
What's Wrong
with Making
Assisted
Suicide Legal?

Still, shouldn't

it be the

person's own

choice?

But shouldn't we

distinguish 

between those who

are emotionally

unbalanced and

those who are

making a rational,

competent decision?

What about those who

are  terminally ill?

Many argue that a decision to kill oneself is a private choice about which
society has no right to be concerned.  This position assumes that suicide
results from competent people making autonomous, rational decisions to
die, and then claims that society has no business "interfering" with a freely
chosen life or death decision that harms no one other than the suicidal
individual.  But according to experts who have studied suicide, the basic
assumption is wrong.

A careful 1974 British study, which involved extensive interviews and
examination of medical records, found that 93% of those studied who
committed suicide were mentally ill at the time.   A similar St. Louis study,1

published in 1984, a mental disorder in 94% of those who committed
suicide.   There is a great body of psychological evidence that those who attempt suicide are normally ambivalent,  that2 3

they usually attempt suicide for reasons other than a settled desire to die,  and that they are predominantly the victims of4

mental disorder.

Almost all of those who attempt suicide do so as a subconscious cry for help,  not after a5

carefully calculated judgment that death would be better than life.

A suicide attempt powerfully calls attention to one's plight.  The humane response is to
mobilize psychiatric and social service resources to address the problems that led the would-
be suicide to such an extremity.  Typically, this counseling and assistance is successful.  One
study of 886 people who were rescued from attempted suicides found that five years later
only 3.84% had gone on to kill themselves.   A study with a 35-year follow-up found only6

10.9% later killed themselves.   The prospects for a happy life are often greater for those who attempt suicide, but are7

stopped and helped, than for those with similar problems who never attempt suicide.  In the words of academic
psychiatrist Dr. Erwin Stengel, "The suicidal attempt is a highly effective though hazardous way of influencing others
and its effects are as a rule...lasting."8

In short, suicidal people should be helped with their problems, not helped to die.

Psychologist Joseph Richman, writing in the Journal of Suicide and Life-
Threatening Behavior, notes,

[A]s a clinical suicidologist, and therapist who has interviewed or treated
over 800 suicidal persons and their families... I have been impressed [that
those] who are suicidal are more like each other than different, including ...
those who choose "rational suicide"....   [A]ll suicides, including the
"rational," can be an avoidance of or substitute for dealing with basic life-
and-death issues. ... The suicidal person and significant others usually do not
know the reasons for the decision to commit suicide, but they give
themselves reasons.  That is why rational suicide is more often rationalized,
based upon reasons that are unknown, unconscious, and a part of social and
family system dynamics....  The proponents of rational suicide are often
guilty of tunnel vision, defined as the absence of perceived alternatives to

suicide.9

Contrary to the assumptions of many in the public, a scientific study of people
with terminal illness published in the American Journal of Psychiatry found
that fewer than one in four expressed a wish to die, and all of those who did
had clinically diagnosable depression.   As Richman points out, "[E]ffective10

psychotherapeutic treatment is possible with the terminally ill, and only
irrational prejudices prevent the greater resort to such measures."   And suicidologist Dr. David C. Clark observes that11

depressive episodes in the seriously ill "are not less responsive to medication" than depression in others.   Indeed, the12
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suicide rate in persons with terminal illness is only between 2% and 4%.   Compassionate counseling and assistance,13

such as that provided in many hospices, together with medical and psychological care, provide a positive alternative to
euthanasia among those who have terminal illness.  They are not getting adequate medical care and should be provided
up-to-date means of pain control, not killed.  Even Dr. Pieter Admiraal, a leader of the successful movement to legalize
direct killing in the Netherlands, has publicly observed that pain is never an adequate justification for euthanasia in light
of current medical techniques that can manage pain in virtually all circumstances.14

Why, then, are there so many personal stories of people in hospitals and nursing homes having to cope with unbearable
pain?  Tragically, pain control techniques that have been perfected at the frontiers of medicine have not become
universally known at the clinical level.  What we need is better training in those techniques for health care personnel --
not the legalization of physician-aided death.

What would it say about our attitude as a society were we to tell those who have neither
terminal illness nor a disability, "You say you want to be killed, but what you really need is
counseling and assistance," but, at the same time, we were to tell those with disabilities, "We
understand why you want to be killed, and we'll let a doctor kill you"?  It would certainly not
mean that we were respecting the "choice" of the person with the disability.  Instead, we would
be discriminatorily denying suicide counseling on the basis of disability.  We'd be saying to the
nondisabled person, "We care too much about you to let you throw your life away," but to the
person with the disability, "We agree that life with a disability is not worth living."

Most people with disabilities will tell you that it is not so much their physical or mental impairment itself that makes
their lives difficult as it is the conduct of the nondisabled majority toward them.  Denial of access, discrimination in
employment, and an attitude of aversion or pity instead of respect are what make life intolerable.  True respect for the
rights of people with disabilities would dictate action to remove those obstacles -- not "help" in committing suicide.

Absolutely not.  As attorney Walter Weber has written in the Journal of Suicide and Life-
Threatening Behavior,

Under the equal-protection clause of the Fourteenth Amendment to the U.S.
Constitution, legislative classifications that restrict constitutional rights are subject to
strict scrutiny and will be struck down unless narrowly tailored to further a compelling
governmental interest. ...  A right to choose death for oneself would also probably
extend to incompetent individuals. ...  [A] number of lower courts have held that an
incompetent patient does not lose his or her right to consent to termination of life-
supporting care by virtue of his or her incompetency....  [T]he ["substituted judgment"]
doctrine authorizes-- indeed, requires -- a substitute decision maker, whether the court
or a designated third party, to decide what the incompetent person would choose, if that
person were competent. ...  Therefore infants, those with mental illness, retarded
people, confused or senile elderly individuals, and other incompetent people would be
entitled to have someone else enforce their right to die.15

Thus, if direct killing is legalized on request of a competent person, under court precedents that
have already been set, someone who is not competent could be killed at the direction of that

person's guardian even though the incompetent patient had never expressed a desire to be killed.
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