
WHEREAS there is increasing use of neutral terms like “physician-assisted dying”, “physician-assisted death”, or 1 
“physician aid in dying” to avoid the more emotionally-charged “physician-assisted suicide”i,ii,iii,iv ; 2 
 3 
WHEREAS a nationwide poll has shown a majority of Americans to favor laws allowing physician aid in dyingv; 4 
 5 
WHEREAS the well-respected organization AMWA has adopted an official position that “supports the passage of aid in 6 
dying laws, which empower mentally competent, terminally ill patients and protect participating physicians, such as that 7 
passed in Oregon, the Oregon Death with Dignity Act” vi; 8 
 9 
WHEREAS there is a precedent to this resolution in that AMSA filed a 1996 amicus brief stating that “in certain limited 10 
and carefully-regulated circumstances, physician-assisted suicide should be a lawful option available to competent, 11 
terminally ill patients,” in other words, that “mentally competent terminally ill patients should have the option of a safe, 12 
legal and state-regulated means of hastening death with the assistance of a physician”vii; 13 
 14 
WHEREAS the Oregon Death with Dignity Actviii  was passed in 1997 with many of the guidelines proposed in AMSA’s 15 
current Principles Regarding Physician-Assisted Suicide, eg, two physicians must verify the patient’s decisional capacity 16 
and the terminal status of the illness; request must be verified by two witnesses; process must be thoroughly documented; 17 
the offer of comfort care, hospice care, and pain control must be made; and there must be a 15-day waiting period after first 18 
oral request and 48-hour waiting period after written request before writing of a prescriptionix; 19 
 20 
WHEREAS the practice of physician aid in dying already exists in unregulated formx, sometimes without adherence to 21 
criteria in the Oregon law and the present AMSA policy such as verification of the patient’s decisional capacity or 22 
consultation of a second physicianxi; 23 
 24 
WHEREAS a small minority of the Oregon patients who request a prescription for lethal oral medication actually receive 25 
and use it, demonstrating the effect of the screening processxii; 26 
 27 
WHEREAS the Oregon data shows a large majority of those who used physician aid in dying were also enrolled in hospice 28 
care at the timexiii ; and most hospice nurses and social workers believe that such patients should remain in hospicexiv; 29 
demonstrating that some patients seek physician aid in dying despite intensive symptom management and that the two are 30 
not mutually exclusive; 31 
 32 
WHEREAS after the passage of the Oregon Death with Dignity Act, there has been an associated improvement in quality 33 
of palliative care, as evidenced by some Oregon physicians’ increased hospice referrals and improved knowledge of pain 34 
controlxv, as well as other Oregon physicians’ increased confidence in interacting with terminal patientsxvi; 35 
 36 
WHEREAS the Oregon data showed “no evidence of heightened risk for the elderly, women, the uninsured, … people with 37 
low educational status, the poor, the physically disabled or chronically ill, minors, people with psychiatric illnesses 38 
including depression, or racial or ethnic minorities”xvii; 39 
 40 
THEREFORE BE IT RESOLVED THAT the Principles Regarding Physician-Assisted Suicide, Number 1 (pg 150-41 
151) be AMENDED to read: 42 
 43 
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Principles Regarding Physician Assisted Suicide Aid in Dying 44 
 45 
The American Medical Student Association:  46 
 47 
1. Should the practice of physician assisted suicide become legalized, SUPPORTS passage of aid in dying laws that 48 

empower mentally competent, terminally ill patients to hasten what might otherwise be a protracted, 49 
undignified, or extremely painful death.  Aid in Dying SUPPORTS this practice only as should be a last resort 50 
option in patient care if the following criteria are met. It should not, for any purpose, constitute suicide, assisted 51 
suicide, mercy killing or homicide.  The criteria include, but may not be limited to: (1998) 52 

a. There must be a request from the patient that is voluntary and free of coercion of any type, including financial. 53 
If the patient is an inpatient or a nursing home resident, the voluntary nature of the request must be verified by 54 
a patient advocate, i.e., ombudsperson. (1998) 55 

b. The explicit nature of the patient's request must be documented and persist throughout a specified waiting 56 
period. (1998) 57 

c. The patient must be determined competent to have capacity, based on current standards of competency 58 
capacity. (1998) 59 

d. The patient must be terminally ill, as defined by current standards. (1998) 60 
e. The patient must have unbearable physical, mental and/or emotional suffering, as defined by the patient, 61 

whereby the patient feels that his/her quality of life is such that life is no longer worth living. (1998) 62 
f. Physician-aid-in-dying must be considered only as a last resort, after the following issues have been 63 

thoroughly explored and exhausted or rejected by the patient: 64 
1. All appropriate standard and experimental allopathic and osteopathic therapies. 65 
2. All relevant culturally sensitive alternative therapies. 66 
3. All palliative care options, such as hospice. 67 
4. Comprehensive pain management. 68 
5. Comprehensive psychiatric, psychosocial and spiritual support. 69 

g. Assistance in death must be carried out only by a physician, through the prescription of a lethal dose of 70 
medication, as determined jointly by the patient and physician. 71 

h. No health care provider who is morally or otherwise opposed to the participation in physician-aid-in-dying 72 
will be obliged to assist. 73 

i. The physician to whom the request is made should be familiar not only with the patient’s medical condition, 74 
but also the patient’s experience of his/her illness and present state of mind. The patient and physician must 75 
enjoy a lasting, mutually trusting and open relationship, including but not restricted to ongoing discussion 76 
about issues of death and dying. 77 

j. A thorough psychiatric consultation must be included in evaluating the patient’s request. This must include, 78 
but not be restricted to, ruling out treatable affective conditions, such as clinical depression. 79 

k. Hospital ethics committees and ethicists may be consulted to address specific ethical concerns and areas of 80 
conflict resolution. 81 

l. An independent physician must be consulted to review the entire case to determine that the above criteria have 82 
been met and that the request is a reasonable option. 83 

m. All cases of physician-aid-in-dying must be documented on an aid-in-dying report form. This form should 84 
include, but not be restricted to, information pertaining to the nature of the request, patient demographics, the 85 
patient’s medical and psychosocial history, and surrounding circumstances, and documentation of how the 86 
criteria have been met. 87 

n. A system of safeguard review must be established at both institutional and state levels. Data on practices and 88 
patient characteristics must be made available to the public, while maintaining individual patient privacy. 89 
(1993) 90 

 91 
FURTHER BE IT RESOLVED THAT the Principles Regarding Physician-Assisted Suicide (pg 150-151) be 92 
AMENDED BY ADDITION to read: 93 
 94 
7. SUPPORTS open and complete communication, free from coercion, between physician and patient regarding all 95 
possible end-of-life care options for the terminally ill patient 96 
 97 
FISCAL NOTE: None 98 
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