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Article #1 “Assisted Suicide” (an overview of the topic)

By Gale Opposing Viewpoints researchers, part of Cengage Learning Company, a leading provider of research resources to libraries and businesses

Since the 1960s, medical science has made great progress in prolonging people’s lives, even those suffering from terminal illnesses. Some people think that individuals should be allowed access to medical assistance to end their lives voluntarily, when and how they choose. Known as assisted suicide (or physician-assisted suicide), this practice involves helping a person who is hopelessly ill to end his or her own life.Top of Form
Bottom of Form

Assisted suicide has strong supporters and opponents. The issue is likely to gain importance as scientists find new ways to prolong life, and the number of elderly people in the population grows. People in many countries debate whether assisted suicide should be legal.

What Is Physician-assisted Suicide?

In the past, patients did not have much say in the medical treatment they received. Then, during the 1900s, doctors in the United States began to adopt the standard of informed consent. This required doctors to explain the available treatment options and to obtain the patient’s consent prior to treatment. Although patients can draw on their doctors’ medical knowledge and experience, they must ultimately make their own decisions. Those who cannot understand and grant consent themselves, such as children and people who are unconscious or of unsound mind, can be represented by family members or others close to them.

Some of these decisions involve treatments that will keep a patient alive. Increasingly, an individual’s wishes are taken into consideration when doctors or hospitals face the question of whether to start or stop using life-support treatment, such as respirators that help patients breathe. The controversy surrounding assisted suicide rests on the difference between letting someone die and helping him or her die. Stopping life-support treatment, or not starting it in the first place, is both legal and commonplace. Neither measure is considered killing, although the result is often the death of the patient. In the eyes of many people and under the law in most places, assisted suicide is killing, which is illegal.

Assisted suicide occurs when a physician provides a patient with the means of ending his or her life—usually a prescription for a fatal dose of drugs. The patient takes the drugs independently of the doctor. This procedure differs from euthanasia, in which the doctor administers the fatal dose or performs some other act, such as a lethal injection, that ends the patient’s life. Allowing someone to die by not acting, such as not restarting a heart that has stopped beating, is sometimes called passive euthanasia.

The Debate

Should society permit those who want to die the right to arrange an easy and comfortable death? Writer Derek Humphry believes that it should. Humphry has helped start several organizations to promote assisted suicide and euthanasia. His book Final Exit serves as a guide for people who want to end their lives. Like most supporters of assisted suicide, Humphry desires to help individuals with incurable, hopeless illnesses. Critics fear that his efforts, however, might make it too easy for others—such as people suffering from treatable illnesses such as depression—to commit suicide.

Supporters of assisted suicide argue that people are already allowed to refuse medical treatment even when they know that they will die without it. If people can choose death in this passive way, why shouldn’t they be allowed to choose it more actively? Another argument is that an individual determined to end his or her life may use painful, violent, or uncertain methods. Why not allow a more certain, pain-free alternative? Supporters of this viewpoint claim that assisted suicide respects the individual’s right to determine his or her destiny. Likewise, some physicians feel that it is appropriate for them to end the suffering of a patient who is capable of making a rational decision and asks to die.

Those opposed to assisted suicide believe that the taking of life is wrong in any circumstance. They argue that no such thing as a “mercy killing” exists. Various religious faiths maintain that it is the business of God, not of doctors or patients, to determine the time of death. The Hippocratic Oath, a statement of medical ethics, tells physicians, “First, do no harm.”

Opponents point out that legalizing euthanasia could result in serious consequences. One fear is that dying people might not receive proper care if euthanasia appeared to be a cheaper, easier alternative. Another fear is that choice and the right to determine one’s fate might not always be the deciding factors. Voluntary euthanasia might lead to the involuntary euthanasia of individuals incapable of making the choice or thought to be unworthy of life. This occurred during the 1930s and 1940s when the Nazi rulers of Germany euthanized people they classified as “defective.”

Legislation

Assisted suicide has been in the news frequently since the 1990s. Dr. Jack Kevorkian, a supporter of the practice, played a supporting role in more than one hundred suicides before he was charged with murder. Ironically, his highly publicized efforts may have done more harm than good for his cause. Concern about his activities led to laws against assisted suicide in his own state, Michigan, as well as in other states. In 1999, Kevorkian was convicted of second-degree murder in Michigan for engaging in euthanasia, which is illegal in all states. He was released from prison in 2007, and he died four years later.

Physician-assisted suicide has been openly practiced in the Netherlands for some time. The government adopted euthanasia guidelines in 1993 with the understanding that it would not prosecute doctors despite the illegality of the practice. In 2001, the Netherlands became the first country to legalize euthanasia. To qualify for euthanasia under Dutch law, a person must be mentally capable of making the decision, act voluntarily, be ill without hope of recovery, and have a lasting wish to die. Physicians performing euthanasia must consult with at least one other doctor and must write reports on each case. In 1995, the Northern Territory of Australia also legalized euthanasia, but the federal parliament overturned the law two years later. In other countries, including Belgium, Germany, and Switzerland, laws exist that make assisted suicide legal, however, these laws include many stipulations. The practice continues to be illegal in much of the world as of 2015.

In the United States, Oregon was the first state to legalize physician-assisted suicide. Oregon voters passed the Death with Dignity Act in 1994, but a lawsuit blocked its enforcement until 1997, when it went into effect. During the first year the law was in force, twenty-four people obtained a prescription for lethal drugs, and sixteen took the drugs and died. Some Oregon lawmakers have opposed physician-assisted suicide, claiming that the desire to reduce medical costs may put pressure on patients and caregivers to choose death.

In November 2008, voters in Washington approved Initiative 1000, making the state the second in the nation to legalize physician-assisted suicide. The law, which went into effect in March 2009, was approved by 58 percent of the voters. Assisted suicide became legal in Montana in December 2008 by a court case—not by a referendum approved by voters. In Baxter v. Montana, a terminally ill patient, Robert Baxter, sued for the right to die, claiming that doctors who refused to assist him were violating his rights. A lower court ruled that a patient has the right to end his or her life and that doctors who assist cannot be prosecuted for homicide. The case was appealed to the state supreme court, which upheld the lower court’s decision in December 2009. In its ruling, the state supreme court said, “We find nothing in Montana Supreme Court precedent or Montana statutes indicating that physician aid in dying is against public policy.”

Although support does exist for assisted suicide in the United States, it remains illegal throughout most of the country. The issue was brought to light again in November 2014 when the media reported on Brittany Maynard, a twenty-nine-year-old woman who was suffering from a terminal form of brain cancer. She decided to end her life using assisted suicide in Oregon. The incident sparked much debate. As of 2015, the practice was legal in the states of Oregon, Washington, Vermont, and Montana. The attorney general in New Mexico repealed a decision to make the right to die legal in that state. Other states, such as California, Florida, Massachusetts, and New York, have tried to legalize physician-assisted suicide through court cases and ballot measures.
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Article #2
“Think Twice About Death with Dignity” (CONS)
By Dr. Ira Byock, director of the Institute for Human Caring of Providence Health & Services in Los Angeles. He is a professor of medicine at Dartmouth College and author of The Best Care Possible. 

Physician-assisted suicide is back on California's political agenda. Indeed, you might think the End of Life Option Act, SB 128, is a done deal, though the bill hasn't cleared committee. The message from supporters and the media is clear: Like women's rights, voting rights, gay marriage and hikes to the minimum wage, it's only a matter of time before physician-assisted suicide becomes legal because, after all, it is the right thing to do. If this bill fails, supporters promise a ballot initiative in 2016. 

As someone who supports all those other liberal causes, yet opposes physician-assisted suicide, I'd ask my fellow progressives to shine a cold hard light on this issue. We have been the target of a decades-long branding campaign that paints hastening death as an extension of personal freedoms. We should bring the same skepticism to physician-assisted suicide that we do to fracking and genetically modified food. 

Groups such as Compassion and Choices, the nonprofit advocacy organization spearheading SB 128 and similar bills elsewhere, masterfully employ Orwellian propaganda techniques: Redefine words to mean what you want them to mean. Repeat key points until they acquire an unquestioned air of truth. 

"Suicide" is distasteful, so they promote "physician aid-in-dying," "death with dignity" and the "right to die." And yet all of these mean taking action to end one's own life. The news media have largely adopted the assisted suicide movement's terminology, so these euphemisms are worth unpacking here. 

"Physician aid-in-dying" makes it sound like giving someone a lethal drug is an extension of hospice and palliative care. It is not. As a palliative care physician I aid people in dying by treating their symptoms and supporting them through the difficult practical and emotional tasks of completing their lives. In more than 35 years of practice I have never once had to kill a patient to alleviate the person's suffering. 

"Death with dignity" implies that frail or physically dependent people aren't already dignified. But they are. People who are disabled or facing life's end can be cared for in ways that allow them to feel respected, worthy and valued. 

The phrase "right to die" is brilliant branding. You will not, however, find any such right within the U.N.'s Universal Declaration of Human Rights or U.S. Constitution. Americans have a constitutional right to refuse life-prolonging treatments. But there's a big difference between being allowed to die of your disease and having a doctor intentionally end your life. 

Supporters of bills such as California's repeatedly assert that legalizing physician-assisted suicide is not a slippery slope. Evidence, however, shows that criteria and safeguards for dispensing life-ending drugs are being relaxed. 

In the 1990s, proponents in Oregon campaigned to legalize physician-assisted suicide in cases of unrelievable physical suffering for the terminally ill. Oregon Health Authority research, however, shows that more than 75% of those who took that option didn't cite pain as a concern. Their issues were emotional or existential: feeling a burden to family, loss of autonomy or inability to do things they enjoy. 

To glimpse the future, one need only look at the Netherlands, where euthanasia -- a lethal injection by a doctor, not simply a prescription to be self-administered -- has been available for several decades. There, people have been euthanized at their request for pain, tinnitus or blindness in non-terminal cases. More than 4,800 people were euthanized in 2013, more than 40 of them for psychiatric illness, according to the Dutch Euthanasia Review Committees. 

Think it couldn't happen in the U.S.? The mission of Final Exit Network, one of the key groups supporting SB 128, is to enable all competent adults to end their lives whenever they deem their physical quality of life is unacceptable. The movement is also pushing to expand the means of hastening death to include lethal injections delivered by physicians. Dr. Marcia Angell, who testifies for Compassion and Choices in court cases and legislative hearings, recently wrote in the New York Review of Books: "After my husband's death, I have come to favor euthanasia as well, for home hospice patients in the final, agonal stage of dying, who can no longer ingest medication orally." This is the practice in the Netherlands that the American assisted-suicide groups still claim won't happen here. 

I share the sense of anger, urgency and frustration over the sorry state of end-of-life care. A legitimate fear of dying badly fuels this movement. Last fall's Institute of Medicine report, "Dying in America," detailed deficiencies in medical training and practice that contribute to needless suffering. It also lays out steps that healthcare and long-term care systems, insurers, medical schools and policymakers can take to reliably resolve this crisis. SB 128 addresses none of those; it merely gives doctors legal authority to end patients' lives. 

I do not question the good intentions of SB 128's proponents. However, I believe that deliberately ending the lives of ill people represents a socially erosive response to basic human needs. If we can stay civil and (even relatively) calm, we can debate physician-assisted suicide while also substantially improving end-of-life care. 

At the least, progressive voters should demand two important amendments to SB 128. First, medical schools must increase required curriculum in palliative care (at minimum, it should match the study of obstetrics and neonatology) and test students on managing pain and conducting conversations about serious illness before giving them a degree. Second, the Medical Board of California must also test pain management, communication and shared decision-making skills before licensing a physician. Supporters will worry about encumbering their bill. Many of us worry about the effects of their social engineering. If the Legislature decides to grant doctors authority to write lethal prescriptions, how could lawmakers do any less? 

Citation:

Byock, Ira. "Think Twice About 'Death with Dignity'." Los Angeles Times. 01 Feb. 2015: A.19. SIRS Issues

Researcher. Web. 27 Jan. 2016.
Article #3 “Law Lets Doctors Prescribe Lethal Doses of Drugs to Terminally Ill Patients”
(PROS & CONS)
By Patrick McGreevy, a SIRS Issues researcher, part of the ProQuest Company, committed to empowering researchers and librarians around the world.
Caught between conflicting moral arguments, California Governor, Jerry Brown, a former Jesuit seminary student, signed a measure Monday allowing physicians to prescribe lethal doses of drugs to terminally ill patients who want to hasten their deaths. 

Brown appeared to struggle in deciding whether to approve the bill, whose opponents included the Roman Catholic Church. 

"In the end, I was left to reflect on what I would want in the face of my own death," Brown wrote in a signing message. "I do not know what I would do if I were dying in prolonged and excruciating pain. I am certain, however, that it would be a comfort to be able to consider the options afforded by this bill. And I wouldn't deny that right to others." 

The new law is modeled after one that went into effect in 1997 in Oregon, where in 2014, 105 people took their lives with drugs prescribed for that purpose. 

The California law will permit physicians to provide lethal prescriptions to mentally competent adults who have been diagnosed with a terminal illness and face the expectation that they will die within six months. 

The law will take effect 90 days after the Legislature adjourns its special session on healthcare, which may not be until January of 2016 at the earliest. 

The governor's action caps months of emotional and contentious debate over the End of Life Option Act, which divided physicians, ethicists, religious leaders and the Democratic majority in the Legislature. 

Tim Rosales, a spokesman for Californians Against Assisted Suicide, which includes doctors, advocates for the disabled, the California Catholic Conference and other religious groups, criticized Brown's action. 

"This is a dark day for California and for the Brown legacy," Rosales said. "As someone of wealth and access to the world's best medical care and doctors, the governor's background is very different than that of millions of Californians living in healthcare poverty without that same access -- these are the people and families potentially hurt by giving doctors the power to prescribe lethal overdoses to patients." 

Catholic Church officials, when asked for comment, said Rosales would speak for them. Rosales said the coalition is considering its options, including a lawsuit and a referendum. 

Brown said he weighed the religious arguments. The bill "is not an ordinary bill because it deals with life and death," Brown wrote. "The crux of the matter is whether the state of California should continue to make it a crime for a dying person to end his life, no matter how great his pain or suffering." 

The issues raised by the legislation are personal ones for Brown, who has survived multiple brushes with cancer and has lost family members. Death has been a source of humor, such as in May when he ruminated on the pointlessness of pursuing perfect solutions in an imperfect world. 

"It's messy, there's suffering, and in the end we all die," Brown said in a speech to a business group. "When you're 77, by the way, that's something that's a little more imminent." 

He had a small basal cell carcinoma removed from near his right ear in 2008, and in 2011 he had a cancerous growth removed from his nose. The year after that, Brown was treated for early stage prostate cancer. When the treatment ended, the governor told reporters, "I'm rarin' to go. Don't expect me to leave too soon." 

Brown said Monday that he carefully considered input from doctors, including two of his own, a Catholic bishop and advocates for the disabled, as well as pleas from the family of Brittany Maynard, a cancer victim who took her own life. He said he also considered input favoring the bill from retired South African Archbishop Desmond Tutu. 

"I have considered the theological and religious perspectives that any deliberate shortening of one's life is sinful," he wrote. 

Maynard talked to Brown three days before her death after the 29-year-old Californian, who was dying of brain cancer, moved to Oregon last year so she could take her own life as allowed by that state's end-of-life law. 

"Brittany wanted this legislation in California so others would not have to go through what she went through," Dan Diaz, Maynard's husband, said Monday, adding that Brown's action "granted one of her last wishes." Maynard's story gained international attention after she was featured on the cover of People magazine. 

Her story gave momentum to legislation that had stalled in previous years, said Assemblywoman Susan Talamantes Eggman (D-Stockton), a former hospice worker who wrote the new law. "I feel very humbled and gratified but it's not an occasion of feeling joy over a bill that is signed," Eggman said. "I know the peace this will bring some families today and in the future." 

The group Compassion & Choices, which pushed for the new law, said it hopes other states will follow California's lead. 

"This is the biggest victory for the death-with-dignity movement since Oregon passed the nation's first law two decades ago," said Barbara Coombs Lee, the group's president. "Enactment of this law in California means we are providing this option to more than 1 in 10 Americans." 

Most Republican lawmakers opposed the bill on moral grounds. Democrats who voted against it cited religious views or experiences in which family members given months to live by doctors had lived for years. 

Brown ignored warnings that some people would be pressured into assisted suicide, Sen. Bob Huff (R-San Dimas) said. "Let's call this for what it really is: It's not death with dignity. This is state-assisted death, physician-assisted death and relative-assisted death," Huff said. 

Critics said the bill's authors bypassed the normal process for legislation. When a previous bill failed to get enough votes in regular session, a similar bill was introduced in a special session called to find funding for healthcare programs. 

They also said it would be abused by greedy heirs pressuring elderly people to end their lives prematurely. But supporters of the new law said such problems have not occurred in Oregon. 

In the last 17 years in Oregon, doctors have written 1,173 prescriptions. Of these, 752 patients have used the medication to bring about their deaths and 421 have chosen not to use it, said Patricia A. Gonzalez-Portillo of Compassion & Choices. It is also allowed in Washington, Vermont and Montana, although in Montana it was by a court decision. 

California voters in 1992 rejected a broader proposal that would have allowed physicians to administer lethal injections to the terminally sick. Bills offering patients the right to obtain deadly drug doses failed in the Legislature in 2005, 2006 and 2007. 

Those who testified for the new law include former LAPD Det. Christy O'Donnell of Valencia, who has been given a few months left to live because of lung cancer. "Whether or not this is something people use, they now have a choice to get the medication and end their lives peacefully, painlessly and quickly," O'Donnell said. 

Elizabeth Wallner, 51, of Sacramento has Stage four cancer in her liver and lungs and said she would consider getting a prescription if her condition deteriorated significantly. "Depending on if things got tough," she said, "I might get a prescription and I would not rule out taking it." 
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Article #4
“Terminally Ill People Should Have the Right to Die” (PROS)

By Dr. Scott Mendelson, a physician and author of the book Beyond Alzheimer's: How to Avoid the Modern Epidemic of Dementia.

Top of Form

Bottom of Form

Many people who are struggling with debilitating and terminal illnesses must deal with excruciating and unrelenting pain, as well as the loss of their autonomy and the ability to care for themselves. Outside assistance and pain medication may not be enough to mitigate their suffering, and such individuals often feel that their life is not bearable under such conditions. This kind of suffering is not meaningful or noble, as many religious teachings would maintain. It is cruel and pathological to force people to endure a painful, tortured existence in which there is no hope for relief but that ultimately brought by death. It is time for society to grant the right to die, with safeguards in place to make sure the option is used appropriately.

In our society there continues to be a controversy about the right of an individual to end their own life when living becomes emotionally and physically unbearable for them. This may be the case when a medical problem leads a person to lose everything they feel necessary to continue a dignified, meaningful life.

It is not uncommon for people in the end stages of catastrophically disabling neurological illnesses, such as Amyotrophic Lateral Sclerosis (ALS) or Huntington's Disease, to desire a controlled and painless end to their existence. In other cases, loss of function coupled with unbearable disfiguration due to cancer, trauma, neurofibromatosis, or other conditions leads a person to feel that no form of meaningful, acceptable existence is possible. For others, it is never ending, intractable, excruciating pain that makes existence unbearable. For too long we have forced human beings to suffer under the primitive religious notion that it is "God's" decision and not our own to end life.

The Meaning of Suffering

The subtext of the notion that it is "God's" decision to end life tormented by suffering has always been that suffering is meaningful, and that God has a purpose for it. Few would argue against the common understanding that adversity ennobles the mind. Loss, disappointment, pain, defeat, and failure are the great teachers of humanity. They lead us to seek the comfort and guidance of others. We experience consolation, and we learn to give such consolation to others. We learn that to persevere through pain and defeat can bring rewards far sweeter than they might have been had they been more easily and less painfully achieved. Pain and adversity teaches us patience, humility, empathy, grace, courage, and hope. It teaches us what it means to be one among other human beings. Indeed, it may be the basis if not the prerequisite for love in its most mature form. However, on what basis do we force an individual to continue to suffer an excruciatingly painful existence in which there is no longer any hope, comfort, or meaning?

Safeguards are written into the Oregon law to prevent an individual who is psychiatrically ill from making an ill-conceived and irrational decision to end their life.

Some argue that to allow people the right to end their life when and as they choose is the first step down a road to nihilism and wholesale suicide. However, experience shows that this is not the case. Where physician assisted suicide is legal, such as in my own home state of Oregon, those who have successfully pursued access to medications to end their life most often choose to go on living. The sense of control and choice they experience gives them the courage and peace of mind to see it out a little longer. There is also an unfounded concern that allowing an individual to take their life under such circumstances is a slippery slope to encouraging or compelling people to take their own lives. However, aside from being unfounded, this concern is easily resolved. We must simply prohibit encouragement and compulsion!

Pain and Personal Choice

There are some who argue against assisted suicide because they are under the impression that modern medical science is capable of treating and relieving all forms of physical pain. This, unfortunately, is untrue. There are forms of physical pain that do not respond to medication. People who suffer pain resistant to medication are sometimes helped by pumping pain medication directly around their spinal cord. Others are helped by surgery that cuts pain pathways in their brain, or by implantation of electrodes that alter brain function. But for some people not even those extreme measures bring relief from pain. No matter what is done, some human beings continue to suffer unrelenting, unbearable pain. They should not be forced to endure it.

A final and perhaps more complex question is on what basis would we establish criteria to define the conditions and forms of suffering that might justify suicide. Clearly, there is a possibility that people might choose suicide due to frivolous, temporary, or easily resolved problems. Safeguards are written into the Oregon law to prevent an individual who is psychiatrically ill from making an ill-conceived and irrational decision to end their life. There is also a waiting period to prevent rash or precipitous actions. Common sense dictates that we rule out conditions that are likely to be reversed by treatment.

The current law in Oregon is based on the confirmation of a terminal illness, and not necessarily for intractable pain or loss of meaningful existence. I believe the law would be more humane by allowing for individual variation and personal choice. Whereas Stephen Hawking, through his magnificent life of the mind, has found a means to live a meaningful and productive life with ALS, not everyone with the illness can do so. Nonetheless, Oregon's law is a good one and, for most states, allowing an individual with unmitigated suffering in the context of a terminal illness to seek a physician's help to end their life would be a major step forward.

Religious Arguments

The argument against physician assisted suicide and the right to die is almost entirely a religious one. There are many reasonable religious individuals who see that a just and loving God would forgive any mere human being for finding a peaceful, painless way out of unmitigated misery. I applaud them. On the other hand, for those of us who do not believe in a sugar-coated God that makes all things right in the end, the notion that one should be forced to persist in a painful, unbearable existence, without respite or hope of remedy is cruel, barbaric, and pathological. It is time that our society grows up and grants the right to die.
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Article #5 “Dying Ethically” (PROS)
By Nora Zamichow, a Los Angeles journalist and former Times staff writer, and Ken Murray, a retired clinical assistant professor of family medicine at USC. He writes often on topics involving medical ethics. 

The Hippocratic oath, a roughly 2,000-year-old text with only marginal relevance to medicine today, continues to have an outsize influence on us. The oath's language and many of its concepts are more archaic than a washboard. A modern surgeon is not going to swear by Apollo. Nor is he going to teach "without reward" or pledge to comport himself "in a godly manner." 

Most of the Hippocratic oath has been revised over centuries. Today, it is most often cited as a single phrase, "First do no harm," though those words were not contained in the oath as written by Hippocrates. The closest he gets: "With regard to healing the sick, I will devise and order for them the best diet, according to my judgment and means; and I will take care that they suffer no hurt or damage." But even if we accept the oath in its modern terminology, how do we define "harm"? 

The history of medicine is littered with examples of doctors inadvertently doing harm. In the medical profession's attempts to ward off morning sickness, for instance, doctors administered thalidomide to pregnant women, causing countless deformities among babies. So do we revise our oath to say, "Do no intentional harm?" 

The question of what constitutes harm has come to the fore recently in a number of ways. Can doctors ethically be involved in executions? Should they offer advice with regard to torture? 

And then there is the debate over euthanasia for terminal patients. Opponents say physicians can't ethically be involved in ending patients' lives because of their pledge not to do harm. As Hippocrates put it: "Nor shall any man's entreaty prevail upon me to administer poison to anyone." But proponents counter that doctors do harm by forcing terminally ill patients to endure pain and suffering when they would like to end their lives. 

Let's agree that by doing no intentional harm, we expect doctors to respect an individual's desire to live. But what if that individual, like Brittany Maynard, has a terminal disease that doctors predict will result in a painful death? Which causes more harm: forcing the terminally ill to suffer and live or allowing them to die without pain? 

Most Americans support the idea of allowing terminally ill patients to end their lives, according to two recent polls. And physician-assisted suicide is legal in several states. 

As many doctors point out, since medicine has already discarded the vast majority of the Hippocratic oath, why adhere to the sentence about poisoning, which probably was aimed at reminding physicians not to allow themselves to be enlisted in murder plots? 

"The deepest ethical principle restraining the physician's power is not the autonomy or freedom of the patient; neither is it his own compassion or good intention," wrote Dr. Leon Kass of the University of Chicago and author of the influential article "Neither for Love nor Money: Why Doctors Must Not Kill." "Rather it is the dignity and mysterious power of human life itself, and therefore, also what the Oath calls the purity and holiness of life and art to which [the doctor] has sworn devotion." 

But perhaps we should set aside the debate over the oath and what it means. Should we allow our dedication to an ideal of "the purity and holiness of life" to outweigh an individual's stated choice of forgoing pain and suffering? If we allow medicine to prolong life, should we also allow it to shorten life for the terminally ill? 

We could, however, skirt the controversy entirely: What if we created another class of medical professionals known as death doulas, who could fill a gap between treatment doctors and hospice workers? 

During childbirth, some women engage a doula to act as their advocate, ensuring that, as much as possible, the woman's wishes are followed. Such a position could also be created to oversee the end of life for the terminally ill. 

Most of us know how easy it is to lose one's footing stepping in a hospital. Sometimes, it's because of unforeseen medical events. Other times, it may be a disagreement on how to proceed in a complicated case. A death doula's job would include ensuring, to the extent possible, that a patient's stated desires are obeyed. 

And if we are squeamish about doctors "violating" their ethics and prescribing lethal medication for the terminally ill who request it, we could shift this responsibility to licensed doulas, after physicians certify they can no longer help the patient. 

In one recent study, 12% of doctors received one or more requests from patients asking about physician-assisted suicide; and an additional 4% received one or more requests for euthanasia. Another recent study put the numbers even higher: 57% of today's doctors have received such requests. 

Don't we owe it to our doctors to provide guidance in such matters? Do we want each doctor to grapple with these decisions individually? Clearly, we can no longer hide behind the flimsy shield of the Hippocratic oath. The drumbeat for change has begun. To pretend otherwise shows a lack of compassion and a disregard not just for medicine but for the dignity of life. 
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Article #6
“Euthanasia Is Barbarous and Immoral” (CONS)

By Rosie DiManno, columnist for the Toronto Star and citizen against the movement to legalize euthanasia and physician-assisted death in Canada and other Western countries. 
I went to my Uncle Valentino's funeral the other day. He died just a couple weeks short of his 88th birthday, leaving a wife to whom he'd been married for 67 years, two daughters, grandchildren, great-grandchildren and the legacy of a generous life well lived.

After several months of painful struggle and with amputation of both feet looming—which he'd steadfastly refused—Valentino fell finally into a deep, peaceful sleep and didn't wake up. His family had never left his side, not only because the gravely ill need the constant presence of an advocate when hospitalized but also because they did not want to miss a single treasured hour of a life draining away.

Despite the suffering, not once to my knowledge did Uncle Val ever express a wish to depart this earth, to hurry up his leave-taking because the pain of living had become too great.

I like to think that Valentino willed himself to die, in the end. He was done. And this is the only form of self-extinction I can morally abide.

My own father, through half a year of hospitalization and multiple surgeries, was in unbearable agony in his final weeks of consciousness. He screamed from the pain and I screamed watching it. But when he begged to make it stop, he didn't mean "end my life." And it never crossed my mind to think, "Kill off this man as an act of kindness."

What I wanted to do was kill the medical men and women around him who were failing so monstrously to alleviate his pain. My father did not need assisted suicide. He needed assistance to manage end-of-life traumas that assaulted his body.

An Immoral Debate

We are all so desperately afraid of pain and burdening those we love. We are increasingly adopting the euphemistic vocabulary of assisted suicide as if phrases like "dying with dignity" mean anything in the real world, drawing outrageous comparisons to animals put down as a mercy that should be extended to human beings. In fact, we destroy our aged and ill pets to extinguish our own distress, the messiness of tending to a needy creature.

I do not kill my animals. I've lain down with them, held them, waited for dogs and cats to draw their last breath. We are not animals, though that might be a moral improvement.

An Immutable Truth

It is repugnant that we are now discussing doing away with the elderly, the diseased, the terminally ill, those whose "quality of life"—a dreadful expression—has been deemed unendurable.

We forget what every other generation before this one has understood in its bones: That dying, with all its miseries, is a part of living; that we do not and should not get to choose the moment of our death any more than we chose the moment of our birth; and that those who exist in the shadowy realm between life and death are in a state of grace, which is the gift they give us—to witness and feel this existential dimension, this passage. It is a spiritualism few of us would otherwise experience and it matters not if you're a person of faith or an atheist.

I am dismayed about where this assisted-suicide public debate will lead us as a society, with Quebec already tabling legislation that would allow physicians to hasten death and British Columbia earlier striking down the criminal code provision against euthanasia, a decision now under appeal.

The public's apparent eagerness to embrace the ethically profane is being driven by a generation of baby boomers who, throughout their lives, have become accustomed to setting the moral template by which everybody else must abide. Now, as they slouch toward twilight, the dying of the light, they don't want it to hurt. I wonder about their frail and dependent parents, those who are still alive, and what they must think about the escalating tenor of their expendability.

How foolish to believe that we can or even should dictate to death or, worse, that dying amidst excruciating pain, as our faculties disappear, as we become more helpless than babies, is somehow an undignified end. It is merely the nature of things, sometimes, and it's nature that the assisted-suicide promoters wish to defy.

A Slippery Slope

Do not for one minute pretend that this is anything other than a slippery slope towards the annihilation of human beings who tax our willingness to cope with the disabled, the deformed, the grievously ill. It's our own distress that we can't abide, not theirs.

In Belgium, which 11 years ago became the second country in the world to legalize euthanasia for adults, 2 per cent of deaths annually occur in this manner. Now Belgian politicians are debating an amendment to the law that would make it the first country to legalize euthanasia of children of any age in cases of "unbearable and irreversible" suffering. Unbearable to whom? Palliative sedation is available for these youngsters but some parents want a quicker and "merciful" end. These are not youngsters who can express their own wishes.

In the Netherlands, children between the ages of 12 and 16 can already request euthanasia, with a parent's permission.

The parameters are less restrictive than you might think. Last year [2012], twin Belgian brothers in their early 40s requested euthanasia because they were both deaf and going slowly blind. It was granted. Euthanasia has also been granted to patients with chronic depression or with the early signs of Alzheimer's [disease].

In Canada we have doctors with a god complex fighting for the legal right to decide when life-sustaining treatment should be withdrawn, even over the objections of a patient's family.

But these are not just decisions that individuals make for themselves or on behalf of dependents and loved ones incapable of formulating the answer: No. Every erosion of the principle that all life is sacred, no matter the infirmities or "indignities," adds to the manifest disregard, the impatience, with those whose limited existence is deemed less worthy, intolerable and an encumbrance. It dilutes the time-immemorial taboos against taking a life. This is not mercy. It is barbarous.
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Article #7
“Aid-in-Dying Advocacy Group Girds for Battles After California Victory”

(PROS)
By Phil Galewitz, writer for Kaiser Health News, a non-profit organization focusing on major health care issues 
Fresh off a political triumph in California, the nation's chief advocacy group for physician-assisted suicide laws is mobilizing for many more battles on behalf of terminally ill patients.

Since Democratic Gov. Jerry Brown signed California's end-of-life options bill last month, a new chapter is starting for Compassion & Choices, a Denver-based nonprofit that led the campaign for the measure and has pushed for such laws for nearly 19 years. California is the fifth state, and largest by far, to allow physicians to prescribe lethal doses of drugs to patients who want to end their lives in their last stages of terminal illnesses.

Aid-in-dying bills were introduced this year in 23 state legislatures, plus in the District of Columbia, up from four last year, according to Compassion & Choices. Despite formidable opposition from the Catholic Church, disabled rights groups and parts of the medical community, the group sees its strength growing.

Contributions and grants reached $17.1 million in the 2013-2014 fiscal year, more than double the previous five years' average, its latest IRS filings on Charity Navigator show. A $2 million contribution from billionaire financier George Soros' Open Society Foundations was the third largest from more than 50,000 donors.

Compassion & Choices' volunteer force has tripled since mid-2014, numbering about 3,500 now, according to the group. The shift in statehouse sentiment is powered by polls measuring a sizeable boost in public support for doctors helping terminally ill patients die--68 percent favored it in 2015, a 17-point swing in two years, according to Gallup.

The polling firm credits the impact of the national spotlight on Brittany Maynard's death one year ago on Nov. 1. A California newlywed with terminal brain cancer, Maynard chose to end her life on her terms in Oregon where the state allowed physicians to prescribe lethal drugs. Compassion & Choices connected with Maynard through a friend, and then worked to publicize her story, assisting in producing two widely-watched video interviews on YouTube and helping line up a People magazine article that put her on the cover shortly before her death at age 29.

Maynard spoke movingly about why she chose to control the timing of her death and spare herself and her family the added pain of waiting for a natural death. Her story put a compelling human face on an emotionally sensitive national debate that Compassion & Choices played an influential part in shaping.

"Brittany was young and full of life and saw her life horribly interrupted by brain cancer," said Jessica Grennan, national political advocacy director for the group. "She could talk about what her wishes were and do so eloquently…and that really made everyone question what they wanted at the end of their life." 

Compassion & Choices is embracing that lesson as its campaign expands. As more states take up the aid-in-dying issue, Grennan said her group will continue using individual stories to educate the public and lawmakers. In late October, Maynard's husband, Dan Diaz, met with Massachusetts' lawmakers and testified at a hearing in Boston. The New Jersey Senate is expected to vote on the issue in the next two months following last year's approval in the state House.

California's law is expected to take effect in 2016, but opponents hope to get enough signatures for a ballot initiative to overturn it next November.

Personal stories will continue to make the difference in getting lawmakers' support, said Barbara Coombs Lee, the group's president. "Individual stories are always what move people because they think, 'Oh, but for the grace of God, go I,'" Coombs Lee said. "We have been so fortunate to have the resources to take the charge Brittany gave us and use it to see new laws passed. ... It has been nothing short of a miracle."

In fact, Compassion & Choices campaigned hard to build support for the California law and then persuade legislators and Brown to back a bill. Compassion & Choices collected endorsements from several city councils, including Los Angeles, and submitted sympathetic opinion articles to major newspapers.

In addition to generating news coverage, the organization directed funds to California. In 2014 and 2015, it spent $150,000 on online advertising and other types of outreach and $500,000 on focus groups, polling and other efforts to sway lawmakers and public opinion in the state, the group said.

Part of what Compassion & Choices has done is reframe the end-of-life debate on different terms. For instance, Catholic leaders have called laws such as California's "assisted suicide" and argue that actively ending life is immoral and could cause some patients to die early for convenience of others.

"In a health care system grappling with constantly escalating costs, the elderly and disabled are in great peril now that assisted suicide has become legal," the state's Catholic bishops said in a statement on Oct. 5 after Brown signed the End-of-Life Option Act.

In contrast, Compassion & Choices argues that "aid in dying" is the most neutral term to describe measures that some advocates call "death with dignity" and some opponents label "assisted suicide." The group insists assisted suicide does not accurately describe terminally ill, but mentally competent, people who request life-ending medication that must be self-administered. The Associated Press Stylebook, widely used by news media, advises laws such as California's be described as "medically assisted suicide" and allowing "the terminally ill to end their own lives with medical assistance."

Coombs Lee has spearheaded lawmaking on behalf of the terminally ill for two decades. A former nurse turned attorney, she helped draft the ballot initiative that Oregon voters adopted to create the nation's first aid-in-dying law in 1994. Since then, Compassion & Choices has helped win similar authorizations through ballot initiatives, legislation and court rulings in Vermont, Montana and Washington, in addition to California. New Mexico's law is suspended while under review by the state's highest court after conflicting decisions in two lower courts in 2014 and 2015.

The group Coombs Lee leads formed through a 2003 merger between two forerunners: Compassion in Dying, which Coombs Lee helped found in 1996, and the Hemlock Society, founded in 1980.

With a unified front now on lobbying activities, Compassion & Choices counts 71 full-time employees, up from 46 in 2013, and, along with its Denver headquarters, keeps offices in California, Oregon, Montana and New Mexico. Compassion & Choices' volunteers run phone banks, lead rallies and host parties to promote its side of the aid-in-dying debate. Its website invites people with end-of-life issues to share their stories there.

Nationally, health professionals are split on measures aiding people who wish to die. Physicians' powerful lobbying group, the American Medical Association, remains opposed while the American Public Health Association, whose wider constituency includes public health policymakers, public health nurses and even restaurant inspectors, favors medically assisted suicide laws.

Despite social acceptance of hospice and palliative care for the terminally ill, both have their limits in controlling pain. Coombs Lee said people still have a need and the right to control how they die.

"What keeps me going all these years is knowing the comfort and peace of mind that giving people this option for aid in dying brings to people looking at death in the face," she said. "Whether they fill the prescription or not and whether they ingest the medication or not just having the option gives them a sense of control."
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Article #8
“My Life to Leave: Assisted Suicide, My Family, and Me” (PROS & CONS)
By Kevin Drum, political blogger and columnist for Mother Jones, a leading independent news organization, featuring investigative and breaking news reporting on politics, the environment, and human rights.
Every story has a beginning. This one starts in late 2001, when my father-in-law fractured three of his ribs. Harry was a retired physician, and after a thorough workup that he insisted on, it turned out that his bone density was severely compromised for no immediately apparent reason. Further tests eventually revealed the cause: He had multiple myeloma, a cancer of the bone marrow. 

Harry's cancer was caught early, and it progressed slowly. By 2007, however, it had taken over his body. When my wife saw him in early 2008, she remarked that he looked like someone in a lot of pain but trying not to show it--despite the fact that he was taking oxycodone, a powerful opiate. 

During a career that lasted more than three decades, he had watched all too many of his patients struggle with their final months, and this experience had persuaded him that he would take his own life if he found himself dying of an agonizing and clearly terminal illness. Now he was. Finally, on the evening of January 29, he stumbled and fell during the night, and decided his time had come: He was afraid if he delayed any longer he'd become physically unable to remain in control of his own destiny. 

This was important. Since Harry lived in California, where assisted suicide was illegal, he had to be able to take his life without help. Because of this, he initially intended not to tell either of his daughters about his decision. He wanted to run absolutely no risk that merely by being with him in his final moments, or even knowing of his plans, they'd be held responsible for his death. 

Luckily, neither my wife nor her sister had to learn of their father's death via a call from the morgue. A friend persuaded him to call both of them, and on January 30 we all drove out to Palm Springs to say our last goodbyes. After that, Harry wrote a note explaining that he was about to take his own life and that no one else had provided any assistance. It was time. He categorically forbade any of us from so much as taking his arm. He walked into his bedroom, put a plastic bag over his head, and opened up a tank of helium. A few minutes later he was dead. 

Why helium? Why the note? Harry was a methodical man, and when he decided he would eventually take his own life, he naturally looked for advice. The place he turned to was the Hemlock Society, founded in 1980 with a mission of fighting to legalize physician-assisted suicide for terminally ill adults. 

At the time of Harry's death, the Hemlock Society-known today as Compassion & Choices--was one of the oldest and best-known organizations working to legalize physician-assisted suicide. But it was hardly the first. During the 19th century, as opioid painkillers became widespread, euthanasia became a lively topic of discussion. By the turn of the century it had been banned in nearly every state. Public opinion finally started to shift in the 1930s, and by 1949 it had progressed enough that the Euthanasia Society of America was able to recruit several hundred Protestant and Jewish clergymen in an effort to challenge New York's law prohibiting physician-assisted suicide. Thanks partly to fresh memories of the infamous Nazi "forced euthanasia" programs that killed thousands of the disabled and mentally ill, and partly to the Catholic Church's opposition to any form of suicide, their effort failed. 

Still, support for physician-assisted suicide continued to tick slowly upward, from 37 percent in 1947 to 53 percent by the early '70s, when the birth of the patients' rights movement helped shine a new spotlight on issues of death and dying. Karen Ann Quinlan provided the spark when she fell into a coma and was declared by doctors to be in a "persistent vegetative state." Her parents went to court to have her respirator removed, and in 1976 the New Jersey Supreme Court ruled in their favor. That year California became the first state to recognize living wills as legally binding documents that authorize the removal of life-sustaining treatment in the face of imminent death. Other states followed, and end-of-life directives became an increasingly common part of the medical landscape. Today, there's hardly a medical show on television that hasn't dealt with the now-famous DNR--Do Not Resuscitate--order. 

Active euthanasia remained illegal everywhere, but the door had been opened a crack--and supporters of assisted suicide started pushing to open it further. Founded in the aftermath of the Quinlan fight, the Santa Monica-based Hemlock Society soon became one of the most aggressive backers of abolishing legal bans on physician-assisted suicide. By the end of the 1980s, national support had gained another 12 polling points, and success seemed within grasp. In 1988, supporters of assisted suicide tried but failed to get a measure on the California ballot. In 1991, a similar measure made it on the ballot in Washington state but failed to gain passage. In 1992, Californians got a measure on the ballot, and polls showed the public widely in favor. But a well-funded opposition campaign, led by the Catholic Church, took its toll, and in the end the initiative failed, 54 to 46 percent. Finally, in 1994, backers succeeded in Oregon. Three years later, following a court fight and a second ballot measure, Oregon became the first state to legalize physician-aided suicide. 

Ever since Oregon's Death With Dignity Act took effect in 1997, the state health authority has published annual reports about the numbers and types of patients who have gotten a prescription for DWDA drugs. Probably the main takeaway is the simplest one: If Oregon is any indication, assisted suicide will never be a popular option. In 1998, only 24 people received DWDA prescriptions, and 16 used them. By 2014, after 16 years in which Oregonians could get used to the idea, 155 people requested prescriptions, and 105 used them. That's 105 out of about 34,000 total deaths statewide, or roughly one-third of 1 percent. 

Part of this is due to the stringency of Oregon's law. Requests for DWDA drugs must be confirmed by two witnesses and approved by two doctors. The patient must not be mentally ill. And most important of all, both doctors have to agree that the patient has no more than six months to live. Because of this, about two-thirds of all patients who requested drugs had cancer, an illness that frequently has a definite timeline. Only about one-sixth have degenerative diseases with indeterminate timelines, like Alzheimer's or ALS--Lou Gehrig's disease. 

In the decade after Oregon's law took effect, the physician-assisted-suicide movement gained little ground. On a national level approval rates remained steady, with about two-thirds of Americans telling Gallup they supported the concept, but that seemingly strong support didn't translate into legislative success. 

Some of the reasons for this failure are obvious, but among the obscure ones is this: Assisted suicide has long been a West Coast movement. During the late 1980s and early 1990s, California, Oregon, and Washington all had active legislative legalization campaigns-even if only Oregon's succeeded-and according to a 1996 survey, West Coast doctors received many more requests for assisted suicide than doctors in other parts of the country. No one is quite sure why, but outside of the West Coast, it was simply not a very prominent issue. 

Another reason legalization failed to gain ground is rooted in semantics. Miles Zaremski, an attorney who has argued on behalf of such bills for years, is typical of assisted-suicide supporters when he maintains that in the case of terminal patients, "we're not dealing with the concept or notion of suicide at all." Rather, it's nothing more than aiding the natural dying process. Opponents call this Orwellian and worse. Public sensitivities reflect this linguistic divide. Although that longitudinal Gallup poll has long reported two-thirds support for legally allowing doctors to "end the patient's life by some painless means," support historically drops by 10 points or more when they ask if doctors should be allowed to "assist the patient to commit suicide." So when legislation is under consideration, opponents fill the airwaves with the word "suicide," and public support ebbs. 

A third reason is demographic: The assisted-suicide movement has long been dominated by well-off, educated whites. As early as 1993, Dick Lehr reported in a Boston Globe series titled "Death and the Doctor's Hand" that every doctor he talked to said that patients who asked about assistance in dying were typically middle to upper class and accustomed to being in charge. As one oncologist put it, "These are usually very intelligent people, in control of their life--white, executive, rich, always leaders of the pack, can't be dependent on people a lot." 

In fact, one of the reasons Oregon was first to pass an assisted-suicide bill is likely because it's a very white state-and so are the patients who take advantage of the Death With Dignity Act. The 2014 report from the Oregon Health Authority says that the median age of DWDA patients is 72 years old; 95 percent are white, and three-quarters have at least some college education. 

Aid-in-dying bills are a tougher lift in more-diverse states. Minority patients have historically been wary of the medical establishment, and not without reason. There's abundant evidence that people of color have less access to health care than whites and receive less treatment even when they do have access. If the health care system already shortchanges them during the prime of their lives, would it also shortchange them at the end, pressing them to forgo expensive end-of-life care and just take a pill instead? This fear makes the doctors who serve them cautious about discussing assisted suicide. "My concern is for Latinos and other minority groups that might get disproportionately counseled to opt for physician-assisted suicide," one doctor told Lehr. More recently, Dr. Aaron Kheriaty, director of the medical ethics program at the University of California-Irvine School of Medicine, explained to the New York Times, "You're seeing the push for assisted suicide from generally white, upper-middleclass people, who are least likely to be pressured. You're not seeing support from the underinsured and economically marginalized. Those people want access to better health care." 

Finally, there's the fourth and most obvious reason for legislative failures: Assisted suicide has a lot of moral opposition. Suicide has always been a sin to the Catholic Church, and in 1965 the Vatican reaffirmed this position, declaring that abortion, euthanasia, and other forms of taking life "poison human society." In 1980, the church released its "Declaration on Euthanasia," which permitted the refusal of extraordinary measures when death was imminent but categorically opposed any kind of assisted suicide, calling it a "violation of the divine law." In 1995, Pope John Paul II issued his Evangelium Vitae encyclical, which condemned the growing acceptance of euthanasia as a personal right. 

It was Evangelium Vitae that popularized the epithet "culture of death," which has since been adopted by born-again Christians to condemn both abortion and assisted suicide. This makes assisted-suicide legislation especially difficult to pass in states with a large Catholic or conservative Christian presence. 

Opposition also comes from many within the disability rights movement, who have a long-standing wariness of the medical community. "Doctors used to exercise near-total control over the lives of people like me with significant disabilities," writes Diane Coleman, a disability rights activist, "sentencing us to institutions, and imposing their own ideas about what medical procedures would improve our lives." That attitude has since improved, but not enough to allay fears that doctors might care for the disabled differently if assisted suicide becomes legal. Will they treat depression in the disabled with less than their usual vigor, giving in more easily to requests for lethal drugs? Consciously or unconsciously, will they be more likely than they should be to diagnose imminent death? 

And it's not just doctors. The seriously disabled already live with the reality that many people consider their lives barely worth living in the first place. They fear that if assisted suicide becomes commonplace, the right to die could evolve into a "duty to die," and those with disabilities-along with minorities and the poor--might face increased pressure to end their lives. The pressure could come from family members, exhausted from tending to disabled children or parents. It could come from insurance companies, for which assisted suicide is a lot cheaper than six months of expensive end-of-life care. It could come from government "death panels," trying to control costs and keep taxes low. Or it could come from the disabled themselves, out of worry that they're a burden on friends and family, both emotionally and financially. 

More generally, opposition also comes from those who fear a slippery slope. In the Netherlands, where euthanasia is legal, 1 in 28 deaths now comes via doctor-assisted suicide. That's up 200 percent in the past decade, largely because the rules are so lenient. All you have to do is claim unbearable suffering, which in practice can mean that you're just tired of living. 

Opposition also comes from the medical profession itself. This has softened over the past few years, with a large 2010 survey showing that more physicians supported assisted suicide (45 percent) than did not (40 percent). Nonetheless, until last year both the American Medical Association and every single state medical group formally opposed physician-aided suicide. 

In California, all of these things--its large Latino population, its large Catholic population, the opposition of doctors, and real concerns about both slippery slopes and pressure on the poor--conspired for years to keep assisted suicide from becoming legal. In the past quarter century, advocates tried five times to pass legislation legalizing the practice--via ballot measures in 1988 and 1992 and legislation in 1995,1999, and 2005. Five times they failed. 

Then Brittany Maynard happened. For California's assisted-suicide movement, Brittany Maynard was perfect: young, attractive, articulate, dying of a brain tumor--and very much on their side. Marcia Angeli, a former editor of the New England Journal of Medicine, called her "the new face of the movement." 

Maynard's cancer was diagnosed on the first day of 2014. She underwent surgery to remove the tumor, but in April it returned, worse than ever. A few months later she moved from San Francisco to Oregon and partnered with Compassion & Choices--the successor to the Hemlock Society--to create a six-minute video explaining why she wanted the right to control the time and manner of her death. It has been viewed nearly 12 million times since then. In October, she was featured on the cover of People. On November 1, she took the pills she had been prescribed and died. 

Maynard's story galvanized the cause of assisted suicide in California. Two months after her death yet another bill was introduced. It passed the state Senate in June, but opposition from church leaders, disability rights activists, and others bottled it up in the Assembly's Health Committee in July. Nationally, support for "assisted suicide" was up 17 points, and had finally hit the same two-thirds level in Gallup polls that "ending life painlessly" had long maintained. State polls showed even stronger support: Californians approved it by a margin of 71 to 22 percent. Nevertheless, for the sixth time, assisted suicide couldn't quite find enough votes even to make it out of committee. 

Then supporters got a lucky--and totally unexpected--break: Gov. Jerry Brown called for a special legislative session to address Medicaid funding issues. Unsurprisingly for California, those funding issues haven't yet been resolved. But equally unsurprisingly, California legislators had no intention of letting a special session go to waste. Dozens of measures were brought up, and one of them was the assisted-suicide bill that had failed only a month earlier. This time, though, things were different. Special-session rules allowed supporters to exclude from the Health Committee five Democrats who had opposed it earlier in the year. With that, the bill finally made it to a floor vote. 

It also helped that the bill had a list of safeguards even longer than Oregon's. Patients must be competent adults with no diagnosed mental disorders that would impair judgment. Two doctors have to certify that patients have less than six months to live. Doctors are required to meet privately with patients to ensure they aren't being coerced. Two oral requests for aid-in-dying drugs must be made 15 days apart, along with a written request. Only the attending physician can prescribe the medication. The drugs must be self-administered. And the law expires automatically in 10 years unless the Legislature reenacts it.  

On September 9, 2015, ABX2-15 was passed by the Assembly. On September 11, it was passed by the state Senate. On October 5, after a month of silence about his intentions, Brown signed it into law. Sometime in 2016--90 days after the Legislature adjourns the special session--assisted suicide will finally be legal in California. 

For more than a decade after Oregon passed the nation's first assisted-suicide law, no other state followed. Then, in 2008, Washington voters passed a ballot measure legalizing the practice. In 2009, it was legalized by court order in Montana. Vermont's lawmakers followed in 2013. Now, the addition of California has tripled the number of Americans with the right to ask a physician for a lethal prescription if they have a terminal disease. 

Does this mean that assisted suicide is the next big civil rights battle? The fact that four states have approved assisted suicide in just the past seven years suggests momentum may finally be reaching critical mass. What's more, if Gallup's polling is to be believed, the word "suicide" has finally lost its shock value. Still, legislation continues to fail more often than it passes, even in blue states like Massachusetts and Connecticut. Right now, it's just too early to tell. 

Every story has an ending. This one, it turns out, hasn't quite ended yet, but the beginning of the end came in 2014, when I too broke a bone. Like Harry, I had multiple myeloma. 

That makes this story a very personal one. Sometime in the next few years the cancer will start to progress rapidly and there will be no more treatments to try. My bones will become more brittle and may break or accumulate microfractures. My immune system will deteriorate, making me vulnerable to opportunistic outside infections. 

I may suffer from hemorrhages or renal failure. My bones will stop retaining calcium, which will build up instead in my bloodstream. I may be in great pain--or I may not. Multiple myeloma can end in a lot of different ways. But one thing is sure: Once any of these symptoms start up, I'll be dead within a few weeks or months. 

Like Harry, though, I've never intended to let that happen. I have no interest in trying to tell other people what to do if they find themselves close to death, but my choice has always been clear: I don't want to die in pain--or drugged into a stupor by pain meds-all while connected to tubes and respirators in a hospital room. When the end is near, I want to take my own life. 

Until this year, that would have left me with only two options. The first is to wait until my wife is out of the house and lug out a helium tank. Assuming I do everything right, I'll die quickly and painlessly-but I'll also die alone. I would have no chance to say goodbye to friends and family, nor they to me. My wife would have the horror of discovering my corpse when she came home, and that would be her final memory of me. 

The second option is that I'd wait too long and land in a hospital. I'd end up with all those tubes and pain meds I never wanted, and I'd never get out. Maybe I'd be there for a week, maybe a few months. Who knows? It's pretty much my worst nightmare. 

But now I have a third option. When I'm within six months of death, I can ask my doctor for a prescription sedative that will kill me on my own terms-when I want and where I want. 
I won't have to die before I want to out of fear that I'll lose the capacity to control my own destiny if I wait too long. Nor will I have to die alone out of fear that anyone present runs the risk of being hauled in by an overzealous sheriff's deputy. I'll be able to tell my wife I love her one last time. I can take her hand and we can lie down together on our bed. And then, slowly and peacefully, I'll draw my last breaths. 

I don't want to die. But if I have to, this is how I want it to happen. 
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Article #9
“Physician-Assisted Dying Is Not Ethical” (CONS)

By Dr. Barbara Rockett, a physician at Newton-Wellesley Hospital in Newton, Massachusetts, and former president of the Massachusetts Medical Society.
Bottom of Form

When people become physicians, they typically take the Hippocratic Oath, a pledge that guides the ethical practice of medicine. The oath specifies that the primary duty of a physician is to "first do no harm," and it also specifically says that a doctor shall "give no deadly medicine to anyone if asked." Physician-assisted suicide is in direct conflict with the Hippocratic Oath, and it represents the abandonment of the vow that doctors make to care for patients and promote their welfare. Physician-assisted suicide is not death with dignity; it is unethical and it undermines not just the doctor-patient relationship but the very commitment that physicians make to life and healing.

Physicians, in their care of patients, must establish a physician-patient relationship based on mutual trust and respect to be able to render the best care to their patients. Centuries ago the physician Hippocrates wrote the Hippocratic Oath, which many of us took when we became physicians and guides us in the ethical practice of medicine. It states that when treating patients, physicians will "First do no harm." It goes on to state that "I will give no deadly medicine to anyone if asked nor suggest any such counsel." Physician-assisted suicide is in direct conflict with this statement which, when followed, has protected the patient, physician, society and the family, and at the same time has committed doctors to compassion and human dignity.

As a practicing physician, I have cared for many patients throughout their lives, extending through to their last days of life. Their needs must be honored and their dignity preserved, which might require alleviation of pain, treatment of depression if it exists, as well as support for them and their families. Palliative or hospice care must be offered when appropriate.

I was impressed with the courage and fortitude of many in wheelchairs and on canes and on crutches who might require this care and who testified before the Judiciary Committee at the [Massachusetts] State House in opposition to physician-assisted suicide. We physicians must assure them that we will always be there to protect them and administer the care that they might require.

Saving Money Instead of Patients

It has been demonstrated that the highest cost of medical care exists in the last six months of life. We must resist advocating for physician-assisted suicide as an alternative to spending money caring for these patients. We as physicians must avoid the so-called slippery slope of attempting to save money by doing less for our patients rather than rendering the proper care to them. To substitute physician-assisted suicide for care represents an abandonment of the patient by the physician.

Massachusetts has had the outstanding reputation of training medical students, residents, and fellows in the care of patients. Let's not put a blemish on that reputation by advocating for physician-assisted suicide. The AMA opposes physician-assisted suicide as antithetical to the role of the physician as healer.

The present initiative does not require that the physician be present when the patient takes the medicine, so there is no guarantee that the patient will ever receive it.

One of the most difficult and often inadequate determinations that a physician has to make is the attempt to predict when a patient might die. An example of this occurred when my husband, a neurosurgeon, saw a patient who had been operated on by the renowned neurosurgeon Dr. Harvey Cushing for the most malignant type of brain tumor. The surgery was followed by radiation therapy. He was told that he had six months to live, so he spent his savings doing all the things he had hoped to do in life. When the six months were over, he could not get a job, he could not get insurance, and he was very upset that he was given a bad prognosis. That was 40 years before my husband saw him. Thinking that the diagnosis might have been incorrect, pathologists reviewed the slides and applied all the modern techniques, only to find that the original diagnosis was absolutely correct. He did, in fact, have the most malignant type of brain tumor. Although this is a rare case and illustrates the exception to the rule, it shows that exceptions can occur and that there are outliers to the statistics.

American Medical Association Statement

More than 75 percent of the physician members of the Massachusetts Medical Society have voted to oppose physician-assisted suicide. Since their meeting in 1999, the members of the American Medical Association [AMA] have voted to oppose physician-assisted suicide and have been consistent in their opposition, stating, "The AMA opposes physician-assisted suicide as antithetical to the role of the physician as healer. We are committed to providing the best end-of-life care." At a meeting in 2003, the AMA went on to state, "Physician-assisted suicide is fundamentally incompatible with the physician's role as healer, would be difficult or impossible to control, and would impose serious societal risks."

The Massachusetts Board of Registration in Medicine has imposed a requirement on physicians seeking to be licensed in Massachusetts that they must complete a course in end-of-life care and another in opioid prescribing. These courses educate the physician in the compassionate, considerate, and supportive care that must be offered to patients at the end of life. Reasonable prescribing of opioids should be offered only when necessary and should not be substituted for other needs such as treatment of depression.

Undermining the Doctor-Patient Relationship

Dr. Lonnie Bristow, former president of the AMA, has made the following statement: "There is a great deal of concern in this nation about the issue of physician-assisted suicide. It is important, in fact, incumbent among the American Medical Association to spell out its position on this important issue. Just what is our position? Simply put, we oppose it. We believe that physician-assisted suicide is unethical, it is fundamentally inconsistent with the pledge that physicians make to devote themselves to healing and to life. We believe laws sanctioning physician-assisted suicide serve to undermine the foundation of the patient-physician relationship, which is grounded in the patient's trust that the physician is working wholeheartedly for the patient's health and welfare."

Physician-assisted suicide has been falsely advertised as death with dignity. Believe me, there is nothing  dignified about suicide.
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Article #10
“California's New Law Advances the Right to Die with Dignity” (PROS)
By John C. Goodman, author of A Better Choice: Healthcare Solutions for America, senior fellow at the Independent Institute in Oakland, Calif., and president of the Goodman Institute for Public Policy Research. 

Top of Form

Bottom of Form

Have you ever thought about how you're going to die? If you're lucky, it'll be quick and relatively painless. A sudden heart attack, for example.

Most of us aren't that fortunate; we have a much better chance of dying slowly, while connected to half-dozen tubes in a hospital ICU. Nearly 70 percent of all deaths in the United States occur in hospitals, nursing homes and hospice facilities.

One doctor, who blogs under the pseudonym Scott Alexander at the website Slate Star Codex, describes how many of his patients leave the world: "Old, limbless, bedridden, ulcerated, in a puddle of waste, gasping for breath, loopy on morphine, hopelessly demented in a sterile hospital room."

He gives some specifics--and be forewarned, this gets gruesome: "You will become bedridden, unable to walk or even to turn yourself over. You will become completely dependent on nurse assistants to intermittently shift your position to avoid pressure ulcers. When they inevitably slip up, your skin develops huge incurable sores that can sometimes erode all the way to the bone, and which are perpetually infected with foul-smelling bacteria. Your limbs will become practically vestigial organs, like the appendix, and when your vascular disease gets too bad, one or more will be amputated, sacrifices to save the host. Urinary and fecal continence disappear somewhere in the process, so you're either connected to catheters or else spend a while every day lying in a puddle of your own wastes until the nurses can help you out."

Most doctors, meanwhile, choose to die quickly and with very limited intervention from the health system. In "How Doctors Die," Dr. Ken Murray, writes: "I cannot count the number of times fellow physicians have told me, in words that vary only slightly, 'Promise me if you find me like this that you'll kill me.' They mean it."

California Gov. Jerry Brown just signed legislation creating a right to physician-assisted suicide. Similar laws already are on the books in the states of Montana, Oregon, Vermont and Washington. New Mexico's proposal is caught up in the courts.

I have no problem with such laws, but they're really only half-measures. For every patient who might request physician-assisted suicide there are thousands more whose lives are being prolonged unnecessarily by hospital bureaucracies. They need our compassion and attention as well.

Imagine you're in a restaurant and a woman at the next table stops breathing or her heart stops beating. You would immediately give her CPR, right? And if you don't know how, you'd frantically search for someone nearby who does.

The idea of denying the woman CPR would be monstrous. It might even be described as murder.Yet for patients near the end of life the ethical choices are often reversed. Thousands of patients both verbally and in writing request "do not resuscitate" designations.

Basically this means, "If I am in pain, have no quality of life and I'm incapable of communicating intelligently with you, don't keep me alive by hooking me up to a respirator, feeding me through a tube or breaking my ribs with CPR so that I will continue in that condition."

Yet hospitals systematically deny such requests if even one relative objects. The relative may be someone the patient hasn't seen in years. She may be someone the patient doesn't even like.

This needs to end. And our attitude toward death needs to change. Most families wouldn't think of allowing their dog or cat to needlessly suffer. Why can't we be just as compassionate to our mothers, fathers, brothers and sisters?
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Article #11
“Twenty-five Surprising Physician Assisted Suicide Statistics” (PROS & CONS)
By Health Research Funding Organization, a web database developed by The National Health Council (NHC) with input from the National Institutes of Health (NIH). 
Physician assisted suicide is a controversial, complicated matter that often polarizes the voting public. On the one hand, there are those who believe that patients suffering from chronic and fatal illnesses should be allowed to die with dignity, on their own terms and in peace. Having a doctor assist them with ending their own life allows them to stop this suffering and also ensures them that death will be on their own terms. 

The Stats of Physician Assisted Suicide

1. There is passive euthanasia and active euthanasia. Active euthanasia refers to ending a person’s life by active means, such as with drugs. This is typically what is meant by physician assisted suicide. Passive euthanasia refers to allowing a person to die by withholding drugs, food, water, and other substances needed for survival. This is not technically considered physician assisted suicide although there are legalities covering this process when a person relies on a physician for their health and life.

2. Some 9% of deaths in the Netherlands in 1990 were the result of physician-assisted suicide, as the practice is fully legal and commonly practiced. The practice is also legal for infants and newborns who are considered extremely disabled and has reportedly also been administered for those who were deemed “chronically depressed.”

3. In the Netherlands, it is reported that some 61% of those who received a lethal dose of painkillers did not know they were being euthanized, even though some 27% of those who received these doses were reported to be fully competent and able to make this decision.

4. It is also reported that some 10,000 citizens of the Netherlands carry a “Do Not Euthanize Me” card on their person at all times in case they are in an accident and unconscious or are taken to a hospital unexpectedly.

5. In the U.S., Oregon, Washington, and Montana have legalized the practice of physician assisted suicide, and in 2013, Vermont declared that suicide with prescribed medications was a legal “medical treatment.”

6. A report prepared by the U.S. Health Division stated that no patients who requested physician assisted suicide had uncontrolled pain. According to their reports, all patients who requested this procedure instead cited social and psychological concerns.

7. The Netherlands report a failure rate of physician assisted suicide at up to 25%, but the state of Oregon did not report any complications in a four-year period.

8. In the U.S., the Supreme Court ruled in 1997 that there is no constitutional precedent to assisted suicide.

9. The states of Alaska, Florida, and Hawaii have all voted down bills that would legalize physician assisted suicide, the state of Alaska declaring that there is no law in the state constitution that gives a person the right to this procedure. California, Washington, Maine and Michigan have consistently rejected physician assisted suicide issues for their ballots. 

10. Texas law requires expectant mothers to be kept alive with no euthanasia practiced, even if brain dead and if previously stated wishes declared that no life support be administered, and regardless the term of her pregnancy.

11. In 2013, some 34% of Americans stated in a Pew Research poll that they had given serious consideration to their end of life decisions, up from 28% in 1990. Some 35% of those said they had put their wishes in writing.

12. In the same poll, some 27% said that they had not given any thought as to their end of life decisions.

13. According to research, some 66% of U.S. adults believe that a doctor or nurse should allow a patient to die in certain circumstances.

14. Some 31% of U.S. adults surveyed believe that doctors and nurses should do whatever possible to save a patient’s life. In 1990, this number was only 15%.

15. A person’s ethnicity and race affect their views regarding end of life care. According to some research, 65% of white persons say they would cease all medical treatment if they suffered from an incurable disease or had chronic, debilitating pain. However, research shows that over 60% of blacks and some 55% of Hispanics would prefer their doctors to do everything possible to save their lives in the same circumstances. Religion News Service conducted interviews regarding these views and suggest the differences may be caused by religious faith and the roles of the family.

16. Views on assisted suicide are virtually equal when it comes to public opinion; the Pew Research found that 47% of Americans are in favor of passing physician assisted suicide laws for those that are terminally ill while a close 49% are opposed to these same laws.

17. This same research has shown that an American adult’s view regarding a person’s moral right to physician assisted suicide will vary based on the person’s individual circumstances.

18. While four states in the U.S. legally allow physician assisted suicide, only 673 patients chose to die with lethal injections prescribed by doctors from 1997 to 2012 in the state of Oregon. In the state of Washington, some 240 people chose physician assisted suicide from 2009 to the end of 2012. Some 100 other patients chose to end their life by taking advantage of the Death With Dignity Act but without medication. The state of Montana does not keep statistics on its citizens who choose physician assisted suicide. The state of Vermont has had only one citizen take advantage of their law, according to their reporting.

19. According to a brief submitted to a Canadian Special Senate Committee that was appointed to review Euthanasia and Assisted Suicide, cost control may become a factor in these cases. 

20. This same brief noted that persons with disabilities and serious illnesses are often targets of violence more so than able-bodied persons, and that these crimes are often seen as being less serious and are treated as being less important by law enforcement. The brief noted that this devaluing of those with disabilities and illnesses has been carried over into the assisted suicide field, as happens in the Netherlands with disabled children.
21. In 2006 a Gallup Poll asked if physicians should be allowed by legal means to end a person’s life using a painless procedure, if that person had a fatal disease that could not be cured and if that person and their family requested this procedure. Some 69% of those responding answered yes to the question.

22. The Hippocratic Oath, taken by those graduating medical school, originally prohibited against euthanasia along with abortion and surgery. The Oath, originally penned between 460 & 380 B.C., has since been revised.

23. The laws enacted in Washington and Oregon regarding physician assisted suicide do not require witnesses to be present when the lethal dose of medication is administered. Some have criticized this part of the law, stating that it may lead to abuses and especially elder abuse, or the administering of this procedure without a patient’s proper consent.

24. The Hemlock Society is one of the world’s largest and most active physician-assisted suicide support groups, and they openly state that they endorse this procedure for those who are not just terminally ill but for those who have “quality of life” issues. This would include those with illnesses that are not terminal.
25. Dr. Jack Kevorkian spent eight years in prison for assisting in suicides before the procedure was legal. Dr. Kevorkian was a pathologist by trade, not a practicing doctor.
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