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Decisions Near the End of Life

Council on Ethical and Judicial Affairs, American Medical Association

OVER the last 50 years, people have
become increasingly concerned that the
dying proeessis too often needlessly pro-
tracted by medieal technology and is
consequently marked by incapacitation,
intolerable pain, and indignity, In one
public opinion poll, 68% of respondents
believed that “people dying of an incur-
able painful disease should be allowed to
end their lives before the disease runs its
course.” A number of comparable sur-
veys indicate similar public sentiment.?
Since the turn of the century, there
has been a dramatic shift in the places
where people die. Sixty years ago, the
vast majority of deaths occurred at
home. Now most people die in hospitals
or long-term care facilities, Approxi-
mately 75% of all deaths in 1987 occurred
in hospitals and long-term care institu-
tions,®up from 50% in 1949, 61% in 1958,
and T0% in 1977.% This transition from
the privacy of the home to medical in-
stitutions has increased public aware-
ness and concern about medical deci-
sions near the end of life. “Since deaths
which oecur in institutions are more sub-
ject to serutiny and official review, de-
cisions for death made there are more
likely te enter public conseiousness.™
The development of sophisticated life
support technologies now enables med-
icine to intervene and forestail death for
most patients. Do-not-resuscitate orders
are now commonplace.® The Office of
Technology Assessment Task Force esti-
mated in 1988 that 8775 to 6575 persons
were dependent on mechanical ventila-
tion and 1404 500 persons were receiving
artificial nutritional support.” This grow-
ing capability to forestall death has con-
tributed to the increased attention to
medical decisions near the end of life.®
The Council has issued opinions on
withdrawing and withholding life-pro-
longing treatment from patients whoare
terminally il or permanently uncon-
scious® and has also published reports
concerning do-not-resuscitate orders,*'
euthanasia,!! and withdrawal of life-pro-
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longing treatment from permanently un-
conscious patients,!® This report will re-
examnine the Council’s existing positions
and will expand the analysis to include
physician-assisted suicide and withdraw-
ing or withholding life-sustaining treat-
ment for patients who are neither ter-
minally ill nor permanently unconscious.
The report will focus on competent pa-
tients in nonemergency situations, The
issue of decisions near the end of life for
incompetent patients is addressed in a
separate report by the Council.®

DEFINITIONS

The decisions near the end of life exam-
ined in this report are those decisions re-
garding actions or intentional omissions
by physicians that will foreseeably result
in the deaths of patients. In particular,
these decisions concern the withholding
or withdrawing of life-sustaining treat-
ment, the provision of a palliative treat-
ment that may have fatal side effects, eu-
thanasia, and assigted suicide,

Life-sustaining treatment is any med-

-ieal treatment that serves to prolong

life without reversing the underlying
medical condition. Life-sustaining treat-
ment may include, but is not limited to,
mechanical ventilation, renal dialysis,
chemotherapy, antibiotics, and artificial
nutrition and hydration. At one time,
the term passive euthanasic was com-
monly nsed to deseribe withhelding or
withdrawing life-sustaining treatment.
However, many experts now refrain
from using the term passive enthanasia.
The provision of a palliative treatment
that may have fatal side effects is also
described as double-effect euthanasia.
The intent of the treatment is to relieve
pain and suffering, not to end the pa-
tient's life, but the patient’s death is a
foreseeable potential effect of the treat-
ment. An example is gradually increas-
ing the morphine dosage for a patient to
relieve severe cancer pain, realizing that
large enough doses of morphine may
depress respiration and cause death.
Euthanasia is commonly defined as
the act of bringing about the death of a
hopelessly ill and suffering person in a
relatively quick and painless way for
reasons of merey. Inthis report, the term
euthanasia will signify the medicaladmin-
istration of a lethal agent to a patient for

the purpose of relieving the patient’s in-
tolerable and incurable suffering.

Voluntary enthanasia is euthanagia
that is provided to a competent person
on his or her informed request., Non-
voluntary euthanasia is the provision
of euthanasia to an incompetent person
according to a surrogate’s decision. In-
volunitary euthanasia is euthanasia per-
formed without a competent person’s con-
sent. This report will not examine invol-
untary euthanasia further, since it clearly
would never be ethically acceptable.

Euthanasia and assisted suicide dif-
fer in the degree of physician partiei-
pation. Euthanasia entails a physician
performing the immediate life-ending ac-
tion (eg, administering a lethal injec-
tion). Assisted suicide oceurs whenaphy-
sician facilitates a patient’s death by pro-
viding the necessary means and/or
information to enable the patient to per-
form the life-ending act (eg, the physician
provides sleeping pills and information
about the lethal dose, while aware that
the patient may commit suicide).

Discusgions about life-ending acts by
physicians often refer to the patient’s
“competence” or “decision-making ca-
pacity.” The two terms are often used
interchangeably. However, competence
can also refer to a legal standard re-
garding a person’s soundness of mind.
Decision-making capacity signifies the
ability to make a particular decision and
isnot considered a legal standard. “Com-
petence” for the Council’s purposes will
mean “decision-making capacity.”

The evaluation of a person’s decision-
making eapaecily is an assessment of the
person’s capabilities for understanding,
communicating, and reasomng. Patients
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should not be judged as lacking decision-
making capacity based on the view that
what they decide is unreasonable. Peo-
ple are entitled to make decisions that
others think are foolish as long as their
choices are arrived at through a com-
petently reasoned process and are con-
sistent with their personal values.

ETHICAL FRAMEWORK

Determining the ethical responsibil-
ities of physicians when patients wish to
die requires a close examination of the
physician’s role in society. Physicians
are healers of disease and injury, pre-
servers of life, and relievers of suffer-
ing. Ethical judgments become compli-
cated, however, when these duties con-
flict. The four instances in which phy-
sicians might aet to hasten death or
refrain from prolonging life involve con-
flicts between the duty to relieve suf-
fering and the duty to preserve life,

The considerations that must be
weighed in each case are: (1) the prin-
ciple of patient autonomy and the eor-
responding obligation of physicians to
respect patients’ choices; (2) whether
what is offered by the physicianis sound
medical treatment; and (8) the potential
consequences of a policy that permits
physicians to act in a way that will fore-
seeably result in patients’ deaths.

Patient Autonomy

The prineciple of patient autonomy re-
quires that competent patients have the
opportunity to choose among medically
indicated treatments and te refuse any
unwanted treatment. Absent counter-
vailing obligations, physicians must re-
spect patients’ decisions, Treatment de-
cisions ofteninvolve personal value judg-
ments and preferences in addition to
objective medical considerations. We
demonstrate respect for human dignity
when we acknowledge “the freedom [of
individuals] to make choiees in accor-
dance with their own values.”®

Sound Medical Treatment

The physician’s obligation to respect
a patient’s decision does not require a
physician to provide a treatment that is
not medically sound. Indeed, physicians
are ethically prohibited from offering or
providing unsound treatments. Sound
medical treatment is defined as the use
of medical knowledge or means to cure
or prevent a medical disorder, preserve
life, or relieve distressing symptoms.

This eriterion of soundness arises from
the medical ethical principles of benefi-
cence and nonmaleficence. The prineiple
of nonmaleficence prohibits physicians
from using their medical knowledge or
skills to do harm, on balance, to their pa-
tients, while the principle of beneficence
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requires that medical knowledge and
skills be used to benefit patients.

Generally, a treatment that is likely
to cause the death of a patient violates
the principle of nonmaleficence, and g
failure to save a patient’slife is contrary
to beneficence. However, for these de-
cisions near the end of life the patient
does not consider his or her death to be
an absolutely undesirable outcome.

Practical Considerations

Policies governing decisions near the
end of life must alsc be evaluated in
terms of their practical consequences.
The ethical acceptability of a policy de-
pends on the benefits and costs that re-
sult from the policy. In addition to the
impact on individual cases (eg, patients
will die according to their decision to
have life supports withdrawn), there are
likely to be serious societal consequences
of policies regarding physicians’ respon-
sibilities to dying patients.

WITHHOLDING AND WITHDRAWING
LIFE-SUSTAINING TREATMENT

The principle of patient autonomy re-
quires that physicians respect a compe-
tent patient’s decision to forgo any med-
ical treatment. This principle is not al-
tered when the likely result of with-
holding or withdrawing a treatment is
the patient’s death.* The right of com-
petent patients to forgo life-sustaining
treatment has been upheld in the courts
(for example, In re Brooks Eslate, 32
11124 361, 205 NE2d 435 [1965]; in re
Osborne, 294 A2d 372[1972)) and is gen-
erally aceepted by medical ethicists.*

Decisions that so profoundly affect a
patient’s well-being cannot be made inde-
pendent of a patient’s subjective prefer-
ences and values.® Many types of life-
sustaining treatments are burdensome
and invasive, so that the choice for the pa-
tient is not simply a choice between life
and death.” When apatientis dying of can-
cer, for example, a decision may have to
be made whether to use a regimen of che-
motherapy that might prolonglife for sev-
eral additional months but also would
likely be painful, nauseating, and debili-
tating. Similarly, when a patient. is dying,
there may be a choice between returning
home to a natural death, or remaining in
the hospital, attached to machinery,
where the patient’s life might be pro-
longed a few more days or weeks. Inboth
cases, individuals might weigh differently
the value of additional life vs the burden
of additiona] treatment.

The withdrawing or withholding of
life-sustaining treatment is not inher-
ently contrary to the principles of be-
neficence and nonmaleficence. The phy-
sician is obligated only to offer sound
medical treatment and to refrain from

providing treatments that are detrimep.
tal, on balance, to the patient’s we]).
being. When a physician withholds o
withdraws a treatment on the requegt
of a patient, he or she has fulfilled th,
obligation to offer sound treatment tq
the patient. The obligation to offertregt.
ment does not include an obligation tq
impose treatment on an unwilling pa.
tient. In addition, the physician is ngt
providing a harmful treatment. With-
drawing or withholding is not a tregt-
ment, but the forgoing of a treatment,
Some commentators arghe that if g
physician has a strong moral objection
to withdrawing or withholding life-sys.
taining treatment, the physician may
transfer the patient to another physi-
cian who is willing to comply with the
patient’s wishes.* It is true that & phy.
sician does not have to provide a treat-
ment, such as an abortion, that is con-
trary to his or her moral values. How-
ever, if a physician objeets to withhold-
ing or withdrawing the treatment and
forees unwanted treatment on a patient,
the patient’s autonomy will be inappro-
priately violated evenif it will take only
a short time for the patient to be trans-
ferred to another physician.
Withdrawing or withholding some life-
sustaining treatments may seem less ac-
ceptable than others. The distinction be-
tween “ordinary” vs “extraordinary”
treatments has been used to differen-
tiate ethically obligatory vs ethically op-
tional treatments.”” In other words, or-
dinary treatments must be provided,
while extraordinary treatment may be
withheld or withdrawn. Varying crite-
ria have been proposed to distinguish
ordinary from extraordinary treatment.
Such eriteriainclude customariness, nat-
uralness, complexity, expense, invasive-
ness, and balance of likely benefits vs
burdens of the particular treatment.!™®
The ethical significance of all these cri-
teria essentially are subsumed by the
last criterion —the balance of likely ben-
efits vs the burdens of the treatment.”
When a patient is competent, thisbal-
ancing must ultimately be made by the
patient. As stated earlier, the evalua-
tion of whether life-sustaining treatment
should be initiated, maintained, or for-
gone depends on the values and pref-
erences of the patient. Therefore, treat-
ments are not cbjectively ordinary or
extraordinary. For example, artificial
nutrition and hydration have frequently
been cited as an objectively ordinary
treatment which, therefore, must never
be forgone. However, artificial nutrition
and hydration can be very burdensome to
patients. Artificial nutrition and hydra-
tion immobilize the patient to a large de-
gree, can be extremely uncomfortable
(restraints are sometimes used to prevent
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patients from removing nasogastric
tubes), and can entail serious risks (forex-
ample, surgical risks from insertion of a
gastrostomy tube and the rigk of aspira-
tion pneumeonia with a nasogastric tube).
Aside from the ordinary vs extraor-
dinary argument, the right to refuse
artificial nutrition and hydration has also
been contested by some because the pro-
vision of food and water has a symbolie
significance as an expression of care and
compassion.!® These commentators ar-
gue that withdrawing or withholding
food and water is a form of abandon-
ment and will cause the patient to die of
starvation and/or thirst. However, it is
far from evident that providing nutri-
ents through a nasogastric tube to a
patient for whom it is unwanted is com-
parable to the typical human ways of
feeding those who are hungry.' In ad-
dition, discomforting symptoms can be
palliated so that a death that occurs af-
ter forgoing artificial nutrition and/or
hydration is not marked by substantial
suffering.®# Such care requires con-
stant attention to the patient’s needs.
Therefore, when comfort care is main-
tained, respecting a patient’s decision
to forgoe artificial nutrition and hydra-
tion will not eonstitute an abandonment
of the patient, symbolic or otherwise.
There is also no ethical distinetion be-
tween withdrawing and withholding life-
sustaining treatment.** Withdrawing
life support may be emotionally more
difficult than withholding life support
because the physician performs an ac-
tion that hastens death. When life-sus-
taining treatment is withheld, on the
other hand, death occurs because of an
omussion rather than an action. How-
ever, as most bioethieists now recog-
nize, such a distinetion lacks ethical sig-
nificance.#15!7 First, the distinetion is
often meaningless. For example, if a
physician fails to provide a tube feeding
at the scheduled time, would it be a
withholding or a withdrawing of treat-
ment? Second, ethical relevance does
not lie with the distinetion between acts
and omissions, but with other factors
such as the motivation and professional
obligations of the physician. For exam-
ple, refusing to initiate ventilator sup-
port despite the patient’s need and re-
quest because the physician has been
promised a share of the patient’s inher-
itance is clearly ethically more ohjee-
tionable than stopping a ventilator for a
patient who has competently decided to
forgo it. Third, prohibiting the with-
drawal of life support would inappro-
priately affect a patient’s decision to ini-
tiate such treatment. If treatment can-
not be stopped once it is initiated, pa-
tients and physicians may be maore
reluctant to begin treatment whenthere
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isapossibility that the patient maylater
want the treatment withdrawn.?

While the principle of autonomy re-
quires that physicians respect competent
patients’ requests to forgo life-sustaining
treatments, there are potential negative
consequences of such a policy. First,
deaths may oeceur as a result of unin-
formed decisions or from pain and suffer-
ing that could be relieved with measures
that will not cause the patient’s death,
Further, subtle or overt pressures from
family, physicians, or soclety toforgo life-
sustaining treatment may render the pa-
tient’s choice less than free. These pres-
sures could revolve around beliefs that
such patients’ lives no longer possess so-
cial worth and are anunjustifiable drain of
limited health resources.

The physician must ensure that the
patient has the capacity to make med-
ical decisions before carrying out the
patient’s decision to forgo (or receive)
life-sustaining treatment. In particular,
physicians must be aware that the pa-
tient’s decision-making capacity can be
diminished by a misunderstanding of the
medical prognosis and options or by a
treatable state of depression. It is also
essential that all efforts be made to max-
imize the comfort and dignity of patients
who are dependent on life-sustaining
treatment and that patients be assured of
these efforts. With such assurances, pa-
tients will be less likely to forgo life sup-
port because of suffering or anticipated
suffering that could be palliated.

The potential pressures on patients
to forgo life-sustaining treatments are
an important concern. The Council be-
lieves that the medical profession must
be vigilant against such tendencies, but
that the greater policy risk is of under-
mining patient autonomy.

PROVIDING PALLIATIVE
TREATMENTS THAT MAY HAVE
FATAL SIDE EFFECTS

Health care professionals have an eth-
ical duty to provide optimal palliative
care to dying patients. Atpresent, many
physicians are not informed about the
appropriate doses, frequency of doses,
and alternate modalities of pain control
for patients with gevere chronic pain.®
In particular, inappropriate concerns
about addietion toe often inhibit physi-
cians from providing adequate analge-
sia to dying patients. Physicians should
inform the patient and the family that
concentrated efforts to relieve pain will
be a priority in the care of the patient,
since fear of pain is “one of the most
pervasive causes of anxiety among pa-
tients, families and the publie.™

The level of analgesia necessary to
relieve the patient’s pain, however, may
also have the effect of shortening the

patient’s life. The Council stated in its
1988 report on euthanasia that “the ad-
ministration of a drug necessary to ease
the pain of a patient who is terminally ill
and suffering excruciating pain may be
appropriate medical treatment even
though the effect of the drug may shorten
life.”" The Council maintains this position
and further emphasizes that a competent
patient must be the one who decides
whether the relief of pain and suffering is
worth the danger of hastening death, The
principle of respect for patient autonomy
and self-determination requires that pa-
tients decide about such treatment,

The ethical distinetion between pro-
viding palliative care that may have fa-
tal side effects and providing euthana-
sia is subtle because in both cases the
action that causes death is performed
with the purpose of relieving suffering.
The intent of the former is to relieve
suffering despite the fatal side effects,
while the intent of the latter is to cause
death as a means by which relief of suf-
fering is achieved. Most medical treat-
ments entail some undesirable side ef-
fects. In general, the patient has a right
to decide either to risk the side effects
or to forgo the treatment. It does not
follow from this reasoning that a patient
also has a right to choose euthanasia as
a medical treatment for their suffering.

Animportant coneern is that patients
who are not fully informed about their
prognosis and options may make deci-
sions that unnecessarily shorten their
lives. In addition, severe pain might di-
minish the patient’s capacity to decide
whether to choose a treatment that risks
death, Caution when determining deci-
slon-making capacity in this situation,
therefore, must be exercised, and pa-
tients should be fully informed.

EUTHANASIA

Euthanagia is the medical adminis-
tration of a lethal agent in order to re-
lieve apatient’s intolerable and untreat-
able suffering. Whether or not a phy-
sician may use the skills or knowledge of
medicine to cause an “easy” death for a
patient who requests such assistance has
been debated as early as the time of
Hippocrates. Recently, euthanasia has
been gaining support from the public
and some in the medical profession. In
the Netherlands, while physician-per-
formed euthanasia remains illegal, phy-
sicians have not been prosecuted since
1984 when they follow certain criteria. 2
These criteria include that (1) euthanasia
is explicitly and repeatedly requested by
the patient and there is no doubt that the
patient wants to die; (2) the mental and
physical suffering is severe with no pros-
pect for relief; (3) the patient’s decision is
well-informed, free, and enduring; (4) all
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options for alternate care have been ex-
hausted or refused by the patient; and (5)
the physician consults another physi-
cian.” The frequency of euthanasia in the
Netherlands has been estimated to range
from 2000 to 20000 persons per year.®
Recently, the first nationwide study of
the practice of euthanasia in the Nether-
lands estimated the incidence of euthana-
sia to be 1900 persons per year,®

In the United States there has been
growing publie support for legalized eu-
thanagia. The Hemlock Society, an or-
ganization dedicated to legalizing vol-
untary euthanasia and assisted suicide,
has doubled its membership in the past
5 years to approximately 33 000.% Re-
cently, an initiative in Washington State
that would have legalized euthanasgia for
terminally il patients was put to a vote.
Although the initiative was unsuccess-
ful, 44% of the voters supported the
initiative.?

Though the principle of patient au-
tonomy requires that competent patients
be given the opportunity to choose
among offered medical treatments and
to forge any treatment, it does not give
patients the right to have a physician
perform a treatment to which the phy-
sician has objections. Though patients
have a right to refuse life-sustaining
treatment, they do not have a right to
receive euthanasia. There is an auton-
omy interest in directing one’s death,
but this interest is more limited in the
case of euthanasia than in the case of
refusing life support.

The question remains whether it is
ethical for a physician to agree to per-
form euthanasia. To approach this ques-
tion one must look to the principles of
beneficence and nonmaleficence and to
the larger policy implications of condon-
ing physician-performed euthanasia.

Can euthanasia ever constitute sound
medical treatment? Any treatment de-
signed to cause death is generally consid-
ered detrimental to the patient’s well-
being, and therefore unsound. However,
proponents of euthanasia argue that eu-
thanasia is a sound treatment of last re-
sort for the relief of intolerable pain and
suffering. From the perspective of com-
petent patients whorequest euthanasiain
the face of such suffering, death may be
preferable, on balance, to continued life.

On the other hand, most pain and suf-
fering can be alleviated. The technology
of pain management has advanced to
the point where most pain is now con-
trollable. The success of the hospice
movement illustrates the extent to which
aggressive pain control and close atten-
tion to patient comfort and dignity ean
ease the transition to death,

There may be cases, however, where
a patient’s pain and suffering is not re-

2232 JAMA, April 22/29, 1992—Vol 267, No. 16

duced to a tolerable level and the pa-
tient requests a physician to help him or
her die.®® If a patient's pain and suf-
fering are unrelievable and intolerable,
using medical expertise to aid an easy
death on the request of the patient might
seem to be the humane and beneficent
treatment for the patient.

However, there are serious risks as-
sociated with a policy allowing physician-
performed euthanasia. There is a long-
standing prohibition against physicians
killing their patients, based on a com-
mitment that medicine is a profession
dedicated to healing, and that its tools
should not be used to cause patients’
deaths, Weakening this prohibition
against euthanasia, even in the most
compelling situations, has troubling im-
plications.®?® Though the magnitude of
such risks are impossible to predict ac-
curately, the medical profession and so-
ciety as a whole must not consider these
risks lightly. Two noted ethicists have
expressed the role of this prohibition:

The prohibition of killing is an attempt to
promote a solid basis for trust in the role of
caring for patients and protecting them from
harm. This prohibition is both instrumen-
tally and symbolically important, and its re-
moval would weaken a set of practices and
restraints that we cannot easily replace.”

If euthanasia by physicians were to
be condoned, the fact that physicians
could offer death as a medical treatment
might undermine publie trust in medi-
cine’s dedication to preserving the life
and health of patients.* Some patients
may fear the prospect of involuntary or
nonvoluntary euthanasia if their lives
are no longer deemed valuable as
judged by physicians, their family, or
society.® Other patients who trust their
physicians’ judgments may not feel free
to resist the suggestion that euthanasia
may be appropriate for them.-

Another risk is that physicians and
other health care providers may be more
reluctant to invest their energy and time
serving patients whom they believe
would benefit more from a quick and easy
death, Caring for dying patients is taxing
on physicians who must face issues of
their own mortality in the process, and
who often perceive such care as a re-
minder of their failure to cure these pa-
tients.** In addition, the increasing pres-
sure toreduce health care costs may serve
as another motivation to favor euthanasia
over longer-term comfort care.

Allowing physicians to perform eu-
thanasia for a limited group of patients
who may truly benefit from it will
present difficult line-drawing problems
for medicine and society. In specific
cases it may be hard to distinguish
which cases fit the criteria established
for euthanasia. For example, if the ex-

istence of unbearable pain and sufferjng
was a criterion for euthanasia, the def.
inition of unbearable pain and sufferip
could be subject to different interpre.
tations,

Furthermore, determining whether
a patient will benefit from euthanasig
requires an intimate understanding of
the patient’s concerns, values, angd
pressures that may be prompting the
euthanasia request. In the Nethep-
lands, physicians who provide eathana-
gia generally have a lifelong relation-
ship with the patient and the patient’s
family, which enables the physician to
have access to this vital information.®
In the United States, however, physi-
clans rarely have the depth of knowl-
edge about their patients that would he
necessary for an appropriate evaluation
of the patient’s request for euthanasia.

More broadly, the line-drawing nec-
essary for the establishment of eriteria
for euthanasia is also problematic. If
competent patients ean receive eutha-
nasia, can family members request eu-
thanasia for an incompetent patient?
Would it be acceptable for physicians to
perform euthanasia on any competent
individuals who request it? Further-
more, since it will be physicians and the
state who ultimately answer these
questions, value judgments about pa-
tients’ lives will be made by a person or
entity other than the patients.

Since it is unclear at this time where
these lines should be drawn, the proposi-
tion of allowing euthanasia is particularly
troublesome. A potential exists for a
gradual distortion of the role of medicine
into something that starkly contrasts
with the eurrent vision of a profession
dedicated te healing and comforting.

Furthermore, in the United States
there is currently little data regarding
the number of euthanasia requests, the
concerns behind the requests, the types
and degree of intolerable and unreliev-
able suffering, or the number of re-
quests that have been granted by health
care providers. Before euthanasia can
ever be considered a legitimate medical
treatment in this country, the needs
behind the demand for physician-
provided euthanasia must be examined
more thoroughly and addressed more
effectively. A thorough examination
would require a more open discussion of
euthanasia and the needs of patients
who are making requests. The exist-
ence of patients who find their situa-
tions so unbearable that they request
help from their physicians to die must
be acknowledged, and the cancerns of
these patients must be a primary focus
of medicine. Rather than eondoning
physician-provided euthanasia, medi-
cine must first respond by striving to
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identify and address the concerns and
needs of dying patients.

PHYSICIAN-ASSISTED SUICIDE

Physician-assisted suicide has enly re-
cently become the focus of public atten-
tion. In June 1990, Dr Jack Kevorkian
assisted the death of a person with the
use of a “suicide machine,” which he
invented, This case has been criticized
by many for the irresponsible way in
which it was carried out by the physi-
cian.? Kevorkian has since used his sui-
cide machine to assist the suicides of
two more persons. Last March, an ar-
ticle was published in the New England
Jouwrnal of Medicine by a physician who
described his role in assisting his pa-
tient’s suicide.* The care and compas-
sion evidenced by the physician and the
reasoned decision-making process of the
patient marked this aceount as truly com-
pelling. Besides these very public cases
of physician-assisted suicide, there is
reason to believe that it has been oe-
curring for some time.?

There is an ethically relevant distine-
tion between euthanasia and assisted
suicide that makes assisted suicide an
ethically more attractive option. Phy-
sician-assisted suicide affords a patient
amore autonomous way of ending his or
her life than does euthanagia. Since pa-
tients must perform the life-ending act
themselves, they would have the added
protection of being able to change their
minds and stop their suicides up until
the last moment.

However, the ethical objections to
physician-assisted suicide are similar to
those of euthanasia since both are es-
sentially interventions intended to cause
death. Physician-assisted suicide, like
euthanasia, is contrary to the prohibi-
tion against using the tools of medicine
to cause a patient’s death. Physician-
assisted suicide also has many of the
gsame societal risks as euthanasia, in-
cluding the potential for coercive finan-
cial and societal pressures on patients to
choose suicide. Further, determining the
criteria for assisting a patient’s suicide
and determining whether a particular
patient meets the criteria are as prob-
lematic as deciding who may receive
euthanasia.

While in highly sympathetic cases
physician-assisted suicide may seem to
constitute beneficent care, due to the po-
tential for grave harm the medical profes-
sion cannot condone physician-assisted
suicide at this time. The medical profes-
sion instead must strive to identify the
concerns behind patients’ requests for as-
sisted suicide, and make concerted efforts
at finding ways to address these concerns
short of assisting suicide, including pro-
viding more aggressive comfort care.
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CONCLUSIONS

& The principle of patient autonomy
requires that physicians must respect
the decision to forgolife-sustaining treat-
ment of a patient who possesses decision-
making capacity. Life-sustaining treat-
ment ig any medical treatment that serves
to prolong life without reversing the un-
derlying medical condition. Life-
sustaining treatment may include, but is
not limited to, mechanical ventilation, re-
nal dialysis, chemotherapy, antibiotics,
and artificial nutrition and hydration.

e There is no ethical distinction be-
tween withdrawing and withholding life-
sustaining treatment.

# Physicians have an obligation tore-
lieve pain and suffering and to promote
the dignity and autonomy of dying pa-
tients in their care. This includes pro-
viding effective palliative treatment
even though it may foreseeably hasten
death. More research must be pursued
examining the degree to which pallia-
tive care reduces the requests for eu-
thanasia or assisted suicide.

& Physicians must not perform eu-
thanasia or participate in assisted sui-
cide. A more careful examination of the
issue is necessary. Support, comfort,
respect for patient autonomy, good com-
munication, and adequate pain control
may decrease dramatically the demand
for euthanasia and assisted suicide. In
certain carefully defined circumstances,
it would be humane to recognize that
death ig certain and suffering is great.
However, the societal risks of involving
physicians in medical interventions to
cause patients’ deaths is too great in
this culture to condone euthanasia or
physician-assisted suicide at this time.
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