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SUPPORTING PATIENTS WHO REQUEST
PHYSICIAN-ASSISTED SUICIDE:
Towards a Nuanced Approach

In June 2016, the End of Life Option Act took effect in Cali-
fornia, legalizing physician-assisted suicide. As was expected,
many patients that I work with began requesting aid in dying.
In fact, one patient was so anxious to end his life in this manner
that he requested it fifteen days before it became legal; in this
way, the mandatory fifteen-day waiting-period after requesting
medical-aid in dying would be complete ahead of time, and
he would thus be ready to utilize this new right on the very
day that it became legal. A few days later, another individual
came to meet with me to request Rabbinic support for her
desire to engage in medical-aid in dying. She had a diagnosis
that would only be terminal if untreated, she was not in pain
and had decent quality of life, but she confided in me that she
had suffered from depression for her entire life and wanted to
take advantage of this new law by exaggerating her symptoms
to finally put an end to her misery. Another patient asked me
to visit to provide guidance on what are good and what are
bad days to have a funeral according to Judaism. After a brief
discussion 1 told this patient that our conversation was purely
academic. “After all,” I explained, “we can never know when
the exact day of our death will occur, and we try to bury very
soon after death, so we can’t choose the date of our funeral”
The patient then shocked me with his response, explaining that
he had been prescribed the aid in dying medication and was
working on planning his death and subsequent funeral on a
date that would be most convenient for his friends and family.
These stories, and countless others like them, have forced us
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to take this issue very seriously and come up with a sophisge
cated and principled approach to dealing with it. :

‘ As we have seen in previous chapters, any manner of active hastening 0-'{-:
death is antithetical to Jewish values and strongly prohibited by Jewish
Law. Judaism teaches that we do not own our bodies; we belong tg
God and do not have the right to destroy that which is not ours.! Fug-
thermore, our lives are not simply needed for utilitarian purposes. Each
person is sacred, having been created in the image of God, and theré!-
s thus a value to life regardless of one’s relative quality or usefulness.z"
Not only is human life itself sacred, but every moment of life is valued,
and there is thus an obligation to attempt to save all life, regardless of
how much time a person has left to live.?

Accordingly, in Jewish Law, hastening death is considered murder, '
even if the victim is about to die anyway.* This is true even if a person
wants their life taken from them,’ because of the belief that God owns
us and that we thus have very Jinited autonomy. Judaism also prohibits
most forms of bodily damage,® suicide,” and assisted suicide.® Causing
death indirectly is also a biblical prohibition.”

As we have seen, Jewish Law does not demand that we always pursue
“heroic” measures, and there are certainly situations in which Jewish
Law permits withholding aggressive life-sustaining treatments. How-
ever, there is little room for any nuance when it comes to euthanasia (in
which a physician hastens the death of a patient) or physician-assisted

suicide!® (in which the patient performs the final act of taking their own
life). Indeed, even “passive euthanasia” is sometimes prohibited when it
involves the omission of certain therapeutic procedures or withholding
medication, since physicians are charged with prolonging life.

COMPASSION
Physician-assisted suicide is becoming legal in many states, and even
where it remains illegal, certain forms of euthanasia and physician-as-
sisted suicide still happen regularly.’? What is the most appropriate
attitude towards people who choose to pursue this forbidden activity,
and what approach should we take when asked for guidance from an
individual who is considering it?

Although some might think that it is proper
to always take a firm stance against physician-

for a religious individual
assisted suicide, research
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in the states where it is legal is beginning to point towards a more
effective strategy. Paradoxically, it turns out that a non-judgmental,
supportive approach from clergy has been more effective in allowing
patients to consider alternatives, and to ultimately change their minds,
than active opposition to the patient’s decision.!?

A rabbi cannot permit physician-assisted suicide, but it is still pos-
sible to have compassion for the suffering of terminally ill individuals
who are contemplating such a decision while not endorsing or even
condoning it. After all, there are certain cases of suicide, such as that
of King Saul recorded in the book of I Samuel (31:3-4), that Jewish
Law does not endorse, but for which it offers sympathy and permits
traditional burial and mourning practices.' Rabbinic authorities gener-
ally assume that most cases of suicide are not willful and instead “look
for any mitigating circumstances, such as fear or anguish or insanity
on the part of the one committing suicide, or if they thought it was a
meritorious act to prevent other transgressions.”" In fact, there are even
times when Jewish Law may permit praying for a suffering terminal
patient to die,'s while at the same time obligating us to do everything
possible, including violate the laws of Shabbat, to prolong his or her
life.” Thus, even while prohibiting this behavior in practice, there is
room for showing some level of understanding and compassion to the

patient.’®

IDENTIFYING AND ADDRESSING THE ROOT CAUSES

It is crucial to understand why individuals seek physician-assisted
suicide so that we can offer the most effective interventions and appro-
priate alternatives. Studies of patients who opt for physician-assisted
suicide in Oregon (where it is legal) consistently show that the primary
motivation for making this choice is a desire for control.' These pa-
tients tend to express a strong desire to control the circumstances of
their death (time and manner), to die at home, and to address their wor-
ries related to eventual loss of dignity and independence, fear of being
a burden on others, quality of life, self-sufficiency, and ability to care
for themselves. Interestingly, these concerns are more prevalent than
concerns related to depression, poor social support, or uncontrolled
pain and physical symptoms, which some had predicted would be the
primary motivations to seek physician-assisted suicide.”

In light of these findings, the best way to encourage people who are
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seeking physician-assisted suicide to explore other options would be
to focus on interventions that help them maintain a sense of control,"
independence, and the ability to care for themselves, ideally in 2 home
environment.?! Instead of trying to convince people that physician-as.
sisted suicide is wrong, it seems that it is most effective for cliniciang
to focus on eliciting and then addressing the patients’ worries and
apprehension about their future, with the goal of reducing anxiet_y%;
about the dying process, educating the patient about how their diseage
may progress, and offering information about how to manage pain and

discomfort while maintaining function and cognition, if that is whas |

they would prefer.?

For rabbis, this means working with medical staff to provide infor
mation to empower the patient, as well as modeling a non-anxions
presence while allowing the patient to work through their fears sg
they are likely to make a different choice. Many of the patients studied
report the feeling of a lack of purpose and meaning in life as a reason

for pursuing physician-assisted suicide. This implies that assessing the

patient’s existential concerns may be crucial in enabling them not to
pursue this option.??

The assumption that a patient who requests aid in dying is depressed
can lead to ineffective and even harmful antidepressant treatments that
do not address root causes or lead the patient to change their mind,
Similarly, focusing only on addressing physical discomfort ignores the
fact that suffering is often existential and cannot be fully treated by
pain management alone, and that not all physical pain can always be
fully managed, even by expert palliative care.?*

Nevertheless, symptom management is often a major issue for dying
patients, and it should certainly be attended to. Instead of allowing aid
in dying, Judaism advocates for improving medical care and comfort at
the end of life. The alleviation of pain and suffering is a mitzvah?® and
should not be withheld out of concern for potential adverse effects.2
It is halakhically permitted for patients to receive narcotic pain medi-
cation,”” even when it may possibly hasten their death, provided that
the intent is only to alleviate pain, not to shorten the patient’s life, and
that each dose on its own is not enough to certainly shorten the pa-
tient’s life.?® Some Rabbinic authorities have even permitted permanent/
continuous sedation” for a suffering, terminal patient who so desires.*®

-
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CONCLUSION

Judaism forbids euthanasia and physician-assisted suicide. Nevertheless,
the patients who request it should generally be treated with respect
and compassion. It is essential that those who work with patients who
are considering or requesting physician-assisted suicide take the time
to sincerely listen to their patients and explore the reason(s) for their
requests. Studies show that often simply listening to the patients’ con-
cerns helps to mitigate many of them.*! One can then non-judgmentally
provide options for an appropriate “substantive intervention” (medical
control of pain or other symptoms; referral to a hospice program, a
mental health, social work, chaplaincy, or palliative-care consultation;
trial of anti-depressant medication when appropriate). This has also
been proven effective in enabling patients to change their minds about
wanting assisted suicide.’ In particular, one should seek to address the
patient’s specific concerns, and determine if there is a way to meet them
without opting for physician-assisted suicide.

Hopefully, in this way we can maintain our standards and fealty to
Halakhah, while at the same time expressing compassion and finding
the most effective method of avoiding physician-assisted suicide or
euthanasia.
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