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INTEREST OF AMICI CURIAE1 

 Amici Curiae include the following individuals: Ira R. Byock, MD, 

FAAHPM; Alan C. Carver, MD; Farr A. Curlin, MD; Diane E. Meier, MD, FACP, 

FAAHPM; Vincent D. Nguyen, DO, CMD; and Daniel P. Sulmasy, MD, PhD. 

 Amici are palliative and hospice specialists with substantial clinical 

experience and expertise.  They each have research interests that encompass both 

theoretical and empirical investigations of the ethics of end-of-life decision-making 

and ethics education.  Each believes that it is the duty of the physician to alleviate 

suffering, benefit the ill, unburden their fears, provide hope, and safeguard human 

life. 

 Amici have a strong interest in this case because a decision upholding the 

validity and constitutionality of Delaware’s End of Life Options Act, Del. Code Ann. 

tit. 16, §§ 2501C–2513C (EOLOA or the “Act”), would have harmful effects on 

patients at the end of their lives, patients with life-threatening disabilities, and 

physicians caring for those patients. 

 
1 All parties have consented to this filing.  No party’s counsel authored this brief in 
whole or in part.  No party or any party’s counsel contributed money that was 
intended to fund preparing or submitting the brief.  No person other than amici and 
their counsel contributed money that was intended to fund preparing or submitting 
the brief.  
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INTRODUCTION 

Physician-assisted suicide is antithetical to the core ethical commitments of 

the medical profession.  For centuries, dating back to the Hippocratic Oath and 

prevailing for over 700 years in the Anglo-American common law tradition, 

physicians have been bound by an unwavering commitment to care for the ill, 

alleviate suffering, and never hasten death.  Statutes like EOLOA threaten to unravel 

this centuries-old compact by permitting physicians to assist with suicide—“blurring 

the time-honored line between healing and harming,” Washington v. Glucksberg, 

521 U.S. 702, 731 (1997), and jeopardizing the trust that patients, made vulnerable 

by disease, place in those sworn to help them.  

Beyond these ethical and professional harms, EOLOA discriminates against 

individuals with life-threatening disabilities.  By legalizing physician-assisted 

suicide, the Act sends an unmistakable message that certain lives—those marked by 

dependency, loss of autonomy, or the need for extensive care—are burdensome, 

undignified, and unworthy of living.  This premise is deeply troubling in a society 

that already harbors ableist biases, including the belief that life with a disability is 

not worth living, and where the decision to receive physician-assisted suicide is often 

unreliable and can be and has been abused.  Moreover, EOLOA’s six-month 

prognosis requirement lacks any real clinical basis, creating a pathway for 

individuals with life-threatening but manageable conditions to be deemed “terminal” 
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and steered toward physician-assisted suicide before they can receive the support, 

resources, and suicide prevention services that they need to sustain and improve their 

lives.   

Amici believe that physician-assisted suicide statutes like Delaware’s Act 

harm individuals with life-threatening disabilities by encouraging them towards 

physician-assisted suicide and away from suicide prevention services that are 

available to individuals without such disabilities.  The Act fails to safeguard against 

risks to this vulnerable group, including that physician-assisted suicide statutes can 

encourage suicidality in a group already prone to suicidality, physicians cannot 

accurately predict a patient’s prognosis, and patients’ decision-making capacity to 

request assisted suicide can be unreliable and abused.   

ARGUMENT 

I. Physician-Assisted Suicide Is Antithetical to Medical Care and the 
Ethical Duties Physicians Owe to Their Patients. 

Physician-assisted suicide directly conflicts with the central ethical 

commitment of the medical profession—to provide care.  “[A] physician’s decision 

to end an individual’s life represents an abrogation of the responsibility to provide 

care.”  Ira Byock, The Case Against Physician-Assisted Suicide and Euthanasia, in 

The Oxford Handbook of Ethics at the End of Life 369 (Stuart J. Youngner & Robert 

M. Arnold eds., 2016).  That is why the American Medical Association agrees that 

“[p]hysician-assisted suicide is fundamentally incompatible with the physician’s 
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role as healer, would be difficult or impossible to control, and would pose serious 

societal risks.”  Am. Med. Ass’n, Code of Med. Ethics, Op. 5.7, https://code-

medical-ethics.ama-assn.org/ethics-opinions/physician-assisted-suicide (last visited 

Mar. 1, 2026).   

At the root of this ethical commitment is the “centuries-old taboo against 

medical killing” and the just-as-old Hippocratic Oath.  Leon R. Kass, Courting 

Death: Assisted Suicide, Doctors, and the Law, Comment. (Dec. 1996) 

https://www.commentary.org/articles/leon-kass/courting-death-assisted-suicide-

doctors-and-the-law/.  Oath-takers promise: “I will neither give a deadly drug to 

anybody if asked for it, nor will I make a suggestion to this effect . . . .”  Id.  

Physicians’ ethical obligations to care for patients and to not assist in patients’ 

suicide is well- and long-established.  See Daniel P. Sulmasy et al., Physician-

Assisted Suicide: Why Neutrality By Organized Medicine Is Neither Neutral Nor 

Appropriate, 33 J. Gen. Internal Med. 1394, 1396 (2018) (“Since the time of 

Hippocrates, the pledge not to kill is one among the minimal conditions of 

commitment and trust within the patient-physician relationship.”). 

Beyond the centuries-old ethical obligations are centuries-old and enduring 

legal obligations.  “[F]or over 700 years, the Anglo–American common-law 

tradition has punished or otherwise disapproved of both suicide and assisting 

suicide.”  Glucksberg, 521 U.S. at 711.  This tradition reflects a “longstanding 
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expression[] of the States’ commitment to the protection and preservation of all 

human life,” id. at 710—a commitment that has endured, see id. at 728 (“The history 

of the law’s treatment of assisted suicide in this country has been and continues to 

be one of the rejection of nearly all efforts to permit it.”). 

Without this tradition, physician-assisted suicide could “undermine the trust 

that is essential to the doctor-patient relationship by blurring the time-honored line 

between healing and harming.”  Id. at 731.  “Patients, made vulnerable by disease, 

need to trust a physician upon whose skills they depend.”  Sulmasy et al., Physician-

Assisted Suicide, supra, at 1396; see also The Role of the Physician and Physician-

Assisted Death with Dr. Farr Curlin, Univ. of N.C. at Chapel Hill Univ. Libr. Digit. 

Collections Repository, Off. of Dean of Sch. of Med., at 15:45 (Apr. 9, 2016), 

https://dcr.lib.unc.edu/record/7b06db90-a528-4186-aac9-300bf178224f (arguing 

that option of physician-assisted suicide would “erode and undermine the trust that 

makes it possible for patients who don’t want their physicians to help them die or to 

hasten their death to entrust themselves to physicians when they’re so sick they can’t 

care for themselves”).  But physician-assisted suicide reduces physicians to “mere 

providers of services, to be guided only by the desires of the individual patient, the 

will of the state or other third parties, and what the law allows,” and as a result, 

“[t]hose made vulnerable by sickness and debility, to whom physicians owe their 

solidarity as physicians, will have much less reason to entrust themselves to 
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physicians’ care.”  Y. Tony Yang & Farr A. Curlin, Why Physicians Should Oppose 

Assisted Suicide, 315 JAMA 247, 247 (2016).  Indeed, many patients feel a breach 

of trust and abandonment simply by their physician’s introduction of the topic of 

suicide, which “may unintentionally convey the message that the patient’s life is of 

diminishing value, or that the road ahead is so hard that the best treatment we have 

is death hastening.”  Laura A. Petrillo, Can Physicians Initiate Conversations About 

Aid in Dying?  Should They?, GeriPal (June 9, 2016), https://geripal.org/can-

physicians-initiate-conversations/.        

Legalizing physician-assisted suicide increases the potential for abuse of 

already vulnerable groups.  When physicians are “licensed to provide lethal drugs, 

patients could be inadvertently steered towards assisted suicide, especially those 

with low self-esteem or who are viewed negatively as weak, dependent, 

unproductive, unattractive, costly, and unworthy of the efforts of others.”  Sulmasy 

et al., Physician-Assisted Suicide, supra, at 1396.       

Fundamentally, however, the medical profession must view all lives as worthy 

of respect, care, and living.  Notions of “death with dignity” that undergird statutes 

legalizing physician-assisted suicide, like EOLOA, misapprehend the meaning of 

“dignity.”  The phrase “implies that people who are dying are not already dignified.  

They are.”  Ira Byock, Dying with Dignity, 40 Hastings Ctr. Rep. 49, 49 (2010). 
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Proponents of physician-assisted suicide that appeal to notions of dignity “are 

using the weak, attributed meaning of the term ‘dignity,’ as socially or self-attributed 

esteem.”  Daniel P. Sulmasy, Assisted Suicide and Euthanasia: Bad Medicine, Bad 

Ethics, Bad Policy, 91 Minerva Anestesiologica 343, 345 (2025).  But “[t]he deeper 

meaning of the term ‘dignity’ is the intrinsic meaning—the idea that every human 

being has intrinsic dignity—a worth or value based on nothing but the bare fact that 

they are human.”  Id.  “[A]ll of medicine is premised on the belief that each sick or 

dying person still has an intrinsic dignity that demands our care and attention.”  Id. 

at 346.  “When public morality and the state authorize the elimination of any sick 

human being, even upon request, ethics is threatened at its roots.”  Id. 

Unrooted from this definition of dignity, “[t]he phrase ‘death with dignity’ 

sends a cultural message to elderly or ill people that, in order to remain dignified, 

they must die before becoming senile or physically dependent.”  Byock, The Case 

Against Physician-Assisted Suicide and Euthanasia, supra, at 374; see also Byock, 

Dying with Dignity, supra, at 49 (“The suggestion that an incurably ill person may 

need to end her life to preserve her dignity seems to add insult to injury.”). 

Historically, the concept that some lives were not worthy of living, or “life 

unworthy of life,” was used by Nazis and derived from “advocates of the euthanasia 

movement that preceded National Socialism.”  See Sulmasy, Assisted Suicide and 

Euthanasia, supra, at 345.  In stark contrast, the preamble to the United Nations’s 
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Universal Declaration of Human Rights that followed states that “recognition of the 

inherent dignity and of the equal and inalienable rights of all members of the human 

family is the foundation of freedom, justice and peace in the world.”  G.A. Res. 217 

(III) A, Universal Declaration of Human Rights (Dec. 10, 1948).  “This language 

formalizes an anthropological fact: the impulse to honor and care for our most 

vulnerable members—infants, elderly, injured, and ill—is part of our humanity.”  

Byock, Dying with Dignity, supra, at 49. 

Legalizing physician-assisted suicide thus undermines the physician’s ethical 

commitment to provide care, threatens the relationship of trust between physician 

and patient, and signals to the ill, disabled, or patient otherwise in need of care that 

his or her life is not worthy of living.  “Society has a clear interest in cultivating a 

medical profession that sees sick persons and disabled persons as worthy of service.”  

Sulmasy, Assisted Suicide and Euthanasia, supra, at 345.  Its laws should reflect that 

interest. 

II. Physician-Assisted Suicide Statutes Discriminate Against Individuals 
with Life-Threatening Disabilities. 

Statutes like Delaware’s Act pose a particular risk to individuals with life-

threatening disabilities.  They send the message that the lives of such individuals are 

not worth living, rather than providing them with the resources and services that 

enable them to live with dignity.  Without any real clinical basis, the six-month 

prognosis requirement serves as no real safeguard.  EOLOA thus risks steering 
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individuals with life-threatening disabilities away from suicide prevention services 

that are available to individuals without such disabilities and towards physician-

assisted suicide. 

A. EOLOA Risks Encouraging Suicidality in Individuals with Life-
Threatening Disabilities.  

The act of legalizing physician-assisted suicide itself tells disabled individuals 

that their lives are burdensome, undignified, and unworthy.  See Lois Snyder & 

Daniel P. Sulmasy, Physician-Assisted Suicide, 135 Annals of Internal Med. 209, 

213 (2001) (“In the long run, [vulnerable members of society] might come to be 

further discounted by society, or even to view themselves as unproductive and 

burdensome, and on that basis, ‘appropriate’ candidates for assistance with 

suicide.”).   

Individuals with life-threatening disabilities suffer from many of the same 

burdens that individuals that seek physician-assisted suicide suffer from, such as 

“loss of autonomy and control.”  See id. at 211 (“In the first 56 cases of physician-

assisted suicide that occurred since the implementation of the Oregon assisted 

suicide law, the decision to seek physician-assisted suicide was more often 

associated with concerns about loss of autonomy and control, not fear of pain or 

suffering.”); Byock, The Case Against Physician-Assisted Suicide and Euthanasia, 

supra, at 375 (“[S]ince Oregon’s Death With Dignity Act took effect, the large 

majority of lethal drugs have been ingested in response to end non-physical and 
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existential suffering, such as losing autonomy (91.2%), inability to engage in 

pleasurable activities (88.8%), loss of dignity (82%), and feeling like a burden on 

family, friends, or caregivers (38.6%); and less than 25% of completed suicides were 

attributed to current or the fear of future uncontrolled pain.” (citation omitted)).  To 

assist a patient in hastening death “require[s] the judgment that the life being led is 

not worth living,” and “requires the physician to come to the same judgment.”  

Sulmasy, Assisted Suicide and Euthanasia, supra, at 345.  The premise required to 

make this judgment—“that loss of control, loss of autonomy, and dependence on 

others render life no longer worth living”—“is what leads many disabled persons 

and advocates for disability rights to be fearful of laws that allow for [physician-

assisted suicide and euthanasia].”  Id.   

The Act raises the risk that individuals with life-threatening disabilities will 

make the determination that their lives are not worth living, despite access to medical 

intervention that can extend life and quality of life.  “Once it is permissible for any 

individuals to declare that their own lives are not worth living, it is a very short step 

to third party determinations that the lives of others are not worth living.”  Id.  “This 

determination could apply to the physically disabled, the cognitively and 

intellectually challenged, and many other vulnerable groups that it is the charge of 

physicians to treat.”  Id.   

Case: 26-1001     Document: 38     Page: 15      Date Filed: 03/02/2026



 

10 

That is because legalizing physician-assisted suicide “flips the default switch” 

for individuals in need of care.  Id.  It “turns [the] constitutive, orienting commitment 

of physicians [to solidarity with and care for the patient] on its head by suggesting 

that when someone has that kind of need or debility, then the physician is to flip her 

orientation . . . and instead agree with them (at least in their actions) that their life, 

because they’re so debilitated, has become a life not worth living.”  The Role of the 

Physician and Physician-Assisted Death with Dr. Farr Curlin, supra, at 22:12. 

Physician-assisted suicide statutes like EOLOA require “those who are sick 

and disabled [to] now justify to others why they should continue living and using 

medical resources rather than choosing [physician-assisted suicide].”  Sulmasy, 

Assisted Suicide and Euthanasia, supra, at 345.    EOLOA thus makes it harder for 

such individuals to seek life-sustaining care, including suicide prevention, and easier 

to seek physician-assisted suicide.  See Ctr. for Disability Rts., Inc., CDR Position 

Paper: Suicide Prevention and Assisted Suicide, at 2 (“Equal rights means equal 

suicide prevention, not the false ‘compassion’ of suicide assistance.”), 

https://cdrnys.org/wp-content/uploads/2015/12/Assisted-Suicide-Position-

Paper.pdf (last visited Mar. 1, 2026). 

 To qualify for the Act’s suicide option, the patient must make an “informed 

decision to voluntarily request medication to end their life in a humane and dignified 

manner . . . .”  Del. Code Ann. tit. 16, § 2504C(a)(4).  But whether the patient’s 
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decision is both informed and voluntary is a judgment fraught with uncertainty, and 

the notion of autonomy is often illusory.  Patients in these circumstances are already 

sick, tired, fearful, vulnerable, and unable to care for themselves.  When the option 

of suicide is injected into this compromised state of being, the patient feels “silent 

coercion,” whereby she hears the tacit message from the healthcare system that she 

is burdensome, expensive, and thus “better off dead.”  Fergus Walsh & Camilla 

Horrox, California Man Invites BBC to Witness His Death as MPs Debate Assisted 

Dying, BBC (Apr. 3, 2025), https://www.bbc.com/news/articles/c8rgd4yrz3eo 

(quoting Vincent D. Nguyen, MD).     

“[T]he power to prescribe assisted suicide carries a profound potential for 

misuse and abuse,” and it “remains far from clear that any array of regulations can 

adequately function to oversee this practice and protect the vulnerable.”  Snyder & 

Sulmasy, supra, at 213.  In fact, this purported safeguard has failed.  See, e.g., 

Sulmasy, Assisted Suicide and Euthanasia, supra, at 346 (“Patients with dementia 

have died by [physician-assisted suicide] in Oregon, despite purported regulations 

to ensure that patients have decisional capacity.”); Snyder & Sulmasy, supra, at 213 

(noting instances of “[e]uthanasia undertaken without an explicit request by the 

patient” in the Netherlands).  That is because it is often “impossible” to determine 

“to what extent cognitive capacity will be damaged or impaired by disease or injury,” 

and any “concerns about subtle long-term changes in attitudes and practices are 
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unlikely to be detected” by merely surveying the experiences of patients.  Snyder & 

Sulmasy, supra, at 213.  And, according to data from Oregon, “less than 1% of 

[physician-assisted suicide] patients are referred for psychiatric assessment, even 

though, on average, about 40% of terminally ill patients can be expected to be 

depressed.”  Sulmasy, Assisted Suicide and Euthanasia, supra, at 346.  In light of 

these failures, “[i]t is clear that our current regulatory system is ill-equipped to 

identify and ameliorate the inevitable abuse of [physician-assisted suicide].”  Id. 

The incentives are even more perverse for individuals requiring extensive 

care, the expense of which can far exceed the cheaper default option: physician-

assisted suicide.  See Aaron J. Trachtenberg & Braden Manns, Cost Analysis of 

Medical Assistance in Dying in Canada, 189 Canadian Med. Ass’n J. E101, E101 

(2017) (“Health care costs increase substantially among patients nearing the end of 

life, accounting for a disproportionate amount of health care spending. . . .  Patients 

who choose medical assistance in dying may forego this resource-intensive 

period.”); Sulmasy, Assisted Suicide and Euthanasia, supra, at 346 (“In a model of 

healthcare where reducing spending is viewed as a good in itself, patients will 

inevitably be pushed towards [physician-assisted suicide], which is cheaper than 

high quality palliative care.  There have already been reports of patients who have 

been denied life-extending therapies by insurers, while simultaneously being offered 

[physician-assisted suicide].”).  The enormous financial and caregiving burdens of 
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caring for these most vulnerable people render it “naive to believe that these 

pressures play no role in these decisions.”  Diane E. Meier, In Reply: Narrative 

Ethics in Response to Unbearable Suffering—the Dutch Slippery Slope Is 

Nonexistent, 181 JAMA Internal Med. 1016, 1017 (2021).   

But the value of lives cannot and should not be reduced to the cost of 

healthcare, and reliance on services that can sustain and improve quality of life 

should not be discouraged in favor of physician-assisted suicide.  Physician-assisted 

suicide should not be “promot[ed] . . . as a financially attractive option, rather than 

ensuring that vulnerable individuals receive the care and support they need.”  Uzair 

Jamil & Joshua M. Pearce, Government Economics of Expanding Canada’s Medical 

Assistance in Dying to Vulnerable Populations and the Ethical Implications of 

Allowing the State to Control Death, OMEGA—J. of Death & Dying, Feb. 28, 2025, 

at 20.  “Such a system could foster a culture where ending life is seen as preferable 

to providing adequate care and support, which is dangerous for any society.”  Id.  

“In our ableist society, even many doctors and mental health professionals 

believe that life with a disability is not worth living.”  See Ctr. for Disability Rts., 

Inc., supra, at 1.  “This bias can turn deadly when it causes doctors and mental health 

professionals to fail to provide adequate resources to prevent the suicide of a person 

with a disability.”  Id.  For example, “when an outdoorsman becomes a quadriplegic 

due to a spinal cord injury, doctors should not simply tell him that he is ‘likely [to] 
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spend the rest of his life in a hospital bed, attached to a respirator unable to hold his 

soon-to-be-born child,’” but “should tell him about the availability of community 

based services that will enable him to live with his family.”  Id.  Doctors “should 

recognize that a person who has recently acquired a disability deserves support and 

the best information about community based options, not a hasty and false choice 

between being a stereotype of disability, trapped in an institution, on the one hand, 

or refusing treatment and dying on the other.”  Id. at 2.  With spinal cord injuries in 

particular, there is “an elevated risk of suicide” following injury.  Yue Cao et al., 

Suicide Mortality After Spinal Cord Injury in the United States: Injury Cohorts 

Analysis, 95 Am. Cong. of Rehab. Med. 230, 233 (2014).  But “advancement in 

physical and social accessibility,” including “improved social participation and 

social support” and “social policy” such as the Americans with Disabilities Act, may 

reduce the suicide rate in individuals with spinal cord injuries.  Id.   

Thus, “[i]t is essential that society does not normalize death as a response to 

complex, systemic challenges, which would risk desensitizing us to the value of life 

and perpetuating a dangerous precedent that might disproportionately affect the most 

vulnerable,” including those with life-threatening disabilities.  Jamil & Pearce, 

supra, at 18–19.  Yet statutes like the Act do just that: they risk encouraging 

suicidality because such individuals begin to see themselves as burdensome to 
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society, to their families, and to their physicians, and they begin to view their lives 

as less valuable than the care they need to survive.   

B. EOLOA Can and Will Be Used Against Individuals with Life-
Threatening Disabilities. 

The risk of encouraging suicidality arising from statutes like Delaware’s 

physician-assisted suicide Act is made worse by the fact that these statutes can and 

will be applied to individuals with life-threatening disabilities. 

Physician-assisted suicide statutes that require a six-month-or-less prognosis, 

like EOLOA, are particularly troubling because physicians cannot accurately predict 

which patients have a prognosis of just six months.  See Nicholas A. Christakis, 

Death Foretold: Prophecy and Prognosis in Medical Care 20 (1999) (“The true 

prognosis can never be known definitively in a specific patient. . . .  Moving from 

the general to the specific and trying to sort out the likely course of an illness in a 

given individual is always fraught with uncertainty.”); Snyder & Sulmasy, supra, at 

213 (“Often it is impossible to predict exactly how long a terminally ill patient has 

to live or to what extent cognitive capacity will be damaged or impaired by disease 

or injury.”).  For example, “federal regulations dictate that physicians wishing to 

refer Medicare patients for hospice terminal care must certify that the patient has 

less than six months to live.”  Christakis, supra, at 10.  “Although physicians are 

expected to make this serious prognostic determination, which has significant 

administrative and clinical consequences, this characterization of the terminal state 

Case: 26-1001     Document: 38     Page: 21      Date Filed: 03/02/2026



 

16 

has no real clinical basis.”  Id. (emphasis added).  “It was adopted simply as a result 

of the original Medicare legislation.”  Id.   

Here, too, statutes like EOLOA that define “terminal illness” as those that are 

“incurable and irreversible” and have a “medical probability” of resulting in death 

within six months, see Del. Code Ann. tit. 16, § 2502C(17), have “no real clinical 

basis,” Christakis, supra, at 10.  Instead, that definition is adopted “simply as a result 

of” and for the purpose of the statute.  Id.  The risk to individuals with life-

threatening disabilities increases given statutory definitions that lack ties to a reliable 

medical prognosis.  See id. at 15 (“To enact these popular visions of death, [including 

physician-assisted suicide], however, patients must rely on reasonably accurate 

prognoses from professional physicians.”).  Without “reasonably accurate 

prognoses,” individuals with life-threatening disabilities will be considered 

“terminal” even when their lives can extend far beyond six months.   

In fact, such individuals have been considered “terminal.”  For example, in 

Oregon, where the physician-assisted suicide statute defines “terminal” similarly to 

Delaware’s Act, compare Or. Rev. Stat. § 127.800(12) (defining “terminal disease” 

as “an incurable and irreversible disease that has been medically confirmed and will, 

within reasonable medical judgment, produce death within six months”) with Del. 

Code Ann. tit. 16, § 2502C(17) (defining “terminal illness” as “an incurable and 

irreversible disease, illness, or condition that as a medical probability, will result in 
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death within 6 months”), “anorexia nervosa and diabetes have both been considered 

terminal, qualifying conditions” for physician-assisted suicide.  See Sulmasy, 

Assisted Suicide and Euthanasia, supra, at 346.  So the purported safeguards in 

statutes like EOLOA provide no real safeguard at all, and individuals for whom life-

sustaining services may extend life beyond six months will still be subject to the 

statute. 

Subject to statutes like the Act and suffering from a high prevalence of 

suicidality, individuals with life-threatening disabilities are particularly vulnerable.  

For example, as discussed above, there is “an elevated risk of suicide” in individuals 

with spinal cord injuries.  See Cao, supra, at 233; G. Savic et al., Suicide and 

Traumatic Spinal Cord Injury—A Cohort Study, Spinal Cord, Sept. 26, 2017, at 4 

(finding “[h]igh suicide mortality rate after [spinal cord injury]”).  Fortunately, this 

suicidality tends to decrease over time post injury.  See Savic, supra, at 5 (finding 

“91% of the suicide deaths occurring in the first 10 years post injury”).  But 

unfortunately, the prevalence of suicidality, the messaging that lives requiring life-

sustaining care are unworthy of life, and the lack of statutory safeguards make it 

easier for such individuals to seek and obtain physician-assisted suicide before the 

suicidality subsides.  See Ctr. for Disability Rts., Inc., supra, at 2.  For these 

individuals, physician-assisted suicide statutes cut off the opportunity to benefit 
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from suicide prevention services—services that are available to individuals without 

such disabilities—when they need them most. 

These fundamental concerns for physicians’ ethical commitments to care for 

their patients, society’s interest in treating the ill and disabled with dignity, and the 

reduced ability for individuals with life-threatening disabilities to access the suicide 

prevention services they need demand consideration of the validity and 

constitutionality of EOLOA and its impact on vulnerable populations that it can and 

will be used against. 
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CONCLUSION 

For these reasons, the perils of legal physician-assisted suicide and absence of 

meaningful safeguards against them fall squarely upon patients such as the 

individual Appellant in this matter, and this Court should thus reverse the District 

Court’s decision on standing and remand the case to the District Court for further 

proceedings. 
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