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Conclusions: 

A Circumscribed Plea for Voluntary Physician-Assisted Suicide 

 

1. Introduction 

The concept of “death with dignity” does not automatically imply a desire to die; 

it certainly does not mean to put someone to death in a dignified way. 

Organizations that support euthanasia speak of the ‘right to die with dignity’ and 

this terminology became a euphemism that promotes euthanasia. I believe in the 

concept of death with dignity and recognize that some prefer death over the 

continuation of tormented living. Some organizations are so dedicated to the idea, 

however, that they conceive of themselves as missionaries whose role is to 

educate and ‘advance’ society in the ‘right’ direction, and sometimes they do not 

make judgments and decisions carefully.
1
 They become too eager and their strong 

motivation overshadows the need for utmost caution. We cannot be simplistic or 

ambiguous with this delicate issue. 

I recall a discussion with an Israeli attorney who specializes in representing 

patients who wish to die and who is active in the right-to-die organization in 

Israel. I asked him about his prime concern. His answer was the patient’s 

expressed will to die. I further pressed the issue and questioned him about 

different scenarios: What if your client needs some emotional support? What if he 

or she is unaware of all the relevant considerations relating to his or her disease? I 

wanted to understand to what extent the attorney was sensitive and cognizant of 

the possibility that some of the patients/clients might change their mind if things 

were explained to them in a different manner. The attorney’s answers clearly 



 

 338 

 

showed that this did not matter to him. For him the client’s desire to die was 

sufficient. His attitude seemed to lack compassion for the clients. 

I reiterate: our first obligation is to place the issue in its proper context and 

to emphasize that most patients seek to preserve life. With this proviso in mind, 

my opinion supports the right to die with dignity in certain cases, which will be 

clarified. I will do my best to describe these cases clearly, without being over-

zealous, and without offending the people involved. Life should not be seen as a 

virtue to be preserved at any cost, regardless of the patient’s will; at the same time 

euthanasia should not be supported without reservation. In this context I shall 

criticize Dr. Jack Kevorkian’s campaign for euthanasia and the utilization of his 

‘Mercitron.’ Kevorkian may not be considered seriously by bioethicists, but his 

deeds deserve serious consideration. From 1990 until his arrest in 1999 Dr. 

Kevorkian has helped dozens of people to die. Kevorkian recognized the need of 

people that is not met adequately by society and entered this lacuna with a 

missionary vigor. His campaign is the result of failures of the medical system in 

caring for patients with intractable or chronic problems. It forces society to think 

harder than before about medical mercy and assistance at the end of life, and to 

find suitable answers so that Kevrkian’s ministrations may be made redundant. 

 The Eyal case, which took place in Israel in 1990, serves as an illustration 

to show that on some occasions physician-assisted suicide may be allowed. I assert 

that in instances such as this one, the patients’ autonomy would be sustained and 

their dignity better served by helping them to die. It is not always true that keeping 

a person alive is to treat her as an end. In some incurable situations we respect 

agonizing patients and their dignity when we help them to cease living. My 

justification for helping such patients fulfil their request rests on the assumption 
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that they freely and genuinely expressed their will to die, and that they persist in 

expressing that desire. 

 

2. The Benjamin Eyal Case 

In 1990, the magistrate court of Tel Aviv received an appeal made by a patient 

named Benjamin Eyal. Mr. Eyal suffered from the same disease that attacked Sue 

Rodriguez in Canada, Amyotrophic Lateral Sclerosis (ALS). Mr. Eyal, aware of 

the expected process, asked not to be attached to a respiratory machine when he 

could no longer breathe spontaneously, but to be allowed to die. He expressed this 

wish in an affidavit, in a videocassette as well as verbally. The specialist who 

testified before the court said that his commitment to care for Mr. Eyal “does not 

include a duty to prolong life of unimaginable suffering by committing an 

intrusive act that could be avoided by following the will of the patient.”
2
  

In considering Mr. Eyal’s motion, Judge Uri Goren emphasized two 

principles: the “sanctity of life” principle, and the “decent death” principle. As for 

the “sanctity of life” principle, Judge Goren articulated that this principle should 

be employed when medical treatment could save life or improve the medical state 

of patients. (However, Jewish law does recognize the need not to afflict dying 

people, taking into consideration human suffering and pain.) 

Judge Goren explained that in this case, no doubts arose with regard to the 

wishes of the patient. Mr. Eyal clearly manifested his wish not to be connected to 

a respirator when the time came and no other alternative was available to keep 

him alive. In addition, there were no doubts that Mr. Eyal was competent and 

clear-minded upon voicing his request, knowing its obvious consequences. In his 

testimony before the court, the Director of Lichtenstaedter Hospital, Dr. Nachman 
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Wilensky, explained that Mr. Eyal was a senior patient, well known to the hospital 

officials, and that he was thoroughly convinced that Eyal’s intentions were sincere 

and freely chosen. 

Judge Goren decided to accept the appeal. He emphasized that such a 

decision concerning life and death should be made by a senior director, either by 

the Director of the Hospital or by the Head of Department. This was because the 

decision involved expertise, moral values, religion and ethics.
3
 

The Eyal case stimulated many debates in Israel. Rabbinical authorities 

were asked their opinion regarding this situation. I should first reiterate that the 

major difference between the halachic view and the liberal view is that many 

halachic commentators do not endorse the autonomy principle. According to their 

perspective, persons are not masters of their lives. Life is given to us as a gift from 

the Creator, and we should not destroy it.
4
 Human life is intrinsically good 

irrespective of its condition. Rabbi Elyashiv, a well-known halachic decider 

(Posek Halacha) said that when medical treatment may only prolong transient life 

and involved additional suffering, a patient may refuse to accept it. The physicians 

were allowed to terminate treatment when the last stages of Mr. Eyal’s disease 

were reached. Rabbi Israel Meir Lau, currently the Ashkenazi Chief Rabbi in 

Israel, also endorsed this view. 

In a letter concerning the Eyal case, Rabbi Lau wrote that his discretion 

was limited to the case in hand and to the specific circumstances as described to 

him. He contended that the halacha did not require, and sometimes prohibited, the 

performance of exceptional treatment that only prolonged the patient’s suffering 

without healing the cause of the pain. Mr. Eyal’s disease was said to be incurable 

and the disputed treatment would not sustain his life in any meaningful sense. So, 
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when the time came, the attending physicians should be allowed to act upon Mr. 

Eyal’s request and refrain from connecting him to a respirator. Rabbi Lau 

maintained that, in any event, regular medical treatment should be sustained. That 

is, Mr. Eyal should be provided with nutrition and all means should be taken to 

relieve his pain.
5
  

Benjamin Eyal died of disease complications before the disease had 

reached its final stage and before a respirator was necessary. Thus, the physicians 

at Lichtenstaedter did not have to act upon the court’s decision. For the sake of 

argument, however, let us suppose that the final stage had been reached, and the 

physicians refrained from connecting Benjamin Eyal to the respirator machine. 

Would it be humane to witness Mr. Eyal suffocating to death? I asked one of Mr. 

Eyal’s senior doctors if it would be possible for him to stand idly by while his 

patient was choking to death. The doctor’s replied: “I would ‘give Eyal 

something’ to shorten his suffering.”  

I think that this is a humane answer, in harmony with the morals of 

humane medicine. Any other answer, principally opposed to active intervention, 

would be inhumane and cruel. Under such circumstances, there are strong reasons 

to consider physician-assisted suicide. When the patient is obviously suffering and 

expresses his or her will to die, and the doctors admit that they are unable to cure 

the illness and all they can do is to ease the physical and not the emotional pain, 

then there is no substantial difference between voluntary passive euthanasia and 

voluntary physician-assisted suicide.
6
 The term ‘voluntary’ refers both to the 

request of the patient and to the act of the doctor. The patient should have the right 

to decide for himself about his fate, and the doctor should not be compelled to 



 

 342 

 

abide. The doctor should abide if she feels that physician-assisted suicide is the 

appropriate, dignified and kind medical measure.  

Those who oppose assisted suicide will say that there is no need to reach 

the stage where we have to consider such termination of life. Benjamin Eyal could 

have been given medicine to stop him from suffering. The responsibility rests with 

the doctor to give medicine to patients, even if the medicine shortens their lives. 

This is allowed because the purpose is to care for the patients and decrease their 

suffering, not to bring about their death.  

I discussed the double effect doctrine in Chapter 1. This doctrine serves 

both spiritual leaders and careful healers as a way out of dealing directly and 

sincerely with the question of mercy termination of life. Undoubtedly the doctrine 

provides a better solution than letting people like Benjamin Eyal die slowly in 

agony does. In the everyday medical practice in hospitals there are many instances 

in which doctors perform double effect: their intention is to alleviate pain and 

suffering, not to kill the patient, but the result is the death of the patient. However, 

I suspect that there are enough cases in which partisan interests rather than the 

patients’ best interests are first and foremost before the doctor’s eyes, and the 

double effect doctrine serves as a convenient guise for pursuing those partisan 

interests. 

The reader should not infer from the ongoing discussion that allowing 

mercy medical assistance to end life in cases where the patient’s condition is 

irreversible and the patient lacking autonomy seeks assistance to fulfil his or her 

desire to die entails the killing of patients in other instances. On the above 

assumptions it might be argued that people in prolonged unawareness (PCU) 

couldn’t possess dignity because they are not autonomous. Thus the argument 
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might be that in order to safeguard their dignity we might be required to help them 

cease living. Justice Haim Cohn writes in this context: 

In a conflict between human life and human dignity, it is for the 

human being to make the choice, and, failing his or her declaration 

to the contrary, he or she is always presumed to choose human life 

in preference to human dignity: it is only where human life’ is 

reduced to a phantom or chimera of human life that human dignity 

must prevail to bring about at least a dignified death.
7
 

But sometimes a patient whose human life is reduced to “a phantom or 

chimera of human life” might progress and improve in his or her situation. It is 

only when we are certain that no progress may be made (as in cases of severe, 

irreversible damage to the brain described as whole-brain-death) that we can speak 

in definite terms of a shadow of life rather than of a life. Physicians are convinced 

that, for all practical purposes, the identification of brain death means that the 

patient is dead. As things stand now, when confronted with brain-dead patients, 

human dignity must prevail to bring about at least a dignified death. The case is 

different regarding PCU patients in whom the cerebral hemispheres of the brain 

are damaged. There are reported cases of PCU patients who showed progress in 

their condition.
8
  

The question becomes more complicated when PCU patients, who are by 

definition not brain dead, demonstrate no signs of improvement. Then the 

question of how we can (or should) protect a person’s autonomy becomes one of 

the major considerations. Among the criteria to be examined are the view of the 

patinet’s loved ones regarding the fate of the patient concerned and whether the 
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patient has left prior directives regarding treatment in the event that he or she 

becomes incompetent (for further deliberation see Chapter 2).  

 

3. The Doctor’s Role 

A troubling question is whether or not it is within the doctor’s responsibility to 

terminate life. Obviously, when patients are competent and able to commit suicide 

they can assist themselves and seek death in various ways without having the need 

to involve doctors. The case is different when the patients are unable – physically 

or mentally - to commit suicide. These patients seek the doctors’ assistance. 

Doctors who are opposed to active euthanasia and physician-assisted 

suicide find no dignity in killing a patient, and express anxiety about the character 

of a society in which doctors assume such a responsibility.
9
 Sprung describes 

doctors’ consent to perform euthanasia as ‘unethical.’
10

 Avraham Steinberg writes 

in his criticism of this study that the doctor’s role does not include killing. If 

society accepts the need for active euthanasia then any person can commit such an 

act. The doctor’s role is to heal, to help patients and to relieve their suffering. 

Society must not assign its doctors the additional task of execution.  

Although my plea is a circumscribed one in favor of physician-assisted 

suicide and not active euthanasia, let me first demur and say that I resent the use 

of the term ‘execution’ in this context. Support for active euthanasia is not 

necessarily associated with the acceptance of execution in society. One of the 

doctor’s roles is, indeed, to ease patients’ suffering. The daily practice in hospitals 

demonstrates that sometimes the only way to achieve this objective also shortens 

the patient’s life. We are dealing with a population of patients with reasons, 

drives, and wills. Failing to listen to those reasons, drives and wills would lead to 
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gross paternalism: an unjustified action that takes the responsibility from the 

patient. Such behavior is unjustified because (a) the person for whom the doctor 

acts paternalistically is competent, and (b) the conduct in question is involuntary 

and coercive. Is it the task of a doctor to keep a person alive against that person’s 

will? How do we answer that small group of patients who have lost their will to 

live and plead to their doctors for help? Steinberg and others think that it is not 

among the doctor’s responsibilities to perform mercy killings. The question is 

whether another professional body exists in society that could take responsibility 

for this troubling task. Is it conceivable to ask another association (trained 

paramedics) or social group (the patient’s beloved people) to assume this 

responsibility? My answer is conclusive. It is impossible to act on matters of 

health without qualified medical opinion. Only a trained physician is qualified to 

evaluate the patient’s condition, is equipped with the data about the particular 

disease and about the process of dying. As Hardwig contends, the physician could 

provide a rich source of information about death and about strategies to minimize 

the trauma, suffering, and agony of death, both for the dying person and for the 

family.
11

 Whereas I see no escape from including doctors in the decision-making 

process, Steinberg wishes, in his words, “to keep the doctor outside the killing 

circle,” and does not want to consider active intervention as an option. Whereas I 

seek an answer for all patients, including those who wish to die, Steinberg ignores 

those patients who suffer from incurable diseases and express their wish to die. 

Obviously Dr. Steinberg and others who are opposed to physician-assisted suicide 

should not be expected to commit an act that contradicts their conscience; that 

would be as paternalistic as ignoring the patient’s will. However, there are doctors 
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who agree with this line of reasoning and who do not necessarily regard such 

medical intervention as contrary to their medical and moral conscience. 

One major objection to the circumscribed argument evinced here for 

physician-assisted suicide holds that the action is irreversible in the sense that it 

curtails the possibility of medical ‘miracles.’ Medicine is not a precise science and 

doctors do not know all. Often when the body responds differently from what was 

expected, contrary to the prognoses, contrary to the statistics and to recorded 

probabilities, explanations are given in a vocabulary that expresses humility 

regarding human knowledge and ability to comprehend. The popular press often 

terms such positive responses as ‘miraculous.’ Physician-assisted suicide 

precludes any chance for such ‘miracles’ and the possibility of re-diagnosing a 

misdiagnosis. There is also the fear of abuse, of killing patients against their will; 

thus there is a need for safety valves and for installing mechanisms of control. In 

the next sections I shall further circumscribe my reasoning in an effort to provide 

answers to these fair challenges.  

 

4. The Need for Safety Valves 

A. Preliminaries 

The above warnings are well founded and, therefore, we should strive to minimize 

the possibility of errors taking place. Because most patients wish to live 

irrespective of their condition, this discussion is relevant for a small number of 

cases, like that of Benjamin Eyal and Sue Rodriguez. 

To minimize the danger of misdiagnosis, a separate prognosis should be 

provided by at least two independent experts. One should be the patient’s 

attending physician who is in charge of her treatment and knows her case better 
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than the other doctors in her surroundings. Where none of the attending doctors 

really knows the patient well, the decision making process should involve the 

entire medical team. Competent patients should be advised of the doctors’ doubts 

and hesitations about the nature of their illness, if such doubts exist. The patients 

should be informed, in language and terms they are able to understand, of the 

existing knowledge about their illnesses, to what extent it is based on data or 

speculations, and the margins of error. When the patients are incompetent, their 

family members and beloved people should be told about the prognoses and 

thoughts of the doctors.  

As to the claim that physician-assisted suicide unnecessarily shortens life 

we should bear in mind that many of the patients who ask to die do so not because 

they want to live another day, another week, another month, but because life has 

become a burden they are better off without. People like Benjamin Eyal no longer 

wish to explore just how constrained such a life might be. Let me further stress 

that the circumscribed argument that I am making in favor of physician-assisted 

suicide relates only to people at the end of their lives, when their medical situation 

was diagnosed as incurable, and when patients reiterate their request to die several 

times over a certain period of time. This formulation would exclude physician-

assisted suicide for patients who enjoy having helpful medicine that could 

improve their condition. The argument would also exclude physician-assisted 

suicide for patients who might suffer depression and who might come to re-enjoy 

life after the depression period is over. 

 

B. Fear of Sliding Down the Slippery Slope 

A serious objection to both active euthanasia and physician-assisted suicide 
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concerns sliding down the slippery slope toward total disrespect and contempt for 

human life. The argument holds that it is preferable to keep active euthanasia and 

physician-assisted suicide illegal so as to raise a clear voice regarding the value 

and importance of human life and to force physicians to think hard when they 

assume the responsibility of shortening life. This argument contains several 

warnings: first, the weak, easy to manipulate populations who are unable to 

protect themselves could be severely harmed if active euthanasia and physician-

assisted suicide were allowed. Sweeping interpretations of allowing active 

intervention to terminate life could bring about the ending of lives of the poor, the 

neglected, the unwanted (see the discussion of the Saikewicz case in Chapter 6). 

Justice Elon’s decision in the Scheffer case is germane to this discussion:  

When we begin to estimate and to consider the worth of human life, 

these ‘evaluations’ and ‘weightings’ will lead firstly to permission to 

kill people whose minds and bodies are severely defective, then to the 

killing of those who are defective a bit less, and with time there will 

be no measure as to how limited the defect would have to be...
12

   

 

Second, there is a danger of applying pressure on patients to die. This 

pressure could stem from various causes. There might be exploitation of the 

patient by his or her family members who are after his or her money and 

consequently welcome his or her death. In fact, this claim raises suspicion about 

doctors who do not always act in accordance with the best interests of the patient 

and hence allow room for family exploitation.
13

 There is also a danger of 

exploitation by the establishment, i.e., by hospitals and medical centers that often 

operate under circumstances of scarce resources and budget cuts. The argument is 
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that, in an atmosphere permitting active intervention to end life, human life might 

become less important, and thus it might be in jeopardy when there are serious 

budgetary pressures and long lines for beds.  

Warnings against a slippery slope process that might result in the deaths of 

some who wish to continue living are valid. The rationale for creating ethical 

directives for doctors, from the Hippocratic Oath to hospital ethics committees, 

arises from the recognition that doctors might abuse the power they possess. Such 

fears can be avoided by paying careful attention to the fine details when 

formulating concepts and regulations and by using explicit wording that does not 

allow abusive interpretations. The fear of abuse and the desire to grant patients 

with control over their lives until the very last moment were the prime motivation 

to restrict my plea to physician-assisted suicide and to refrain from advocating 

active euthanasia as well. From the Netherlands and Oregon we learn that most 

patients who opted for death were cancer patients. It can be assumed that they 

were capable of activating a lethal needle administered by a qualified doctor. The 

claim made by some Dutch physicians that active euthanasia is preferable to 

physician-assisted suicide can be rebutted.
14

 In the Netherlands, unsuccessful 

physician-assisted suicide happened because physicians administered oral drugs 

that were not always effective. In the scheme offered here, the lethal medication 

will be provided by injection, and it is the patient who operates the suicide 

mechanism. 

Fear of the slippery slope should not lead to a tout court rejection of active 

involvement of physicians in the termination of lives, but to a commitment to 

create clear and definitive guidelines. We must examine the will of the patient, her 

condition, the extent of her suffering, and the doctors’ prognoses regarding the 
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possibility of improving her condition.
15

 At the same time we should punish the 

abusers to prevent them from committing further wrongdoing and to deter others 

who might contemplate abuse. But the fear of abuse in itself does not constitute a 

strong moral ground that overrides the autonomy interests of patients. 

Conscientious commentators, while aware of the possibility of the 

slippery-slope argument, that allowing mercy killing in some cases might lead to 

allowing this act in other cases, nevertheless argue that in specific circumstances 

mercy kilspecific circumstances mercy kilsia and physician-assisted suicide are 

lumped together) does not go against the patient’s interests but conforms with 

them.
16

 Such an act is conceived as not offending against the intrinsic value of 

human life but rather affirming its convictions, its sense of integrity, and its 

dignity. Where PCU patients are concerned, their best interests are said to include 

factors that concern their dignity and the avoidance of ‘futile’ treatment.  

I now turn to the warnings concerning possible negative ramifications for 

society at large. There are those who claim that licensing mercy killing and 

physician-assisted suicide in certain cases will lead to an increase in violence and 

in indifference to human life in general.
17

   Note that the slippery slope argument 

does not state that active euthanasia and physician-assisted suicide are wrong or 

immoral, but that permitting them might have negative consequences. The 

argument emphasizes what could happen to society if we indulge a request of a 

certain patient, but to a certain extent it disregards the patient. My claim is that 

we should not ignore the individual in need and that each case should be 

considered in its own right. Moreover, the slippery slope argument focuses the 

attention on what might happen in society as a result of granting a certain patient 

her wishes, but it ignores the misery of the patient now. In the center of the 
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ensuing analysis lies the individual. I believe that voluntary physician-assisted 

suicide conducted out of an honest and true motivation to provide relief from 

suffering is a humane act that respects the patient. There is reason to think that 

allowing physician-assisted suicide under the specified terms could increase 

sensitivity to human suffering and dignity, and not contribute to the devaluation of 

human life. The consequences of voluntary physician-assisted suicide for society 

may be positive. 

Furthermore, we may be sliding down the slippery slope if we allow the 

present situation to continue. It is my feeling that we have been sliding down the 

slope. Through the ‘simple’ concepts (discussed in Chapter 1) of ‘terminal’ 

patients, life “devoid of quality,” ‘futile’ treatment, ‘vegetative’ patients (or 

simply ‘vegetables’) and the double effect doctrine, shortening of life - not always 

for sincere motives geared to serve the best interests of the patients - is a common 

practice in hospitals. As said earlier, the patients will be better off if those key 

concepts will be replaced by long explanations describing their diseases and by 

elaborate discussions about their medical prognosis and the available knowledge 

to help them cope with their illnesses. Single-word vocabulary and obscure Latin 

words serve the interests of doctors, not of the patients. They facilitate an 

atmosphere that does not really help to relieve patients’ insecurities and 

anxieties.
18

 In addition, physicinas are often hard to reach, not sufficiently 

attentive to patients and their families, impatient to explain things in detail, and 

seem rushed to do other things. As Anspach shows, this inattentive attitude leads 

the medical staff to refrain from using the consent model; rather, they obtained 

‘assent,’ or agreement to decisions to terminate life support already made by the 

staff.
19

 Passive euthanasia, practice of the double effect doctrine, and 
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discrimination against weak groups like aging patients and PCU patients are 

taking place in hospitals around the globe without sufficient mechanisms of 

control ascertaining that the patients’ best interests are being served. 

Many of the fears that are voiced against allowing active euthanasia and 

physician-assisted suicide are concerned with the possible misbehavior of doctors, 

yet the people who express these fears are content with the present situation with 

its ‘gray’ areas for doctors’ maneuvering. Gray areas will apparently always 

remain. The question is whether we should be content with the present situation or 

look for ways to reduce these areas. It is time to change the present situation 

because it does not address the genuine needs of some patients who raise a clear 

and agonizing voice to die; because we should not consent to the amount of abuse 

that is already taking place;20 because the responsibility for terminating patients’ 

lives lies with doctors, not with the patients’ families,21 and because society cannot 

allow free-riders to terminate patients’ lives without proper control (see the 

discussion infra on Kevorkian). What is suggested is a two tier process: (a) to 

open a public debate about patients’ rights and doctors’ duties, educate the 

citizens about the existing state of affairs, put the above mentioned key 

conceptions on the public agenda, speak openly about the conflicting 

considerations, and mobilize the media to address these issues; then (b) to ask the 

public whether the institution of guidelines is preferable to the present situation. It 

might be the case that the public would feel that clear and specific guidelines 

would limit the doctors’ maneuverability and better serve the interests of all 

patients, those who wish to live and those who wish to die. Society should address 

these troubling questions in a common endeavor to specify the roles and duties of 

doctors, and the rights of patients including their right to ask for a dignified death. 
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This two-tier process is preferable to leaving the situation as it is where various 

people around the patient’s bed might act in ways that may not coincide with the 

best interests of the patient.
22

 

 

C. Fear of Over Zealousness 

Overzealous promoting of medical active termination of life may create the 

impression that dying with dignity is more important than living with dignity. The 

guiding rule must be to preserve and maintain life. The termination of life must be 

the exception. Caution is necessary, both morally and professionally. The prime 

example of over enthusiasm for the shortening of life concerns the innovation 

called the ‘Mercitron.’  

The Mercitron is a suicide machine invented by an American doctor, Dr. 

Jack Kevorkian, who has led the campaign for assisted suicide and has become a 

folk hero in the United States and throughout the world.
23

 From 1990 until 

September 1998, Dr. Kevorkian has helped at least sixty-five women and twenty-

eight men to die.
24

 During the 1990s, in a nine-year battle against the medical, 

legal and religious communities in Michigan, Kevorkian had been acquitted three 

times by juries in Oakland and Wayne counties in the assisted-suicide deaths of 

five people. A fourth trial in Ionia County ended in a mistrial. In those trials, 

Kevorkian relied on evidence about the pain and suffering of people he was 

charged with helping to die.
25

 

On 4 August 1993, Thomas Hyde, age 30, of Novi, Michigan, who 

suffered from amyotrophic lateral sclerosis, inhaled carbon monoxide. He was the 

17th (some say the 20
th

) person to die in Kevorkian’s presence. In May 1994, 

Kevorkian stood trial for the first time for his involvement in Hyde’s death and 
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was acquitted. After the trial, a juror commented: “He convinced us he was not a 

murderer, that he was really trying to help people out.” A second juror said, “Dr. 

Kevorkian had acted principally to relieve Mr. Hyde’s pain, not to kill him, and 

that is an action within the law.”
26

 One month later, Dr. Kevorkian’s medical 

license was revoked on the grounds that he had been disciplined by the Michigan 

Board of Medicine, and that he had assisted five patients to commit suicide.
27

 

In March 1996, Kevorkian stood trial for the second time on the charge of 

causing the deaths of Mrs. Merian Frederick, who suffered from amyotrophic 

lateral sclerosis, known as Lou Gehrig’s disease, and of Dr. Ali Khalili, who 

suffered from bone cancer. Kevorkian said that Frederick and Khalili had caused 

their own deaths by removing the clip on the tubing to allow poisonous gas to 

flow from a small, black tank into their plastic masks. Kevorkian further claimed 

that he encouraged both of them to remove the mask if they changed their mind at 

the last moment. Frederick and Khalili’s relatives testified that they appreciated 

Dr. Kevorkian’s help and compassion in ending their loved ones’ suffering. The 

prosecutors suggested that Kevorkian did not fully explore other options with 

Frederick and Khalili and made hasty decisions about their conditions without 

consulting their doctors. The jury, however, was not convinced; they felt that 

Kevorkian’s purpose was merely to relieve the patients’ suffering, not to cause 

their death, hence he was found not guilty.
28

  

One of the first patients who asked for Dr. Kevorkian’s assistance to die 

was Janet Adkins, an Alzheimer patient in the first stages of the disease. Aware as 

she was of the deterioration of human characteristics as a result of this terrible 

disease, Mrs. Adkins wished to die while she was still competent and able to be in 

charge of her actions. Dr. Kevorkian assisted her suicide although Mrs. Adkins 
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apparently had quite a few months left to live during which she could have 

functioned more or less autonomously. Her private doctor thought that Mrs. 

Adkins had at least another year before losing her ability to think clearly, and Dr. 

Kevorkian agreed that she was not a “terminal patient.”
29

 He estimated that Mrs. 

Adkins had four to six months before becoming incompetent.
30

 If Mrs. Adkins’s 

mental health was intact and she “was not the least depressed over her impending 

death,” as Dr. Kevorkian testified,
31

 the question arises: Why the rush? The 

criticism concerns the doctor’s neglecting his obligation to preserve life. Clearly it 

would have been possible to perform this assisted suicide at a later more advanced 

stage of the disease. Similar charges were brought against Kevorkian at his second 

trial.  

The case of Janet Adkins exhibits the need to change the legal system to 

accommodate physician-assisted suicide. If patients would know that physician-

assisted suicide would be available to them as an option, they would not need to 

seek Kevorkian-like physicians to end their lives prematurly. The existing 

situation brings patients to forgo life earlier than they should in fear of 

helplessness, degeneration into a prolonged, painful and degrading dying process. 

Kevorkian’s third trial was concerned with assisted suicide of Marjorie 

Wantz and Sherry Miller. Mrs. Wantz (fifty-eight years old) suffered from 

excruciating pelvic pain; Mrs. Miller (forty-three years old) suffered from multiple 

sclerosis. Chief prosecutor Larry Buntig characterized Kevorkian as a “reckless 

agent of death.” Referring to Wantz, whose subsequent autopsy showed she was 

unlikely to die from her illness, Buntig said she “needed mental health treatment, 

not a bottle full of poison.”
32

 Here as in the previous trials the jury remained 

unconvinced and acquitted Dr. Kevorkian. 
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In December 1997, Dr. Kevorkian challenged Michigan lawmakers to pass 

a law banning assisted suicide, declaring at a news conference he will no longer 

“sneak around” in his assisted suicide campaign, and that he would starve himself 

to death in prison if convicted of the offense. Kevorkian vowed that “We shall not 

submit to that tyranny.” At a news conference with his associate to the latest 

killings, Dr. Georges Reding, a retired psychiatrist, Kevorkian maintained that a 

ban on “patholysis” (Kevorkian’s term for assisted suicide), “is sorely needed to 

clear the air… The ban itself o clear the air… The ban itself se we fully intend to 

challenge it to facilitate a so-called trial -- so-called because any trial mandated by 

an immoral law is nothing if not a lynching.”
33

 Kevorkian also said that the 

conviction of him and his colleague will help future, more enlightened societies 

gauge the darkness of our plutocratic and theocratic age.
34

 When repeatedly 

pressed by reporters to name the number of people whose suicides he has 

attended, Kevorkian would not be specific. But he did place the number at 

“somewhere between 80 and 100.”
35

 

  My impression from an examination of Dr. Kevorkian’s deeds is that his 

acts are tainted with over enthusiasm. In his book, Prescription: Medicide, 

Kevorkian describes in detail his obsession with assisted suicide: how he came to 

the decision to help patients end their lives; his efforts to convince his colleagues 

that his conduct is justifiable; the process of building his suicide machine, and the 

efforts to receive recognition for his newly adopted profession (‘obitiary’ in his 

words, a term derived from the Latin word obitus and from the Greek word iatros, 

meaning a doctor who helps patients meet death).
36

 The efforts to find a place to 

perform Mrs. Adkins’s suicide were described as ‘Herculean.’
37

 Dr. Kevorkian 

states that he does not help patients who are confused and are not of sound and 



 

 357 

 

coherent mind.
38

 The first patient that Dr. Kevorkian considered treating lost his 

ability to think clearly before the appointed date for treatment. Kevorkian 

described what had happened as a “near miss”: “... the patient unexpectedly 

slipped into babbling incoherence. That eliminated him as the first candidate for 

my services.”
39

 

Dr. Kevorkian’s acquaintance with most of those patients who sought his 

help and his suicide machine, which he called ‘Mercitron,’ was superficial. He did 

not know the patients who approach him, nor did he take pains to study their 

medical history. He knew Janet Adkins for only two days. The decision to 

nominate her as his first candidate for his suicide machine was made after a few 

phone calls and reading through her medical file, without ever having met her face 

to face.
40

 Mrs. Adkins’s doctor strongly opposed her killing and refused to 

cooperate with Dr. Kevorkian. Kevorkian himself coldly describes their meeting 

in a businesslike manner. He writes, “After getting acquainted through a few 

minutes of conversation, the purpose of the trip was thoroughly discussed.”
41

 

Kevorkian did not invest effort in convincing those who turn to him to reconsider 

their situation, and perhaps to opt for life. He did not insist that the request to die 

be consistent, expressed several times over a certain period of time, so as to make 

sure that the patients were convinced they reached the right decision. For him, like 

for the Israeli attorney I mentioned before, the important thing was the expressed 

will of the autonomous patients to die. The doctor supplied a service that honors 

their request. 

However, the emphasis in Dr. Kevorkian’s book is not on the patient who 

asks to die but upon the doctor who takes the action. Janet Adkins, Thomas Hyde,  

Sherry Miller, Marjorie Wantz, Merian Frederick, Ali Khalili, and the other 
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dozens of patients whom Dr. Kevorkian helped to die are but a means to convey 

his message to the world. The pioneer to experience the Mercitron, Janet Adkins, 

serves in his book as no more than a secondary actress in a tragedy he wishes to 

mount on any possible stage to diffuse his cold ideas, which lack human 

compassion. I confess: I found it difficult to read his book. The concept of the 

right to die with dignity which is, in my opinion, a concept worthy of the most 

serious and painstaking consideration and study, becomes distorted in Dr. 

Kevorkian’s book.
42

 His book is an easy target for those who oppose euthanasia 

and assisted suicide; a butting tool against those who side with the right to die 

with dignity. 

Dr. Kevorkian’s respect for the individual’s right to decide autonomously 

about his or her destiny (for some reason Kevorkian mainly helped women) was 

extreme. He posed the virtue of respect for the patient’s autonomy as the most 

important consideration, overshadowing other concerns. Because he was 

unqualified and apparently disinterested to examine his patients and verify their 

cause of illness, he assisted the suicide of some patients who were misdiagnosed. 

Kevorkian did not care very much. These people wanted to die and all he did was 

help them fulfil their desire.  

Kevorkian and his attorney, Geoffrey Fieger, insisted that the retired 

pathologist had assisted in the suicides only of people with terminal illnesses -- 

including, by Kevorkian’s definition, the late stages of Alzheimer’s disease and 

multiple sclerosis – or severe, chronic pain. But of the 44 people Kevorkian had 

acknowledged helping die in Oakland County, Dr. Ljubisa J. Dragovic said 11 

were terminally ill, 29 had chronic conditions and four others had no signs of 

disease. Dragovic, the coroner who examined the bodies, has classified nearly all 
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of the 44 deaths linked to Kevorkian as homicides.
43

 Among the controversial 

deaths I would mention the death of Margaret Garrish, 72, of Royal Oak (26 

November 1994) who suffered from rheumatoid arthritis, and Kevorkian kept his 

promise to help her die if doctors did not provide better pain medication; Judith 

Curren, 42, of Pembroke, Mass (15 August 1996) who had chronic fatigue 

syndrome and suffered from depression;
44

 Loretta Peabody, 54, of Ionia (30 

August 1996) who had multiple sclerosis. Her husband remarried shortly after her 

death; Janet Good who was Kevorkian’s assistant (26 August 1997). She had 

pancreatic cancer, but the coroner said she would have lived at least six months 

before eventually succumbing to the disease;
45

 Deborah Sickels, 43, of Arlington, 

Texas (7 September 1997) who suffered from multiple sclerosis and other medical 

ailments. Her family said she was mentally unstable and accused Kevorkian of 

being irresponsible for helping her die;
46

 Rebecca Badger, a 39-year-old woman 

who was diagnosed as suffering from multiple sclerosis but Dragovic says autopsy 

findings revealed a robust, physically fit young woman,
47

 and Roosevelt Dawson, 

a 21-year-old quadriplegic college student from Southfield, Michigan (26 

February 1998). Dawson was paralyzed from the neck down and relied on a 

ventilator to breathe since a virus infected his spinal cord.
48

 

The assisted suicide of young Dawson has energized Kevorkian’s critics. 

They charged that the retired pathologist has slowly evolved his practice from 

terminal patients to all comers. Not Dead Yet, a national disabled-rights group 

fighting the legalization of assisted suicide, contended Kevorkian was slowly 

conditioning people to view death as the logical alternative to life with a 

disability. During a August 1990 court proceeding in Oakland County, Kevorkian 

made the following chilling statement: “The voluntary self-elimination of 
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individual and mortally diseased or crippled lives, taken collectively, can only 

enhance the preservation of the public health and welfare.” Dr. Georges Reding, 

Kevorkian’s associate who attended Dawson’s death, was quoted saying that 

anyone can choose assisted suicide because “we are all terminal.”
49

 

However, this case was not a case of assisted suicide. Dawson was 

completely incapacitated before his death and could not have operated the 

Mercitron. No wonder that right-to-die activist groups distanced themselves from 

Kevorkian. Carol Poenisch of Merian’s Friends, a Northville-based group working 

to legalize assisted suicide, said that according to Kevorkian “we are cowards 

because we want to document things and do it in a proper fashion... (Dawson’s) 

case would need much more careful study before he would qualify under Merian’s 

Friends’ guidelines.  He may not have qualified.”
50

 Indeed, for Kevorkian a 

person’s choice to live or die should depend on how they view their “quality of 

life.” 

In June 1998, Dr. Kevorkian harvested the kidneys of Joseph Tushkowski, 

a Nevada man who died with his help. By this act he wanted to attract more media 

attention and to inflame the debate. The medical authorities refused to accept the 

organs. The National transplant organizations and area hospitals said that 

Kevorkian’s conduct did not meet their criteria. Dave Wilkens, a spokesman for 

the University of Michigan Medical Center in Ann Arbor, commented that 

Kevorkian’s act was nothing that any kind of responsible institution would 

participate in. Joel Newman, spokesman of the United Network for Organ Sharing 

-- a private company in Richmond, Va., with a federal contract to match organ 

donors with recipients -- said regulations require detailed medical and social 

histories and that procedures are carried out by surgeons in a hospital setting.
51
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In November 1998, Dr. Kevorkian further radicalized his campaign. 

Throughout his crusade he was dictating the moves, provoking public debate, 

pressing harder and harder the issue of assisted suicide and the right of people to 

choose the time of their death, forcing the legal authorities to address the questing 

and calling upon them to prosecute him. On 22 November 1998, the Detroit News 

reported that Kevorkian actively euthanaised Thomas Youk who was suffering the 

advanced stages of Lou Gehrig’s disease and would have been unable to inject 

himself the lethal dose. By that time, it was estimated that Kevorkian was 

responsible for more than 130 deaths.
52

 On this occasion, Kevorkian publicly 

admitted that he administered the lethal poison and, furthermore, submitted 

videotape to CBS’s show “60 Minutes.”
53

 Derek Humphry commented on this 

development by saying: 

I think that Dr. Kevorkian was absolutely right, in human terms, to 

help Mr. Youk to die by lethal injection.  Not to have helped him die 

just because he could not do it himself would have been the worse 

kind of discrimination. But I part company with Kevorkian in that 

active voluntary euthanasia should only take place under a new law, 

with strong guidelines. He seems to think the medical profession can 

be trusted, and be willing to hasten deaths in this manner; I think the 

people should -- if a majority want it -- pass a careful law permitting 

both physician-assisted suicide and active voluntary euthanasia for a 

competent, terminally ill adult. But he’s made the point very 

effectively.  I have been making the same arguments (accompanied by 

a plea for a new law) for the past 20 years. Kevorkian -- and CBS TV -

- have moved the educational process forward hugely this Sunday 
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evening.
54

 

 After the showing of the “60 Minutes” episode which documented 

Kevorkian administering a lethal injection to Thomas Youk,
55

 a public poll was 

conducted asking, inter alia: “Did the experience of watching tonight’s ‘60 

Minutes’ segment on Jack Kevorkian influence you to be more supportive of 

assisted suicide or more opposed to assisted suicide?” The results were:  

      6% Much more supportive of assisted suicide 

   31% Somewhat more supportive of assisted suicide 

   13% Somewhat more opposed to assisted suicide 

   38% Much more opposed to assisted suicide 

   12% Undecided/Don’t know.
56

 

 

The majority of the people in the poll testified that the program made them 

feel more opposed to assisted suicide. So Kevorkian’s initiative granted him huge 

publicity and served his interest in provoking public debate, but it did not further 

public support for his mission. 

  Ellen Goodman, a Boston Globe Columnist, wrote that Thomas Youk was 

little more than a prop for Kevorkian’s act, a dead body he could use in 

challenging authority. There is little surprise that Kevorkian upped the ante, 

moving to active euthanasia. Assisted suicide no longer caught the spotlight. 

Goodman expressed the opinion that Kevorkian was the wrong role model to cast 

for the lead in the movement for a more merciful death. Kevorkian forced the 

issue of assisted suicide and active euthanasia onto the public stage, but he also 

polarized that public audience. Goodman maintained: “Nor would I wish him at 

my deathbed offering these last words of comfort: ‘We’re going to inject in your 
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right arm. OK? Okey-doke.’”
57

 

 In the video, Kevorkian said that he explained to Thomas Youk that 

euthansia was preferable to physician-assisted suicide because it provided “better 

control,” meaning that the physician performing euthanasia had better control over 

the process of medical killing. It did not occur to him that it is desirable that the 

patient, not the doctor, should have “better control” until the very last moment, a 

strong claim for physician-assisted suicide denoting the difference from 

euthanasia. Euthanasia may be allowed only in exceptional cases (see Guideline 

11 below). 

 By videotaping himself giving a man a lethal injection, bringing the tape to 

the CBS News program “60 Minutes,” and daring prosecutors to charge him with 

murder, Kevorkian was trying to move the legal system further and faster than 

most Americans were ready to accept. The Michigan prosecutor could not remain 

indifferent to this blunt breach of the law. Kevorkian stood trial on charges of 

first-degree murder and delivering a controlled substance for injecting Youk with 

lethal drugs. This time, the jury could not ignore the explicit videotape and the 

language of the law. A “Not Guilty” verdict would have nullified the law on 

murder and left Kevorkian free to continue his death campaign with a quick-to-

inject syringe. Kevorkian was found guilty of second degree murder, and of 

delivering a controlled substance.
58

 He was given a jail sentence of 10 to 25 years 

on the 2
nd

 degree murder conviction, and 3 to 7 years on the “controlled 

substance” conviction. Judge Jessica Cooper emphasized in her verdict that the 

trial was not about the political or moral correctness of euthanasia. Instead, it was 

about lawlessness: “It was about disrespect for a society that exists because of the 

strength of the legal system. No one, sir, is above the law. No one.” Judge Cooper 
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told Kevorkian: “You had the audacity to go on national television, show the 

world what you did and dare the legal system to stop you. Well, sir, consider 

yourself stopped.”
59

  

 Interestingly, Kevorkian announced that he objected to showing the ‘Final 

Exit,’ a do-it-yourself suicide video, on television. In this 34-minute video, Derek 

Humphry lists various drugs that will hasten death, and demonstrates how to crush 

pills with a spoon and mix them into applesauce. Tea and toast beforehand help 

the body absorb the drugs, and a shot of vodka wash them down makes them 

deadlier. If drugs cannot be obtained through a prescription, Humphry 

demonstrates how to end a life using over-the-counter sleeping pills and a plastic 

bag over the head to end it all.
60

 Through his lawyer, Kevorkian said that he was 

appalled at the video and instead urged the ill to seek aid from a doctor. In his 

opinion, the video is risky because it might get into the hands of teenagers and 

others who are not as well intentioned as members of the Hemlock society.
61

 

Humphry responded by saying that the video opens by imploring people to see 

their doctors first.
62

 Recently it was reported that shortly after the televising of 

‘Final Exit’ in Hawaii (for some reason the video was shown twice within four 

days) two depressed people – a woman in her 40s and a man in his 60s – 

committed suicide in Honolulu using plastic bags. Both of them were not 

chronically ill.
63

 The airing of such a video raises a vexing question in the field of 

media ethics. The decision makers in the media should think about the 

consequences of airing such a video and not simply air anything that is likely to 

attract audience because of the sensational character of the video.
64

 

‘Final Exit’ as well as Kevorkian’s deeds put the issue of death with 

dignity on the public agenda and compel the American authorities to invest efforts 
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in finding a solution to the problem he poses. If adequate solutions will not be 

found then, one should not be surprised to find more Kevorkian-like doctors who 

will come to the help of patients. Indeed, the Reuters Agency in Pontiac, 

Michigan, reported that Dr. Georges Reding, who began an apprenticeship under 

Kevorkian in December 1997, helped a 35-year-old woman from San Francisco 

suffering from AIDS to die.
65

  Reding became an active participant in some other 

cases of assisted suicide until he was charged with first-degree murder in the 

August 1998 death of Donna Brennan, a 54-year-old multiple sclerosis patient 

who died of an overdose of the sedative pentobarbital. In January 2000 it was 

reported that Reding fled to Europe, and that the authorities do not know for sure 

where he is.
66

  

Kevorkian’s missionary vigor, like any unqualified vigor, betrays the best 

interests of patients and ill-serves the interests of society. The United States as 

well as other democracies should devise ways to stop Kevorkian like-minded 

doctors, to think creatively to answer the genuine wills of all patients in this 

modern, technologically advanced era of medicine, and to help doctors who feel 

that sometimes termination of life is necessary. Doctors need not disguise or hide 

what they are doing to help their patients in fear of criminal prosecution. It is time 

to face the existing reality in a sincere and direct way and find adequate answers to 

pressing moral dilemmas. Openess, clarity and sincerety serve the best interest of 

all parties concerns: patients, their beloved people, and the medical staff.
67

 

 

5. Conclusions 

The right to die with dignity includes the right to live with dignity until the last 

minute and the right to part from life in a dignified manner. There are competent, 
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adult patients who feel that the preferable way for them to part from life is through 

physician-assisted suicide. We must ponder the following considerations on their 

behalf: 

Guideline 1. The physician should not suggest assisted-suicide to the patient. 

Instead, it is the patient who should have the option to ask for such assistance. 

Initiation by the physician might undermine trust between the patient and his/her 

physician, conveying to the patient that the doctor gave up on him/her, and values 

his/her life only to the extent of offering assistance to die. Such an offer might 

undermine the will to live and to explore further avenues for livelihood. Many 

Dutch physicians do not see this issue a significant one. Some of them think it is 

important for them to raise the issue when it seems that the patient does not dare 

to raise the issue upon his or her own initiative. However, undoubtedly all people 

in the Netherlands are aware of the availability of active euthanasia and physician-

assisted suicide in their society. The reluctance the patients show with regard to 

this issue should be honored and respected. 

Guideline 2. The request for physician-assisted suicide of an adult,
68

 competent 

patient who suffers from an intractable, incurable and irreversible disease must be 

voluntary.
69

 The decision is that of the patient who asks to die without pressures, 

because life seems the worst alternative in the current situation. The patient should 

state her wish several times over a period of time.
70

 We must verify that the 

request for physician-assisted suicide does not stem from a momentary urge, an 

impulse, a product of passing depression. This emphasis of enduring request was 

one of the requirements of the abolished Northern Territory law in Australia,
71

 is 

one of the requirements of the Oregon Death with Dignity Act,
72

 and of the Dutch 

Guidelines.
73

 We must also verify that the request is not the result of external 
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influences. It should be ascertained with a signed document that the patient is 

ready to die now, rather than depending solely on directives from the past. Section 

2 of the Oregon Act requires that the written request for medication to end one’s 

life be signed and dated by the patient and witnessed by at least two individuals 

who, in the presence of the patient, attest to the best of their knowledge and belief 

the patient is capable, acting voluntarily, and is not being coerced to sign the 

request.
74

  

A person can express general attitudes regarding euthanasia, in an informal 

discussion made in a social setting. She might say that she would not want to live 

in if she had to rely on the mercy of others, depend on them, and if she were 

unable to function alone. Such hypothetical observations do not constitute reliable 

evidence of the patient’s current desires once an actual illness is in progress. This 

is especially true if the wish was stated when young and healthy. The younger 

people are, and the further they are from serious disease, the more inclined they 

are to claim that in a hypothetical hopeless state, painful and degrading, they 

would prefer to end their lives. On the other hand, there is a tendency to come to 

terms with suffering, to compromise with physical disabilities, to struggle to 

sustain living, and this tendency grows as the body weakens. Many people change 

their minds when they confront the unattractive alternatives. Many prefer to 

remain in what others term the ‘cruel’ world, and continue the Sisyphean struggle 

for their lives.  

Guideline 3. At times, the patients’ decision might be influenced by severe pain.
75

 

In this context, the role of palliative care can be crucial. Ganzini and colleagues 

report that as a result of palliative care some patients in Oregon changed their 

minds about assisted suicide.
76

 The World health organization defines palliative 
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care as the “active, total care of patients whose disease is not responsive to 

curative treatment,” maintaining that control of pain, of other symptoms, and of 

psychological, social, and spiritual problems, is paramount.
77

 The medical staff 

must examine whether by means of medication and palliative care it is possible to 

prevent or to ease the pain.
78

 The Oregon Death with Dignity Act requires that the 

attending physician shall inform the patient of the feasible alternatives including 

comfort care, hospice care and pain control.
79

 Bill proposals to legislate PAS in 

Illinois, Hawaii, Maine, Michigan, Vermont, Washington and Wisconsin 

explicitly required the attending physician to review with the patient options for 

palliative care including hospice and/or pain control options.
80

 If it is possible to 

prevent or to ease the patient’s pain, then we may not fulfil the patients’ wish, but 

instead prescribe the necessary treatment. This is provided that the educated 

patient (i.e., patient who was advised by the medical staff about the available 

palliative care options) does not refuse to receive the painkillers, and that when 

the pain goes so does the motive (or one of the main motives) that caused the 

patient to ask for assisted suicide. If the patient insists on denying all medication, 

doctors must try to find first the reasons for this insistence before they comply.  

At times, coping with pain and suffering can demand all the patient’s 

emotional strength, exhausting her ability to deal with other issues. In cases of 

competent patients, it must be determined that the decision is based on ability to 

make decisions. The assumption is that the patient understands the meaning of her 

decision. A psychiatrist assessment of the patient could confirm whether the 

patient is able to make such a meaningful decision concerning her life. A meeting 

with a psychiatrist should confirm that the decision is truly that of the patient, 

expressed consistently and of her own free will. The Northern Territory Rights of 
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Terminally Ill Act required that the patient meet with a qualified psychiatrist to 

confirm that he or she is not clinically depressed.
81

 It is worthwhile to hold several 

such conversations, separated by a few days. The patient’s beloved people and the 

attending physician should be included in at least one of the conversations.  

Guideline 4. The patient must be informed of her situation and the prognoses for 

both recovery and escalation of the disease and the suffering it may involve. There 

must be an exchange of information between the doctors and the patient.
82

 Bearing 

this in mind, we should be careful to use neutral terms and to refrain from terms 

that might offend patients and their beloved people (see Chapter 1).  

Guideline 5. It must be ensured that the patient’s decision is not a result of familial 

and environmental pressures. At times, the patient may feel that she constitutes a 

burden to her beloved people. It is the task of social workers to examine the 

motives of the patient and to see to what extent they are affected by various 

external pressures (as opposed to a true free will to die). A situation could exist in 

which the patient is under no such pressure but still does not wish to be a burden 

on others. Obviously, we cannot say that the feelings of a patient toward her 

beloved people are not relevant to the decision making.  

Guideline 6. Verification of diagnosis. To minimize misdiagnosis, and to allow 

the discovery of other medical options, the decision-making process should 

include a second opinion provided by a specialist who is not dependent on the first 

doctor, either professionally or otherwise.
83

 The patient’s attending physician, who 

supposedly knows the patient’s case better than any other expert, must be 

consulted. All reasonable alternative treatments must be explored. The Oregon 

Death with Dignity Act requires that a consulting physician shall examine the 

patient and his/her relevant medical records and confirm, in writing, the attending 
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physician’s diagnosis that “the patient is suffering from a terminal disease,” and 

verify that the patient is capable, is acting voluntarily and has made an informed 

decision.
84

 The Dutch Guidelines require that the physician consult a colleague.
85

 

The Northern Territory Rights of Terminally-Ill Act required that the patient be 

examined by a physician who specializes in treating terminal illness.
86

 

Guideline 7. To avoid the possibility of arranging deals between doctors (“you 

will consult for me regarding Mr. Jones, approving my decision, and I will consult 

for you regarding Ms. Smith, approving your decision”), it is advisable that the 

identity of the consultant will be determined by a small committee of medical 

specialists (like the “Support and Consultation of Euthanasia in Amsterdam” 

project
87

) that will review the requests for physician-assisted suicide.  

Guideline 8. Some time prior to the performance of physician-assisted suicide, a 

doctor and a psychiatrist are required to visit the patient, examine her, and verify 

that this is the genuine wish of a person of sound mind who is not being coerced 

or influenced by a third party. The conversation between the doctors and the 

patient should be held without the presence of her family in the room so as to 

prevent familial pressure. A date for the procedure is then agreed upon.
88

 The 

patient’s beloved people will be notified so they could be present right until the 

performance of the act, making the day an intimate, family occasion. 

Guideline 9. The patient could rescind at any time and in any manner. This was 

granted under the Australian Northern Territory Act,
89

 and is granted under the 

Oregon Death with Dignity Act.
90

 

Guideline 10. Physician-assisted suicide may be performed only by a doctor and in 

the presence of another doctor. The decision-making team should include at least 

two doctors and a lawyer, who will examine the legal aspects involved. Insisting 
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on this demand would serve as a safety valve against possible abuse. Perhaps a 

public representative should also be present during the entire procedure - the 

decision making process and the actual performance of the act. This extra caution 

should ensure that the right to die with dignity does not become a duty. The doctor 

performing the assisted suicide should be the one who knows the patient best, has 

been involved in her treatment, taken part in the consultations with her and with 

her beloved people, and has verified through the help of social workers, nurses 

and psychologists that PAS is the wish of the patient.  

Guideline 11. Physician-assisted suicide may be conducted in one of three ways, 

all of them discussed openly and decided by the physician and his/her patient: (1) 

Oral medication; (2) Self-administered, lethal intravenous infusion; (3) Self-

administered lethal injection. As said in Chapter 8, oral medication may be 

difficult or impossible for many patients to ingest because of nausea or other side 

effects of their illnesses. In the event that oral medication was provided and the 

dying process lingers on for long hours, the physician is allowed to administer a 

lethal injection by himself/herself.
91

 I am also willing to concede the need for 

euthanasia in the event that the patient who asked for euthanasia is totally 

paralyzed, from head to toes, unable to move any muscles that could facilitate 

assisted suicide. These are the only two exceptions for allowing euthanasia. 

Guideline 12. Doctors may not demand a special fee for the performance of 

assisted suicide. The motive for physician-assisted suicide is humane, so there 

must be no financial incentives and no special payment that might cause 

commercialisation and promotion of the death operation. 

Guideline 13. There must be extensive documentation in the patient’s medical file 

including the disease diagnosis and prognosis by the attending and the consulting 
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physicians; attempted treatments; the patient’s reasons for seeking physician-

assisted suicide; the patient’s request in writing or documented on a video 

recording; documentation of conversations with the patient; the physician’s offer 

to the patient to rescind his or her request; documentation of discussions with her 

beloved people, and a psychological report confirming the patient’s condition. 

This meticulous documentation is meant to prevent exploitation of any kind: 

personal, medical, or institutional.
92

 Each physician-assisted suicide report should 

be examined by a coroner.
93

  

Guideline 14. Pharmacists should also be required to report all prescriptions for 

lethal medication, thus providing a further check on physicians’ reporting. 

Guideline 15. A doctor must not be coerced into taking actions that contradict her 

conscience and her understanding of her role. This was provided under the 

Northern Territory Act.
94

 

Guideline 16. The local medical association should establish a committee whose 

role will be not only investigating the underlying facts that were reported, but to 

investigate whether there are ‘mercy’ cases which were not reported and/or which 

did not comply with the Guidelines. 

Guideline 17. Licensing sanctions will be taken to punish those healthcare 

professionals who violated the Guidelines, failed to consult and to file reports or 

who engaged in involuntary euthanasia without the patient’s awareness or consent, 

or euthanized patients lacking decision-making capacity. Physicians who failed to 

comply with the above Guidelines will be charged and procedures to sanction 

them will be opened by the Disciplinary Tribunal of the Medical Association. The 

maximum penalty for violation of Guidelines should be the revoking of the 

medical license. In the event that this penalty will prove insufficient in deterring 
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potential abusers, there will be room to consider further penalties: heavy fines and 

serving time in prison.
95

 

What is presented here is a circumscribed reasoning for physician-assisted 

suicide to help a designated group of patients who require help in departing from 

life and who deserve to get such help from the medical profession to meet their 

wish. The detailed procedure is required to prevent abuse. After all, it is human 

life on stake. At first I suggest to adopt this reasoning for a trial period of one year 

and examine whether the consequences justify implementation of the policy for a 

lengthy period of time. During this one-year trial period, feedbacks between 

physicians, ethicists and the public at large in reviewing the policy and practice of 

physician-assisted suicide should be welcomed and encouraged. If the proposal 

fails (for instance, physicians do not adequately report incidents of physician-

assisted suicide), all the data should be brought before a reviewing committee to 

closely study the policy and practice. Members of the committee will issue a 

report recommending whether they wish to continue the practice, to amend the 

Guidelines, or to abolish physician-assisted suicide. Preferably, the final decision 

should be made through participation of the people.  

With regard to more complicated situations which do not satisfy the 

criteria presented above (free, voluntary, persistent and enduring requests for 

assisted suicide made by a competent patient who suffers from an incurable and 

irreversible disease), I urge expanding the circle involved in the decision making 

process, disthe decision making process, dismmittees and in the courts. The issue 

is urgent and real and people from different walks of life and with different 

perspectives: medicine, law, philosophy, psychology, social work, religion - 
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should take part in the decision making process, enriching the discourse with their 

insights.  

Lastly, although the above Guidelines refer only to competent patients, I 

would like to note that in the case of minors, their parents serve as their guardians. 

The parents decide on behalf of their child after consulting the attending 

physicians. We must insist, as Justice Elon did in the Scheffer case, that the 

decision must be made by both parents (assuming that the minor has two parents), 

and not only by one of them.
96
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