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Under the banners of compassion and autonomy, some are calling for legal recognition of a "right to
suicide" and societal acceptance of "physician-assisted suicide."  Suicide proponents evoke the image of
someone facing unendurable suffering who calmly and rationally decides death is better than life in such
a state.  They argue that society should respect and defer to the freedom of choice such people exercise
in asking to be killed.

But what would be the consequences of accepting this perspective?  Let us examine the facts.

Accepting a "right to suicide"
w o u l d  c r e a t e  a  l eg a l
presumpt ion  of  sani ty ,
preventing appropriate mental
health treatment.

If suicide and physician-
assisted suicide become legal
rights, the presumption that
people attempting suicide are
deranged and in need of
psychological help, borne out by
many studies and years of
experience, would be reversed. 
Those seeking suicide would be
legally entitled to be left alone  to1

do something irremediable, based
on a distorted assessment of their
circumstances, without genuine
help.

An attempt at suicide, some
psychologists say, is often a
challenge to see if anyone out
there really cares.   Indeed,2

seeking physician assistance in a
suicide, rather than just acting to
kill oneself, may well be a
m a n i f e s t a t i o n ,  h o w e v e r
subconscious, of precisely that
challenge.  If society creates a
"right to suicide" and legalizes
"physician-assisted suicide," the
message perceived by a suicide

attempter is not likely to be, "We
respect your wishes," but rather,
"we don't care if you live or die."

Almost all who commit suicide
have mental health problems.

Few people, if any, simply sit
down and make a cool, rational
decision to commit suicide.  In
fact, studies have indicated that
93-94% of those committing
suicide suffer from some
identifiable mental disorder.  3

In one such study, conducted by
Dr. Eli Robbins of suicides
occurring in St. Louis, Missouri,
47% of those committing suicide
were diagnosed as suffering from
either schizophrenic panic
disorders or from affective
disorders such as depressive
disorders, dysthymic disorders,
or bipolar disorder.  An
additional 25% suffered from
alcoholism while another 15%
had some recognizable but
undiagnosed psychiatric disorder. 
4% were found to have organic
brain syndrome, 2% were
schizophrenic, and 1% were drug
addicts.   The total of those with4

diagnosable mental disorders was

94%.  An independent British
study came up with a remarkably
similar total figure, finding that
93% of those who commit
suicide suffer from a diagnosable
mental disorder.5

Persons with mental disorders
make distorted judgments.

Suicide is often a desperate
step taken by individuals who
consider their problems so
intractable as to make their
situations hopeless.  But experts
in psychology recognize the
evaluations these individuals
make of their personal situations
are flawed.

The suicidal person suffering
from depression typically
undergoes severe emotional and
physical strain.   This physical6

and emotional exhaustion
impairs basic cognition,  creates7

unwarranted self-blame, and
generally lowers overall self
esteem,  all of which easily lead8

to distorted judgements.   These9

effects also contribute to the
sense of hopelessness that is the
primary trigger of most suicidal
behavior.10



Studies have shown that
during the period of their
obsession with the idea of killing
themselves, suicidal individuals
tend to think in a very rigid,
dichotomous way, seeing
everything in "all or nothing"
terms; they are unable to see any
range of genuine alternatives.  11

Many seem to be locked into
automat ic  thoughts  and
responses, rather than accurately
to understand and respond to
their environment.   Suicide12

attempters also tend to maximize
their problems, minimize their
achievements, and generally to
ignore the larger context of their
situations.   They sometimes13

have inordinately unrealistic
expectations of themselves.  14

During the period of their
disorders, these individuals
usually see life as much more
traumatic than it actually is and
view temporary minor setbacks
as major permanent ones.15

Most of those attempting suicide
are ambivalent; often, the
attempt is a cry for help.

Studies and descriptions of
suicide attempters who were
prevented from committing
suicide by outside intervention
(or in some cases, because the
means used in the attempt did not
t a k e  c o m p l e t e  e f f e c t )
demonstrate that most suicidal
individuals have neither an
unequivocal nor an irreversible
determination to die.  For
example, one study conducted by

two psychiatrists in Seattle,
Washington found 75% of the 96
suicide attempters they studied
were actually quite ambivalent
about their intentions to die.   It16

is not actually a desire to die, but
rather the desire to accomplish
something by the attempt that
drives the attempter to consider
such a drastic option.  Suicide is
the means, not the end.

Often, suicide attempters are
apparently seeking to establish
some means of communication
with significant persons in their
lives  or to test those persons'17

care  and  a f fec t ion .  1 8

Psychologists have concluded
that other motives for attempting
suicide include retaliatory
abandonment (responding to a
perceived abandonment by others
with a revengeful "abandonment"
of them through death),19

aggression turned inward,  a20

search for control,  manipulative21

guilt,  punishment,  escapism,22 23 24

frustration,  or an attempt to25

influence someone else.  26

Communication of these feelings
-- rather than death -- is the true
aim of the suicide attempter. This
explains why, paradoxically but
truthfully, many say after an
obvious suicide attempt that they
really didn't want to kill
themselves.27

Psychiatrists have long
advanced the opinion that
underlying a suicidal person's
ostensible wish to die is actually
a wish to be rescued,  so that a28

suicide attempt may quite
accurately be described, not as a

wish to "leave it all behind," but
as a "cry for help."   To allow or29

assist in a suicide, therefore, is
not truly fully respecting a
person's "autonomy" or honoring
an individual's real wishes.30

The disorders leading many to
attempt suicide are treatable.

Depression can be treated. 
Alcoholism can be overcome. 
The difficult situations and
circumstances of life which, at
the moment, seem permanent and
pervasive, often dissolve or
resolve in time.  The emotional
and cognitive patterns of thought
and emotion which cloud the
suicide attempter's judgement
and lead to feelings of utter
despair and hopelessness, with
proper psychiatric care, can be
rechanneled in more rational,
positive ways.31

Crucial to such turnarounds is
intervening to stop the suicide
attempt and getting the attempter
professional psychological
assistance.  Encouraging or
validating the disturbed
indiv idual ' s  feel ings  or
misperceptions in fact makes it
less likely the individual will get
the help he or she needs and
subconsciously probably wants.

Few of those rescued from
suicide attempts try again.

Proof that most individuals
a t t e m p t ing  s u i c i d e  a r e
ambiva l en t ,  t empora r i l y
depressed, and suffering from
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treatable disorders is the fact that
so few, once rescued and treated,
ever actually go on to commit
suicide.  In one American study,
less than 4% of 886 suicide
attempters actually went on to
kill themselves in the 5 years
following their initial attempt.  32

A Swedish study published in
1977 of individuals who
attempted suicide at some time
between 1933 and 1942 found
that only 10.9% of those
eventually killed themselves in
the subsequent 35 years.   This33

suggests that intervention to keep
an individual alive, is actually the
course most likely to honor that
individuals true wishes or to
respect the person's "autonomy." 
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Medical Ethics.
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