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The media has been instrumental in disseminating 
and glamorizing physician-assisted suicide, also 
known as aid in dying and medical aid in dying. In 

one of the more prominent and recent examples, Brittany 
Maynard, a young attractive woman who had terminal 
brain cancer, partnered with Compassion and Choices, 
a Colorado-based organization that promotes physician-
assisted suicide. Maynard was featured in People, where she 
shared her decision to move from her home in California to 
Oregon to take advantage of the latter state’s aid in dying 
law. Maynard said, “I did this because I want to see a world 
where everyone has access to death with dignity, as I have 
had. My journey is easier because of this choice.”1 People 
has a readership of more than forty-three million people, 
mostly women with an average age of thirty-eight and a 
median household income of $72,000.2

Compassion and Choices advances its cause through 
terminology, such as “improving care and expanding choice 
at end of life.”3 The organization publishes a flyer titled, 
“Medical Aid in Dying is Not Assisted Suicide,” which states 
that medical aid in dying is a “safe and trusted medical  
practice.” Compassion and Choices claims that terms like  
“assisted suicide,” are “deeply offensive, stigmatizing and 
inaccurate” and lists alleged differences between medical 
aid in dying and suicide. They claim that people seeking 
physician-assisted suicide want to live, carefully plan their 
demise, and often include family, while those who choose 
suicide are not terminally ill and wish to die, are typically 
impulsive in their decision, and act independently of family.4

The award-winning documentary “How to Die in 
Oregon” examines both sides of the debate and has been 
described as a “life affirming, staggeringly powerful portrait 

of what it means to die with dignity.”5 The film features sev-
eral individuals as they struggle with end-of-life issues. Of 
note is an elderly gentleman, Roger, whose wife opens the 
capsules and stirs the powder into water before she hands 
him the concoction to drink,6 despite Compassion and 
Choices’ claim that the medications are self-administered.7 

Another individual, Cody, a middle-aged woman who 
outlived her initial six-month terminal diagnosis, enrolled 
in a palliative care program, which she said was “improving 
her quality of life.”8 This leaves the viewer to ponder two 
questions: First, how much more quality might she have 
experienced had she enrolled in palliative care sooner? 
Second, how much life would she have missed had she used 
the deadly prescription she had obtained? 

Finally, there is the vignette of a middle-aged man, 
Randy, diagnosed with prostate cancer, whose initial course 
of chemotherapy was unsuccessful. The state health plan 
denied his second round because the financial cost out-
weighed the expected benefit. Instead, Randy was offered 
comfort and palliative care and the option of physician-
assisted suicide in accordance with the state plan. He 
reported feeling “appalled” that his life could be assigned 
a dollar value and that his health plan will “pay to kill me, 
but won’t pay to help me.”9 

Individual Desire for Control

The literature suggests that pain is not the principal con-
cern for those facing end of life. Loss of personhood is 

a significant cause of distress, as well. A review conducted 
by Maggie Hendry reveals three specific concerns. First, 
individuals are most worried about poor quality of life, 
including unbearable suffering, dependency, burden, and 
loss of self. Physical pain is listed only after these consid-
erations. Second, patients desire a good quality of death, 
which involves choice, autonomy, and control. Finally, 
researchers identified a need for safeguards to prevent 
abuses of end-of-life choices and the influence of individu-
als’ personal experiences of the deaths and dying of friends 
and family.10 Leonie Herx similarly found that losses of 
control, hope and meaning, as well as a sense of burden to 
others, are the predominant stressors at the end of life.11 The 
loss of control and desire for choice can be just as important 
factors as the fear of suffering and pain. 

Suffering and pain are often mistakenly considered to 
be the same thing. However, suffering encompasses much 
more than physical pain. Indeed, when the reason for or 
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cause of pain is identified, it is more easily managed, thus 
reducing suffering. Fear of pain and the inability to control 
it are often more distressing than the actual experience of 
pain.12 Suffering involves the mind and spirit; it includes 
loss of control, dependence on others, loss of role and iden-
tity, body image distortion, and other sensations that can 
be caused by disease or treatments. These threats to self, 
personhood, and identity have not been considered very 
much until recently.”13 

Suffering is considered to be an essential part of the 
human experience in many major religious traditions and 
ethnic cultures. It is necessary to experience suffering in 
order to guide humans toward God. Suffering is valued and 
seen as redemptive for people of faith. Yet in today’s secular 
culture, suffering is something to be avoided or remedied, 
not valued. Eric Cassell identifies three main points sur-
rounding suffering: 

Personhood has many facets, and it is ignorance of 
them that actively contributes to patients’ suffering. . . . 
Suffering occurs when an impending destruction of the 
person is perceived; it continues until the threat of disin-
tegration has passed or until the integrity of the person 
can be restored in some other manner. . . . Suffering can 
occur in relation to any aspect of the person, whether it 
is in the realm of social roles, group identification, the 
relation with self, body, or family, or the relation with a 
transpersonal, transcendent source of meaning.14 

Cassell’s work suggests that suffering is related to an 
individual’s perception of future events, such as fear of 
pain, dependency, or loss of control.15 Personhood is mul-
tifaceted; suffering can affect any of those facets. When  
individuals can find meaning in injury, illness, or disease, 
the associated suffering can often be reduced or even 
resolved. Yet what happens when there is no end to suffer-
ing, as in a terminal illness?

The dying process can be a time of fear: fear of depen-
dency, helplessness, and pain. Individuals may lose hope. It 
is understandable that people would want to eliminate the 
causes of suffering and the impending loss of personhood. 
Yet it is critical to recognize that suicide does not end suf-
fering: suicide ends the person. Observing how the sacred-
ness of life has diminished among us, Pope St. John Paul II 
wrote in Evangelium vitae that “choices once unanimously 
considered criminal and rejected by the moral sense are 
gradually becoming socially acceptable.”16

The Role of Religion

One small study suggests that the religiosity of the phy-
sician influences the end-of-life care provided to the 

patient. Very religious doctors are more likely to favor life-
sustaining treatments, while their less religious counterparts 
tend to withhold or withdraw treatment. The very religious 
doctors also tend to be older, married, and have children; the 

less religious are single, unmarried, and childless.17 These 
differences appear to correlate with current trends: accord-
ing to the Pew Research Center, the number of religiously 
unaffiliated adults in the United States has increased to  
22 percent, while the median age of this group has decreased 
to thirty-six years.18

The United States Conference of Catholic Bishops 
promotes “a better way” of assisting individuals who 

are dying. Citing John Paul II’s direction to support the 
individual in regard to physical, emotional, and spiritual 
suffering, the USCCB promotes palliative care as a means 
of optimizing the remaining life of the individual.19 The 
Church needs to meet the challenge of creatively bringing 
palliative care education out from within the walls of the 
Church, beyond the Catholic population, and to a younger, 
more secular audience.
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At first glance, it seems unlikely that the right to life 
would ever be open to negotiation or, if it were, would nega-
tively affect the ideal of freedom in the life of the individual. 
However, not only is this bargaining very much present in 
secular arguments about what constitutes freedom, but it is 
also a foundational principle used to justify the autonomy 
of the individual over life itself. This position is clearly set 
forth by the philosopher Peter Singer in his discussion of 
autonomy and euthanasia: “The most important aspect of 
having a right to life is that one can choose whether or not 
to invoke it. We value the protection given to the right to 
life only when we want to go on living.”5 This confirms the 
idea that belief in unchecked autonomy converts even the 
right to life into a subject of negotiation. Instead of being 
an integral right of the person, life becomes an accessory to 
be invoked or discarded at will.

Our Dignity Is Innate

An alternative explanation does not see freedom as 
the “source of values,” but places it at the service of 

the person.6 The person has an intrinsic value that both  
pre-exists and endures beyond the mere exercise of auton-
omy. The contrast between the two visions of the person 
can be seen in a statement by Joseph Cardinal Ratzinger 
in his discussion of conscience: “In this sense Paul can say 
that the Gentiles are a law to themselves—not in the sense 
of the modern liberal notions of autonomy, which preclude 
transcendence of the subject, but in the much deeper sense 
that nothing belongs less to me than myself.”7 In other 
words, I do not construct my nature, but have it from God. 

The source of the dignity and value of the person, 
therefore, does not stem from specific capabilities or use of 
rational faculties, as a materialistic outlook would insist,8 
but rather from who and what the person is. As John Paul II  
succinctly states, “Man has been given a sublime dignity, 
based on the intimate bond which unites him to his Creator: 
in man there shines forth a reflection of God himself.”9 The 
dignity of the person is an intrinsic characteristic of the indi-
vidual as a being, not an extrinsic attribute added by himself 
or dependent on recognition from others. This innate per-
sonal dignity endures as long as the being endures; there 
are no conditions of life in which it is lessened or abrogated, 
regardless of any change in circumstances. Human dignity 
and rights go hand in hand and maintain the same durable 
nature. Though they can, of course, be violated, they can 
neither be legitimately taken from nor surrendered by the 
person. All attributes, including autonomy, must support, 
not overrule, the intrinsic dignity and value of the person.

The Destruction of Human Freedom

Norris Clarke observes that “in exercising our freedom of 
choice we are not only freely determining our particu-

lar actions . . . but we are determining our own very selves as 
persons, our personal character, in a word ‘who we are.’”10  
It is through the exercise of freedom that the person shapes 
the nature given to him by God and develops his personal 
character, but only through freely chosen actions that  

End-of-life care can be among the most challenging 
and complicated aspects of modern medical practice, 
not only for the patient facing this difficult time, but 

also for his family and loved ones and the medical staff 
involved in providing comfort and treatment. Although 
the challenges for physicians naturally center on easing the 
patient’s pain and discomfort and providing aid to his fam-
ily and loved ones, they must also ensure that his dignity 
and wishes are respected as much as possible. 

As the physical care for the dying has increased in scope 
and proficiency, there has also arisen an approach that seeks 
to end suffering not by treating the patient, but by allowing 
him to actively end his own life. Offered as a merciful action 
that brings to a close the suffering of the patient, this option 
is justified as a natural exercise of his autonomy as a person. 
As long as his decision is not coerced, then the person has 
the authority to end the life that belongs to him.1

This view of the person grants the individual an almost 
boundless scope of action and raises freedom above all 
others goods of the person. As Pope St. John Paul II states, 
it exalts “freedom to such an extent that it becomes an 
absolute, which would then be the source of values.”2 This 
perceptive passage reveals one of the underlying principles 
of the modern view of freedom and, at the same time, illus-
trates its corresponding view of the person. If freedom is 
elevated to the status of an absolute, then one can say that 
its authentic exercise has no limits. Paradoxically, this view 
of freedom actually constrains the person, who becomes a 
victim of freedom itself. 

Vulnerability and Freedom

The idea that humanity is vulnerable to absolute freedom 
may seem self-refuting. However, as freedom becomes 

the overriding principle of social interaction and seeks to 
liberate humanity from any higher authority, it necessarily 
distances itself from objective truth. Distancing the person 
from truth inevitably leaves him subject to his own freely 
chosen whims.3 As a result, “any reference to common 
values and to a truth absolutely binding on everyone is 
lost. . . . At that point, everything is negotiable, everything is 
open to bargaining, even the first of the fundamental rights, 
the right to life.”4 Divorced from human nature, freedom 
becomes a menace to the fundamental rights of the person.

Gavin Williams lives and works in Birmingham, Alabama.
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correspond with the true good of the person, that is, through 
the legitimate exercise of freedom. This leads to positive 
growth. Actions undertaken contrary to the truth negatively 
influence the character of the person. If freely chosen actions 
can construct the character of the person, then freedom is 
of paramount importance to the individual: some actions 
correspond with the nature of the person and therefore 
are beneficial, and other actions clash with this nature 
and are therefore harmful. The latter should never receive 
our consent. The decision to end life, whether made as an 
immediate personal action or as a consent or command 
to others, falls into this second category. The right to life is 
the first and most fundamental right.11 Without it, life itself 
would be fragile to the point of meaninglessness. This right 
is accompanied by a duty to preserve life, for as the person 
is not free to violate the life of others, he is not free to violate 
his own life or to give consent to others to do so, as no one 
is the originator of his own life.12

Does this view adequately address the condition of 
those facing the end of life? The decision to actively end 
life is not undertaken arbitrarily or lightly and is presented 
as a means to diminish and end human suffering. Does 
this preserve the dignity of the one suffering? The answer 
lies again in the transcendent nature of the person and the 
limitations on freedom in service to the person. Simply put, 
although at first paradoxical, the human person is by nature 
too valuable to voluntarily cast life aside. The right to life is 
the foremost right of the person and cannot be laid aside for 
any reason, however merciful it may seem. Willfully and 
intentionally ending life denies the nature of the person 
and violates the right exercise of freedom, the very means 
by which a person becomes truly himself. 

The prohibition against taking life, even one’s own,  
confirms the intrinsic value of the person, which extends 
beyond mere utility; the person is not to be discarded 
when no longer of service to himself or others. Finally and 
perhaps most importantly, suffering endured willfully and 

cooperatively has value. Even at the last and most vulnerable 
stage of life, the value of the person is such that this positive 
action, freely engaged in, has meaning for the one suffering.13
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Do you have the NCBC  
Catholic Guide to End-of-Life Decisions?  

Does your physician?

Written in a clear narrative style, the guide explains the 
Church’s teaching on end-of-life care, including advance 
directives and physician-assisted suicide. It also provides two 
easy-to-complete forms—a health care proxy and advance 
medical directive—to help with individual planning. It con-
cludes with a glossary to help readers and their advisors 
understand terms associated with end-of-life issues. 

To order individual or bulk copies, please call The National 
Catholic Bioethics Center at 215-877-2660 or e-mail info@
ncbcenter.org.
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