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Medical aid in dying is a controversial and seldom-discussed topic, even among those
for whom it is theoretically an option. Supporters of medical aid in dying view it as an
option for those who are terminally ill to take control over their final moments and act
autonomously, while opponents argue that medical aid in dying dehumanizes the
patient and should be avoided at all costs. At the time of writing, medical aid in dying
has been legalized in eleven States, and Illinois is contemplating enacting a medical aid
in dying law of its own.

This Note first provides a background of the judicial and legislative history of medical
aid in dying in the United States, examining key cases and discussing some of the first
medical aid in dying laws in the United States. The Note goes on to consider the
arguments of both supporters and opponents of medical aid in dying and weighs the
relative strengths of each side. Finally, this Note provides a recommendation as to
whether Illinois should enact the medical aid in dying law that the legislature is
currently considering.
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I. Introduction

For many, death is a subject that we are unwilling to confront un-
less we must.! In fact, even those who do recognize the importance of
our own mortality are often hesitant to plan accordingly for our death.
As of 2019, of the ninety-two percent of individuals who said that dis-
cussing end-of-life care with their loved ones was important, only
thirty-two percent actually did so.? Likewise, of the ninety-seven per-
cent of people who indicated the importance of communicating their
own last wishes in writing (via a will or some other instrument), only
thirty-seven percent had actually done so.?> Given the inevitability of
death, the collective unwillingness to confront either the mortality of
ourselves or others is somewhat surprising. While discussing death,
particularly our own death, may be uncomfortable for some, doing so is
the clearest way to take autonomy over our own passing and guarantee
that our wishes and requests are being respected in the final moments
of our life.*

Another more controversial method of exercising autonomy over
our own lives and deaths is physician-assisted suicide.” As the name
suggests, physician-assisted suicide permits certain qualified patients
to request a physician to prescribe a medication that the patient would
take to end their life in a peaceful and respectful manner.® Though such
a concept may seem ghoulish to some, there are already documented
instances where physician-assisted suicide has been used to help indi-
viduals find comfort and peace in taking control over their final mo-
ments.” Take, for example, Charlie and Francie Emerick of Portland, Or-
egon.?

1. Daniel Low, Why don’t we talk about death?, SEATTLE TIMES (May 17, 2019,
at 11:25), https://www.seattletimes.com/opinion/why-wont-we-talk-about-death/
[https://perma.cc/CJJ4-6JHT].

2. Id.

3. Id.

4. Id.

5. See, e.g., Physician-assisted Suicide, LEGAL INFO. INST., https://www.law.cor-
nell.edu/wex/physician-assisted_suicide [https://perma.cc/2UJ9-C4L]] (last visited
Sep. 30, 2025) (providing a brief overview of physician-assisted suicide).

6. Seeid.

7. See Jonel Aleccia, This Couple Died By Assisted Suicide Together. Here’s Their
Story, TIME (Mar. 6, 2018, at 08:00), https://time.com/5179977/assisted-suicide-couple
-death/ [https://perma.cc/3G5V-BBRE].

8. Id.



NUMBER 2 DON’T FEAR THE REAPER? 559

Charlie and Francie Emerick (“the Emericks”), eighty-eight and
eighty-seven at the time of passing, respectively, had been married for
sixty-six years and were both terminally ill.° As their illnesses wors-
ened, the Emericks were grateful for the option to have autonomy over
their death through physician-assisted suicide, said their family mem-
bers."” The Emericks also made sure to carefully follow the procedures
required by Oregon’s physician-assisted suicide law: examinations by
two separate doctors determining that each patient had six months or
less to live, several confirmations of understanding and intent, and the
ability for the patients to administer the drugs themselves."

As part of an effort to make the larger public more familiar and
comfortable with the daunting concept of physician-assisted suicide,
the Emericks allowed their daughter, Sher, and her husband to create
the documentary “Living & Dying: A Love Story” about their experi-
ence with physician-assisted suicide.”? Sher said she made the docu-
mentary to honor her parents’ legacy and belief that individuals should
have a say in when they die, though the documentary seemed to have
been met with more criticism than anything.” Aside from the rather
grim subject matter of such a documentary, people such as disability
rights analyst, Stephen Drake, have expressed concerns that Sher’s film
romanticizes the idea of suicide through the positive light that it places
physician-assisted suicide in."* Nonetheless, it is clear from the
Emericks’ experience that physician-assisted suicide can be a way for
terminally ill patients to exercise autonomy over their final moments."
Oregon may have been the first state to pass a so-called Death with

9. Id.
10. Id.
11. Id.
12. Id.
13. Id.
14. Id
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Dignity Act,'® but numerous states have followed suit,'” with Illinois be-
ing the latest to consider passing its own law.'®

The purpose of this Note is to recommend the passage of a physi-
cian-assisted suicide law in Illinois through a discussion of the history
of physician-assisted suicide in the United States and the arguments of
physician-assisted suicide’s supporters and opponents. In Part II, this
Note will examine some early court cases regarding physician-assisted
suicide in the United States. In Part III, this Note will briefly compare
the text of the Illinois Bill to bills that have already been passed in states
like Oregon, which have legalized physician-assisted suicide, as well as
the continued growth of physician-assisted suicide in the United States.
Part I1I will also consider the arguments of those who support and op-
pose the Illinois Bill, analyzing their respective strengths and weak-
nesses. Part IV will recommend the passage of a Death with Dignity
law in Illinois, as the bill would increase autonomy for terminally ill
individuals at the end of their life, prevent their quality of life from be-
coming intolerable, and give them peace in knowing their final wishes
are being respected. Finally, Part V will provide a summary of the Note
and conclude by recommending the eventual passage of the Death with
Dignity law.

II. Background

A. [Litigation History of Physician-Assisted Suicide in the United
States

In the following three cases, the United States Supreme Court re-
lied largely on the same concept in coming to its holdings in each: that

16. See Deborah Josefson, US Sees First Legal Case of Physician Assisted Suicide,
316 THE BM]J 1037, 1037 (1998).

17.  See Chris Haring, Medical Aid in Dying as an End-of-Life Option Offers Death
with Dignity, DEATH WITH DIGNITY (Mar. 29, 2023), https://deathwithdignity.org/
news/2023/03/3-29-23-senior-guide/ [https://perma.cc/SDU2-SN7E] (“With physi-
cian-assisted death, which is legal in 10 U.S. states (Maine, New Jersey, Vermont,
New Mexico, Montana, Colorado, Oregon, Washington, California, and Hawaii)
and Washington, D.C., the physician consults with the patient and prescribes the
medication...”).

18. See Amber Smock, Breaking: Illinois Assisted Suicide Bill Filed, Access Living
Opposed, ACCESS LIVING (Feb. 9, 2024), https://accessliving.org/newsroom/action-
alerts/breaking-illinois-assisted-suicide-bill-filed-access-living-opposed/ [perma.cc/
YU44-EW5A].
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states have an interest in preserving life, rather than considering the
autonomy of the individuals within those states.?®

1. CRUZAN V. DIRECTOR OF MISSOURI DEPARTMENT OF HEALTH

One of the early cases involving an option akin to physician-as-
sisted suicide, Cruzan v. Director of Missouri Department of Health, in-
volved a Missouri law that required “clear and convincing” evidence
of an individual’s desire to refuse life-sustaining care.” Following a car
accident, Cruzan fell into a coma, which left her in a vegetative state
and required the implementation of nutrition and hydration tubes.?!
After it became clear that Cruzan had little to no chance of regaining
her cognitive functions, her parents sought authorization from a Mis-
souri court for hospital employees to terminate Cruzan’s care.” The
court granted the request, finding that Cruzan had a right under both
the State and Federal Constitutions to refuse unwanted medical care
and that Cruzan had previously indicated to a roommate that she
would not want to go on living if she could not live “at least halfway
normally.”? The Supreme Court of Missouri reversed, reasoning that
the State strongly favors the preservation of life and that Cruzan’s state-
ments to her roommate were not sufficient evidence of a desire to refuse
life-sustaining care.” The United States Supreme Court granted certio-
rari to determine whether Cruzan has a constitutionally-protected right
that would require the hospital to withdraw its care.”

Ultimately, the Court reasoned that while Cruzan, and other sim-
ilarly situated individuals do have a right to refuse medical treatment,
the State has an equal interest in preserving life; as a result, the State is
free to require that an individual’s desire to refuse care be as “clear and
convincing” as the State chooses to make it.? The Court also stated that,

19. See infra Sections ILA.1, ILLA .2, & I1.A.3.

20. Cruzanv. Dir., Mo. Dep’t of Health, 497 U.S. 261, 265 (1990) (“The Supreme
Court of Missouri held that because there was no clear and convincing evidence of
Nancy’s desire to have life-sustaining treatment withdrawn under such circum-
stances, her parents lacked authority to effectuate such a request.”).

21. Id. at 266.

22. Id.at267-68.

23. Id.at268.
24. Id.
25. Id.at269.

26. Id. at 282 (“In our view, Missouri has permissibly sought to advance these
interests through the adoption of a “clear and convincing” standard of proof to gov-
ern such proceedings.”).
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at least in regard to the Missouri law at hand, it is permissible to refuse
to consider testimony or evidence from the patient’s family members;
that is to say, the “clear and convincing evidence” must have come di-
rectly from the patient herself.” In their reasoning, the Court seemed to
be of the mind that living, on the whole, is better than not living: “we
think a State may properly decline to make judgments about the “qual-
ity” of life that a particular individual may enjoy, and simply assert an
unqualified interest in the preservation of human life to be weighed
against the constitutionally protected interests of the individual.”*

Though the issue in Cruzan is slightly different than the focus of
this Note, it still bears discussion for the State’s apparent interest, or
lack thereof, in the quality of life of its citizens.?’ It seems counterintui-
tive for the Court to say that living is better than the alternative for an
individual who cannot be kept alive aside from the use of some heavy-
duty medical equipment. This focus on the patient’s quality of life is
something that the Illinois Bill and other similar Bills take strongly into
consideration,® allowing a terminally ill individual to choose to end
their life before it becomes intolerable.

2. WASHINGTON V. GLUCKSBERG

In Washington v. Glucksberg, the issue for the Court was whether a
Washington state law that prohibited “causing” or “aiding” a suicide
(and had been interpreted as extending to physician-assisted suicides)
violated the Equal Protection Clause of the Fourteenth Amendment.*
Similar to Cruzan, this case involved a number of terminally-ill, suffer-
ing patients whose physicians would have been otherwise able to pre-
scribe life-ending medicine if it were not for a law criminalizing assisted
suicide.” The doctors, alongside Compassion in Dying, an organization

27. Id. at 286 (“Close family members may have a strong feeling —a feeling not
at all ignoble or unworthy, but not entirely disinterested, either—that they do not
wish to witness the continuation of the life of a loved one which they regard as
hopeless, meaningless, and even degrading. But there is no automatic assurance that
the view of close family members will necessarily be the same as the patient’s would
have been had she been confronted with the prospect of her situation while compe-

tent.”).
28. Id. at 282.
29. Seeid.

30. See, e.g., OR.REV. STAT. § 127.805-§ 2.01(1) (2024) (“An adult[. . .] may make
a written request for medication for the purpose of ending his or her life in a humane
and dignified manner....” (emphasis added)).

31. Washington v. Glucksberg, 521 U.S. 702, 705-06 (1997).

32. Id.at707.
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that provides counseling and assistance to individuals considering
physician-assisted suicide, sued Washington, alleging that the law was
unconstitutional.®® The plaintiffs won in the District Court, but the de-
cision was later overturned by a panel from the Court of Appeals for
the Ninth Circuit after Washington appealed.* The case was then re-
heard en banc by the Ninth Circuit, where they reversed the panel’s
decision and affirmed the District Court judgment.® Following this, the
Supreme Court granted certiorari and reversed the en banc Ninth Cir-
cuit’s decision.®

The Court held that assisted suicide, and by extension, physician-
assisted suicide, are not a “fundamental liberty interest,” and as such,
were not subject to protection under the Fourteenth Amendment.*” The
Court reasoned that since assisted suicide is not grounded in tradition,
itis not protectable as a fundamental liberty interest.*® Additionally, the
Court found that Washington’s ban on assisted suicide was reasonable,
as it furthered the state’s interest in preserving life and humanity.* The
Court also touched on the ways in which legalizing assisted suicide
could bias marginalized groups, such as the poor, the disabled, and the
elderly.*’ In their view, allowing for physician-assisted suicide could
create “societal indifference” towards these groups by valuing their
lives less than those of the majority.*! The Court concluded by making
a “slippery slope” argument: if they were to hold that assisted suicide
is legal, then this could open the door for things like voluntary, or even
involuntary, euthanasia becoming legal.*?

33. Id. at 707-08.

34. Id. at 708-09.

35. Id. at709.

36. Id.

37. Id. at 728 (“That being the case, our decisions lead us to conclude that the
asserted “right” to assistance in committing suicide is not a fundamental liberty in-
terest protected by the Due Process Clause.”).

38. Id. at 710-11 (“More specifically, for over 700 years, the Anglo-American
common-law tradition has punished or otherwise disapproved of both suicide and
assisting suicide.”).

39. Id.at729 (“Respondents admit that the State has a real interest in preserving
the lives of those who can still contribute to society and enjoy life.”).

40. Id.at732 (“legalizing physician-assisted suicide would pose profound risks
to many individuals who are ill and vulnerable. . . The risk of harm is greatest for
the many individuals in our society whose autonomy and well-being are already
compromised by poverty, lack of access to good medical care, advanced age, or
membership in a stigmatized social group.”).

41. Id.

42, Seeid. at732-34.
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Much like the previously-discussed decision in Cruzan, the Court
seemed to focus on the role of the State, rather than the individual, to
be the one who gets the final say on whether someone’s life is worth
living.*® This Note will not go so far as to advocate for suicide as a gen-
eral principle. However, if an individual is terminally ill and suffering,
rather than enjoying their life, as the State surely would prefer, it is only
right that the individual should be the one to make end-of-life deci-
sions.

3. VACCO V. QUILL

In Vacco v. Quill, the Court was confronted with virtually the same
question about the constitutionality of a New York law that criminal-
ized assisted suicide, with the added element of addressing the differ-
ence between physician-assisted suicide and a refusal of life-saving
treatment as the Court discussed in Cruzan.* The Court reached a sim-
ilar holding to Glucksberg, which is perhaps unsurprising given that the
two cases were decided the same day: there is no constitutional right to
die, and states have a legitimate interest in prohibiting assisted sui-
cide.®

However, the Court also went one step further than they had in
Glucksberg, differentiating the holdings in Glucksberg and Quill from the
holding in Cruzan.*® Specifically, the Court held that there was a differ-
ence in refusing life-saving medical care, as in Cruzan, and taking an
affirmative action designed to end one’s life, as in Glucksberg and
Quill.*” Even though the end result of these options is the same, the
Court concluded that refusing medical care is essentially an extension
of the logic behind the idea of “informed consent,” while introducing

43.  See Glucksberg, 521 U.S. 702, 729-30 (1997); see also Cruzan, 497 U.S. at 281.

44. Vacco v. Quill, 521 U.S. 793, 797-98 (1997).

45. Id. at 808-09.

46. Id.at807 (“In Cruzan [...] we concluded that ‘the principle that a competent
person has a constitutionally protected liberty interest in refusing unwanted medi-
cal treatment may be inferred from our prior decisions,’ [. . .]. But our assumption
of a right to refuse treatment was grounded [. ..] on well established, traditional
rights to bodily integrity and freedom from unwanted touching.”).

47. Id. at 808 (“Logic and contemporary practice support New York’s judgment
that the two acts are different, and New York may therefore, consistent with the
Constitution, treat them differently. By permitting everyone to refuse unwanted
medical treatment while prohibiting anyone from assisting a suicide, New York law
follows a longstanding and rational distinction.”).
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that life-ending medicine goes beyond that.*® Given the Court’s appar-
ent rationale of States wanting to preserve the quality of life of their
citizens,® it seems incongruous that the option that would permit a ter-
minally-ill patient to continue suffering after their care has been re-
moved is permissible, while the option that would offer a peaceful and
voluntary end to a terminally ill patient’s life is not.

B. Legislative History of Physician-Assisted Suicide in the
United States

In 2024, Tllinois proposed the End-of-Life Options for Terminally
[l Patients Act (“the Illinois Bill” or “the Bill”), which much like the
Oregon law, would permit terminally ill patients with less than six
months to live to request aid-in-dying medication from a physician.”
Almost as soon as the Bill was proposed, it was met with a great deal
of criticism and skepticism, with many people expressing similar con-
cerns as Stephen Drake in the case of the Emericks.”! However, the Bill
has also had numerous supporters, with proponents of other states’
Death with Dignity acts advocating for the passage of the Illinois bill as

48. Id. at 807 (“[O]ur assumption of a right to refuse treatment was grounded
not . . . on the proposition that patients have a general and abstract ‘right to hasten
death,”...but on well established, traditional rights to bodily integrity and freedom
from unwanted touching”).

49. See Glucksberg, 521 U.S. 702, 746 (1997).

50. S.B. 3499, 103rd Gen. Assemb., Tentative Sess. (Il1. 2025).

51. See, e.g., Pam Heavens, Illinois should not legalize ‘physician-assisted suicide.’
There’s too much potential for abuse., CHIL. SUN TIMES (Feb. 24, 2024, at 06:00), https://
chicago.suntimes.com/other-views/2024/02/23/illinois-medical-aid-dying-doctor-
assisted-suicide-legislation-disability-rights-abuse-other-views [https://perma.cc/78
65-76QY]; see Smock, supra note 18; see also, Stop Assisted Suicide, CATHOLIC CONF.
ILL., https://www.ilcatholic.org/stop-assisted-suicide/ [perma.cc/6UXD-NQQB]
(last updated Feb. 2025).
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well.”> SB3499 did not pass, but the Illinois Bill has been revived under
a new bill number, SB1950, for the 104th General Assembly.*

1. OREGON’S DEATH WITH DIGNITY ACT

In 1994, Oregon created Ballot Measure 16 or Death with Dignity
Act (“the Act”), making Oregon the first State to legalize physician-as-
sisted suicide.™ While the Act was approved in 1994, it was not actually
implemented until October 1997, just a few months after the Supreme
Court had issued its rulings in Glucksberg and Quill.*® In 1997, in re-
sponse to these rulings, Measure 51 sought to repeal the Act, but this
was rejected by sixty percent of voters.®

Much like the Illinois Bill, the Death with Dignity Act was met
with its fair share of criticism and opposition.” Up until and following
its passage, the George W. Bush Administration challenged the Act at
every turn, eventually culminating in Gonzales v. Oregon.* In 1994, U.S.
District Judge Michael Robert Hogan issued a preliminary injunction
against the Act, and then, in 1995, held that the Act was unconstitu-
tional under the Equal Protection Clause of the Fourteenth

52.  See, e.g., SB 3499: End of Life Options for Terminally Ill Patients Act, ACLU ILL.
(Jan. 7, 2025), https://www.aclu-il.org/en/legislation/sb-3499-end-life-options-termi-
nally-ill-patients-act [https://perma.cc/62P9-FG3U]J; see also Letters: We Need a Com-
passionate Conversation About End-Of-Life Care in Illinois, CHI. TRIBUNE (Feb. 25, 2024,
at 05:00), https://www.chicagotribune.com/2024/02/25/letters-vp-022524-medical-
aid-in-dying-illinois-legislation/?clearUserState=true [perma.cc/PM8M-V8Y3]; Eliz-
abeth Van Wijingaarden, Should older people who are not severely ill have the right to ask
for assisted dying?, OXFORD INST. POPULATION AGEING (Sep. 24, 2020), https://www.
ageing.ox.ac.uk/blog/assisted-dying [perma.cc/SSHV-H4DS8].

53.  See Bill Status of SB1950, ILL. GEN. ASSEMB., https://ilga.gov/Legislation/Bill-
Status?GAID=18&DocNum=1950&DocTypelD=SB&Legld=161335&SessionID=
114 [https://perma.cc/NPD9-GQ6C] (last visited Sep. 30, 2025).

54. Josefson, supra note 16.

55.  See Oregon’s Death With Dignity Act: Frequently Asked Questions, OR. HEALTH
AUTH., https://www.oregon.gov/oha/ph/ProviderPartnerResources/EvaluationRe-
search/DeathwithDignity Act/Pages/faqs.aspx [https://perma.cc/GUKS-E4SD] (last
visited Sep. 30, 2025) (“The DWDA was a citizens’ initiative passed twice by Oregon
voters. The first time was in a general election in November 1994 when it passed by
a margin of 51% to 49%. An injunction delayed implementation of the Act until it
was lifted on October 27, 1997.”).

56. Id.(“In November 1997, a measure was placed on the general election ballot
to repeal the DWDA. Voters chose to retain the DWDA by a margin of 60% to 40%.”).

57. DISABILITY RIGHTS EDUCATION AND DEFENSE FUND, SOME OREGON AND
WASHINGTON STATE ASSISTED SUICIDE ABUSES AND COMPLICATIONS 1 (2012),
https://dredf.org/wp-content/uploads/2012/08/revised-OR-W A-abuses.pdf.
[https://perma.cc/L6QP-3L6E]

58. See Gonzales v. Oregon, 546 U.S. 243 (2006).
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Amendment.” However, after the Supreme Court ruled in Glucksberg
that the right to die is not implicated in the Equal Protection Clause,®
this argument fell by the wayside, and the Act was allowed to take ef-
fect.®! Undeterred, members of Congress sought to prosecute physi-
cians who prescribed the life-ending medicine under the Controlled
Substances Act (“CSA”).2 This argument was rejected by then-Attor-
ney General Janet Reno, who determined that the federal government
could not reach Oregon physicians who were following an Oregon
law.%

Senator John Ashcroft proposed legislation that would grant the
Attorney General the power to prosecute physicians who participated
in physician-assisted suicide, but these bills were not passed.®* How-
ever, when Senator Ashcroft became Attorney General in 2001, he
found that physician-assisted suicide was in violation of the CSA, and
published an “interpretive rule” stating that physician-assisted suicide
was not a legitimate medical purpose, and that any physician found
prescribing drugs for such a purpose would be found in violation of the
CSA.® Following this, Oregon Attorney General Hardy Myers, along-
side a physician, pharmacist, and a handful of terminally ill patients,
challenged Ashcroft’s rule.® In 2002, U.S. District Judge Robert E. Jones
issued a permanent injunction against the rule.”” In 2004, the ruling was

59. See Lee v. Oregon, 869 F.Supp. 1491 (D. Or. 1994); Lee v. Oregon, 891
F.Supp. 1429 (D. Or. 1995).

60. Glucksberg, 521 U.S. 702, 728 (1997).

61. See Oregon’s Death With Dignity Act: Frequently Asked Questions, supra note
55 (“An injunction delayed implementation of the Act until it was lifted on October
27,1997.”).

62. Jacob Gersen, Overlapping and Underlapping Jurisdiction in Administrative
Law 4 (U. CHL PUB. L. & LEGAL THEORY, Working Paper No. 161, 2007) (“In 1997, a
group of legislators invited the DEA to prosecute or revoke the CSA registration of
Oregon physicians who assisted suicide pursuant to the ODWDA.”).

63. Id. (“Attorney General Janet Reno concluded that the DEA could not take
the proposed action because the CSA does not authorize it to “displace the states as
the primary regulators of the medical profession, or to override a state’s determina-
tion as to what constitutes legitimate medical practice.””).

64. Id.at4-5 (“Legislation was introduced in Congress to delegate explicitly to
the agency any requisite authority, but the bills did not garner enough support to

ass.”).
P 65. Id.atb5.

66. Supreme Court’s Decision in Gonzales v. Oregon: High Court Rejects Federal Reg-
ulation of Physician-Assisted Suicide, THE PEW F. ON RELIGION & PUB. LIFE, LEGAL
BACKGROUNDER (Jan. 31, 2006) at 3.

67. Oregon v. Ashcroft, 192 F. Supp. 2d 1077, 1093 (D. Or. 2002).
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affirmed by the United States Court of Appeals for the Ninth Circuit.®®
Following this decision, the government petitioned for certiorari, which
the Supreme Court granted.® In 2006, the Court announced its ruling
in Gonzales v. Oregon, affirming the lower court’s decision that the CSA
does not permit the U.S. Attorney General to reach physicians who are
following a state law.”

Interestingly, despite Oregon’s Death with Dignity Act being
drafted and passed several years before the cases discussed in the pre-
vious section, the law contains a number of provisions that assuage,
either directly or indirectly, some of the fears expressed by the Supreme
Court throughout the three opinions.”! Sections 127.815 through
127.880 of the statute enumerate the many safeguards that the drafters
included in order to protect both the patient and the doctor who ad-
ministers the medication;”* Sections 127.885 through 127.892 discuss po-
tential immunities and liabilities under the statute;”®> and 127.995 con-
tains the various penalties that one may face for interfering with the
process (either in terms of the request form or the administration of the
medication).” While it would be unreasonable to assume that the draft-
ers of Oregon’s Death with Dignity Act were able to account for every
eventuality, the substantial number of safeguarding provisions that
they implemented (and that other lawmakers are able to look to for
guidance) shows that physician-assisted suicide is not as uncontrollable
or ripe for abuse as the Supreme Court may have feared.”

68. Oregon v. Ashcroft, 368 F.3d 1118, 1131 (9th Cir. 2004).

69. Gonzales, 546 U.S. 243, 243 (2006).

70. Id.at 275 (“The Government, in the end, maintains that the prescription re-
quirement delegates to a single executive officer the power to effect [sic] a radical
shift of authority from the States to the Federal Government to define general stand-
ards of medical practice in every locality. The text and structure of the CSA show
that Congress did not have this far-reaching intent to alter the federal-state balance
and the congressional role in maintaining it.”).

71.  See OR. REV. STAT. §§ 127.815-127.880 (2024) (enumerating the statute’s ex-
isting safeguards against abuse).

72. Seeid.

73.  See OR.REV. STAT. §§ 127.885-127.892 (2024) (detailing the statute’s immun-
ities and liabilities for physicians and others).

74. See OR.REV. STAT. § 127.995 (2024) (explaining the possible penalties under
the statute).

75. See OR. REV. STAT. §§ 127.815-127.880 (2024); see OR. REV. STAT. §§ 127.885—
127.892; see OR. REV. STAT. § 127.995 (2024).
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2. WASHINGTON’S DEATH WITH DIGNITY ACT

Fourteen years after Oregon enacted its Death with Dignity Act,
Washington enacted a Death with Dignity Act of their own (“I-1000”).7
This made Washington the second state to allow for physician-assisted
suicide.” As Oregon’s Death with Dignity Act was the only other phy-
sician-assisted suicide law on the books at the time, it is not surprising
that the language and requirements of the statutes are relatively simi-
lar, aside from some small but important additions.

For example, I-1000 provides that an individual “does not qual-
ify” for physician-assisted suicide “solely because of age or disabil-
ity.””® Additionally, I-1000 requires that the written request for the life-
ending medication be witnessed by at least two individuals, one of
whom is not related to the patient by blood or by law, not entitled to
any of the patient’s estate after their death, and not involved with the
healthcare facility where the patient is receiving their treatment.” Fi-
nally, I-1000 also provides that “medication to end a patient’s life in a
humane and dignified manner shall not be prescribed until the person
performing the counseling determines that the patient is not suffering
from a psychiatric or psychological disorder or depression causing im-
paired judgment.”®

While these may have been added in an attempt for the lawmak-
ers to prevent abuse of the law, some of the changes, particularly these
last two, would seem to have a chilling effect instead.® For example,
the reasoning behind not allowing one of the witnesses to the written
statement to be someone who has an interest in the estate makes sense,
but may not account for the reality that as people get older, they may
wish to reward lifelong friends for their companionship by putting
them in their will.*? To take an extreme example, if a patient has only

76. See Death with Dignity Act, WASH. STATE DEP'T HEALTH, https://doh.wa.
gov/data-and-statistical-reports/health-statistics/death-dignity-act [https://perma.
cc/4TC5-2E6B] (last visited Sept. 30, 2025).

77.  Kevin M. Simmons, Suicide and Death with Dignity, ]. L. & THE BIOSCIENCES
436, 436-37 (May 2018) (“More than ten years later, Washington became the second
state with its “Washington Death with Dignity Act,” modeled off Oregon’s act”).

78. WASH. REV. CODE § 70.245.020 (2024).

79. WASH. REV. CODE § 70.245.030 (2024).

80. WASH. REV. CODE § 70.245.060 (2024).

81. See Death with Dignity Act, WASH. STATE DEP'T HEALTH, supra note 76; see
Simmons, supra note 76, at 436-37; see WASH. REV. CODE § 70.245.020 (2024).

82.  See generally Sara Murphy, When Friends are Your Primary Concern in Mak-
ing a Will, N.Y. TIMES (Apr. 29, 2023), https://www.nytimes.com/2023/04/29/
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two living friends and they are both in the patient’s will, the patient
would have to ask a total stranger to witness the signing of the written
statement as a result of this rule.®® Furthermore, the statute’s require-
ment about depression causing impaired judgment could lead to a
catch-22 of sorts.* If a terminally ill patient is found by a counselor to
be depressed, it would not be unreasonable for the terminal illness itself
to be the underlying cause of the depression. This scenario would create
a sort of feedback loop in which the patient’s illness is the very thing
that prevents them from taking steps designed to peacefully and digni-
fiedly alleviate themselves from the illness.

Much like the Oregon Death with Dignity Act, I-1000 was met
with its fair share of opponents and critics, most notably actor Martin
Sheen speaking for the Coalition Against Assisted Suicide (“the Coali-
tion”).% In a radio commercial for the Coalition, Sheen stated that “[I-
1000] would open up a loophole that health care insurers could exploit
to cut payments for the disabled and the working poor, encouraging
them to use assisted suicide. This is exactly the wrong direction for real
health care in America.”* Not only is Sheen’s argument unsupported
by any facts or statistics, but it is also contradicted by the language of
the statute itself. The statute states that:

The sale, procurement, or issuance of any life, health, or accident
insurance or annuity policy or the rate charged for any policy shall
not be conditioned upon or affected by the making or rescinding of
a request, by a person, for medication that the patient may self-ad-
minister to end his or her life in a humane and dignified manner.
A qualified patient’s act of ingesting medication to end his or her
life in a humane and dignified manner shall not have an effect upon
a life, health, or accident insurance or annuity policy.®”

If insurance companies were truly motivated by saving money on
payments, as Sheen claimed, then it does not make sense that they
would encourage patients to do something that would result in them
paying out life insurance or annuity payments (that are potentially

business/friends-wills-inheritance-beneficiary.html [https://perma.cc/CJC5-PEXY]
(highlighting the rate at which adults name their lifelong friends in their will).

83. See WASH. REV. CODE § 70.245.030 (2024).

84. See WASH. REV. CODE § 70.245.060 (2024).

85. See Stephen Drake, Actor/Activist Martin Sheen Voices Opposition to Assisted
Suicide in Washington State, NOT DEAD YET (Oct. 1, 2008), https://notdeadyet.org/ac-
toractivist-martin-sheen-voices/ [https://perma.cc/T2EN-THL6].

86. Seeid.

87. WASH. REV. CODE § 70.245.170 (2024).
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worth more than the health insurance would have been).* Neverthe-
less, I-1000 was passed and enacted in 2008, solidifying Washington as
the second state to have a law permitting physician-assisted suicide.®

III. Analysis

This Section will compare the text of the Illinois Bill to other states’
Death with Dignity Acts, exploring the implications of the similarities
and differences between the Illinois Act and the others, as well as the
growing amount of Death with Dignity legislation in the United States.
This Section will then discuss the strengths and weaknesses of argu-
ments held by supporters of the Illinois Bill —and similar Bills. Follow-
ing that, this Section will undertake a similar inquiry regarding oppo-
nents of the Illinois Bill.

A. Comparing the Illinois Bill to Other Death with Dignity Acts

As was discussed in Part II, Oregon’s Death with Dignity Act was
a landmark piece of legislation that made Oregon the first State to af-
firmatively permit physician-assisted suicide,” after which Washing-
ton followed suit and enacted their own physician-assisted suicide law
a decade later.”” Given the importance of these two statutes in the rise
of physician-assisted suicide legislation, as well as the longevity and
positive public reception of both statutes, it warrants comparing Illi-
nois’ proposed legislation to the statutes that have come before it. While
there will be some natural similarities between the Illinois statute and
the other states’ statutes,* it is equally important to see what additions
or omissions Illinois may have made, as well as what they kept the
same.

88. See generally Frederick R. Parker, Jr., Harvey W. Rubin, & William J.
Winslade, Life Insurance, Living Benefits, and Physician-Assisted Death, 22 BEHAVIORAL
SCI. & THE L. 615, 618 (2004) (explaining that insurance companies typically pay out
for deaths caused by physician-assisted suicide).

89. Washington State Voters Approve Physician-Assisted Suicide, CLINICIAN.COM
(Jan. 1, 2009), https://www.clinician.com/articles/111636-washington-state-voters-
approve-physician-assisted-suicide [https://perma.cc/C3UU-XBS]].

90. See supra Section II.

91. See Simmons, supra note 76, at 436-37.

92. See WASH. REV. CODE § 70.245.170 (2024); Oregon’s Death with Dignity Act:
Frequently Asked Questions, supra note 55; Bill Status of SB1950, supra note 53.
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1. ilé\i[FILARITIES BETWEEN THE ILLINOIS BILL AND THE OREGON

Since Oregon’s Death with Dignity Act is the landmark physician-
assisted suicide law in the United States,” it seems only natural that the
Illinois Bill is largely like the Oregon law —after all, as the saying goes,
if it ain’t broke, don't fix it.** That being said, it is equally important to
consider what additions the drafters of the Illinois Bill may have made
and why they might have made them. For the sake of brevity, only a
handful of the similarities and differences between the two laws will be
discussed.

In terms of similarities, the Illinois Bill is unsurprisingly moti-
vated by the same policy goals as Oregon’s Death with Dignity Act.%
For example, the Oregon statute reads as follows:

An adult who is capable and has been determined by the attending
physician and consulting physician to be suffering from a terminal
disease, and who has voluntarily expressed his or her wish to die,
may make a written request for medication for the purpose of end-
ing his or her life in a humane and dignified manner in accordance
with ORS 127.800 to 127.897.%

Similarly, the synopsis of the Illinois Bill that was created when
the Bill was first proposed and drafted states that it “authorizes a qual-
ified patient with a terminal disease to request that a physician pre-
scribe aid-in-dying medication that will allow the patient to end the pa-
tient’s life in a peaceful manner”.”” Furthermore, the Illinois Bill and
Oregon’s Death with Dignity Act have nearly identical requirements
for the written request that must be made to receive the life-ending
medicine.” Both laws require two witnesses for the signing of the re-
quest, with the Oregon law specifying that “one of the witnesses shall
be a person who is not: (a) a relative of the patient by blood, marriage
or adoption; (b) a person who at the time the request is signed would
be entitled to any portion of the estate of the qualified patient upon
death under any will or operation of law; or (c) an owner, operator or

93. See discussion supra Section IL.B.1.

94. If it ain’t broke, don't fix it, MERRIAM-WEBSTER, https://www.merriam-web-
ster.com/dictionary/if%20it%20ain%27t%20broke%2C%20don%27t%20fix%20it
(last visited Sep. 30, 2025) [https://perma.cc/VA2S-SPVW].

95. Bill Status of SB1950, supra note 53.

96. OR. REV. STAT. § 127.805 § 2.01(1) (2024).

97. SeeS.B.3499, 103rd Gen. Assemb., Tentative Sess. (Ill. 2025) (emphasis added).

98. Bill Status of SB1950, supra note 53.
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employee of a health care facility where the qualified patient is receiv-
ing medical treatment or is a resident.”*

The Illinois Bill’s language regarding the witness requirement is
identical to the Oregon law, aside from the interesting inclusion of rel-
atives by civil union or registered domestic partnership to the list of
individuals excluded from being a witness.'® Given that Oregon recog-
nizes domestic partnerships,'” it is unclear why they would not amend
the Death with Dignity law to reflect that. Likewise, it is interesting that
the Illinois Bill even mentions civil unions in the first place, given their
declining popularity because of the legalization of gay marriage.'®
However, should gay marriage rights be overturned in the coming
years, as hinted at by Justice Thomas in his concurring opinion in Dobbs
v. Jackson Women's Health Organization,'® the inclusion of civil unions
and domestic partnerships may prove to be an important addition.

Another interesting difference between the Illinois Bill and the Or-
egon law lies in how each statute defines who is a “qualified patient.”
The Oregon law states that “no person shall qualify under the provi-
sions of [the statute] solely because of age or disability.”'** The language
of the Illinois Bill is nearly identical, but with one addition: “No person
will be considered a ‘qualified patient’ under this Act solely because of
advanced age, disability, or a mental health condition, including depres-
sion.”'® This addition is interesting, mainly since it seems somewhat
superfluous. Both the Illinois Bill and the Oregon law already require
counseling before the life-ending medicine can be prescribed if the at-
tending physician suspects the patient may be suffering from a mental
health condition or otherwise lacks capacity.'” That being said, this also

99. OR.REV. STAT. § 127.810 § 2.02(2) (2025).

100. SB0009 Synopsis as Introduced § 25(b)(1) (2025).

101. OR.REV. STAT. § 106 et seq. (2025).

102. Is There Any Reason To Get a Civil Union?, ILL. LEGAL AID ONLINE, https://
www.illinoislegalaid.org/legal-information/there-any-reason-get-civil-union
[https://perma.cc/5]4U-Z5NQ] (last updated Sep. 19, 2024).

103. Nina Totenberg & Sarah McCammon, Supreme Court Overturns Roe v. Wade,
Ending Right to Abortion Upheld for Decades, NPR, https://www npr.org/2022/06/24/1
102305878/supreme-court-abortion-roe-v-wade-decision-overturn  [https://perma.
cc/KQC7-7CTQ)] (last updated June 24, 2022, at 10:43) (“But in his concurring opin-
ion, Justice Thomas said the legal rationale for Friday’s decision could be applied to
overturn other major cases, including those that legalized gay marriage....”).

104. OR.REV. STAT. § 127.805 § 2.01(2) (2025).

105. SB0009 Synopsis as Introduced § 5 (2025) (emphasis added).

106. OR. REV. STAT. § 127.825 § 3.03 (2025); SB3499 Synopsis as Introduced § 40
(2024).
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serves to increase efficiency by making sure doctors do not have to
waste time dealing with patients who do not qualify and limit physi-
cian-assisted suicide to those patients that the Act was originally de-
signed to help.

2. THE CONTINUED GROWTH AND CHANGE OF DEATH WITH

DIGNITY ACTS IN THE UNITED STATES

Since the passage of the Oregon Death with Dignity Act, physi-
cian assisted suicide has become widespread throughout the United
States.”” Currently, there are eleven jurisdictions that have Death with
Dignity laws: California, Colorado, the District of Columbia, Hawaii,
Maine, Montana, New Jersey, New Mexico, Oregon, Vermont, and
Washington.'® From this geographical range of states, it can be seen
that Death with Dignity is not a localized phenomenon. Furthermore,
another fourteen states are considering implementing their own Death
with Dignity laws this year: Arizona, Connecticut, Delaware, Florida,
Mlinois, Indiana, Kentucky, Maryland, Massachusetts, Missouri, New
Hampshire, New York, Rhode Island, and Tennessee.'® If all of these
states are successful in implementing the law, Death with Dignity has
the potential to become even more widespread than it currently is.

Additionally, some of the states that currently have Death with
Dignity laws have proposed amendments to increase the scope of the
law and to further ensure that the law is fulfilling its purpose.'® For
example, an amendment to the Oregon law would reduce the manda-
tory waiting period from fifteen days to forty-eight hours for patients
who are expected to die very soon."! Likewise, Washington has pro-
posed an amendment that would permit exceptions to their seven-day
waiting period for patients with less than seven days to live, at risk of
losing the ability to self-administer the medication, or who are in un-
bearable pain.'? Finally, Maine has proposed a similar amendment that
would allow attending physicians to waive any portion of the waiting

107. DEATH WITH DIGNITY, In Your State, https://deathwithdignity.org/states/
[https://perma.cc/TUL3-25QW] (last updated Feb. 27, 2025).
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110. Totenberg & McCammon, supra note 103; OR. REV. STAT. § 127.805 § 2.01(2)
(2025); SB0009 Synopsis as Introduced § 5 (2025).

111. DEATH WITH DIGNITY, supra note 107.
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period if, in their medical opinion, they find it to be in the best interest
of the patient.'”

The fact that a large number of states are considering implement-
ing their own Death with Dignity laws and that those states that already
have laws are continuing to amend them to ensure they serve their pur-
pose shows that, while physician-assisted suicide may be a fairly old
concept,'™ it continues to have relevance in today’s world and should
not be dismissed out of hand.

B. Support for the Illinois Bill and other “Death with Dignity”
Acts

Despite remaining a controversial topic, the Illinois Bill (and the
concept of physician-assisted suicide as a whole) has its fair share of
supporters.!15

1. DEATH WITH DIGNITY: PHYSICIAN-ASSISTED SUICIDE

INCREASES DIGNITY AND AUTONOMY

Perhaps unsurprisingly, one of the main supporters of physician-
assisted suicide is the organization Death with Dignity."¢ Death with
Dignity shares a common goal with its namesake pieces of legislation:
empowering people with terminal illnesses and ensuring that they are
able to have a “good death” on their own terms.'” As they explain on
their website, Death with Dignity has several core values that they pro-
mote in their mission."®

The first of these is (again, unsurprisingly) dignity, with the
choice of physician-assisted allowing for an individual to choose their
terms and definition of what is a dignified death.!” Second, Death with
Dignity stands for an individual’s right to die with the same freedom
and autonomy that they had during their life.’® Third, Death with Dig-
nity embodies trust by “practicing transparency, respecting patient

113. Id.

114.  See Connor T. A. Brenna, Regulating Death: A Brief History of Medical Assis-
tance in Dying, 27 INDIAN J. OF PALLIATIVE CARE 448, 448 (2021) (describing the his-
tory of physician assisted suicide).

115. See S. B. 3499, 103rd Gen. Assemb., Tentative Sess. (Ill. 2025).
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privacy, honoring [their] commitments to supporters, and providing
factual information to the public.”'* Finally, Death with Dignity stands
for equity, diversity, and inclusion, embracing everyone and
“work[ing] toward a world where everyone has an opportunity to die
according to their own wishes, regardless of race, sex, age, religion, na-
tional origin, veteran status, disability, family relationships, sexual ori-
entation, gender identity, marital status, or other legally protected cat-
egory.” %

These same goals and values are shared by those who support the
Illinois Bill and physician-assisted suicide on the whole.”” For many
who support physician-assisted suicide, the main rationales are that it
provides autonomy to terminally ill patients who are nearing the end
of their lives, it gives these patients peace of mind in knowing their end-
of-life wishes are being respected, and it provides a humane end to a
life that is already ending.'*

2. ACLU: PHYSICIAN-ASSISTED SUICIDE IN ILLINOIS SPECIFICALLY

The American Civil Liberties Union of Illinois (“ACLU-Illinois”)
is one such organization that has consistently voiced its support for the
Illinois Bill and physician-assisted suicide as far back as the previous
iteration of the Bill, SB3499, which did not pass in 2024.'> On their site,
ACLU-Illinois describes medical aid in dying as “a trusted and time-
tested medical practice that is part of the full spectrum of end-of-life
care options, including hospice and palliative care” and “supported by
seventy-one percent of Illinoisans and more than two-thirds of Illinois
doctors.'? Furthermore, they state that “despite claims of opponents to
the law, not a single substantiated case of abuse or coercion has been
found in the twenty-six years since the first medical aid-in-dying law
went into effect in 1997 in Oregon.”'*” Additionally, the website allows
for supporters of the Illinois Bill to send a “message” to Illinois senators
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expressing their support for the bill."® The “message,” which refers to
a prior Senate Bill earlier this year that did not pass during the current
session, states: “SB1950 (HA2) makes medical aid in dying, a part of the
full spectrum of end-of-life care options that is authorized in 10 states
and Washington D.C., available to Illinoisans. It allows a mentally ca-
pable, terminally ill adult with a prognosis of six months or less the
option to obtain a prescription medication so they can die peacefully
and end their suffering. The bill includes multiple protections to pre-
vent coercion. Take action in support of this bill!”'%

Both the general information on ACLU-Illinois’s website and the
message that supporters can send to lawmakers further the same pop-
ular policy goals that Death with Dignity and other supporters of phy-
sician-assisted suicide share: The Illinois Bill functions as a way for ter-
minally ill patients to take control over the end of their lives in a
humane and medically sound manner."

3. ILLINOIS END-OF-LIFE OPTIONS COALITION: TESTIMONIALS
FROM ILLINOIS RESIDENTS WHO SUPPORT PHYSICIAN-ASSISTED
SUICIDE
The Illinois End-of-Life Options Coalition (“Illinois Coalition”) is

another organization that ACLU-Illinois has partnered with to spread
awareness of and promote the normalization of physician-assisted sui-
cide.”™ The information on the Illinois Coalition’s site is largely the
same as that on ACLU-Illinois’s site, with the important addition of sto-
ries and perspectives of terminal illness patients who support physi-
cian-assisted suicide.'*

For instance, Sophie Meyn of Urbana, Illinois, said that “[h]aving
an incurable brain tumor means needing to be thoughtful about the
likely reality of facing the end of my life earlier than I would like to
accept. [...] I would prefer to have the right to decide for myself
whether or not medical aid in dying makes sense, rather than have

128.  See Support End of Life Options for Terminally Ill Patients, ACLU ILL., https://
action.aclu.org/send-message/support-end-life-options-terminally-ill-patients-1
[https://perma.cc/K45A-PRR4] (last visited Sep. 30, 2025).
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strangers keep the option unavailable to Illinoisans.”'* Likewise, An-
drew Flack of Naperville, Illinois, stated that “cancer will eventually
take my life, but I'd rather not suffer when I could go out peacefully
and on my own terms. [...] Cancer isn’t something anybody chooses,
but I can choose how I move forward.”** Finally, Verna O’Brien of Ro-
meoville, lllinois, said that “Jack [her husband] suffered during his last
days on Earth. For what? As someone living with a disability, I believe
I'should get to make my own decisions about what kind of medical care
Ireceive when I reach the end of my life. No one else should get to make
that decision.”'®

While Sophie, Andrew, Verna, and all the other individuals all
have their own unique stories and experiences with physician-assisted
suicide, one thing is clear: they all view physician-assisted suicide as
their choice to end their lives on their own terms and be the ones to take
control over their illness."*® This desire and willingness of terminally ill
patients contradicts almost all of the concerns that the Supreme Court
had regarding physician-assisted suicide that were discussed in Section
IT of this Note."” For these individuals, and many others, it is not about
physician-assisted suicide being mandatory for everyone at a certain
point, as the Court seemed to be worried about.'® It's about the ability
to take control over their illness, choosing to bring their life to a peace-
ful end on their terms rather than suffering over an elongated period of
time.'¥

133. ILL. END-OF-LIFE OPTIONS COAL., ILLINOIS VOICES IN SUPPORT OF MEDICAL
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4. COMPASSION & CHOICES: PHYSICIANS’ VIEWS ON PHYSICIAN-

ASSISTED SUICIDE

Another organization that has expressed its support for physi-
cian-assisted suicide is Compassion & Choices (“Compassion”).140
Based in Colorado, Compassion’s mission is to “improve care, expand
options and empower everyone to chart their end-of-life journey.”**!
Compassion also strives to expand end-of-life care options and defend
existing ones, with the goal of fifty percent of all Americans living
where physician-assisted suicide is accessible by 2028.'#2

Turning back to Illinois, Compassion summarized a 2021 survey
conducted by WebMD on their Medscape platform that was designed
to canvas Illinois physicians about their views on physician-assisted su-
icide."” The first question asked physicians generally about their views
on physician-assisted suicide, with respondents supporting the idea by
a margin of fifty-eight to twenty-five percent—twenty-two percent
“strongly” supported it, while the other thirty-six percent only “some-
what” supported it."** The second question asked physicians if they
would support physician-assisted suicide with the provisions of the II-
linois Bill (namely that the patient must be at least eighteen years of
age; the patient must have decision-making capacity; the patient must
have a prognosis of six months or less; two clinicians must confirm pa-
tient eligibility; the patient must be able to self-ingest the medication;
patients must be informed about all end-of-life options at the time of
request; health professionals, including physicians, may opt out of par-
ticipation; and liability protection for physicians who participate in
compliance with the law).'* This question was answered favorably by
a margin of sixty-five to twenty percent, this time with thirty-two per-
cent strongly supporting the measure —a ten percent increase over the
proposal without the safeguarding provisions.

139. Long-Term Objectives, COMPASSION & CHOICES, https://compassionand
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Nevertheless, the results of the survey may not accurately repre-
sent the views of Illinois physicians at large. One potential issue is that
the survey was completed by only 409 Illinois physicians.'¥” Further-
more, eighty percent of the physicians who responded to the survey
cared for terminally ill patients on a regular basis."® While these are
certainly things to keep in mind while interpreting the survey, they are
not outright indicative of the survey being unreliable.' If these doctors
are the ones spending a considerable amount of time with terminally ill
patients, they may have a better understanding of the suffering that
these patients go through and offer a different perspective on the need
for physician-assisted suicide."™

5. ADVANCE MEDICAL DIRECTIVES

The Illinois Bill has the same underlying goal as some of the other
uncontroversial advance directives that Illinois currently allows: allow-
ing people to take control and plan for the end of their lives.”> While
there are four advance directives recognized by Illinois, the two most
relevant here are the healthcare power of attorney and a living will."*?
Essentially, a healthcare power of attorney lets the patient choose some-
one to make medical decisions for them in the event that they are una-
ble to do so-the patient may still make medical decisions for themselves
while they are capable, however.'* Ideally, this would lead to the same
outcome as if the patient were able to make the healthcare decisions
themselves.”™ However, the power of attorney only has the intended
effect if the patient actually outlines their wishes in the document.'® If
the patient does not give any specific instructions for their care, the des-
ignated agent may be free to request whatever treatment they may
want or feel is appropriate. 1*® This leaves the power of attorney ripe for
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abuse, either from the agent doing what they believe is right or from
outside individuals trying to influence the agent.'

Ilinois also recognizes the patient’s ability to create a living will,
which allows the patient to dictate if they want death-delaying proce-
dures to be used if they have a terminal condition and are unable to
state their wishes.”® The living will only applies if the patient has a ter-
minal condition, which in this case means that the condition is irreversi-
ble, incurable, and the application of any death-delaying procedures
would only serve to prolong the dying process.’” Much like the physi-
cian-assisted suicide process, creating and executing a living will re-
quires two witnesses, and the treating physician may not be a wit-
ness. '

While a power of attorney or living will may be good options for
certain patients, and there certainly are scenarios where they more ad-
equately apply than physician-assisted suicide would, there are several
factors that may make physician-assisted suicide a better choice for oth-
ers.!®! Primarily, having an advance directive is not very useful if it can-
not be located when it is needed.'®? Keeping the directive with the at-
torney who prepared it is ineffective if the medical emergency occurs
in the middle of the night when the office is closed, and having the pa-
tient hold on to it is likewise less than helpful if it is kept somewhere
safe that only they have access to.'®® Similarly, while having the agent
of the power of attorney keep the document may be a good solution, '
this relies on the agent remembering the location of the document while
under the stress of their loved one being in the hospital. Furthermore,
the medical power of attorney and living will both raise questions of
enforceability between jurisdictions. As individuals get older, they may
decide to move to be closer to their children or even to move in with
them.'® However, such a move raises the question of whether any

157. Melinda A. Lee & Karen Berry, Abuse of Durable Power of Attorney for Health
Care: Case Report, 39 J. OF THE AM. GERIATRICS SOCY 806, 807 (1991).

158. Adwvance Directives, supra note 151.

159. Advance Directives, supra note 151.

160. Advance Directives, supra note 151; OR. REV. STAT. § 127.810; see Simmons,
supra note 76, at 436-37.

161. See Advance Directives, supra note 151.

162. RICHARD L. KAPLAN, ELDER LAW IN A NUTSHELL 34-35 (8th ed. 2023).

163. Id.

164. Id.

165. See, e.g., Randall H. Duckett, The Rewards and Reality of Moving in With Your
Adult Kids, AARP (Nov. 22, 2022), https://www.aarp.org/home-family/friends-fam-
ily/info-2022/moving-in-with-your-adult-kids.html [https://perma.cc/QS2L-RGHC]
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powers of attorney or living wills created in their prior jurisdiction will
be recognized in the new jurisdiction.'® Fortunately, Illinois is among
the states that recognize out-of-state powers of attorney,'® but it is still
important to have other options should this no longer be the case in the
future.

Finally, having a power of attorney or living will is only helpful if
the patient has one in the first place.'® Studies have shown that only
eighteen to thirty-six percent of adults in the United States participated
in any sort of advanced care planning.'® Additionally, the process for
obtaining a medical power of attorney or living will may take too long
or be too involved for some patients (or their agents) to figure out.'”
While physician-assisted suicide is not exactly immediate, as a result of
the waiting period between making the request and receiving the med-
ication,'”" it is still relatively quicker and the patient has the peace of
mind of knowing that the process is actively progressing and that they
are the one in control of the decision."”? In summary, while advance di-
rectives, such as a power of attorney or living will, are helpful planning
tools, physician-assisted suicide can be an equally helpful tool for ter-
minally ill individuals who may find themselves in a situation that they
did not have the time or means to plan for.

(providing an example of parents who have moved from one state to another to be
with their adult children).

166. KAPLAN, supra note 162, at 35.

167. 755 ILL. COMP. STAT 45/2-10.6 (a)(1-4) (2025).

168. See generally Advance Directives, supra note 151 (advocating for readers to
talk with family about options).

169. Akash Desai & Al O. Giwa, Power of Attorney, STATPEARLS, https://www.
ncbi.nlm.nih.gov/books/NBK542309/ [https://perma.cc/8VTE-KB93] (last visited
Sep. 30, 2025).

170.  See, e.g., Illinois Statutory Short Form: Power of Attorney for Health Care, ILL.
DEPT. OF PUB. HEALTH, https://dph.illinois.gov/content/dam/soi/en/web/idph/
files/forms/powerofattorneyhealthcareform.pdf [https://perma.cc/LN4N-YFV4]
(last visited Sep. 30, 2025).

171. OR. REV. STAT. § 127.850 (2025) (explaining the mandatory waiting periods
involved in making a physician-assisted suicide request); see DEATH WITH DIGNITY,
supra note 107.

172.  Long-Term Objectives, supra note 139.
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C. Opposition of the Illinois Bill and other “Death with Dignity
Acts”

While the Illinois Bill has garnered a great deal of support, several
groups and individuals have vehemently spoken out against the Illinois
Bill and other “Death with Dignity” acts, citing numerous moral and
legal reasons.'”

1.  NOT DEAD YET: PHYSICIAN-ASSISTED SUICIDE IS A FORM OF

DISCRIMINATION

One of the main opponents of physician-assisted suicide is the
group “Not Dead Yet” which bills itself as a “national, grassroots disa-
bility rights group that opposes legalization of assisted suicide and eu-
thanasia as deadly forms of discrimination against old, ill, and disabled
people.”'7* One of Not Dead Yet's activists, Pam Heavens,'”> has spoken
out against the Illinois Bill specifically.””® In a letter to The Times
Weekly, Heavens voices her opposition to the bill and compares the
treatment of disabled individuals in the healthcare sphere to the treat-
ment seen in the film Million Dollar Baby."”” Heavens also states that
“[d]isability and poverty are two major factors that have the potential
of making assisted suicide seem desirable” and that “none of the phy-
sician-assisted suicide laws have strong requirements that the person
seeking it be evaluated by a psychiatrist.”'”® Heavens concludes by stat-
ing that “[t]he doctor/patient relationship is sacred. It is a bond that is
strengthened by mutual trust. Legalizing physician-assisted suicide ir-
refutably erases that trust.”'”

While some of Heavens’ arguments are compelling, such as po-
tential implications on the treatment of disabled patients, others are

173.  See Heavens, supra note 51; Letter: Do Not Support Legalizing Physician-As-
sisted Suicide, THE TIMES WEEKLY (Oct. 2, 2024), https://thetimesweekly.com/2024/
10/do-not-support-legalizing-physician-assisted-suicide/
[https://perma.cc/5G2YCKZX]; Smock, supra note 18; Stop Assisted Suicide, supra note
51

174. Who We Are, NOT DEAD YET, https://notdeadyet.org/about/ [https://
perma.cc/T7HN-AS98] (last visited Sep. 30, 2025).

175. Not Dead Yet’s Op Ed Articles, NOT DEAD YET, https://notdeadyet.org/not-
dead-yets-op-ed-articles/ [https://perma.cc/G74R-82KD] (last visited Sep. 30, 2025)
(identifying Pam Heavens as a leader/activist for the organization).

176. Heavens, supra note 51; Letter: Do Not Support Legalizing Physician-Assisted
Suicide, supra note 173.

177.  Letter: Do Not Support Legalizing Physician-Assisted Suicide, supra note 173.

178. Id.

179. Id.
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either incomplete or incorrect.'® For instance, while disability and pov-
erty may be reasons for some choosing physician-assisted suicide, there
are countless other reasons that go beyond this, as this note has previ-
ously explained, such as quality of life, intolerable pain, personal dig-
nity, and others.”® Additionally, both the Illinois Bill and the Oregon
Death with Dignity Act require some sort of psychiatric evaluation as
part of the procedure.”® Though Heavens is correct in stating that the
bills merely require a psychiatric evaluation rather than an evaluation
by a psychiatrist,'® this seems to be a distinction without a real differ-
ence, and it is disingenuous to suggest that there is no psychiatric com-
ponent at all.’® Finally, while it is true that it could damage the trust
between a doctor and patient for the doctor to suggest physician-as-
sisted suicide, this presumes that the doctor would make this sugges-
tion in the first place.’® Given that the Illinois Bill requires the request
for life-ending medication to be made without coercion and penalizes
those who coerce patients to make or not make the request,' there is
little incentive for a doctor to do such a thing.'® Furthermore, as the
saying goes, trust is a two-way street.'"® A doctor refusing to honor a
patient’s request to choose physician-assisted suicide could have just as
much of an impact on the doctor-patient relationship as whatever sce-
nario that Heavens envisioned.'®

180. Id.; Aleccia, supra note 7.

181. Id.

182.  See Oregon’s Death With Dignity Act: Frequently Asked Questions, supra note
55; see End-of-Life Options for Terminally Ill Patients Act, S.B. 3499, 103d Gen. As-
semb., Reg. Sess. (IlI. 2024).

183. Letter: Do Not Support Legalizing Physician-Assisted Suicide, supra note 173.

184. See OR. HEALTH AUTH., OREGON DEATH WITH DIGNITY ACT 2023 DATA
SUMMARY 3 (2023); see also End-of-Life Options for Terminally Il Patients Act, S.B.
3499, 103d Gen. Assemb., Reg. Sess. (I1l. 2024).

185. See Ryan Anderson, Physician-Assisted Suicide Corrupts the Practice of Medi-
cine, THE HERITAGE FOUND. (Apr. 20, 2015), https://www.heritage.org/health-care-
reform/report/physician-assisted-suicide-corrupts-the-practice-medicine
[https://perma.cc/73P7-U33T] (explaining that many doctors are inclined to prevent
patients from choosing physician-assisted suicide, rather than promoting it).

186. End-of-Life Options for Terminally Ill Patients Act, S.B. 3499, 103d Gen. As-
semb., Reg. Sess. §§ 35, 90 (a—b) (IlI. 2024).

187. See Anderson, supra note 185.

188.  See Jeff Wilson, Building Trust is a Two-Way Street, PADILLA, (Mar. 15,
2022), https://padillaco.com/post/building-trust-is-a-two-way-street [https://perma.
cc/ AQW5-CH28].

189. See, e.g., Stephanie Desmon, Improving Patient-Doctor Communication, JOHNS
HOPKINS (Oct. 23, 2023), https://publichealth.jhu.edu/2023/when-patients-dont-feel-
heard-by-their-doctor [https://perma.cc/9XB5-QFEM] (explaining the erosion of
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2. DISABILITY RIGHTS EDUCATION AND DEFENSE FUND: DOCTOR

SHOPPING

The Disability Rights Education and Defense Fund (“DREDEF”),
which is another group opposed to physician-assisted suicide,'” has
compiled a list of some of the main dangers and possibilities for abuse
that have resulted from the “lax oversight” of Oregon and Washing-
ton’s laws." The first risk identified by DREDF is the ability for “doctor
shopping” to get around any safeguards put in place.'”> The DREDF
report first explains the story of Kate Cheney, a woman whose initial
physician-assisted suicide request was denied by her physician because
of concerns about her mental capability.'”® After the initial denial,
Kate’s daughter had her mother evaluated by a psychologist, who
found that there was “no severe impairment that would limit Kate’s
ability to make a medical decision.”"* With the two battling evalua-
tions, the director of the ethics department at Kate’s hospital, Dr. Rich-
ardson evaluated Kate by himself and determined that “[he] had no
reason to believe that this was anyone’s agenda but hers.”’” The
DREDF report highlights the psychologist’s evaluation that Kate’s
“choices may be influenced by her family’s wishes and her daughter,
Erika, may be somewhat coercive,”'? but leaves out the rest of the eval-
uation —namely that she felt “Kate demonstrated the capacity to weigh
the differences and articulate her own values.”*”’

While the outcome of the two different evaluations is somewhat
surprising in this instance, “doctor shopping” —which can perhaps
more commonly be thought of as “getting a second opinion” —is a rel-
atively common thing for people to do."” That being said, the point

trust that results from patients feeling like their doctors are not respecting their
wishes).

190. Disability Groups Opposed to Assisted Suicide Laws, NOT DEAD YET, https://not
deadyet.org/disability-groups-opposed-to-assisted-suicide-laws/ [https://perma.cc/
D4PN-GRF6] (last visited Sep. 30, 2025).

191. DISABILITY RIGHTS EDUCATION AND DEFENSE FUND, supra note 57.

192. Id.

193. Id.; Physician-assisted Suicide: A Family Struggles with the Question of Whether
Mom is Capable of Choosing to Die, THE OREGONIAN (Feb. 4, 2015, at 15:22), https://
www.oregonlive.com/health/2015/02/physician-assisted_suicide_a_f.html
[https://perma.cc/NZC2-V55Q)].

194. Id.
195. Id.
196. Id.
197. Id.

198. See Kathy Katella, Can a Second Opinion Make a Difference?, YALE MED. (Jan.
15, 2020), https://www.yalemedicine.org/news/second-opinions [https://perma.
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made in the DREDF report still stands: if lawmakers want to avoid this
so-called “doctor shopping,” then the Illinois Bill should be clearer on
the evaluation process. Including language to the effect that each pa-
tient only gets one evaluation by a medical professional who meets
whatever qualifications would ensure that everyone gets a fair evalua-
tion, while abating any potential “doctor shopping” issues.

3. DISABILITY RIGHTS EDUCATION AND DEFENSE FUND: LACK OF

PSYCHIATRIC CONSULTATION

Another concern highlighted by the DREDF report is the absence
of psychiatric consultations in the beginning stages of the request pro-
cess.'” The report discusses the case of a woman in her mid-fifties with
severe heart disease who asked for physician-assisted suicide from her
cardiologist.?” They referred her to another doctor, who referred her to
a physician who was willing to provide physician-assisted suicide.?!
The physician determined that the woman had more than six months
to live (a threshold inquiry for physician-assisted suicide eligibility)
and dismissed her as ineligible without looking into the “possible
causes of [her] suicidal despair” or referring her for any sort of psychi-
atric treatment.” He instructed her to make another appointment with
her original physician, and she ended up committing suicide the next
day.?® Though this is a tragic outcome, it seems to be more the fault of
the doctor(s) involved than a result of the physician-assisted suicide
law, other than potentially the construction of the “evaluation” section
of the law.?* In the Illinois Bill, Section 30, which outlines the steps for
the patient evaluation is constructed so that any sort of psychological
evaluation of the patient is implied to take place after the determination
of if they have a terminal illness (and would even qualify in the first
place).® Though this ordering had a poor outcome in the case

cc/782G-VA3W] (explaining how common it is to seek a second opinion on medi-
cal diagnoses).
199. DISABILITY RIGHTS EDUCATION AND DEFENSE FUND, supra note 57, at 2.
200. Id.

201. Id.
202. Id.
203. Id

204. Eﬁd-of-Life Options for Terminally Ill Patients Act, S.B. 3499, 103d Gen. As-
semb., Reg. Sess. § 30(a) (I1l. 2024).
205. Id.
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discussed by the DREDF report,®® this sequence of events typically
makes the most practical sense for both the doctor and the patient.

As was indicated in the DREDF report, the final doctor the woman
visited would have had to refer the woman for a psychiatric evaluation
elsewhere.”” This may be inconvenient for both the doctor and the pa-
tient, especially in instances where the attending physician can quickly
and easily determine that the patient does not have a “terminal” illness
and would not qualify for treatment in the first place, like the scenario
in the report.”® That being said, in order to avoid a situation like the
one mentioned above, the Illinois Bill could be changed to require even
a preliminary psychological evaluation at the time the request is
made.?” While this would be a catch-all, it could be useful in cases
where there may have been some sort of underlying psychological is-
sue driving the request, as there may have been in the DREDF report

case.?0

4. DISABILITY RIGHTS EDUCATION AND DEFENSE FUND: DRUG

COMPLICATIONS

The DREDF report also highlights some of the medical complica-
tions that may result from the oral ingestion of the lethal drugs used for
physician-assisted suicide.?* According to the report, ingestion of the
drugs is sometimes ineffective, as the person either expels the drugs
through vomiting or falls into a lengthy state of unconsciousness rather
than dying.?"? Estimates range that this happens at a rate of fifteen to
twenty-five percent.””* The report details the cases of one man whose
wife called 911 after he began experiencing symptoms from taking the
drugs that were “hard for his wife to handle.”** The report mentions
another man who, instead of dying after taking the drugs, was uncon-
scious for sixty-five hours, after which he woke up.?"® Though these are

206. DISABILITY RIGHTS EDUCATION AND DEFENSE FUND, supra note 57, at 2.

207. Seeid.

208. See id.

209. See S.B.3499,103d Gen. Assemb., at § 30(a) (Ill. 2023 & 2024) (indicating that
the mental capacity of a patient is evaluated only after they have been found to have
a terminal disease, rather than being a preliminary evaluation).

210. DISABILITY RIGHTS EDUCATION AND DEFENSE FUND, supra note 57, at 2.

211. Id.at4.

212. Id.
213. Id.
214. Id.

215. Id.
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obviously not the ideal outcomes, it is worth noting that these incidents
took place in 1999 and 2005, respectively—over 20 years ago.”*® Despite
medicine having come a long way since then,?7 the lack of clarity and
consensus regarding what drugs are actually used in physician-assisted
suicide makes it hard to say what the current efficacy is.'® Even re-
cently, some patients still suffered adverse effects from the oral inges-
tion of medication.”® These potential side effects of taking the life-end-
ing drugs are something that patients who would make use of
physician-assisted suicide should be informed of, even if it may not be
something that needs to be explicitly written into the statute (as in-
formed consent would likely require them to be told anyway).?

IV. Recommendation

The Illinois Bill has, at the time of writing, passed both houses and
all that remains is for Governor J.B. Pritzker to sign the Bill into law.*!
This Note recommends that it (or a similar law??) should be signed into
law, or, in the alternative, a similar law should be passed in the future
should Governor Pritzker choose to veto the Bill as many opponents
hope he does.?»This recommendation is two-fold and is based on both

216. Id.até6.

217. David Wallace-Wells, Suddenly, It Looks Like We're in a Golden Age for Medi-
cine, N.Y. TIMES (June 23, 2023), https://www.nytimes.com/2023/06/23/magazine/
golden-age-medicine-biomedical-innovation.html [https://perma.cc/NZ2P-6SE7]
(explaining medical advances that have been made this century).

218. Ana Worthington, Ilora Finlay, & Claud Regnard, Efficacy and Safety of
Drugs Used for *Assisted Dying,” 142 BRITISH MED. BULL. 15, 17-18 (2022).

219. Id. at 18-20.

220. See Parth Shah, Imani Thornton, Nancy L. Kopitnik, & John E. Hipskind,
Informed Consent, NAT'L LIBR. OF MED., https://www.ncbi.nlm.nih.gov/books/NB
K430827/ [https://perma.cc/K44Q-LUVK] (last updated Nov. 24, 2024).

221.  See Jeremy Gorner, Legislature sets stage for Illinois to become a ‘right-to-die’
state as bill narrowly passes, CHI. TRIB. (Oct. 31, 2025), https://www.chicagotrib-
une.com/2025/10/31/illinois-doctor-assisted-death-legislation/
[https://perma.cc/Z787-URSK].

222.  As of earlier this year, the Illinois General Assembly met to discuss SB3499
and the session ended without setting a new date to discuss the Bill further, effec-
tively killing it. However, the Bill has been re-proposed under a different number
with the same text. Status of Medical Aid in Dying, COMPASSION & CHOICES,
https://compassionandchoices.org/in-your-state/illinois/ [https://perma.cc/4STE-V8
ZX] (last visited Sep. 30, 2025).

223. See, e.g., The Editorial Board, Editorial: Pritzker should veto ‘right to die’ bill
passed in the veto session, CHI. TRIB. (Nov. 4, 2025) https://www.chicagotribune.com
/2025/11/04/euthanasia-medically-assisted-suicide-right-to-die-illinois-death/
[https://perma.cc/6KIK-GFAP].
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the reception and track record of similar laws in states like Oregon and
Washington, as well as the enhanced quality of life and autonomy that
would result from terminally ill patients having the option to choose
physician-assisted suicide.

A. Other States’ Death with Dignity Laws Have Been Successful
and Manageable

Despite what some early opponents of Death with Dignity laws
in states such as Oregon and Washington feared about the “slippery
slope” of allowing physician-assisted suicide,?* this has proven not to
be the case. A recent study by the Oregon Health Authority indicated
that, in 2023, just 0.8% of deaths in Oregon occurred as a result of phy-
sician-assisted suicide.” Furthermore, since the law’s passage in 1997,
only 4,274 people received prescriptions for the life-ending medication,
and only 2,874 people died from ingesting said medication.”” Given
these relatively low numbers, it is plain to see that the implementation
of physician-assisted suicide and administration of life-ending medi-
cine has not caused the rush of people seeking to take advantage of the
law that many opponents feared. Furthermore, these numbers remain
low even after Oregon removed the residency requirement from the
law.?” In 2021, a lawsuit was filed against Oregon that alleged that the
residency requirement imposed in the law, allowing physician-assisted
suicide only to Oregon residents, was a violation of the Dormant Com-
merce Clause.”® As a result, in March 2022, Oregon agreed not to en-
force the residency requirement and removed the requirement alto-
gether.”” Nevertheless, despite one of the main safeguards against
abuse of the law being removed, no abuse occurred.”

Furthermore, the demographics of the 2023 physician-assisted su-
icide recipients run counter to the fears of Death with Dignity oppo-
nents.?! In 2023, ninety-four percent of patients were white, and eighty-

224. See David Benatar, A Legal Right to Die: Responding to Slippery Slope and Abuse
Arguments, 18 CURRENT ONCOLOGY 206, 206 (2011) (explaining and refuting the
“slippery slope” arguments used by many opponents of physician-assisted suicide).

225. OR. HEALTH AUTH., supra note 184, at 6.
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227. Id.at4,6.
228. Id.at4.
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230. Id.at4,6.
231.  See supra notes 86-87 and accompanying text.
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two percent were sixty-five or older, with the median age being sev-
enty-five.”?? Forty-seven percent of patients had a bachelor’s degree,
and the most common underlying illness in patients was cancer, ac-
counting for sixty-six percent of cases.”® Finally, the three most com-
monly given reasons for choosing physician-assisted suicide were loss
of autonomy (ninety-two percent), loss of ability to participate in enjoy-
able activities (eighty-eight percent), and loss of dignity (sixty-four per-
cent).” While these figures only paint a small part of the picture and
do not take into account physician-assisted suicide statistics in other
states or in other years, at the very least, they indicate that physician-
assisted suicide has not been wantonly applied to marginalized groups,
as many physician-assisted suicide opponents feared.*

B. Death with Dignity Provides Patients with Enhanced
Autonomy and Quality of Life

As was previously discussed, Death with Dignity functions as a
way for individuals who are suffering from a terminal illness to end
their lives in a peaceful manner.? Furthermore, for people like Jason
Barber, who have experienced the pain of seeing a loved one suffer
from their illness, the autonomy that Death with Dignity provides is
just as important as the quality-of-life aspect.”” Likewise, as Craig Ew-
ert said, “[i]f I do not go through with [physician-assisted suicide], my
choice is essentially to suffer and to inflict suffering on my family and
then die—possibly in a way that is considerably more stressful and
painful than this way.”** According to a 2023 poll, seventy-one percent
of likely Illinois voters voiced support for a Death with Dignity law.*’

232. Death with Dignity Act Summary, supra note 227, at 8.

233. Id.
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235. See WASH. REV. CODE § 70.245.170 (2024); see generally Parker, Rubin, &
Winslade, supra note 88, at 618 (explaining that insurance companies typically pay
out for deaths caused by physician-assisted suicide).

236. See supra Section I.

237. Jason Barber, Dignity in Dying, DEATH WITH DIGNITY (Oct. 1, 2015), https://
deathwithdignity.org/stories/jason-barber-dignity-dying/ [https://perma.cc/YDN2-
2U7G].

238. Amber Comer, Choosing Death over Suffering, HARV. MED. SCH. CTR. FOR
BIOETHICS (June 1, 2019), https://bioethics.hms.harvard.edu/journal/choosing-death
[https://perma.cc/PP93-WEBC].
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Though this may not be a choice that everyone will actually want to
make, [llinois residents should still be the ones who are actually making
the choice, rather than lawmakers making it for them.?*

V. Conclusion

Though the concept of physician-assisted suicide remains contro-
versial,®! the positive impact of the Oregon law and other subsequent
Death with Dignity laws?*? strongly favors the passage of a similar law
for Illinois. Doing so would give patients suffering from terminal ill-
nesses the ability to peacefully end their lives without any additional
suffering for themselves or their families.”*® This would also allow for
people who may not have set up advance medical directives** to exer-
cise some control over their lives in what may be their final moments.
Finally, such a law respects each resident’s autonomy as an individual
and allows them to wield that autonomy over their body and their med-
ical future. By enacting their own Death with Dignity law, Illinois will
provide numerous individuals with a choice that has the potential to
increase their quality of life by taking control over their fate and their
illness and not prolonging their suffering.

240. See SB 3499: End of Life Options for Terminally Ill Patients Act, supra note 125.
241.  Supra Section III.C.
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