 
and technology. As the stakes are huge, important public policy should not be based on a 
handful of exceptional cases, but rather on sound, rational reasoning that supports life.  

 
One: All human life, including the lives of those who are elderly, 

infirm, or disabled, should be preserved and protected. 

All human life is precious and deserves to be protected. The United States Supreme Court 
has repeatedly held that the preservation and protection of life is a legitimate and valuable 
state interest.37 While all lives are valuable and to be protected, it is paramount that 
society protect its more vulnerable members—the elderly, the infirm, and the disabled. In 
addition to providing safeguards for their physical well-being, there must also be 
safeguards regarding decision-making by and for these vulnerable populations. This is 
particularly true in the context of physician-assisted suicide. 

 
In states where physician-assisted suicide has been legalized, statistical reports are 
consistent with elder abuse.38  Elder adults with a larger net worth are prime targets for 
abuse, often at the hands of family members.39 The majority of physician-assisted suicides 
are elder, well-educated people, who are covered by insurance.40 These people are more 
likely to have heirs, thus providing an incentive to promote suicide and preserve the 
wealth for the victims’ heirs.  

 
Dangerously, some of the physician-assisted suicide laws permit heirs and beneficiaries to 
be at least one of the witnesses to the “request” for physician-assisted suicide. While there 
is a façade of neutrality created by the requirement that one witness not be so interested, 
that façade is shattered when it is recognized that there are virtually no other requirements 
for the second witness. Consequently, the two “witnesses” could be the victim’s heir and 
the heir’s best friend – hardly an objective, disinterested pair. 
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Two: The integrity of the medical profession 
should be preserved and protected. 

The Supreme Court has held that states have a legitimate interest in preserving the 
integrity and ethics of the medical profession.41 The Court acknowledged that physician-
assisted suicide could undermine the trust that is critical to the physician-patient 
relationship by “blurring the time-honored line between healing and harming.”42 

 
Throughout history, physicians have been the healers, not the harmers. Doctors provide 
care and treatment for their patients, as opposed to killing them. The Hippocratic Oath, the 
oldest and most popularly administered medical oath, essentially compels doctors to “do 
no harm.” The traditional oath includes the provision: “I will neither give a deadly drug to 
anybody who asked for it, nor will I make a suggestion to this effect.”43 
 
As Justice Scalia noted in his dissent in Gonzalez v. Oregon, “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 (even more so) that assisting suicide is not a ‘legitimate’ 
branch of that ‘science and art,’” and that 
physician-assisted suicide is wholly 
incompatible with the physician’s role as 
healer.”44  It would seem that proponents of 
physician-assisted suicide really want to include 
physicians in the suicide process in order to give legitimacy to a historically repugnant act. 

 
The largest physician-based organization in Colorado, the Colorado Medical Society, 
opposes physician involvement in patient suicide. According to the CMS Policy Manual, 
adopted in September 2013: “The professional and societal risks of involving physicians 
in medical interventions intended to cause patients’ deaths are too great to condone 
euthanasia or physician-assisted suicide. Physicians have an obligation to relieve pain and 
suffering and to promote the dignity and autonomy of dying patients in their care.”45 

 
Similarly, the American Medical Association, in an ethics opinion opposing physician-
assisted suicide, stated: 

 
It is understandable, though tragic, that some patients in extreme duress--such as 
those suffering from a terminal, painful, debilitating illness--may come to decide 
that death is preferable to life. However, allowing physicians to participate in 
assisted suicide would cause more harm than good.  
 
Physician-assisted suicide is fundamentally incompatible with the physician’s role 
as healer, would be difficult or impossible to control, and would pose serious 
societal risks. Instead of participating in assisted suicide, physicians must 
aggressively respond to the needs of patients at the end of life.  
 
Patients should not be abandoned once it is determined that cure is impossible. 
Multidisciplinary interventions should be sought including specialty consultation, 
hospice care, pastoral support, family counseling, and other modalities. Patients 

Don’t blur the line between 
healing and harming 
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near the end of life must continue to receive emotional support, comfort care, 
adequate pain control, respect for patient autonomy, and good communication.46 

 
In the face of this, however, and ominously, some of the physician-assisted suicide 
legislative proposals require government officials to 
falsify information on death certificates by declaring 
that “actions taken in accordance with this article do 
not, for any purpose, constitute suicide, assisted 
suicide, mercy killing, or homicide.”47 That is simply false; physician-assisted suicide, 
regardless of what it is called, is suicide by definition. 

 
It is imperative that the rights of conscience for physicians and other healthcare providers 
be protected. While there are many secular reasons to oppose physician-assisted suicide, 
there are many faith-based reasons to do so, as well. The religious liberties of medical 
professionals must be protected in this context. 
 

Three: Depression and mental health reasons, not pain relief, are significant 
motivators in requests for physician-assisted suicide. 

One of the primary arguments proponents of physician-assisted suicide posit is that it is 
necessary to alleviate the pain and suffering of those who have been diagnosed with 
terminal illnesses. However, intolerable pain and suffering is not a requirement in any of 
the physician-assisted suicide laws in the United States. 

 
Moreover, no studies support the assertion that pain is the primary motivation behind 
physician-assisted suicide requests.48 Much of the research demonstrates that depression, 
hopelessness, and fear of loss of autonomy and control are the primary motivations behind 
physician-assisted suicide requests.49  The statistics gathered in Oregon and Washington to 
date confirms this. In Oregon, from 1998 to 2009, only 22 percent of patients who died as 
a result of physician-assisted suicide reported being in pain or afraid of being in pain.50  
 
According to the 2013, 2014, and 2015 Annual Report for Oregon, “inadequate pain 
control or concern about it” was next to the bottom of the list of patients’ end of life 
concerns.51 

 
The top three concerns were losing autonomy, being less able to engage in activities 
making life enjoyable, and loss of “dignity.” The statistics reported in the 2013 and 2014 
Annual Reports for Washington are the same. It is important to note that these are just 
concerns or fears, and may not even be reality. 

   
In the Netherlands and Belgium, people who are not terminally ill, but rather those who 
suffer from depression or who are in the early stages of dementia are now being 
euthanized or assisted to suicide.52 In 2012, the Life-Ending Clinic went into operation in 
order to “assist” those whose personal physicians refused to assist in their suicides or 
euthanize them.  

 

AMA: Patients shouldn’t  
be abandoned 
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Even a psychiatrist seen as a pioneer of the Dutch euthanasia movement has commented 
that the law has “gone off the rails.”53 There are 
countless tragic stories of healthy people suffering 
from depression being assisted with suicide—
including a 35-year-old woman. 

 
Significant advancements in palliative and medical care and treatment have made it such 
that it is only in extremely rare instances that physicians are unable to alleviate a patient’s 
pain. 
 

Four: Misdiagnoses or inaccurate prognoses can lead to 
faulty decisions to request physician-assisted suicide. 

If physician-assisted suicide is legalized, those who have been diagnosed with terminal 
illnesses will make decisions based on the information they have been provided by their 
doctors. They will make the decision of whether to take their own lives based on a guess 
as to when they may die from their illnesses. Yet there are plenty of instances where 
diagnoses have been incorrect or the guess as to how much time a person has left has been 
just plain wrong. (Maryann Clayton’s story, given in Appendix, is one dramatic example.) 

 
The states that permit physician-assisted suicide require a diagnosis that death will result 
in six months or less. There is no legal guidance as to how to determine how long a person 
will live, and short of suicide or murder, there is simply no way to ascertain that with any 
degree of certainty. Indeed, many people who are terminally diagnosed and given six 
months to live survive beyond time period. Thus, patients are making decisions in the 
context of physician-assisted suicide based on faulty information and guesswork.  

 
Dr. Nicholas Christakis is a Harvard professor of sociology and medicine whose own 
mother was given only a 10% chance to live more than three weeks when Christakis was 
only six years old and yet lived another 19 years. He has researched when patients die in 
comparison with the prognosis they receive from their physicians. His finding: at least 
17% of patients – about one person in six – outlive their prognosis.54 

 
According to a paper published in the Journal of the American Medical Association, 70% 
of the 900 patients eligible for hospice care lived longer than six months.55  That’s more 
than two persons in three.  

 
It seems that one area where people can agree is that the six-month prognosis often 
required for physician-assisted suicide is arbitrary, and it is difficult to ascertain what will 
really happen with a person six months into the future.56 

 
Given the uncertainties and potential for misdiagnoses and inaccurate prognoses, it is 
important to consider that, just as the Supreme Court noted with decisions to withdraw 
life-sustaining treatment, an erroneous decision to commit suicide is not susceptible to 
correction.  
 

Dutch euthanasia advocate: 
Trend “off the rails” 



 

                            Norton & Decker * Suicide By Doctor * Centennial Institute Policy Brief  No. 2016-1 
 
 

13 

 
Five: In the states where assisted suicide has been legalized, there is 

little oversight of the process and medications prescribed. 

Amazingly, none of the states where doctor-prescribed suicide is legal require the 
presence of the prescribing physicians at either the time of ingestion or the time of death. 
The physician issues the prescription and it is filled by the patient or his or her agent at a 
local pharmacy. Thereafter, only the patient or those near the patient have any ability to 
determine what happens to the lethal drugs that have been dispensed to the patient. The 
statistics from Oregon and Washington reveal that a disturbing number of lethal doses of 
these medications are unaccounted for.  

 
In Oregon, according to the 2015 Death With Dignity Act Report, prescriptions were 
written for 218 people during 2015. Of those people,125 ingested the lethal drugs and 
died, whereas 50 people did not ingest the lethal drugs, but died “of other causes.” 
Ingestion status is unknown for 43 patients.  

 
Consequently, the whereabouts of approximately 43% of highly lethal drug dosages are 
undocumented, unaccounted for, and likely unknown. And that is just for 2015. Were the 
prescriptions filled? Under what conditions are or were the lethal doses stored? Were 
unused dosages returned? If not, how were they disposed of? These are all questions that 
nobody can answer because the statutes provide no transparency, no accountability, and 
there is a complete lack of oversight in all states where assisted suicide has been legalized.  

 
In Washington, according to the 2014 Death With Dignity Act Report, the most recently 
available report, medication was dispensed to 176 patients in 2014. 170 of those patients 
are known to have died. Of those, only 126 died after ingesting the lethal drugs, whereas 
17 did not take the lethal drugs; the ingestion status for the remaining 27 people is 
unknown. Thus of 176 fatal doses of lethal drugs, the whereabouts of 50 highly lethal drug 
dosages are undocumented and likely unknown. Again, that is just for the year 2014. 

 
None of these laws have any procedures for overseeing or accounting for these lethal drug 
prescriptions once issued. The laws merely direct that unused medications be disposed of 
according to medication take-back programs. The FDA information on disposal of unused 
medications is hardly sufficient to address drugs so powerful that they can kill within a 
minute of being ingested.57 Essentially, once the lethal prescriptions leave the pharmacy, 
there is no telling where they will end up. 

 
Perhaps even more troubling is the fact that these laws do not require the consent of the 
patient at the time the lethal drugs are administered, nor do they require the presence of 
the prescribing physician—or anyone else, for that matter.58 Consequently, a terminally ill 
patient could obtain and fill a prescription to have as a “back up” plan just in case the 
drugs were later wanted, but then have the drugs administered to them by another person 
at a time when the patient was unable or unwilling to consent. 
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In Oregon, the prescribing physician was present when medication was ingested and death 
occurred in only 8 cases (out of 122 prescriptions issued) in 2013. The rest of the cases, 
over 90%, were unsupervised. In 2014, the prescribing physician was present when 
medication was ingested in 14 cases and in 15 cases in 2015. While the figures for the last 
two years represent an increase, they demonstrate that in the overwhelming number of 
cases, the prescribing physician is nowhere around when the lethal dose he or she 
prescribed is ingested. 

 
Recently, Portland, Oregon Dr. William Toffler wrote that doctor-prescribed suicide in 
Oregon “has been detrimental to patients, degraded the quality of medical care, and 
compromised the integrity of the medical profession.” Worse, he added, “[t]here is a 
shroud of secrecy over the whole process that was built into the law. The data is all self-
reported, often second or third hand, from doctors that believe in this paradigm and 
support it.” According to Toffler, Oregon is not tracking the circumstances that surround 
each patient’s assisted suicide, including how they took the drugs, whether someone 
witnessed the suicide, and whether those present had something to gain from the suicide.59 
 
In Washington, the prescribing physician was present for ingestion of the drugs in only 
two instances in 2013, and no statistics are available for 2014.  
 
Essentially, a handful of doctors are issuing these fatal prescriptions and then failing to 
provide any oversight of the actual process. Such is a process ripe for abuse. 
 

Six: Cost savings are not a legitimate reason to permit suicide by doctor. 

Derek Humphreys, founder of the Hemlock Society now known as Compassion and 
Choices, acknowledged that money was an “unspoken” argument in favor of physician-
assisted suicide, noting that hastening the death of the infirm would “free resources for 
others.”60 He estimated the amount could run into the “hundreds of billions of dollars.”61 

 
While Compassion and Choices and other euthanasia advocates now conveniently, and 
wisely, leave this resource argument out of their physician-assisted suicide talking points, 
it is indeed a major motivating factor for some.62 That money is an underlying motive 
behind the push for physician-assisted suicide is readily apparent in Oregon, as Barbara 
Wagner and Randy Stroup know all too well.  

 
Ms. Wagner and Mr. Stroup, each diagnosed with terminal cancer, received chemotherapy 
prescriptions that could extend their lives by slowing the cancer’s progression and also 
make them more comfortable. Each applied for payment for their prescribed treatments 
through the Oregon Health Plan, the state’s Medicaid 
program. However, rather than receiving coverage 
for these life-sustaining treatments, each received a 
letter from the State of Oregon informing them that 
the state would not pay for the prescribed drugs, but 
would pay for physician-assisted suicide drugs.63 One physician noted the financial 
incentive the state had to pay for death rather than life: the drug prescribed to Ms. Wagner, 

Oregon to cancer patients: 
Please die 
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would cost the state $4,000 each month whereas the assisted-suicide drugs would cost less 
than $100, once.64 
 
Nor were Ms. Wagner and Mr. Stroup the only two patients to receive such bleak news.   
A similar morbid letter was sent to terminally ill patients across the entire State of Oregon, 
stating that Oregon will not provide life-prolonging treatment unless there is a greater than 
5% chance the treatment will assist the patient in living at least five more years; however, 
the State will pay for physician-assisted suicide, defining it as means of “comfort.”65 

 
Seven: The suggestion that suicide is the “dignified” way to die is offensive 

to the thousands of Americans who die naturally and with dignity 
each year, as well as to those who care for them. 

Advocates of euthanasia and assisted suicide have taken care to package the patient’s 
suicide as “death with dignity.” Indeed, this is the formal title of Colorado’s proposed 
legislative act. The suggestion is that committing suicide is the dignified way to die.  
 
This is utterly false. Thousands of people with terminal illnesses die naturally in this 
country each year.  
 
It is disgraceful and offensive to attribute “indignity” to those who fought valiantly until 
their natural deaths, as well as to those medical professionals and caretakers who 
dedicated their careers and lives to caring for the terminally ill.  
 
It might be fairer to ask whether those who choose suicide as a result of their terminal 
illness have tragically fallen victim to their own fatalism. 

 
Eight: The slope is indeed slippery. 

Dr. Ezekiel J. Emanuel, an oncologist, former White House adviser, and brother of 
Chicago Mayor Rahm Emanuel, has asserted that assisted suicide is a slippery slope: 

 
Once legalized, physician-assisted suicide and euthanasia would become routine. 
Over time doctors would become comfortable giving injections to end life 
and…comfort would make us want to extend the option to others who, in society’s 
view, are suffering and leading purposeless lives.66 
 

This is most certainly true in other places where assisted 
suicide and euthanasia have been legalized. In 
Switzerland, there is the “suicide tourism” phenomenon. 
In Belgium, two healthy but deaf brothers, concerned 
with becoming blind and the potential resultant loss of 
independence, were euthanized.  

 
An elderly Belgian couple, worried about loneliness in the event that the other would die 
first and that the cost of a good retirement home would be unaffordable, announced, with 

Switzerland is seeing 
suicide tourism 
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the blessing of their children, their plan to commit suicide. Indeed, their son assisted them 
with physician-shopping, helping them locate a doctor willing to perform the euthanasia.67 

 
What began in those countries as an alleged effort to help those suffering with unbearable 
pain and agony at the end of their lives has evolved into the legalization of the “murder” 
of those who are depressed, children with deformities or illnesses, and victims in all sorts 
of other tragic scenarios. There is absolutely nothing to prevent those same evils here. 
 
In fact, as just described, Oregon residents with terminal illnesses who have not requested 
physician-assisted suicide are being told the State will pay for them to kill themselves but 
won’t pay for life-prolonging treatment. That would cost the State too much money.  
 
Moreover, once consideration of the victim’s own resources enters the picture, the slope 
becomes all the more slippery as even the personal resources a terminally ill person 
spends on his or her own treatment are then unavailable for the younger, the healthy and 
the heirs. 
 
 

CONCLUSIONS 
 

Suicide is a final, irreversible act. 
 

The doctor’s essential obligation of sustaining life must be kept inviolate,  
not tainted with the license to play God by terminating life  

before that person’s appointed time. 
 

People of good will in Colorado and elsewhere must solidly stand  
against the evil of physician-assisted suicide. 
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APPENDIX  
 

Strategems of the Suicide Movement: Further from Page 4 
 
Perhaps the most well-known of the “right to die” organizations is the Hemlock Society. 
Derek Humphrey founded the Hemlock Society in 1980 as a euthanasia advocacy group. 
The group published a “suicide manual,” and first, unsuccessfully proposed legalizing 
physician-assisted suicide in California in 1986.  
 
Five years later the organization published “Final Exit,” a “how, where and when to kill 
yourself or someone else” guide designed to provide instruction on orchestrating the 
“perfect death.” 
 
After determining that the Hemlock Society needed a name and image change due to its 
“baggage,” the organization’s name was changed to “End-of-Life-Choices.” In 2004, it 
was merged with another organization and is now called “Compassion and Choices.”  
 
Under this bland, the group today aggressively pursues its pro-euthanasia, pro-eugenics 
agenda across the country. Indeed, it is behind the scenes in many of the attempts to push 
assisted suicide bills through state legislatures, showing up on scene with publicists, 
lobbyists, and large amounts of money to persuade lawmakers or voters.  
 
It is important that the public understand, however, that it is really hearing from the same 
old Hemlock Society, just packaged with a new alias. See Rita Marker, Assisted Suicide & 
Death with Dignity: Past, Present & Future – Part I, InternationalTaskForce.Org, Jan. 
2005, http://www.patientsrightscouncil.org/site/rpt2005-part1/ 
 

Prognoses Disproved: Further from Page 12 
 
Maryann Clayton, at age 62, was diagnosed with Stage IV lung cancer and a metastasized 
tumor and given two to four months to live. Alive and well four years and many family 
vacations later, Ms. Clayton spoke out about her experience when Washington sought to 
legalize doctor-prescribed suicide. See Nina Shapiro, Terminal Uncertainty, Seattle 
Weekly, Jan. 13, 2009, available at http://www.seattleweekly.com/2009-01- 
14/news/terminal-uncertainty/. 
 
In this same article other similar stories are recounted. One is by Dr. J. Randall Curtis, 
who describes a patient he treated who was suffering from septic shock and multiple organ 
failure; he kept her on life support “against his better judgment because her family 
insisted,” despite his belief that she had only days or weeks to live. That woman 
improved, left the hospital, and subsequently returned to visit him.  
 
There are many, many more of these stories. Vermont Alliance for Ethical Healthcare has 
documented the stories of several witnesses who testified against doctor-prescribed 

http://www.patientsrightscouncil.org/site/rpt2005-part1/
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suicide in Vermont. 68 For example, Erica Riel of Barre, Vermont, had been diagnosed 
with a terminal illness three times by Vermont doctors, only to have a Massachusetts 
doctor, seen at the encouragement of family members, advise her that “not only would she 
live, but would live to be 80 years old!” Jeannine Young testified about her father’s 
erroneous prognosis; he in fact lived another twenty years—long enough to walk six 
daughters down the aisle, attend the weddings of two of his sons, and for the birth of 
sixteen grandchildren and the wedding of a granddaughter. Clara Schoppe testified that 24 
years earlier she had received a terminal diagnosis of Stage 4 non-Hodgkins Lymphoma 
and had been given less than a year to live. 
 
These and countless other stories make Brittany Maynard’s decision to commit suicide all 
the more tragic, and the conclusion that Colorado must reject doctor-prescribed suicide 
inescapable. 
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