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Executive Summary  

Presently, Florida policy views physician-assisted dying as assisting self-murder, not 

granting terminally ill residents the freedom and autonomy to end their suffering when 

terminally ill individuals and their families deem necessary. The US Supreme Court has 

determined that no constitutional right exists for physician-assisted dying, but has ruled that 

states are free to enact laws that permit the end-of-life care option. While all fifty states allow 

patients to withhold life- sustaining treatment, only five states have made it legal for doctors to 

take an active role in assisting a terminally ill individual with their death. Oregon was the first 

state in the nation to pass legislation permitting terminally ill residents the right to choose 

assisted dying as an end-of-life care option. In 2004 under Oregon’s Death with Dignity Act 

(DWDA), the median age of a terminally ill individual receiving a lethal prescription was 64, 

about one-half had at least a baccalaureate degree, and malignant tumors accounted for 78 

percent of the illnesses (Oregon Health Authority, n.d.). According to the DWDA report, the 

three most frequently cited reasons for requesting assisted dying were, “…a decreasing ability to 

participate in activities that made life enjoyable, loss of autonomy, and a loss of dignity” 

(Oregon Health Authority, n.d.). This report will explore death with dignity legislation and the 

causes behind why Florida has not yet passed legislation to provide physician-assisted dying as 

an end-of-life care option to terminally ill Floridians. In addition, efforts to address physician-

assisted dying policy in Florida and alternatives to the current Florida policy will be presented 

and discussed. 

The causes affecting physician-assisted dying policy in Florida include the following: 

• The current statute in Florida makes physician assisted dying a criminal offence, a felony 

of the second degree. 



	

	

• The Florida Supreme Court made a ruling in 1997 that under a 1980 Florida 

constitutional amendment, terminally ill Floridians did not possess the right to physician 

assisted dying (Kirscher v. McIver, 1997). 

• The religious views held in the United States are a driving force behind how Americans 

react to public policy issues regarding assisted dying and end-of-life care options.  

The Primary stakeholder groups include the following: 

• The terminally ill individual in Florida is not given the full range of end-of-life options. If 

physician assisted dying were made available to terminally ill Floridians, they would 

have available to them the option to end their suffering and die when they deemed 

appropriate.  

• The patients’ immediate family and friends do not want to see their loved one suffer 

through a terminal illness. Family has to aid their loved one in making the best possible 

decision regarding their death and then cope with the end-of-life option their loved one 

chooses. Watching a loved one make a decision to end their life can be a traumatic 

experience for all parties involved. 

• The licensed physician is committed to promoting, maintaining, and restoring human 

health. The role of the physician in assisted dying is to determine if their patient is of 

sound mind and provide the terminally ill patient with the means for death, a lethal 

prescription. 

The current efforts to address physician-assisted dying policy in Florida are as follows: 

• Enacting advocacy campaigns is one-way the Hemlock Society of Florida, a nonprofit 

organization, has been empowering Floridians to consider their end-of-life decisions. 



	

	

These campaigns promote patient autonomy and encourage terminally ill Floridians to 

have more control over their end-of-life care options. 

• Encouraging Floridians to sign online petitions urging their local legislatures to support 

medical aid in dying is an effort spearheaded by Compassion and Choices. These 

nonprofits assist in raising awareness for death with dignity policies in Florida by 

actively sending petitions to Florida Senate and House of Representative members. 

• The lack of a grassroots outcry for a death with dignity and physician assisted dying 

movement in Florida hinders the possibility of developing any death with dignity 

legislation. Organizations like Death with Dignity National Center and Compassion and 

Choices have not fully mobilized a grassroots movement within Florida communities 

because of the lack of legislative activity surrounding physician assisted dying in the 

state.



	

	

Policy	Report	#1:	Problem	Description	

Problem Description 

    Terminally ill Floridians are not currently given the full range of options to make end of life 

decisions. At this time Florida’s policy views assisted suicide as assisted murder, not granting 

terminally ill residents the freedom and autonomy to end their suffering when terminally ill 

individuals and their families deem necessary. 

In June 1997 the U.S Supreme Court ruled that state laws banning physician-assisted 

suicide did not violate the US Constitution in the case of Washington Vs. Glucksberg, therefore 

the US Supreme Court determined that no constitutional right exists for physician-assisted dying, 

and allowing each state to enact their own laws permitting the end-of-life care option. In October 

1997 Oregon became the first state in the nation to pass legislation allowing terminally ill 

individuals the right to choose assisted dying.  

Description & Background 

Since The Death with Dignity Act (DWDA) passed in Oregon, a total of 1,327 terminally 

ill individuals have had DWDA prescriptions written, and 859 patients have died from ingesting 

the prescribed medications (Oregon Health Authority, n.d.). Of the 105 DWDA deaths during 

2014, 67% were aged 65 years or older, with 72 years being the median age at death. In previous 

years, 95% of the decedents were White and well educated with approximately 48% having at 

least a baccalaureate degree (Oregon Health Authority, n.d.). 

    Florida accounts for a total population of 19,548,031 (Scott, July 2015) with 7,669,541 

being the number of households and 2.49 being the household size for 2014 (Cody, Rayer & 

Smith, December 2014). From this total population approximately 1,142,703 are between the 

ages of 75-84 (Scott, July 2015). According to Oregon’s statistics, this age group is the primary 



	

	

age group that request the DWDA prescription. All the individuals who have used the DWDA 

have a terminal illness, primarily cancer which, accounts for approximately 30,769 deaths in 

individuals between the ages of 65-85 in the state of Florida (Scott, July 2015).  Florida currently 

has a total of 41 Hospices, with approximately 96,262 patients (Hospice Association of America, 

2010 and Lehmann & Prokopetz, July 2012). The Florida Supreme Court made a ruling in 1997 

that under a 1980 Florida constitutional amendment, terminally ill Floridians did not possess the 

right to physician assisted dying (Kirscher v. McIver, 1997), therefore Florida’s residents are not 

currently given the full range of options to make end of life choices.  

Definitions/ Terminology  

    With “The Death with Dignity Act” being such a controversial issue, many find it difficult to 

understand because of the confusion surrounding the terminology used behind it. Below you will 

find terms that have been used interchangeably throughout this paper to describe physician-

assisted dying.  

• Assisted dying and assisted suicide are used interchangeably, and require 

o individuals must be 18 or older 

o death must be eminent within 6 months 

o prescribing physician and consulting physician must determine that the patient is 

mentally competent 

o 2 oral request by patient separated by 15 days 

• Euthanasia; active and passive 

o active is third party administration of lethal injections of medication that will 

cause death 



	

	

o passive is removing life sustaining medical treatments i.e. ventilator, feeding tube 

etc. 

• End of life choices are 

o passive/active euthanasia 

o palliative care 

o hospice 

• Physician-Assisted Death/ Physician-Assisted Suicide 

o These terms are synonyms for assisted death 

Causes of the problem  

The problem terminally ill Floridians face regarding the absence of the full range of end of 

life options, specifically physician assisted dying, is a complex multifaceted issue. While there 

are arguably many direct and indirect causes, the following discussion focuses on one primary 

direct cause and how it has changed over time, as well as three indirect causes and how they 

have evolved over time. The direct cause discussed here is Florida’s current statute making 

physician assisted dying a criminal offence. Religious beliefs, economic recessions coupled with 

changes in societal philosophical views as a result, and the rise of physician’s unification and 

authority coupled with the development of anesthetics are offered and discussed as indirect 

causes. 

Direct Cause and Changes over Time 

The issue of individuals having the full range of end of life options has been a topic of 

debate since the early Greek and Roman times (Dowbiggin, 2003). However, the most relevant 

up-to-date direct cause of Floridians’ lack of access to all possible choices, specifically physician 

assisted dying, is due primarily to the state’s current policy. According to the Florida Senate 



	

	

website, the most current statute is listed as: 2012 Florida statute, Title XLVI, Chapter 728, 

Section 08 which states, “Every person deliberately assisting another in the commission of self-

murder shall be guilty of manslaughter, a felony of the second degree, punishable as provided in 

s. 775.082, s. 775.083, or s. 775.084” (State of Florida, n.d.). 

This statute was first enacted in 1868 and revisited in 1995 under the current statute 

782.08 using the exact language as stated above (State of Florida, n.d.).  In 1995, the Kirscher v. 

McIver case was brought to the Florida courts by a terminally-ill man, Charles Hall, and his 

physician, Cecil McIver. They challenged the legislation which made it a criminal offence for a 

third party to assist another human being in ending their life. Hall was a thirty-five-year-old man 

and diagnosed with as terminally ill with AIDS. A trial court determined that Hall was indeed 

terminally ill, suffering, mentally competent, and that he desired the help of Dr. McIver in 

hastening his inevitable death by providing Hall with an injectable drug that Hall himself would 

have to administer.  The trial court’s decision was that Florida’s assisted suicide ban in fact did 

violate the Equal Protection Clause of the U.S. Constitution, as well as the privacy guarantee of 

the Florida Constitution. The court further held that “…the lethal medication must be self-

administered only after consultation and determination by both physician and patient and that 

Mr. Hall is (1) competent, (2) imminently dying, and (3) prepared to die,” (Patients’ Rights 

Council, 2013, para. 5). However, under Florida’s appellate rules, the case was taken directly to 

the Florida Supreme Court, which reinstated the stay the trial court had initially suspended, so 

that the trial court’s decision would not take effect during the appeal process. 

During this time, there were two significant cases before the US Supreme Court; 

Washington v. Glucksberg and Vacco v. Quill. The Florida Supreme Court delayed its ruling in 

the Kirscher v. McIver case until after the US Supreme Court ruled. In both Washington v. 



	

	

Glucksberg and Vacco v. Quill, the US Supreme Court found states’ bans on physician assisted 

suicide were not in violation of the Equal Protection Clause or the Due Process Clause. While 

the US Supreme Court rulings are not in and of themselves direct causes of the problem 

Floridians face, the Florida Supreme Court did use the US Supreme Court rulings to justify part 

of its ruling. The appellees in the McIver case were claiming Florida’s 782.08 statute violated 1) 

the Equal Protection clause of the US Constitution and 2) Florida’s Constitution Right to Privacy 

amendment. Because the US Supreme Court had ruled on the Equal Protection portion, that was 

no longer arguable. On July 17, 1997, the Supreme Court of Florida ruled that “…there is no 

right to assisted suicide under the 1980 constitutional amendment to Florida’s Constitution 

guaranteeing a right of privacy” (Kirscher v. McIver, 1997). As the direct result of the Florida 

Supreme Court ruling, the 2012 Florida statute 782.08 remains intact and is the primary direct 

cause of the problem Floridians face regarding a lack of full range of end of life options. 

Indirect Causes and Change Over Time 

Social media plays a role in dividing the nation over individuals’ rights to receive 

assistance in ending their lives on their own terms, humanely and with dignity, but only in that it 

is the vehicle used to deliver the messages on both sides of this controversial issue. Religious 

virtues however, were, and possibly still are one indirect cause of the problem Floridians face. In 

his book Merciful End: The Euthanasia Movement in America, Dowbiggin notes, “…before the 

coming of Christianity, attitudes toward infanticide, active euthanasia, and suicide had tended to 

be tolerant” (Dowbiggin, 2003. p. 2).  He continues stating, “…there was no nation more 

Christian than the United States on the face of the earth…” (Dowbiggin, 2003. p. 2). Protestants, 

American Jews, and Roman Catholics alike held the belief that the commandment ‘thou shalt not 

kill’ banned any type of mercy killing (Dowbiggin, 2003). Likewise, in the book Euthanasia, 



	

	

Chris Armstrong (2006) states, “…the Christian church has...spoken on it with a fairly unified 

voice” (p.21). 

These religious views have been one driving force in the American public’s views 

regarding “assisted suicide” and euthanasia, which in turn affects legislation. Beginning as far 

back as 1647, early Colonial America disapproved of both suicide and assisted suicide under 

what was known as Common Law Tradition. The legislators of the Providence Plantations (later 

to be known as Rhode Island) stated, “…that '[s]elf murder is by all agreed to be the most 

unnatural,” (Cornell Law School, (1997). The first US statute outlawing “assisted suicide” was 

enacted in New York in 1828. “Dudley Field drafted a criminal code that prohibited "aiding" a 

suicide and, specifically, "furnish[ing] another person with any deadly weapon or poisonous 

drug, knowing that such person intends to use such weapon or drug in taking his own life" 

(Euthanasia.com, n.d.). These views did not go unchallenged. 

In his article The History of Euthanasia in the United States and Britain, Ezekiel Emanuel 

(1994) argues that while religion does play an indirect role in both public and government views, 

in the 19th century, the topic of assisted suicide and euthanasia was also indirectly tied to 

physician’s authority over medical decisions and standardized medical practices, as well 

as“…economic recessions, in which individualism and Darwinism are invoked to justify public 

policy…”, (p. 793).  It was in the 19th century that the medical profession was becoming unified 

and an authority in health and medical issues. The American Medical Association (AMA) 

founded in 1847, took a stand opposing euthanasia in 1885. Emanuel quotes Abraham Jacobi, 

president of the AMA in 1912 stating, “If you legalize euthanasia then ‘you would make that 

what Plato said of the practice: It is no respectable calling’” (1994, p.800). Emanuel (1997) 

points out it is not necessarily the advances in medical technology, “…but anesthetics, especially 



	

	

of hypodermic morphine, ether, and chloroform, which make death easier and medicalize it” 

(p.799). Once morphine was isolated in 1846, physicians supported its use “in mitigating the 

agonies of death” (Emanuel, 1994, p.794) but not for intentionally ending a life. The discussion 

changed significantly when in the 1870’s, Samuel William, who was not a physician, began to 

publicly advocate for the use of morphine for active euthanasia purposes. 

There were physicians who believed, just because they could save a life through medical 

intervention, it was not always warranted. Dr. Haiselden, chief of staff at Chicago's German-

American Hospital, decided not to operate on a severely deformed baby boy and let nature take 

its course. (Dowbiggin, 2003). Then there was more opposition; in 1950 the World Medical 

Association condemns euthanasia on (Emanuel, 1994). This debate continues with opposition 

and support to date.  Jane E. Brody, writing for the Hemlock Society (advocates for end of life 

choices) points out, “I shouldn’t be surprised when doctors object to laws telling them how to 

practice medicine…” even regarding the debate over palliative and hospice care, physicians 

“…fear that merely broaching the subject of palliative care will strip terminally ill patients of 

hope” (Brody, 2016. para. 16). Some argue it is understandable doctors want to heal people, but 

sometimes they may go too far when medical interventions are doing more harm than good 

because the patient’s fate is eminent within a short amount of time (Brody, 2015). 

An additional indirect cause of Floridians’ lack of choice is articulated by Ezekiel 

Emanuel in his article The History of Euthanasia in the United States and Britain. The issue of 

euthanasia and assisted suicide has declined and been revitalized many times. Emanuel (1994) 

argues these fluctuations in public support and opposition are in large part indirectly caused by 

economic recessions, stating, “interest by the medical profession and the public erupts when 

economic depression coincides with the acceptance of social Darwinism for the justification of 



	

	

social policies” (p. 799). He claims during the 1870’s, 1890’s 1930’s and current times1 the US 

saw the worst economic recessions and were, “…periods of rationalists, economic conservatism, 

which celebrates individual self-assertion and accumulation rather than communal attachments 

and bonds…” (p. 799). The argument is, during times of economic hardships, societies’ 

philosophical values shift to adopt a more utilitarian logic, viewing self-sufficiency as the highest 

virtue and dependence (on government or others) as a vice. This is when individuals’ rights, 

liberty, and freedom are placed above “…traditional bonds and respect for authority” (Emanuel, 

1994. p. 799). It is during these times that support for the full range of end of life choices are 

more widely accepted and fought for. 

While	the	primary	direct	cause	of	the	problem	terminally	ill	Floridian’s	have,	regarding	their	

right	to	choose	how	their	life	will	end,	is	the	result	of	Florida’s	current	policy,	indirect	causes	

have	been	shown	to	affect	this	issue	as	well.	Religious	beliefs,	economic	recessions,	which	may	

affect	individuals’	philosophies,	as	well	as	physician’s	attitudes	about	their	role	in	promoting	

patient	care,	and	what	“care”	means,	have	been	shown	to	be	three	indirect	causes.	This	is	by	

no	means	an	exhaustive	review	of	all	direct	and	indirect	causes	however;	the	primary	reasons	

have	been	addressed.	

Primary Stakeholders	

When discussing end of life care, specifically physician assisted death, there are five 

primary stakeholders who are directly affected by this procedure: patients, 

family/friends/caregivers, physicians, hospices, and social workers. How these individuals, 

professions, and entities are affected, what their interests are, and what action they need to see 

for the problem to be addressed will be discussed below. 

																																																													
1 “Current times” referring to 1994, when the article was written. 



	

	

Terminally Ill Patients 

Floridian patients are stakeholders because if an assisted death policy is enacted in 

Florida, they will have the choice to end their suffering and die in peace. Some potential 

struggles patients may encounter are 1) their religious beliefs conflict with the physician assisted 

death procedure 2) assisted death is only legal in five states, Florida has not yet legalized it; 

consequently, Floridians cannot access it and 3) patients or family members can experience a 

phase of denial. They may be fixed on the possibility of a miracle; finding a solution/cure to the 

illness (Weebly, n.d, para. 1).  

Physician assisted death is a controversial issue. It is a growing movement in America. 

Seven in ten Americans support assisted death (Death with Dignity, n.d, para.2). Some people 

are advocating for the legalization of physician-assisted death, whereas others disagree and are 

advocating against its legalization. Political and social action needs to exist for this issue to be 

addressed. As a result, patients show their support and interest in this issue by sharing their own 

stories, or family members share the story of their loved ones. They build a case on why they 

support aid in dying and why a law is necessary (Death with Dignity, n.d, pg. 1). For example, 

stories can be shared and viewed through the Death with Dignity website. Additionally, there is a 

petition available on this website for people to sign in support of assisted dying legislation in 

Florida (Death with Dignity, n.d, pg.1). 

Family, Friends, and Caregivers 

The family/friends/caregivers of the individuals with a terminal illness are stakeholders 

because they do not want to see their loved ones suffer. They support their loved ones during the 

process of exploring their end of life options, choosing an option, and executing it.  However, 

this might be difficult for some families, friends, and caregivers because some might disagree 



	

	

with the decision their loved one made. If they want to be part of their support system, then they 

will have to find a way to put their biases aside and focus on the patient and their desires 

(Weebly, n.d, para. 2). 

End of life/physician assisted dying does not have to be, or be seen as, a traumatic 

experience. It is however, no easy experience. A family member or loved one is suffering, in 

pain, dying, and deciding whether or not he/she will end his or her life by physician assisted 

death. Since these individuals’ make-up a patient's support system, they hold an important role in 

this process. What they can do to make sure their needs/interests are addressed is to learn about 

various physician assisted death legislations and physician assisted death in general; what it is, 

its purpose, and how they will be supported through the process. This knowledge may dispel 

concerns this group may have. (Weebly, n.d, para.2).  

Physicians 

All licensed physicians are directly affected by this law. Physicians have specific 

responsibilities or a procedure, outlined below, to execute, if they decide to participate in the 

Death with Dignity laws. Once an oral request is made by the patient, then the physician 

confirms he/she meets the eligibility criteria. Some time during this period the physician informs 

the patient of other potential end of life options; such as hospice, palliative care, etc. Next, a 

second consulting physician will affirm diagnosis, prognosis, and mental competence. If the 

patient's mental competence requires further examination, then he/she will be referred for a 

psychological or psychiatric test. After this oral request is authorized, the patient must wait 15 

days to make a second oral and written request. When these steps are completed, then the 

physician will write the prescription. Lastly, the patient will have to wait 48 hours to retrieve it 

from the pharmacy (Death with Dignity, n.d, para. 5-9). 



	

	

This process conflicts with the Hippocratic oath, specifically the part that states “I swear 

that I will never take advantage of a vulnerable patient. I will neither give a deadly drug, 

medicine or treatment deliberately, even if asked” (Bristow, 1997, pg. 2-3). A physician’s role, 

image of the profession, and its integrity are affected by this law. Physicians are viewed as 

healers; they save lives not take lives (Death with Dignity, n.d, para. 12). For this reason, some 

physicians and associations connected with the medical field have taken a stand on this act and 

have shared why they oppose or support it. One example is the American College of Physicians 

(ACP), “who sent a letter to California Governor Jerry Brown asking to veto the End of Life 

Option Act, which would legalize physician-assisted suicide” (ACP, n.d, para.1). 

From the perspective of a physician and the profession of medicine, the political way to 

resolve this issue is to ban and not legalize physician assisted death. However, “half of 

physicians believe assisted dying is ethically justifiable in certain cases. One in five physicians 

will receive a request for assisted death sometime in their career, and somewhere between 5-20% 

of those requests are eventually honored” (Death with Dignity, n.d, para.13). Another way for 

this issue to be resolved is for physician assisted death to be an option, and “conscientious 

practice”, which is “the action that comes of respecting one’s own moral beliefs while at the 

same time respecting the moral beliefs of others” is emphasized. (The Task Force to Improve the 

Care of Terminally-Ill Oregonians, 2008, pg. 12-13). 

This environment can be created through open communication between patient and 

physician, where difference in values regarding end-of-life care can be discovered and explored, 

so an agreeable course of action can be taken. This action is imperative because “traditionally, 

physicians have difficulty talking about death with their patients. They have been taught to cure; 

as a result, not to do so can signify failure” (The Task Force to Improve the Care of Terminally-



	

	

Ill Oregonians, 2008, pg. 37). Ultimately, resolution will be achieved when physicians examine 

their values regarding end-of-life care and death by dignity legislations. In doing so, they will be 

more effective in their involvement in this issue (The Task Force to Improve the Care of 

Terminally-Ill Oregonians, 2008, pg. 12).    

Hospice 

“Hospice provides support and care for people in the last phases of their life due to an 

incurable disease, so that they may live as fully and comfortably as possible. Hospice affirms life 

and neither hastens nor postpones death.” This information was directly taken out of the Hospice 

Philosophy Statement. It also states, “that an individual’s needs must continue to be assessed and 

all treatment options explored and evaluated. Their choices and decisions regarding care are 

paramount and must be followed at all times” (National Hospice and Palliative Organization, n.d, 

para. 7-9). Hospice is a place where physician assisted death can be executed, where patients can 

ingest the lethal medication. However, assisted death is not a procedure that supports/connects 

with their philosophy statement. Nevertheless, the Death with Dignity Act encourages the patient 

seeking the lethal medication to be enrolled in hospice, because of the support and comfort a 

hospice environment provides (Oregon Hospice and Palliative Care Association, n.d, para. 4).     

Hospice and physician assisted death serve the same population and have similar visions. 

They both are end-of-life services, but the primary means to the end goal differ. The Oregon 

Hospice and Palliative Care Association (n.d) stated, “dying Oregonians need not choose 

between hospice and physician-aid in dying. They can choose both from among the options on 

the end-of-life continuum of care. A hospice should never deny a person its services because he 

or she has asked a doctor for a prescription, even when the hospice intends to exercise its right to 

not be involved. We support patient choice” (para. 1-5). For hospice this issue would be resolved 



	

	

similarly through the physician perspective, where the law is not legalized, or through internal 

reflection; their values are assessed, communicated, and honored, which will lead to a clear stand 

on their involvement with the law.  

Social Workers 

The	profession	of	social	work	believes	in	self-determination	and	that	choice	should	be	an	

essential	aspect	of	life	and	death.	Social	workers	do	not	have	any	requirements	to	follow	under	

death	with	dignity	legislation;	yet,	they	have	a	profound	impact	on	a	patient’s	access	to	aid-in-

dying	resources.	They	are	a	source	of	information.	Social	workers	have	an	important	role	in	

helping	individuals	identify	the	end-of-life	options	available	to	them.	This	role	must	be	

performed	with	full	knowledge	of	and	compliance	with	the	law	in	accordance	with	the	NASW	

Code	of	Ethics,	and	the	NASW	Standards	for	Social	Work	Practice	in	Palliative	and	End	of	Life	

Care.	Social	workers	respect	diverse	value	systems	and	recognize	that	end-of-life	is	a	complex	

topic.	Consequently,	the	“NASW	does	not	take	a	position	regarding	the	moral	and	value-laden	

questions	associated	with	end-of-life	decisions,	rather	it	asserts	the	right	of	individuals	to	direct	

their	end	of	life	care.”	Social	workers	need	clarification	and	examination	on	their	role	with	

clients	concerning	end-of-life	decisions,	for	this	issue	to	be	addressed	(NASW	Delegate	

Assembly,	2005,	pg.	132-133).	

Secondary Stakeholders  

There are various stakeholders indirectly involved with end of life care options and 

assisted dying policy. These individuals participate directly and indirectly with patient care as 

well as the policy. Their viewpoints differentiate from one another making it very controversial. 

Their opinions matter because their voice is a vote for or against this subject. 

Pharmacists 



	

	

Pharmacists have a crucial role in patients’ health. The American Society of Health-

System Pharmacists (ASHSP) states, “Pharmacists should ensure the rights of competent patients 

to know about all legally available treatment options while communicating to patients and their 

caregivers (2013).” The information they transmit to them has to be accurate because, based on 

effects and side effects of the medication, it influences the patient's choice. A pharmacist job is 

very sensitive and demanding of education. In addition, a pharmacist can neither overtly agree 

nor disagree with the patients’ decision, including ending his or her life. They have to respect the 

patients’ decision and keep it confidential (ASHSP, 2013). 

Health Insurance 

Medicare is beneficial to terminally ill patients who would want to receive hospice care. 

Hospice is fully covered by Medicare and has several services that are necessary for these 

patients. However, hospice can only be provided if you are approved and have six months or less 

to live (Department of Health and Human Services, n.d.). They want their patients to receive 

support and comfort in their final stage. People choosing to end their life need health insurance 

such as Medicare to cover their needs and their families as well, since hospice provides support 

for both. Even though patients have six months or less to live they should not be neglected. They 

still deserve to have a support system such as hospice to give them adequate care. 

Organizations 

Another secondary stakeholder is the American Medical Association (AMA). The AMA 

is in charge of creating policies in public health. Their Mission is “To promote the art and 

science of medicine and the betterment of public health.” The procedures that the AMA 

establishes are crucial because patients rely on them. The AMA has many members such as, 

delegates, trustees, council members, section members, medical societies and countless 



	

	

physicians, medical students and staff. They all work together because they are interested in 

providing the best health services to serve to the people. 

Compassion and Choices is a nonprofit organization that works to improve care and 

expand options at the end of life. They serve to inform people and provide services as they 

approach end of life. This organization works nationwide in state legislatures, Congress, courts, 

medical settings, and communities to expand end of life options. Their reward is for patients to 

have the right to make their own choices. “Compassion & Choices President Barbara Coombs 

Lee co-authored Oregon’s landmark Death with Dignity Act” (Compassion & Choices). This 

organization demonstrates willingness to fight for the cause of being able to die with dignity.  

The Death with Dignity National Center promotes death with dignity laws around the 

United States. They provide information, support, and education about the act. They work 

directly with legislators to pass laws that allow people to have freedom based on their desires and 

beliefs. They continue to defend the Death with Dignity Acts against any challenges. (Death with 

Dignity National Center, n.d.)  

The American Public Health Association promotes and protects the health of people and 

their communities (2016). They favor the Death with Dignity Act for the reasons that follow. 

“The quality of dying is a personal subjective assessment, and each dying person, family 

member, and loved one may have his or her own sense of what a ‘good death’ would be” 

(American Public Health Association, 2016). They believe that allowing terminally ill people the 

right to die gives them the autonomy, control, and choice they deserve. Since it is their 

experience, they should be able to manage the outcome. 

Government Entities 



	

	

Because government entities have the ability to make and implement legislation for 

physician assisted dying, they are considered secondary stakeholders. The legislative branch is in 

charge of passing laws, and governors have the power to veto the legislature's decision. 

Currently the governor of Florida opposes giving terminally ill patients the right to choose a 

physician’s assistance in ending their life on their own terms because he is pro-life. This is based 

on the current law making it felony manslaughter.  Florida’s government is prohibiting 

Floridians the freedom and autonomy to end their suffering due to this.  

Not Dead Yet Activist 

Advocates who oppose the Death with Dignity Act are “Not Dead Yet” activist. They 

believe the act is making it seem that terminally ill people lack dignity since their bodies don’t 

function the same due to their illness, and that people don’t have to die to have dignity. “Not 

Dead Yet demands the equal protection of the law for the targets of so called ‘mercy killing’ 

whose lives are seen as worth-less.” (n.d.). They protest against the legalization of physician-

assisted dying thinking that these individuals are being degraded and influenced to end their 

lives. 

Faith Groups 

Many faith groups within Christian, Muslim, Jewish, and others strongly believe that God 

gives life and only God can take it away (Ethical Aspects of Physician Assisted Suicide, 2010). 

Furthermore, they state that God does not give us experiences we cannot handle. They believe 

God supports people in suffering, and to end one’s life would be to go against God and His 

creation. Faith groups want to obey the word of God and strive to have others understand it. 

They want them to have faith and trust in God that He will cure them because he is a God who 

can heal. For all they know they can experience a miracle even as sick as they may be. 



	

	

In	sum,	the	idea	of	having	terminally	ill	individuals	decide	to	end	their	lives	with	physician	

assistance	triggers	many	perspectives.	Proponents	for	physician	assisted	dying	acknowledge	

that	these	individuals	have	the	autonomy	to	do	as	they	please	with	their	lives.	They	believe	

they	should	not	have	to	endure	suffering,	especially	if	doctors	have	stated	that	they	have	just	a	

few	months	to	live.	Opponents	to	physician	assisted	dying	refer	to	God,	affirming	that	only	He	

has	the	authority	to	end	someone's	life.	Others	demand	justice	for	the	persuasion	of	death	

towards	terminally	ill	patients.	These	groups	partake	indirectly	with	this	whole	concept	and	

have	their	voices	heard	and	taken	into	consideration.	

Efforts to address the problem  

        There is a need for end of life care laws nationwide. Research suggests that 7 out of 10 

Americans nationwide support euthanasia and death with dignity laws (McCarthy, 2014). Yet 

there are only five states that have legislation giving terminally ill patients the option of dying 

with dignity. This year there are seventeen states considering death with dignity laws, excluding 

Florida (Death with Dignity National Center, n.d.). 

        Currently in Florida there are no grassroots movements addressing this issue. However, 

many state and nation wide organizations are advocating for Floridians. The main efforts that are 

being used to address this issue are through gaining supporters and having them sign petitions to 

be sent to their local legislators. These efforts are working to gain public support for the issue 

and encouraging individuals support the movement. Even though Floridian’s may support the 

movement with petitions these efforts are being opposed by Florida’s governor, Rick Scott, 

because he does not support physician assisted dying (Vote Smart, n.d.). 

        The Hemlock Society of Florida, Inc. is a 501(c)4 nonprofit organization that empowers 

Floridians about their end of life decisions. In 2011, the Hemlock Society of Florida enacted an 



	

	

advocacy campaign to give Floridians more control over their end of life care through a 

Physician Order for Life Sustaining Treatment. The Hemlock Society joined efforts with medical 

professionals, hospice and palliative care representatives, and patient advocates legalizing 

Physician Order for Life Sustaining Treatment. These orders can be used interchangeably 

between patients, doctors, and nurses. In addition, it is transferable from one healthcare setting to 

another. Physician Order for Life Sustaining Treatment is more reliable for patients that want to 

prevent unwanted medical intervention. They allow terminally ill patients to have more control 

over their end of life care relating to actual medical orders in comparison advanced directives 

that only allows patients to express their values of medical treatment (Hemlock Society of 

Florida, Inc., n.d.).   

 Florida’s Hospice and Palliative Care Association is opposed to physician assisted dying 

because they are committed to their mission of valuing life and optimizing the quality of life as 

much as possible for patients at the end of their life (Ledford, 2010). However, they do 

emphasize the importance of having accurate documentation explaining a patient’s medical 

values and wishes; in order to provide the medical care a patient wants instead of providing 

medical treatment professionals think they should receive. Because of this they support the 

Physician Orders of Life and Sustaining Treatment stating, “…we believe this type of physician 

documentation of a patient’s care wishes is a vital step towards ensuring that a patient’s wishes 

are honored” (Ledford, 2010).  This is the same documentation the Hemlock Society of Florida 

is trying to push through the legislative process.  

 The Death with Dignity National Center is a 501(c)3 nonprofit organization that 

promotes death with dignity laws nationwide. This organization works together with legislative 

and community leaders to help create grassroots movements and crucial political work to move 



	

	

death with dignity laws through the political process (Death with Dignity National Center, n.d).  

For example, the Death with Dignity National Center recently worked with California legislators 

to revise and review their amendment regarding end of life care laws. They were also the only 

national organization to work with Vermont legislators for ten years to legislate death with 

dignity laws. The national center works to help craft laws, provides strategic support, educates 

residents and interest groups about law benefits, and raises funds to support end of life care 

campaigns. In Florida the Death with Dignity National Center is not currently active in regards to 

grassroots movements because there is no legislative activity around end of life care laws this 

year. However, they actively send petitions to Florida’s Senate and House of Representatives 

urging them to make death with dignity options available. 

 Compassion and Choices is another nonprofit organization that strives to, “protect and 

expand end of life options and to ensure healthcare providers honor and enable patients’ 

decisions about their care” (Compassion and Choices, n.d.). Like the Death with Dignity 

National Center, Compassion and Choices is making an impact throughout the United States 

working alongside legislators, congress, courts, physicians, and in various medical settings and 

communities. Compassion and Choices influence communities by providing people with 

information and tools regarding end of life choices. They also provide patients and community 

members with consultations to ensure they receive healthcare that coincides with their personal 

values and priorities relating to end of life care.  

Compassion and Choices works with legislators to push policies forward to improve 

palliative care and hospice and to end unwanted medical treatment. The biggest impact they have 

on patients is by acting as authorizers and implementers. Compassion and Choices has the ability 

to provide, “medical aid in dying to allow mentally capable adults in their final weeks or months 



	

	

of a terminal disease to advance the time of death and end unbearable suffering” (Compassion 

and Choices, n.d).  Compassion and Choices has been working to advance the movement of 

expanding end of life options for over 30 years by providing legislative advocacy, litigation, 

grassroots organizing, and media outreach (n.d). In states where Compassion and Choices is not 

currently active, like Florida, they encourage supporters to sign online petitions that are sent to 

legislators urging them to support medical aid in dying. 

In Florida there has yet to be a grassroots outcry for death with dignity and physician 

assisted dying movements. As mentioned at the beginning of this section supporters of this 

movement are present in the state of Florida, but because there is no legislative activity regarding 

end of life care option like physician assisted dying, organizations like the Death with Dignity 

National Center and Compassion and Choices are not fully involved in organizing grassroots 

movements in Floridian communities. Perhaps in the near future legislation regarding end of life 

care will be brought forth and organizations like the ones mentioned above will help advocate for 

Floridians. 

Conclusion  

Assisted dying, as an end-of-life care option, is a new and evolving practice in the United 

States. However, the practice of aiding a terminally ill individual in their death has been a topic 

of debate for centuries. Globally, assisted dying remains a complex and controversial end-of-life 

care option. With the exception of Florida, many states in the U.S are currently considering aid 

in dying legislation (Death with Dignity National Center, n.d.). Opponents and proponents of 

assisted dying as an end-of-life care option both hold strong ethical and valid arguments as to 

why there should or should not be assisted dying options available. In their article Physician-

Assisted Dying: Fashioning Public Policy with an Absence of Data, Morrison and Meier (1994) 



	

	

explain that public approval of physician assisted dying is not in and of itself ample in 

determining public policy. Morrison and Meier continue by saying that in respect to assisted 

dying “[r]eliable data addressing the demand and potential need for physician aid in dying must 

be obtained” (p.1). When discussing the possibility of introducing legislation that carries 

religiously charged opposition and morally grounded arguments, it is imperative to introduce 

data explaining the middle ground. Presenting valid data coupled with pro and con arguments 

may assist opponents and proponents in finding some compromise. Current Death with Dignity 

Act reports identify that older Americans, 65 and older, with a terminal diagnosis of cancer, are 

the most likely to opt for assisted dying in states where the end-of-life option has been made 

available (Oregon State Authority, n.d.). Florida has one of the largest older adult populations in 

the United States, making the issue of assisted dying a relevant issue for the state. 

The passage of medical aid in dying legislation in Florida would permit physicians to 

prescribe mentally competent adults living with a terminal illness a lethal prescription. Medical 

aid in dying policy would not force terminally ill Floridians and their families to choose assisted 

dying as an end-of-life care option, but it would afford them the right to choose it as an option. 

Proponents argue that assisted death allows terminally ill patients the ability to exert autonomy 

and control over their end of life decisions—patient autonomy should include access to assisted 

death options (Cuttler, 1991). Morrison and Meier (1994) explain that opponents of physician 

assisted dying usually present a slippery slope argument. Opponents believe “…by legalizing 

physician-assisted deaths, society runs the risk of sliding into a practice of both true involuntary 

euthanasia and exerting subtle pressures on vulnerable and disenfranchised patients to opt for an 

assisted death” (1994, p.1). When a holy-contested debate like physician assisted dying is 

brought to the table, all-or-nothing positions become advanced. Current and past Florida 



	

	

governors have taken a strong pro-life position and thwarted any conversation of assisted dying 

as an end-of-life option. Floridians finding common ground may continue to prove difficult.  
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