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The fear of death and the difficulty in coming trms with that fec
pervade all societies and cultures. In Western etiesi, the fear

heightened by the availability of advanced medieahnology which me
maintain life long after meaning has been extingeds The same power
technology may also be incapable of adequate dootrpain during th

artificial prolongation of life.

To allay some of the terror generated by this dopmosition o
technological capabilities upon the dread of thathlierocess, we ha
begun to articulate "goals" in dying. It is our ledjhat the achievement
these goals might make our contemplation of theee&pce and tr
experience itself less frightening. Thus, we wdikd death to be painle:
dignified, humane, and meaningful. And now, we wiolike to be ir

control of the circumstances, as well.

The age-old fear of death and the recentlyceulated desire for conti
have generated new interest in euthanasia as aidot@ntto the
problematical aspects of dying. Euthanasia is ftbenGreek:eu meaning
"good or well" andhanatos meaning "death.” A review of the definitic

of the varieties of euthanasia is helpful:

1. Voluntary Euthanasia

The patient himself asks to die or agrees witlphigsician's

recommendation that he die

2. Nonvoluntary Euthanasia

A surrogate agrees, on the patient's behalf, \wghphysician's

recommendation that the patient die
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3. Involuntary Euthanasia

Someone other than the person involved performstantional act
to terminate life without the consent of the persomlved

4. "Active" Euthanasia
No longer in use

5. "Passve' Euthanasia
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Involves the withholding and withdrawing of lifegaort, and is not

technically euthanasia since the patient dies®ofitgease. It is a

legitimatized and recognized option.

Physicianassisted suicide, a subset of euthanasia, is thentiona
assistance given to a person by a physician tolendat person f

terminate his own life upon that person's request.

In other words, the physician provides the meagsr(™), but the patiel

performs the act ("pulls the trigger.).

The double effect refers to the effect palliativeatment may have

hastening a patient's demise. The intent of paléareatment is to relie\
pain and suffering and not to end the patients Tihe patient's death m
however, be a side effect of the treatment, andreséeable one, at tr
The administration of morphine is an example of thmuble effec
Morphine is an analgesic, but it is also a respigatlepressant which ¢
lead to pneumonia, aspiration, hypoventilationajgnea. While the origin
intent was to take advantage of morphine's analgdfact, it is recognize
that morphine's depressant effect on ventilatiory m@ame into play,

well, which may ultimately be harmful.

The degree of interest in euthanasia and the exteits acceptance &
reflected in recent opinion polls. In 1989, 676 gibians in San Francisc
California, were asked their opinion of the useeothanasia. Sever
percent of the respondents said patients who hath@amable termin:
illness should have the option of euthanasia. FHorg percent said the
personally would carry out the request. Thiiitye percent said they we

opposed to the use of euthanasia.

In a public poll conducted in 1994, 63 percentayf fespondents favor
legalizing physician-assisted suicide and euthandsightyone percer
supported the passage of laws allowing physiciansatry out patient
advance directives, including euthanasia. Sevsnty-percent
respondents favored legislation permitting the diglwal of life suppor
from hopelessly ill or irreversibly comatose patgetrkiftytwo percent sai
they would prefer to consider alternatives to egdimeir own lives if the
had a terminal illness. Responses to the questweslapped, but tt
sentiment of the majority of people polled suppsbréaithanasia in sor

form.
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Researchers in Michigan, the venue for the suicidssisted by D
Kervorkian, sent questionnaires to stratified randsamples of physicia
and lay adults in 1994 and 19953. The questionmaireluded questiol
about whether physiciaassisted suicide should be banned in Michige
legalized under certain conditions. Usable respongere received fro
1119 of 1518 physicians (74 percent) and 998 of71&dults (76 percer
eligible for the study. Asked to choose betweeraliggtion of physician-
assisted suicide and an explicit ban, 56 percenphyfsicians and ¢
percent of the public supported legalization; 37ceet of physicians at
26 percent of the public preferred a ban; and 8gugrof each group we
uncertain.

When the range of choices for physicians was wider percer
preferred legalization; 37 percent preferred "no"l¢de, no governme
regulation); 17 percent favored prohibition; angescent were uncerta
If physicianassisted suicide were legal, 35 percent of physscgaid the
might participate if requested; 22 percent wouldtipg@ate in eithe
assisted suicide or voluntary euthanasia; and i8epewould participa
only in assisted suicide.

The most important personal characteristic of Mjali physician and [
adult respondents in relation to their views on gatignassisted suicic
and voluntary euthanasia was religion. Those whnsiciered religion to k
very important in their lives were much less likédysupport legalizatic
and to consider personal involvement in assisteitid®) either a
providers (physicians) or requestors (the publibpn were people fi
whom religion was less important.

The Oregon Death with Dignity Act, legalizing phgiain assisted suicic
was passed in November 1994(2). Although the ciotistnality of the bil
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is being contested in the courts, researchers @ag@r conducted a cross-

sectional mailed survey in early 1995 of all phiwis who might b

eligible to prescribe a lethal dose of medicaticimé Oregon law is upheld

(16). Of the 3944 physicians who received the qoesaire, 2761 (1
percent) responded. Sixty percent of the resposd#tdught physicie
assisted suicide should be legal in some cases)earty half (46 percer
said they might be willing to prescribe a lethate@f medication if it wel
legal to do so. Thirtygne percent of the respondents indicated they v
be unwilling to prescribe a lethal dose of medmaton moral ground
Twenty-one percent had previously received requests tstassa patient'
suicide, and 7 percent had complied.

The physicians who responded expressed concerngt dhe lack o
information on oral medications and their lethalselm the patien
possible financial incentives for choosing physicessisted suicide in t
absence of universal access alying patients to comprehensive care,
the complications’ of suicide attempts. They alad koubts about the
ability to predict survival at six months accurgtednd to diagnos
depression, two requirements of the Oregon act, \@aoddered abol
methodology for protecting the patient's right tvacy and the physiciar
right to refuse to participate in a practice he shre finds morall
objectionable.

The characteristics associated with the attitudeghgsicians in Oregc
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toward assisted suicide included religious affitiaf specialty, populatic
of the area in which the practice is located, agel, sex. The variables tl
were significantly associated with the physiciamdingness to participai
in physicianassisted suicide included Jewish affiliation (odalso 2.94)
no religious affiliation (odds ratio 2.87), otheomChristian affiliatior
(odds ratio 1.92), and age, which demonstrated pel8ent increase
willingness to participate for each 10 year inceeimsage.

Surprisingly, the Jewish respondents’ willingness pgarticipate i
physicianassisted suicide, while similar to the results of Australiar
survey correlating professed religious affiliatiamd the willingness
practice euthanasia(b), is the antithesis of timasketeaching that:

Man is created in the image of God

In every human being there is a Divine spark
Each human life is sacred

Each human life is of infinite worth.

PodE

In consequence, a human being must be treateg@sanality and not .
chattel. As a personality, every human being peeseshe right to life
honor, and the fruits of his labor.

True justice in Judaic terms is respect for thesqeality of others and f
their inalienable rights, including the right tdeli In Judaism, justice
akin to holiness. As Isaiah declared for all time:

"The holy God is sanctified by justice" (Isaiah V:16).

Justice is a positive conception in Judaism andudss charity
philanthropy, and our endeavors to bring out thst loe people. "Lovin
kindness" always precedes the mention of "justicethe Scriptures 1
teach that strict justice must, in its executios, rhoitigated by pity ar
humanity. The Prophets sum up our human duty terstas:

To do justly and to love mercy.

In the Oregon survey, an unwillingness to partit@pa physician-assisted
suicide was associated with a Catholic affiliatjodds ratio for
willingness 0.43) or other Christian affiliationdas ratio for willingness
0.33) and a small town or rural locale (odds ragrowillingness 0.67).
Sex, specialty, and whether or not the respondashichred for terminally
ill patients were not significant predictors of thilingness of physicians
to participate in physician-assisted suicide.

The rationales cited in support of physicassisted suicide are numerc
First and foremost is the conferring of relief frggain and suffering. Tt
patient, in securing the help of a physician inndyiis said to "retal
control” in an otherwise fearful situation becao$e perceived ability 1
determine the time of death. In assisting with gagient's suicide, tt
physician does not "abandon” the patient at the tiingreatest need. H
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is thus readily at hand for patients who are unébleke their own live
Through the assistance of their physicians, paiently also avol
victimization by medical technology in the form @rolongation o
suffering.

Those opposed to physiciassisted suicide cite cogent arguments.
and other symptoms causing discomfort and suffesirggtreatable. The
is frequently prognostic uncertainty, even wherigma$ are considered
be terminally ill. Rather than the expression oflesire for death, tt
request by a patient that the physician assidterpatient's suicide may

a cry for help to which the physician may respomdainumber of (non-
lethal) ways. Focusing on physician-assisted sei@l$o diverts patient-
care and research energies away from palliatiorerélhare societ
concerns that patients may feel coerced to didatr they have a duty
die. Further, the introduction of physiciassisted suicide may lead
abuse through the singling out of the disenfrarethisho have no voice—
the poor, the disabled, the elderly, and the veopng— for suct
orchestrated conclusions to their lives.

The legalization of physiciaassisted suicide requires the establishme
criteria for patients' participation to avoid esand abuses. The pati
must be competent to decide that suicide is thé $@stion to currer
health problems. The patient's physician must krtber patient we
enough to understand the patient's motivation iaoshng suicide. Tt
patient must be judged to be terminally ill ancheove a dismal shoterm
prognosis, which must be corroborated by a secand third) physiciar
The patient's physician determines that no alteraaixists for relief of th
patient's suffering, and that the patient's deois® not influenced k
utilitarian considerations of the patient's ecormorisocial situation.

Clinical criteria have also been developed for phiga assisted suicid
These include the requirement that physician a&sbssticide be carried ¢
in the context of a meaningful physicigatient relationship. Consultati
with another physician experienced in the deliveircomfort care shou
be required. Documentation of the closeness of pghygsician- patien
relationship and the consultation with other phigsis is necessary, as w
as the clear indication of the cause of death whithuld be filed with th
appropriate authorities.

The patients must further, of their own free willdaat their own initiative
clearly and repeatedly request to die rather tbacohtinue suffering. Tt
patients' judgment must not be distorted by illnesedication, social
economic circumstances, or depression. The patmeass have a conditic
that is incurable and associated with severe, erdble, unrelentir
suffering. The physician must ascertain that theepts' requests for de:
are not being made because of inadequate comfert ca

A major part of the physician's role in physiciassisted suicide is
determine what the patient is really asking wheaming the questio
"Doctor, I want to die. Will you help me?" The eagmtion of suc
requests by the physician is fundamental to the oérthe dying patier
The physician's willingness to talk about deatnaig to the patient th
the patient is no longer alone and opens unanteipavenues of supp
that do not involve the physician's active assistan dying.
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The patients' requests that the physician aid icid®imay be their way
drawing attention to problems for which solutiof®i$ of death may t
readily available. The patient may, recognizing #eriousness of tl
situation, desire a change in the goals of treatrfrem cure to comfor
The patient may be asking for relief of pain. Thatignt may desil
resolution of psychosocial problems so that thengiwf care is no longer
burden to the caregiver. The patient may be asfong- and willing tc
respond to—spiritual consolation. The patient may be sufferfrgm &

depression amenable to psychiatric treatment.

Thus, when the patient expresses a desire tondigyhysician should list
to the patient and ascertain the dynamics of thiecp&ar situation befor
responding. The physician needs to be compassiotaiag, and creati
and to promise to be there until the end~. Whereptt ask, physicial
should be honest about their openness to the pldgsith assisted suicid
While physicians should approach the possibilityntélerable end-ofife
suffering with an open mind, they must also advis®r patients early ¢
of their unwillingness to participate in physiciassisted suicide a
euthanasia. Confronted as physicians are by thealmand ethice
dilemmas posed by these issues, they need to gettedar own suppo

systems for dialogue and affirmation of their piosis.

The fact that their physicians will talk about deadcknowledge patien
fears, and actively seek alternatives greatly rgasspatients, even wh
the physicians will not directly assist in theirtipats' suicide. For sor
patients, the possibility of a "controlled death'dften more important th
the reality. Other patients, however, undoubtedi{y eontinue to view
lethal prescription or their physicians' pledgeassist their suicide as 1

only "escape" if things become intolerable.

The movements to legalize physiciassisted suicide and euthan
reflect the poor state of palliative and termiralecin the United States &
elsewhere. The physicians' knowledge of pain cordrmm symptomati
relief of distressing conditions including nauseamiting, and dyspnea
very limitediti9. This dismal state of medical affareflects the fact th
there is little or no residency training in paliN&t care since programs i
typically centered in acute care or outpatientirsgst with no experienc
offered in hospice care=~. There are no formalningi curricula ir
palliative care, no formal assessments on boartifyieg examinations

and an absence of physician role models for trainee

The most prestigious of the medical journals ranelgiude articles o
palliative care. Dr. Gomez of the Department of Madk of the Universit
of Virginia conducted a Medline search of the catgeof 12 years ¢
articles from the New England Journal of Medicinkurnal of th
American Medical Association, Lancet, and the Avelki of Interne
Medicine in 1995. The study revealed that the nurobarticles pertainin

to palliative care was 269:

Hospice and palliativecare 69
Policy and economics 64

Ethicsand legal aspects 136
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Legalization has been proposed in the United Stédesonfer lege
sanction on euthanasia. The emphasis in these @tiasmon patient self-
determination and on continuity with and similarity other end-ofife
decisions which are currently legal. Common legigtarestrictions o
euthanasia include the type of oversight, the intjpmsof a waiting perioc
and the requirements that the illness be termindl that the patient |
competent. Such attempts at legislation are beiaged out against
backdrop of economic uncertainty in this era ofrgh@ductions in heal
care dollars.

The recent legislative movements to legalize ewthianin the Unite
States have taken the form of voter referenda, bypsssing direct law-
making. In the states of Washington and Califormaters defeated tl
referenda permitting physician assisted suicide 1800 and 199.
respectively. Voters in Oregon passed the OregattDé/ith Dignity Ac
legalizing physician assisted suicide, but not an#isia, on a Novemt
1994 ballot initiative by a vote of 51 percent & gercent. The act w
declared unconstitutional by a federal judge in 48igl995 because of
alleged violation of the due protection clause dife tFourteent
Amendment of the United States Constitution. Thiggiruled that the
failed to offer terminally ill persons the same feions against suici
offered to the majority. An injunction was issueddotrevent the act's taki
effect. The ruling is currently under appeal.

The legal progression of euthanasia in the UnitadeS has alsancludec
a number of significant judicial rulings. The omniin the Quinlan case
1976 established that lifmistaining treatment may be withdrawn. In 1
it was determined in the Wanglie case that argusnehmedical "futility’
made by an institution may not override the requéghe patient or tr
patient's proxy for treatment. Physicians made lamarguments abo
futility -in the Basyk case in 1994, but the Fourth Circaiti€ of Appeal
(Virginia) ruled that the mother could, as the gatis proxy, have tt
patient's care continued. The United States Supf@ouwet refused to he
arguments against the appellate ruling.

Courts in Michigan have also acquitted Dr. Kevonked breaking the sta
law against physiciaassisted suicide on three separate occasions.nt
laws banning physiciaassisted death in the United States may tht
unenforceable, because of the unwillingness oégutd convict physicial
who are perceived as coming to the aid of the suoffe It may be th¢
statutes promulgating blanket prohibitions agapistsicianassisted dea
would only drive the practice further underground a&reate even mc
concern about abandonment among the terminally ill.

Most recently, in 1996, two other Federal appealsrts have held th
assisted suicide is a constitutionally protectediacl? states, includir
New York and California. The Ninth Circuit modeléd analysis on Rc
versus Wade, the landmark United States Supremet @egision the
legalized abortion as an expression of the conistital right to privacy
The Ninth Circuit assumed in its decision that,daese physicians "have
strong bias in favor of preserving life,"” they wilinction as "impartial ar
professional” third parties in making a decisioetal someone's life.

The Parliament of the Northern Territory of Austigbassed the Northe
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Territory Rights of the Terminally Il Act on May52 1995, legalizin
voluntary euthanasia26. The act permits physiciemsprescribe ar
administer lethal substances to terminally ill pats who formally reque
assistance in ending their lives. The Northern iy occupies 1.3
million square kilometers and has a population 89,000 residents, -
percent of whom live in Darwin, the capital. In th891 census, 22
percent of the residents identified themselves ittgere Aborigines @
Torres Strait Islanders. Like all other Australigresidents of the Northe
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Territory have universal health insurance thatisded by the government.

The Rights of the Terminally Il Act specifies thidte patient must be
least 18 years old, of sound mind, suffering frorteaninal illness, ar
"experiencing pain, suffering and/or "distress" tthia severe ar
"unacceptable to the patient.” A terminal illnesslefined as "an injury
degeneration of mental or physical faculties [thatfeasonable medic
judgment will, in the normal course, without the pkgation of
extraordinary measures or of treatment unacceptalilee patient, result
the death of the patient.” The physician must tisfgad that "any medic.
treatment reasonably available to the patient isficed to the relief ¢
pain, suffering and/or distress with the objecalddwing the patient to d
a comfortable death.”

The patient must thus be fully informed about theess, its prognosis, a
all available treatment options, including the &fality of palliative car
by a specialist in that field. The physician is @peally prohibited fron
assisting in the patient's death if he or she betiethere are palliative ce
options reasonably available to the patient tovalte the patient's pain a
suffering to levels acceptable to the patient.

The act is viewed by its supporters as placing rangt emphasis ¢
palliative care, since assistance with death igrdehed to be warrant
only when the best palliative care has not sucata@teelieving the pait
suffering, or distress of a terminally ill patiedthe language of the a
however, requires that the patient be informedhef available palliativ
care services, but not that the patient be given kst palliative ca
before becoming eligible for euthanasia.

This emphasis on informing patients of the avadalplalliative car
services is cited as evidence that the act addrese concern th
euthanasia might become an alternative to paleatare. The fact i
however, that, in the Northern Territory, palli&igare services are alm
nonexistent: there is only one pérte physician trained in palliative ca
and there is no hospice. Of interest, the passhtie @ct has served to ¢
attention to the inadequacies of palliative cargh@ Northern Territon
and has elicited a commitment to improve theseigesy The effectiv
date of the act was delayed to July 1, 1996 towalimne for the upgradir
of palliative care services.

A waiting period of nine days is mandated in thertNern Territory Ac
from the time the patient first requests euthan&siavhen the physicie
actually terminates the patient's life. Revisiomshe act in February 19
include the addition of a third physician to comfithe diagnosis at
prognosis and the restriction of the psychiatristle to a determination
the presence or absence of clinical depressionlakttes provision reflec
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the fact that, without psychiatric training, phyaits may not recognize t
presence of psychiatric disorders such as depreasid cannot always rt
out the possibility that the desire for euthanasféects an underlying au
possibly treatable psychiatric disorder.

The assistance provided by the physician in enthegpatient's life ce
include, according to the Australian statute, pibsty or preparing

lethal substance, providing such a substance f6r administration, an
administering the substance directly to the patifitile physicians are n
obligated to assist patients in dying, once thegidieto participate, the
are required to provide the assistance personallgmain present whi
the assistance is given by someone else and batpatient dies. The ¢
thus permits the physician to administer the lethdlstance and not ji
prescribe it, as with the Oregon legislation.

Proponents of the Northern Territory Act point otlitat legalizing
voluntary euthanasia means lethal substances maybe intravenousl!
with improvement in absorption, rapidity of deadimd the ability to titrai
dose to effect. The prohibition of voluntary euthsia would mak
physicianassisted death unavailable to patients who are etamp tc
request assistance but physically unable to adramithe necessa
substances themselves. The act thus identifiegrire of the distinctio
between physiciaassisted suicide and voluntary euthanasia and ¢
down on the side of voluntary euthanasia.

The prospect of the availability of euthanasiaesisumerous concer
Will euthanasia and physiciassisted suicide prevent us from develo
and advancing alternative methods of endifefeare? Will euthanasia a
physicianassisted suicide become the tools of economiciefity in ar
era of increasing healttare cost containment Hospice care is

expensive than treatment in the intensive carg,unit the obviation of t
need for any care by euthanasia is even less expahan that. And, wi
euthanasia and physiciassisted suicide promote death as the soluti
health- and societal-problems other than termitredss?

Because of the current emphasis on health carenefod cost control, tt
role of the physician as patient advocate and adansmust b
strengthened and not compromised in any way imptidic mind. Not onl
must there be no conflict of interest, perceivedotierwise, but tF
physician must endeavor to offer comfort where asrieeyond the pow
of medicine. The American Medical Association Hasstgone on record
reject euthanasia and physiciassisted suicide as being incompatible
the nature and purpose of the healing arts. Asdtie of Hippocrates fro
the fifth century B.C.E. states:

I will give no deadly medicine to anyone, even if asked.
The American Medical Association recommends pregapatients to us
the mechanisms of medical decision making that supihe patient
exercise of control over end-of-life decisions
1. Livingwills

2. Durable powers of attorney
3. Advance directives
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These methods for the clarification of people's ahaaing wishes d
require a thorough explanation of the options teuea that the effort is n
wasted. The mere completion of advance directiyethé elderly does n
guarantee that the surrogate decisionmakers widvibgre of the patien
wishes or that the surrogates will act in accordawih them. Indeed,
study by social workers indicated that the surreglapredictions of tt
patients’ wishes were accurate in only 28 to 7xedr of cases. It
therefore essential to educate the elderly abait tights and to facilitai
communication between patients and their surrogat@sion makers
ensure that what patients would like to have hamgpetheir behalf actual
does happen.

SourceThe Institute for Jewish Medical Ethics
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