professional and health policy organi-
zations adopted policy in support of
aid in dying, the practice of a physician
providing a prescription that brings about
a peaceful death to a mentally competent,
terminally ill patient.! This represents a

In 2008 four major national medical

available would be harmful to patients and
to the practice of medicine. By 2008, howev-
er, a decade of data on how aid in dying was
working in the state of Oregon was available.
The Oregon Death with Dignity Act (Dig-
nity Act) was implemented in 1998.% The
law permits mentally competent individuals
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significant turning point in American so-
ciety’s evolution to empower terminally
ill patients with information and choices
about how they will die. This article re-
views this development, sets it in context
with other developments, and makes sev-
eral predictions about the impact it will
have on continued progress toward free-
dom of choice at the end of life.

The organizations adopting policy
in support of aid in dying include the
American Medical Women’s Association
(AMWA),> the American Medical Stu-
dent Association (AMSA),? the American
College of Legal Medicine (ACLM),* and
the American Public Health Association
(APHA).’ Previously, organizations of this
sort, like the American Medical Associa-
tion (AMA), held positions opposing aid
in dying.® Others, recognizing the split in
views on the issue among members, had
adopted a neutral position, such as that
taken by the American Academy of Hos-
pice and Palliative Medicine (AAHPM).”

What prompted so many medical and
health policy associations to break with
tradition on this issue in 2008? The an-
swer, in short, is evidence.

The chief argument raised by medi-
cal professionals against aid in dying had
been the idea that making this option

The Emergence of Policy Supporting Aid
in Dying Among Mainstream Medical
& Health Policy Associations

who have less than six months to live to ob-
tain a prescription for medication that can
be self-administered to bring about a peace-
ful death.” The Dignity Act survived a series
of attacks brought by opponents in court, by
federal legislators, and by a former United
States Attorney General; it has been imple-
mented without interruption since 1998."

Under the Dignity Act, patients must
follow a strict set of procedures to establish
eligibility. A physician must determine that
the patient has a life expectancy of less than
six months; this diagnosis must be confirmed
by a second opinion. The patient must make
multiple requests, waiting at least fifteen days
between the first and last request, must estab-
lish capacity to make medical decisions, and
must be informed of palliative care options
such as hospice, if not already receiving such
services.!" If all of these procedures are fol-
lowed, and the patient is deemed eligible by
the physician to obtain the life-ending medi-
cation, an Oregon physician can provide the
requested prescription.

During the decade that aid in dying has
been legal in Oregon, close to 30 terminally
ill individuals each year have gone through
the process, obtained and taken the medica-
tion, and died peacefully. Those present at
these deaths, usually close family members,
report that the patient was enormously re-
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lieved to be able to make this choice. On
a date chosen by the patient, loved ones
may gather around for a final goodbye.
The patient consumes the medication, be-
comes drowsy, falls deeply asleep, and after
a short period of time ceases to breathe.'
The long road from diagnosis to curative

treatment to palliative care to death has
ended on terms acceptable to the patient.
More patients obtain the medication than
go on to use it: some fraction each year re-
ceive the medication, put it in the medi-
cine cabinet, feel comforted to know it is
there, and never take it."?

Demographic data about the patients
who choose to use the Dignity Act show
that most are dying of cancer." The next
most common terminal illness is amyo-
trophic lateral sclerosis (ALS). Those us-
ing the law are insured, well educated, and
receiving comprehensive pain and symp-
tom management, typically through hos-
pice services.”” Opponents of the Dignity
Act legislation had argued that such a law
would be forced upon the uninsured, the
poor, minorities, persons without access
to hospice, or disabled persons. The data
have disproved this conjecture.'®

In addition, a number of unexpected
but significant developments occurred in
Oregon following implementation of the
Dignity Act. Referral of patients to hospice
care increased dramatically, as did physi-
cian enrollment in continuing education
courses on how to treat pain and symp-
toms associated with terminal illness.”” It
is likely that physicians want to ensure that
no patient makes use of the Dignity Act
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due to inadequate pain and symptom
management. This galvanized both the
increase in hospice referrals and physi-
cian efforts to learn more about treating
pain and symptoms.

Clearly this evidence persuaded medi-
cal professional and health policy experts

at APHA, AMWA, AMSA and ACLM to

vacy and dignity."”

Public support for empowering dying
patients with the freedom to choose aid in
dying is strong. The Pew Research group
reported in 2006 that 60% of Americans
“believe a person has a moral right to end
their life if they are suffering great pain and
have no hope of improvement,” an increase

adopt policy support-
ing aid in dying. When
the policies were under
review by these groups,
arguments against
adoption were present-
ed. For example, during
the policy development

and consideration pro-

this evidence persuad-
ed medical profession-
al and health policy ex-
perts at APHA, AMWA,
AMSA and ACLM to
adopt policy support-
ing aid in dying

of nearly 20 percentage
points since 1975.2° Cer-
tain religious groups and
disability rights groups
oppose adoption of policy
and passage of laws permit-
ting this choice.?! Yet, the
opposition to aid in dying
by religious organizations

cess at APHA, the Dis-
ability Section of that organization ar-
gued vociferously against adoption of the
policy, claiming that it would put persons
with disabilities at risk. This argument
was thoroughly considered; indeed, it
prompted APHA to consider the policy
over a two year policy cycle rather than a
single year cycle. After careful, evidence-
based consideration of those arguments,
the health policy professionals at APHA
ultimately rejected them as unconvincing
and adopted its policy in support of aid
in dying.

In another significant development in
2008, voters in the state of Washington
considered the issue and, after an intense
campaign with opponents making the
same claims about harm to patients and
the medical profession, voted to adopt
the Washington Death with Dignity
Act by the significant margin of 58% to
42%."8 The Washington measure is vir-
tually identical to Oregon’s and will be
implemented in March 2009.

The experience in Washington with
aid in dying will, no doubt, be closely
watched and will contribute to the body
of data on how the availability of this in-
tervention impacts end-of-life care. Such
data will then inform consideration of
policy and legislation in other states.

As a result of a court case, Montana
recently recognized that the freedom of
its terminally ill citizens to choose aid in
dying is a fundamental right protected by
its state constitution’s guarantees of pri-

does not necessarily reflect
the views of those who profess to hold reli-
gious views.? For many years the vocal, well
funded opposition succeeded in limiting the
legal practice to the state of Oregon; though,
it is no secret that the practice goes on covert-
ly in every state.” When a patient does not
feel able to discuss the desire for aid in dy-
ing with his or her physician, or cannot find
a physician willing to provide it, the patient
may seck assistance in hastening death from a
family member or loved one. Unfortunately,
these incidents often involve a violent means
to death, such as gunshot. Cases of this na-
ture appear with disturbing frequency in the
newspapers.” That is now changing with the
passage of Washington’s law, recognition of
a constitutional right in Montana, and the
significant trend of support for the practice
among medical and health policy associa-
tions. These changes should and likely will
prompt other medical and health policy as-
sociations with policies opposing aid in dy-
ing, adopted before the evidence revealed
that having this option presents no risk to
patients or the medical profession, to revisit
their outdated policies. Unfortunately, the
AMA has a long, well known history of be-
ing slow to adopt policies reflecting changing
societal norms. For example, for many years
the AMA opposed most forms of medical
insurance and group health plans, including
Medicare, labeling them as “socialism.”*

A fraction of terminally ill patients—in-
cluding those who have excellent pain and
symptom management—confront a dying
process so prolonged and marked by such

extreme suffering and deterioration that
they decide aid in dying is preferable to
the alternatives. Having this option harms
no one, and greatly benefits both the rela-
tively few patients in extremis who make
use of it and many more who draw com-
fort from knowing it is available should
their dying process become intolerable.
The trend in policy among mainstream
medical and health policy associations is
clearly in favor of supporting this compas-
sionate option.
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