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SCHOOL: University of Michigan Medical School, University Washington School of Medicine
SUBJECT: Principles Regarding Physician-Assisted Suicide
TYPE: Resolution of Principles

WHEREAS there is increasing use of neutral teries Iphysician-assisted dying”, “physician-assistieath”, or
“physician aid in dying” to avoid the more emotitipacharged “physician-assisted suicite"" ;

WHEREAS a nationwide poll has shown a majority ofigicans to favor laws allowing physician aid inndy;

WHEREAS the well-respected organization AMWA haeméd an official position that “supports the pgssaf aid in
dying laws, which empower mentally competent, texatfy ill patients and protect participating phyaits, such as that
passed in Oregon, the Oregon Death with Dignity’ Act

WHEREAS there is a precedent to this resolutiothét AMSA filed a 1996 amicus brief stating that Gertain limited
and carefully-regulated circumstances, physiciasisted suicide should be a lawful option availableompetent,
terminally ill patients,” in other words, that “miatly competent terminally ill patients should hdiie option of a safe,
legal and state-regulated means of hastening détttthe assistance of a physicidh”

WHEREAS the Oregon Death with Dignity Attwas passed in 1997 with many of the guidelinep@sed in AMSA'’s
current Principles Regarding Physician-Assistedifiai eg, two physicians must verify the patiedesisional capacity
and the terminal status of the iliness; request iewverified by two witnesses; process must beotighly documented;
the offer of comfort care, hospice care, and paintrol must be made; and there must be a 15-dayngaderiod after first
oral request and 48-hour waiting period after writtequest before writing of a prescription

WHEREAS the practice of physician aid in dying alig exists in unregulated fofpsometimes without adherence to
criteria in the Oregon law and the present AMSAqosuch as verification of the patient’s decisiocepacity or
consultation of a second physicfan

WHEREAS a small minority of the Oregon patients whquest a prescription for lethal oral medicatotually receive
and use it, demonstrating the effect of the screppiocess;

WHEREAS the Oregon data shows a large majoritho$¢ who used physician aid in dying were alsolkaan hospice
care at the tinf¥; and most hospice nurses and social workers leetleat such patients should remain in hosflice
demonstrating that some patients seek physiciamalging despite intensive symptom managementhatithe two are
not mutually exclusive;

WHEREAS after the passage of the Oregon Death Riighity Act, there has been an associated improweinequality
of palliative care, as evidenced by some Oregorsiplans’ increased hospice referrals and improveshkedge of pain
control”, as well as other Oregon physicians’ increasedid®mce in interacting with terminal patiefits

WHEREAS the Oregon data showed “no evidence offttieiged risk for the elderly, women, the uninsuredpeople with
low educational status, the poor, the physicalsatied or chronically ill, minors, people with phiatric illnesses
including depression, or racial or ethnic minosti¥';

THEREFORE BE IT RESOLVED THAT the Principles Regar ding Physician-Assisted Suicide, Number 1 (pg 150
151) be AMENDED to read:



Principles Regarding Physician-Assisted-Suidde in Dying

The American Medical Student Association:

PPORTS passage of aid in dying lawsthat

empower mentally competent ter mmally ill pat|entsto hasten what might otherwise be a protracted,

undignified, or extremely painful death. Aid in Dying SUPPORTSthis-practice-only sisould be a last resort
option in patient care if the following criteriagamet.It should not, for any purpose, constitute suicide, assisted

suicide, mercy killing or homicide. The criteria include, but may not be limited (b998)

a.

There must be a request from the patient thatlisw@ry and free of coercion of any type, includfirgancial.
If the patient is an inpatient or a nursing hongdent, the voluntary nature of the request mustdriied by
a patient advocate, i.e., ombudsperson. (1998)
The explicit nature of the patient's request mestibcumented and persist throughout a specifietingai
period. (1998)
The patient must be determined-cempetertitave capacity, based on current standards-ef-competency
capacity. (1998)
The patient must be terminally ill, as defined lbyrent standards. (1998)
The patient must have unbearable physical, mentdbaemotional suffering, as defined by the patien
whereby the patient feels that his/her qualityifefis such that life is no longer worth living.998)
Physician-aid-in-dying must be considered only &saresort, after the following issues have been
thoroughly explored-and-exhausted-orrejettgdhe patient:

All appropriate standard and experimental allogasimd osteopathic therapies.
2 All relevant culturally sensitive alternative thpies.
3. All palliative care options, such as hospice.
4. Comprehensive pain management.
5. Comprehensive psychiatric, psychosocial and spirgupport.
Assistance in death must be carried out only biesigian, through the prescription of a lethal doke
medication, as determined jointly by the patierdt physician.
No health care provider who is morally or otherwogposed to the participation in physician-aid-yind
will be obliged to assist.
The physician to whom the request is made shoufdrdiar not only with the patient’'s medical cotidn,
but also the patient’s experience of his/her iknasd present state of mind. The patient and piaysioust
enjoy a lasting, mutually trusting and open reladiuip, including but not restricted to ongoing dission
about issues of death and dying.
A thorough psychiatric consultation must be incllide evaluating the patient’s request. This mustuide,
but not be restricted to, ruling out treatable etffee conditions, such as clinical depression.
Hospital ethics committees and ethicists may bewibed to address specific ethical concerns arasart
conflict resolution.
An independent physician must be consulted to vetie entire case to determine that the aboverieritave
been met and that the request is a reasonablenoptio
All cases of physician-aid-in-dying must be docutedron an aid-in-dying report form. This form shbul
include, but not be restricted to, information péring to the nature of the request, patient deaqagcs, the
patient’'s medical and psychosocial history, andosurding circumstances, and documentation of haw th
criteria have been met.
A system of safeguard review must be establishédtht institutional and state levels. Data on peastand
patient characteristics must be made availableeagublic, while maintaining individual patient yacy.
(1993)

FURTHER BE IT RESOLVED THAT the Principles Regarding Physician-Assisted Suicide (pg 150-151) be

AMENDED BY ADDITION toread:

7. SUPPORT S open and complete communication, free from coer cion, between physician and patient regarding all
possible end-of-life care options for the terminally ill patient
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