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The American Public Health Association has long recognized  patients’ rights to self-

determination at the end of life. 1.   These rights include patients’ ability to express their wishes 

in an advance directive and appoint a surrogate to make care decisions when the patient is no 

longer able to do so, and to have these wishes honored by health care providers.  

 

The right to self-determination also requires that dying persons be afforded effective pain 

management and palliative care, including palliative sedation.  

 

The APHA also recognizes that for some terminally ill people, death can sometimes be 

preferable to any alternative, and that a fraction of dying persons confront a dying process so 

prolonged and marked by such extreme suffering that they determine hastening impending death 

is the best alternative. 1,2.  

 

The APHA notes that many Americans believe that the option of aid in dying (AID) should be 

open to those facing a terminal illness marked by extreme suffering. 3.  
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The Oregon Model 

Oregon has implemented a law permitting AID dying since 1997, the Oregon Death with Dignity 

Act. 4.  The Death with Dignity Act establishes procedures under which a competent, terminally 

ill adult in the care of an attending physician may obtain a prescription for medication to provide 

control over the time, place, and manner of his or her impending death. 5.  The attending 
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physician must determine, among other things, that the person is mentally competent, and an 

Oregon resident. 6.  To qualify as “terminally ill” the attending physician must find that the 

person has “an incurable and irreversible disease that has been medically confirmed and will, 

within reasonable medical judgment, produce death within six months.”7. The attending 

physician also must inform persons requesting such medication of their diagnosis and prognosis, 

the risks and probable results of taking the medication, and alternatives to hastening their deaths, 

including, but not limited to, hospice care and pain relief. 8.

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

  A consulting physician must 

confirm the attending physician’s prognosis. 9.  

 

Once a request from a qualifying person has been properly documented and witnessed, and all 

waiting periods have expired, the attending physician may prescribe, but not administer, 

medication to enable the person to hasten death in a humane and dignified manner. 10. The 

Death with Dignity Act immunizes physicians and pharmacists who act in compliance with its 

comprehensive procedures from civil or criminal sanctions, as well as any professional 

disciplinary actions.  

 

The Death with Dignity Act requires healthcare providers to file reports with the State 

documenting their actions. 11.   Oregon’s experience with AID has been documented, with 

annual data reported, and published by the State in aggregate form in Annual Reports. 12. 

Related reports and articles have also been published in medical journals. 13.  

 

The evidence demonstrates that patients are not put at risk when a carefully drafted AID law is in 

place. 14.    
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The evidence shows that the option of AID has not been unwillingly forced on the poor, 

uneducated, uninsured or otherwise disadvantaged. The Oregon law does not require specific 

data collection concerning whether persons choosing to use the Death with Dignity Act have 

disabilities which pre-existed their terminal illness; however there is no evidence that legalized 

AID has a disproportionate impact on person in vulnerable populations, including persons with 

disabilities. 15.  Some in the disability community remain concerned that AID poses a threat to 

persons with disabilities.  

The evidence shows that a higher level of education is strongly associated with the use of AID; 

those with a baccalaureate degree or higher were 7.9 times more likely than those without a high 

school diploma to choose AID. 16. The evidence shows that 100% of patients opting for AID 

during the Act’s first six years had either private health insurance or Medicare/Medicaid, and 

92% were enrolled in hospice care. 16.   

 

The evidence shows use of AID is rare.  During the first 10  years it has been a legal option, only 

341  Oregonians chose to utilize AID. 17.  While there has been a gradual increase in the rate of 

those opting for AID, the overall rate remains very low: the 38 terminally ill adults who chose 

this option in 2005 represented only 12 deaths for every 10,000 Oregonians who died that year. 

18.  A 2000 survey of Oregon physicians found that they granted 1 in 6 requests for AID, and 

that only 1 in 10 requests resulted in hastened death. 20.  

 

The Legislature of the State of Vermont commissioned a task force to review the Oregon 

experience and issued a report which concluded that “it is [quite] apparent from credible sources 
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in and out of Oregon that the Death with Dignity Act has not had an adverse impact on end-of-

life care and in all probability has enhanced the other options.” 21.

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

   Observers have reached 

similar conclusions:  “I was worried about people being pressured to do this.  But this data 

confirms that the policy in Oregon is working.  There is no evidence of abuse or coercion or 

misuse of the policy.” 22.   

 

The evidence shows the Death with Dignity Act has galvanized significant improvements in the 

care of the dying in Oregon.  Oregon doctors report that since passage, efforts have been made to 

improve their ability to provide adequate end-of-life care.  These efforts include improving their 

knowledge of the use of pain medications for the terminally ill, improving their ability to 

recognize depression and other psychiatric disorders, and referring their patients to hospice 

programs more frequently. 23.  A survey of Oregon physicians on their efforts to improve end of 

life care since 1994 found that 30% of respondents increased their number of referrals to hospice 

care and 76% made efforts to increase their knowledge of pain medication. 24. A survey of 

hospice nurses and social workers in Oregon reveals that they observed an increase in physician 

knowledge of palliative care and willingness to refer and care for hospice patients from 1998 to 

2003. 25.   

 

The evidence shows that having the option of AID provides important psychological benefits for 

the terminally ill because it gives the terminally ill autonomy, control and choice, which 

physicians in Oregon have identified as the overwhelming motivational factor behind the 

decision to request AID. 26.   
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The APHA recognizes that having a legal option for AID prevents real and significant harms 

inherent in the ongoing, covert, back alley practice.  Physicians throughout the country report 

that they regularly receive requests for assistance in dying.  The evidence shows that 

complications are more likely when AID occurs in a covert, unsanctioned and unregulated 

practice. 27.   For example, there is greater chance of an extended time until death after 

consuming lethal medications if the practice is unregulated or unsanctioned. 27.  In addition, the 

stress and anxiety for the patient and family is much higher when no physician can legally be 

involved to counsel the patient and family and provide a prescription. 27.  
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Need for Accurate Language and Complete Information 

 The APHA recognizes the importance of using accurate language to describe care options. The 

choice of a mentally competent, terminally ill patient to self-administer medications to bring 

about a peaceful death is accurately reflected in the term “aid in dying”. APHA does not support 

the use of inaccurate terms such as “suicide” or “assisted suicide” to refer to the choice of a 

mentally competent terminally ill patient to seek medications to bring about a peaceful and 

dignified death. 28. 

 

The Oregon Death with Dignity Act states: “Actions taken in accordance with ORS 127.800 to 

127.897 shall not, for any purpose, constitute suicide, assisted suicide, mercy killing or 

homicide, under the law." 29.  The Oregon Department of Human Services, which is vested with 

responsibility to report on the Dignity Act, rejects referring to this as "assisted suicide" or 

"physician assisted suicide”. 30.  
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Profound psychological differences distinguish suicide from actions under the Dignity Act. 31.    

The American Psychological Association has recognized:  “It is important to remember that the 

reasoning on which a terminally ill person (whose judgments are not impaired by mental 

disorders) bases a decision to end his or her life is fundamentally different from the reasoning a 

clinically depressed person uses to justify suicide." 32.  

 

Medical and legal experts have recognized that the term “suicide” or “assisted suicide” is 

inappropriate when discussing the choice of a mentally competent terminally ill patient to seek 

medications that he or she could consume to bring about a peaceful and dignified death. 33, 34.   
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Need for Provision of Full Range of Information 

Empirical and anecdotal evidence reflect that health care providers do not inform terminally ill 

patients of all options legal in the state in which the patient is receiving care. 35.  As a result, 

patients are not able to make fully informed decisions about care at the end of life. APHA rejects 

providing only partial information on which to base health decisions. 36.   
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Recommendations 

Accordingly, the American Public Health Association: 

 

Supports allowing a mentally competent, terminally ill adult to obtain a prescription for 

medication which the person could self administer to control the time, place, and manner of his 

or her impending death, where safeguards equivalent to those in the Oregon Death with Dignity 

Act are in place. 37.  APHA refers to this practice as aid in dying. 
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APHA encourages that where such option is available to persons who have a disability which 

existed prior to the terminal illness, data be collected on the incidence with which aid in dying is 

used by persons with disabilities independent of their terminal illness.  

 

APHA supports measures to ensure that patients eligible to choose aid in dying receive 

information about, and are able to choose alternatives such as aggressive pain and symptom 

management, palliative care, hospice care, and care to maximize quality of life and 

independence. 

 

APHA supports provision of information about the full range of end of life care options to 

terminally ill patients permitted by law in the state in which the patient is receiving care, 

including e.g. voluntarily stopping eating and drinking, palliative sedation and aid in dying. 38.  
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excludes payment of benefits in cases of “suicide”.  
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32. Brief of Amicus Curiae Coalition of Mental Health Professionals, WL 1749170 at 17, 

Gonzales v. Oregon, 126 S. Ct. 904 (2006) (No. 04-623); see also, Rhea K. Farberman, Terminal 

Illness and Hastened Death Requests: The Important Role of the Mental Health Professional, 28 

PROF. PSYCHOL.: RESEARCH AND PRAC. 544 (1997); Smith and Pollack, A Psychiatric Defense of 

Aid in Dying, 34 COMMUNITY MENTAL HEALTH J.  547 (1998).          

33.  American Medical Women’s Association, Policy on Aid in Dying,  http://www.amwa-

doc.org/index.cfm?objectid=848965C9-D567-0B25-5B22BDF83C2B1744; American Medical 

Students Association Policy on Aid in Dying , adopted March 2008,  available at  

http://www.amsa.org/about/ppp/pas.cfm(rejecting the term “physician assisted suicide” 23 
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and adopting the term “aid in dying”);American Academy of Hospice and Palliative Medicine 

Policy on Physician Assisted Death, adopted February 2007, available at 
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http://www.aahpm.org/positions/suicide.html(rejecting the term Physician Assisted Suicide as 

“emotionally charged” and inaccurate);   J. Straton, Physician Assistance with Dying : Reframing 

the Debate, 15 TEMP POL. & CIV RTS. L. REV. 45(2006) ("The process of permitting people to 

actively end their life before their life-ending disease completely runs its course" outght to be 

referred to as "physician assistance with dying"; rejecting use of  the term 'physician assisted 

suicide'. ); Charles McKhann, A Time to Die, the Place for Physician Assistance, Yale University 

Press(1999). 

34.   J. Dallner and S. Manning, Death with Dignity in Montana, 65 MONT. L. REV. 309, 314-15 

(2004)(“The word ‘suicide’ is well suited to the description of a distraught individual with his 

whole life ahead of him, who in a moment of despair, commits a completely senseless and utterly 

tragic act.  In contrast, “suicide” is not well suited to describe an elderly cancer patient who in 

the final days of a horrible and agonizing struggle simply wishes to avoid more needless 

suffering and indignity.  The first individual’s act destroys what could be a long and productive 

life.  The elderly cancer patient does not extinguish the hope of a bright future, but rather avoids 

the last painful and undignified moments of a life already fully lived…Use of the word 

“suicide…arouses the images of tragic loss of life in a situation where the tragedy may be the 

continuation of life.”) 

35. See, e.g., Farr A. Curlin, Ryan E. Lawrence, Marshall H. Chin, & John D. Lantos, Religion, 

Conscience, and Controversial Clinical Practices, 356 NEW ENG.  J. MED. 593 (2007)( study 

revealing that physicians refuse to provide care and/or referrals on "conscience" grounds, 

including palliative sedation) available at http://content.nejm.org/cgi/content/full/356/6/593; 23 
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Christine K. Cassel, John M. Ludden & Grace M. Moon, Perceptions of Barriers to High-

Quality Palliative Care in Hospitals; Lack of Financial Reimbursement has Created an 

Environment in Which End-of-Life Care is Not a Top Priority for U.S. Hospitals, HEALTH AFF. 

(2000) (arguing that financial concerns in the medical field make palliative care a low priority).   
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36. See, e.g., Abstinence and U.S. Abstinence-Only Education Policies: Ethical and Human 

Rights Concerns,  APHA Policy No: 200610. 

37. A “terminal condition” is defined in state statutes. Some states specify a life expectancy of a 

year or 6 months, other states refer to expectation of death within a ‘reasonable period of time’. 

Compare OR. REV. STAT. § 127.800 (2003) (defining terminal disease as “an incurable and 

irreversible disease that has been medically confirmed and will, within reasonable medical 

judgment, produce death within six months.”) with WASH. REV. CODE § 70.122.020 (2007) 

(defining terminal condition as “an incurable and irreversible condition caused by injury, disease, 

or illness, that, within reasonable medical judgment, will cause death within a reasonable period 

of time in accordance with accepted medical standards, and where the application of life-

sustaining treatment serves only to prolong the process of dying”).  Federal law makes hospice 

eligibility contingent on a diagnosis of terminal illness, defined as 6 months life expectancy.  42 

U.S.C. § 1395x(dd)(3)(A) (an individual is terminally ill when “the individual has a medical 

prognosis that the individual’s life expectancy is 6 months or less”).   

38. Palliative sedation is the use of medication to induce sedation to relieve a dying patient’s 

severe distress that cannot be controlled despite other aggressive measures.   Z. Schuman et al, 

Implementing Institutional Change: An Institutional Case Study of Palliative Sedation, 8 J. 

PALLIATIVE MED. 666 (2005); B. Lo, Palliative Sedation in Dying Patients, 294 JAMA 1810 

(2005). 
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AMENDMENT 
 
The proposed amendment would revise the first recommendation as follows: 
 
 
Supports allowing a mentally competent, terminally ill adult who does not have a disability 

which pre-existed the terminal illness to obtain a prescription for medication which the person 

could self administer to control the time, place, and manner of his or her impending death where 

safeguards equivalent to those in the Oregon Death with Dignity Act are in place.   
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