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The Challenge of New Legislation
on Physician-Assisted Death

By the end of 2016, more than 80 million people in the
United States and Canada will live in a jurisdiction allow-
ing physician-assisted death. As such, this practice can
no longer be considered a quirky experiment in a few
states. The North American experience with physician-
assisted death began in 1994, when voters in Oregon ap-
proved a ballot measure, the Death With Dignity Act,
allowing a physician to prescribe a lethal dose of a medi-
cation that a patient voluntarily self-administers. Or-
egon stood alone for 14 years until Washington (2008),
Vermont (2013), and now California (2015) approved
similar laws. As of January 2016, the effective date of the
California law, known as the End of Life Option Act, is un-
certain. These laws are in general very similar, with safe-
guards that include requirements for a waiting period and
that eligible patients be mentally competent, not men-
tally ill, and have a life expectancy of less than 6 months.
In 2009, the Montana Supreme Court removed prohi-
bitions against physician-assisted death for competent
patients. There are no reporting requirements in Mon-
tana, so little is known about the actual practice of phy-
sician-assisted death in that state. In 2015, the Cana-
dian Supreme Court unanimously reversed a federal law
that prohibited physician-assisted death and gave the
government until June 2016 to establish mechanisms for
access to such assistance.1,2

In Europe, laws and practice about physician-
assisted death differ considerably from those in the
United States. In the Netherlands, Belgium, and Luxem-
bourg, the most common practice is euthanasia for com-
petent patients who request it; the legal requirements
focus on a physician’s assessment of a patient’s unbear-
able suffering without prospect of improvement. The
Netherlands and Belgium, which legalized physician-
assisted death in 2001 and 2002, respectively, have ex-
panded access for adolescents, persons who have not
made explicit requests, and patients with mental but not
necessarily physical illness.2

In Switzerland, assisted suicide has been legal since
1942 and is available for noncitizens. Swiss law specifies
that assisting suicide is punishable only if done for “selfish
reasons.” At the request of a right-to-die organization, phy-
siciansprescribelethalmedications;aphysician-patientre-
lationship is not required. Patients must be competent and
have an incurable though not necessarily terminal illness.
The lethal medication can be administered intravenously,
but the administration must be under the patient’s control.
One right-to-die organization, Dignitas, offers assisted sui-
cide almost exclusively to nonresidents; between 2008
and2012,thegrouphelped611noncitizens,predominantly
from the United Kingdom and Germany, to die.2,3

In the United States, despite predictions about a
“slippery slope,” the state laws allowing physician-

assisted death are rarely used. Data from Oregon show
a modest increase in physician-assisted death, from 0.6
in 1000 deaths in 1998 to 3 in 1000 deaths in 2014.1 Con-
cerns that legalization of physician-assisted death would
undermine efforts to develop and improve palliative care
programs and target vulnerable groups, such as the el-
derly population, the uninsured, and the poor, have not
been realized. In fact, in Oregon and Washington the
availability of hospice and palliative care has expanded
substantially, though the increased availability cannot
necessarily be attributed to legalization of physician-
assisted death. Compared with people with other causes
of death, Oregon residents who have died after taking
a prescription for a lethal medication have more years
of education and are more likely to be white.1 It is un-
clear if these traditional measures of privilege confer
greater interest in physician-assisted death or more suc-
cess in obtaining a prescription for a lethal medication.
The most worrisome finding is from a 2008 study4 that
showed that patients in Oregon with depression have
obtained prescriptions for lethal medications; it is not
known whether treatment for depression would have
changed their outcomes.

In contrast with the United States, the number of
physician-assisted deaths is increasing rapidly in the
European nations where the practice is legal. A survey
conducted in Flanders, the part of Belgium where
Dutch is spoken, reported 46 cases of euthanasia per
1000 deaths in 2013.5 This compares with 2 physician-
assisted deaths per 1000 deaths in Washington and
Oregon the same year.1,2

In this issue of JAMA Internal Medicine, Bossard and
colleagues6 report a survey of assisted suicide in Swit-
zerland that found an incidence of 11 per 1000 deaths
in 2013, compared with 3 in 1000 deaths in 2001. Al-
though part of the increase in assisted suicide in Swit-
zerland is likely due to “suicide tourism,” the survey also
shows a very small, yet measurable, practice of illegal eu-
thanasia and of ending life without the patient’s ex-
plicit request. Continuous deep sedation increased from
4.7% of all deaths in 2001 to 17.5% in 2013. Data from
Europe should be compared with data from the United
States with caution. In Oregon and Washington, every
case of legal physician-assisted death must be re-
ported to the state or the physician is not eligible for the
legal protections that the laws provide. Neither state,
however, has recent, high-quality data on the preva-
lence of continuous deep sedation or euthanasia.

The divergence in the rate and growth of physician-
assisted death between the United States and Europe
defies easy explanation. On the surface, the differ-
ences in the process of care are striking: whereas a study7

from 2000 reported that 18% of Oregonians who made

VIEWPOINT

Linda Ganzini, MD,
MPH
Department of
Psychiatry, Oregon
Health & Science
University & VA
Portland Health Care
System, Portland.

Anthony L. Back, MD
Department of
Medicine, University of
Washington, Seattle.

Related article

Corresponding
Author: Linda Ganzini,
MD, MPH, VA Portland
Health Care System,
R&D-66, PO Box 1034,
Portland, OR 97207
(linda.ganzini@va.gov).

Opinion

jamainternalmedicine.com (Reprinted) JAMA Internal Medicine Published online February 29, 2016 E1

Copyright 2016 American Medical Association. All rights reserved.

Downloaded From: http://archinte.jamanetwork.com/ by Anthony Caprio on 03/13/2016

http://jama.jamanetwork.com/article.aspx?doi=10.1001/jamainternmed.2015.7676&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2016.0047
mailto:linda.ganzini@va.gov
http://www.jamainternalmedicine.com/?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2016.0047


Copyright 2016 American Medical Association. All rights reserved.

an explicit request for physician-assisted death received a prescrip-
tion for a lethal medication, 77% of requests for euthanasia were
granted in Belgium, according to a recent survey.8 Palliative care cli-
nicians have expertise well suited to helping patients find alterna-
tives to physician-assisted death, but disparities in access to pallia-
tive care services do not account for the differences in rates. Palliative
care services preceded euthanasia in 74% of cases of physician-
assisted death in Belgium; in Oregon, 90% of people who received
physician-assisted death were enrolled in hospice.1,5 It is unclear
whether these distinctions reflect variation in laws, medical judg-
ments, cultural expectations, or institutional barriers. Nonethe-
less, the limited understanding of the differences underscores the
importance of a process for ongoing monitoring. Continued moni-
toring should include public reporting of the incidence of physician-
assisted death, and demographics, disease characteristics, and the
access to palliative care of those who pursue it. Such robust moni-
toring should enable clinicians, citizens, and policymakers to under-
stand if the legal status of physician-assisted death in an increasing
number of jurisdictions reasonably serves the small proportion of
patients who wish to pursue it.

Recent developments in California and Canada present new chal-
lenges: How can access to physician-assisted death expand in a clini-
cally responsible way to 38 million people in California and 35 million
peopleinCanada?Todate,muchoftheclinicalworkintheUnitedStates
has been done by a small number of physicians, other clinicians, and
volunteers in the relatively small states where the practice has been
legal. InOregonandWashington,nonprofitadvocacyorganizationspro-
vide counselors to enable patients to navigate the process. This is im-
portant because some medical systems and hospices with religious af-

filiations prohibit their staff from participating and even ask patients
not to discuss their interest in physician-assisted death with their
employees.1 The counseling system, however, relies on volunteers.
Somelargemedicalsystemshavedevisedpoliciesandprogramsofcare
to help, such as assigning an advocate to educate and assist the patient,
family, and clinicians; locating physicians who are willing to participate,
screening for mental disorders; and ensuring compliance with the law.9

Patients considering physician-assisted death should have ready
access to palliative care services and hospice, but the current short-
age of palliative care physicians and nurses may limit the involve-
ment of expert clinicians.10 Moreover, physicians who receive re-
quests for physician-assisted death should have sophisticated
communication skills. Beneath the surface of a request may be hid-
den issues, such as fears of pain and dependency; such issues should
be addressed regardless of whether a prescription is eventually writ-
ten. Very few physicians in the United States and Canada have had
the needed communication skills training.

In short, the time has come for an international call to action
about physician-assisted death. Professional societies, academic
medical centers, medical groups, and health care systems should en-
sure high-quality care by (1) expanding access to palliative care, es-
pecially earlier in the trajectory of illness before interest in physician-
assisted death is expressed; (2) providing high-quality training to
physicians and other clinicians in the communication skills needed
to sort out a patient’s fears, wishes, and values; and (3) advocating
for continued and comprehensive public reporting systems about
physician-assisted death. Physician-assisted death should remain an
end-of-life practice of last resort for those who have made an in-
formed choice and meet the legal criteria.
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