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I. INTRODUCTION

I am an attorney in Washington State where assj-sted suicide

is IegaI.1 Our l-aw is based on a similar l-aw in Oregon. Both

Iaws are simil-ar to H.B. 5326.2

This memo discusses why the claim that H.B . 5326 will- assure

a recipe for el-derpatient

abuse.

benefit

lethal- dose. I

rI. FACTUAT ÀI{D

Passage of

advocacy group/

Compassion

merger/takeover

choice is untrue. The bill is instead

Key provisions incl-ude that

from his death, is allowed

a patient's heir, who will

to help him sign up for the

this measure.

A Compassion & Choices is a Successor Organization to the
Hemlock Society

urge you to re¡ ect

LEGAT BACKGROUIID

H. B. 5326

Compassion

& Choices

of two

is being spearheaded by the suiclde

ç Choices.

was formed in 2004 as the result of a

other organizations.3 One of these

former Heml-ock Society, originally formedorganizations was the

1 T am an elder faw attorney who has been l-icensed to practice faw since
1986. I am a former Law Clerk to the Washington State Supreme Court and the
Washington State Court of Appeals. I also worked for a year with the United
States Department of Justice. I am a former Chair of the EÌder Law Com¡hittee
of the American Bar Association Family Law Section. f am President of Choice
is an Illusion, a nonprofit corporation opposed to assisted suicide and
euthanasia. For more information, please see www,margaretdore.com and
www. choiceif lus ion. org

A copy of H.B. 5326 is attached hereto at A-1 to A-11

3 See lan Dowbiggin, A Concise History of Euthanasia 146 (2001) ("In 2003,
Ithe] Heml-ock ISociety] changed its name to End-of-Life Choices, which merged
with Compassj-on in Dying in 2004, to form Compassion & Choices") .

F:\ÀSE FiLes\Connecticut\H,8. No. 5326 Legal Ãnalysis Updated 03 22 13.wpd
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by Derek Humphry.a

In 201,I, Humphry \^/as the keynote speaker at Compassion &

Cholces' annual- meeting here in Washington State.s In 20!I, he

was also in the news as a promoter of mail-order suicide kits.6

This was after a depressed 29 year ol-d man used one of the kits

to ki]] himsel-f . i

B. Physician-assisted Suicide

The American Medical- Association (AMA) defines physician-

assisted suicide as occurring "when a physician facil-itates a

patient's death by providing the necessary means and/or

information to enable the patient to perform the life-ending

act."8 An example would be a doctor's prescription of a l-ethal-

drug to facilitate a patient's suicide. The AMA rejects this

practice, stating:

Physician-assisted suicide is fundamentally
incompatible with the physician's rol-e as
healer, would be difficul-t or impossible to
control, and would pose serious societal
risks. e

Id. See afso Compassion & Choices Newsl-etter excerpt attached at A-72

Compassion & Choices newsletter at A-12.

6 Randi Bjornstad, "Suj-cide Kits Sel-f Death by MaiJ-, " The Register-Guard,
March 20, 20LI ("Al-f roads lead to Derek Humphry"). (Attached at A-75).

5

Id. (Excerpts at A-73 through A-75) .

8 AMA Code of Medical- Ethics, Opinion 2.2II, availabfe at
http: //www.ama-assn.org/ama/pub/physician-resources/medical-ethics/code-medica
l--ethics/opinion2211-.page (Attached at A-46)

'7

9 rd. , l'2 .
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C. Most States Have Rejected Assisted Suicide

There have been more than 100 attempts to J-egal-ize

physician-assisted suicide and/or euthanasia in the United

States.l0 Most have failed. On March 6, 2014, the New Hampshire

House of Representatives defeated a bill similar to H. B. 5326.1r

The vote was 219 to 66.12 Moreover, in the l-ast three years,

three states have strengthened their laws against assisted

suicide.13 These states are: Idaho, Georgia and Louisiana.la

There are four states where assisted suicide is legal:

Oregon, Washington, Vermont and New Mexico. Oregon's law was

enacted by a ball-ot initiative in I99'/ .rs Vüashington' s law was

enacted via another initiative in 2008 and went into effect in

2009.16 Last year, Vermont's law was passed by its legislature;

opponents are now calling for a repeal.17 In New Mexico, there

10 See tabul-ation at
http://epcdocuments.fifes.wordpress.com/20II/70/a|*|uempts_to_J-egalize_001.pdf

11 "Live Free or Die. New Hampshire Obl-iterates Oregon-style Death with
Dignity Act!," Choice is an Ïllusion, March 6, 2014,
http: //www.choiceifl-usion.orq/20I4/03/Iive-free-or-die-new-hampshire.html-
72 Id

13 See Margaret Dore, "US Overview," updated May 20, 2013, at
http: /,/www. choiceif f usion . orq,/p/us-overview. html

74 Td.

ls Oregon's physician-assisted suicide law was passed as Bal-l-ot Measure l-6
in 1994 and went into effect after a referendum in 1,991,

76 lrlashington¡ s l-aw was passed as Tnitiative l-000 on November 4, 2008 and
went into effect on March 5, 2009. See http:,//www.doh.wa.qovldwda/default.htm

L'7 See e.g., Morgan True, "Opponents Caff for Repeal of Assisted Suicide,"
VT.Digger.org, February 27, 2014. (Excerpt attached at A-14) .
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is a court opinion, which legal-ized assisted suicide. That case

is now on appeal-.18 Moreover and contrary to statements made in

the committee Hearing on March 17thr âssisted suicide is not

legaI in Montana. le

III. THE BILL

A. How the Bi]-l }Iorks

H.B. 5326 has an application process

a written lethal- dose

to obtain the l-ethal

Oncedose, which

the lethal

oversight.2l

incl-udes

dose is issued by the pharmacy,

not required to

Indeed, no one is

request form.20

there is no

be witnessed by

required to be

ISThe death

persons.22dis interested

present.23

B. Patients are Not Necessarily Dying

Proponents refer to physician-assisted suicide as physician

18 See e.g., Associated Press, "N.M. officiaf appeals 'right to die,
ruling, " KFDA News Channel- 10, March 1-3, 201-4, (Attached at A-15)

ls I am counsel- of record for Montanans Against Assisted Suicide (MAAS),
which is currently in J-itigation against the Montana Medical Examiners Board
(Board) over the status of assisted suicide in Montana. As part of that
l-awsuit/ we succeeded in getting the Board to remove a position paper implying
that assisted suicide is legal in Montana. lrfe are al-so seeking to overturn a
case caffed Baxter, which gives doctors who assist a suicide potential-
defenses to a homicide charge. For more information, See: Sanjay Talwani, MTV
News, "Montana ,Judge hears assisted suicide argumentsr" December l-3, 2013
(attached at A-66 & A-67)t my cl-ientrs press rel-ease (attached at A-68 to A-
69); and "SB 220 DefeaLed" (attached at A-71) .

20 The l-ethal- dose request form can be viewed at H.B. 5326, Section 4
(Attached at A-4 )

2r' See H.B. 5326 in its entirety. (Attached at A-1 through A-l-1) .

22 rd.

23 f d,
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"aid in dying." This term is misleading because the people at

issue are not necessaril-y dying. Under H.B. 5326r âssisted

suicide is proposed for "terminal" patients, meaning those

predicted to have l-ess than six months to l-ive.2a Such

predictions can be wrong.2s Moreover, treatment can lead to

recovery.

Consider Oregon resident Jeanette HalI who was diagnosed

with cancer in 2000 and wanted to do assisted suicide.26 Her

doctor convinced her to be treated instead.2T In a 2012

affidavit, she states:

This JuÌy, it was 12 years since my
diagnosls. If fmy doctor] had bel-ieved in
assi-sted suicide, I would be dead.28

C. \\Te¡mínal lJ-J-ness" May Include Chronic Conditions

Under H.B. 5326, "terminaÌ 1l-Iness" is deflned as fol-l-ows:

"Terminal il-Iness" means the final- stage of
an incurabl-e and irreversibl-e medical
condition that an attending physician
anticipates, wíthin reasonabl-e medical
judgment, will produce a patientrs death

24 H.B. 5326, Section 1(19). (Attached at A-3).

2s See e,g., Shapiro, Nina, TerminaL Uncertainty - Washinqton's new tDeath
with Dignity' 7aw affows doctors to help peopTe commit suicide - once theytve
determined that the patient has only six months to five. But what if they're
wrong?, Seattfe Vfeekly, January 14, 2009. (Attached hereto at A-36 to A-41).
See al-so Affidavit of John Norton. (Attached hereto at A-33).

26 Affidavit of Jeanette HaIl Opposing Assisted Suicide, August 17, 2012
(Attached at A-31); and Affidavit of Kenneth R, Stevens, JR., MD, September
18, 201,2, tlfl 3-6) . (Attached at A-24) .

2'7 rd,

28 Affidavit of Jeanette Hal-l-, ll 4. (Attached at A-32)
F:\AsE Eiles\connecticut\H.8. No, 5326 Legal A¡alysis updated 03 22 L3,wÞd
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within six months.2e

In Oregon, a simil-ar definition is interpreted to incl-ude

chronic conditions such as diabetes.30 See, for example,

Oregon's most recent assisted suicide report. for 2013, issued on

January 28, 2Ot4.3r The report l-ists "chronic fower respiratory

disease" and "diabetes" as underJ-ying terminaJ- diseases

sufficient to justify assisted suicide.32 Oregon doctor Wil-l-iam

Toffler explains:

our Iassisted suicide] law applies to
"terminal" patients who are predicted to have
Iess than six months to live. In practice,
this idea of terminal has recently become
stretched to incl-ude peopJ-e with chronj-c
conditions Persons with these
conditions are considered terminal- if they
are dependent on their medications, such as
insulin, to l-ive.33

If Connecticut enacts H.B. 5326 and follows Oregon's

interpretation, assisted suicide wil-l- be legal for

chronic conditions. Moreover,

otherwise

Dr. Toffler states:

with treatment, could have years or even

persons with

"Such persons,

decades to

29 H.B. 5326, Section l- (l-9) . (Attached at A-3)

30 Or. Rev. Stat. 1,27.800 s.1.01-(12) states: ttt Terminal- disease' means an
incurable and irreversible disease that has been medically confirmed and wilÌ,
within reasonabfe medical judgment, produce death within six months."

31 A copy of the report is attached hereto at A-16 through A-22,

32 "Chronic fower respiratory disease" and "diabetes" are fisted on the
report at pp. 6 e '7. (Attached hereto aL A-2I & A-22) ,

33 Letter to the Editor, from lr7ifliam Toffl-er MD to the New Haven Register,
February 24, 2014 (Attached at A-23).
F:\AsE Files\connectlcut\H.8. No. 5326 Legal Analysis updated 03 22 13.\|pd
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Iive. "34

IV. NCHOICE'' IS AI{ ILLUSION

fn Connecticut, Compassion & Choices' campaign is focused on

six words: "My Life. My Death. My Choice." This comforting

slogan is an illusion and propaganda when compared to what H.B.

5326 actually says and does. See below.

A. Specific BiJ.l Provisions

1. No witnesses at the death

As set forth above, H.8.5326 does not require wj-tnesses at

the patient's death.35 Without disinterested witnesses, the

opportunity is created for someone el-se to administer the l-ethal-

dose to the patient without his consent.36 Even if he struggled,

who would know? This situation

A California

is especially

case, PeopJe

significant for

v. Stuart, 67people with money.

Cal- . Rptr. 3d L29, L43

Financial
common mot

RegardJ-ess, without

is not guaranteed.

(2007 ) , states:

considerations Iare] an al-l- too
ivation for killinq someone.3T

34

35

disinterested witnesses, the patient's choice

Td

See H.B. No. 5326 in its entirety, attached hereto at. A-1 to A-l-1

36 The drugs used for assisted suicide in Oregon and Washinqton,
SecobarbitaÌ and Pentobarbital- (Nembutal-), are water soluble, such that they
can be injected without consent, for example, to a sfeeping person. See
"Secobarbital Sodium Capsules, Drugs.Com, at htt'o://www,druqs.com/prolseconaf-
sodium.htmf and http: //www.druqs.com/prolnembutal.htmf See afso Oregon' s
report, page 6, attached at A-21 (fisting these drugs).

37 Excerpt attached al A-42.
F:\AsE Files\connecticut\H.8. No. 5326 Legal Analysis Updated 03 22 73,wpd,
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2. Adding witnesses will not fix

disi-nterested witnesses

the problem

at the deathRequiring

against overt murder. Generally, however, witnesses

woul-d protect

are not much

of a safeguard. Many wil-Is are properly witnessed and

nonetheless set aside for undue influence, fraud, etc.

3. 9üitnesses can be coercive

Witnesses can al-so be coercive. Consider Oregon resident

Lovelle Svart, who threw hersel-f an "exit partyr " during which

she danced the polka with George Eighmey of Compassion & Choices.

The party was reported in a newspaper article, with a spin that

she was in control-.38 But, at the end of the party, when it was

time for her to die, the articl-e contains this exchange between

her and Eighiley, which took place in front of ten people:

"Is this what you want?"

"Actually, I/d l-ike to go
Love}l-e replied, laughing
serious. "But , yes."

on partyinq,"
before turning

"If you do take it, you will die."
ttYes. "39

The situation is simil-ar to a wedding when it's time

your vows. Everyone's watching and it's the thing to do.

even if you are having second thoughts or woul-d rather "go

to take

So

on

38 See Don Colburn, "Last day of life al-I planned out, down to the polka, "
October 26, 200'7, availabfe at
http: //seattl-etimes. corn/htmf ,/f ocalnews/2003 918100 suicide02. html-

3e rd.
F:\AsE Files\connecticuE\H.8, No. 5326 Legal ,q¡alysis updated 03 22 13.wpd
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partying, " you go forward to take the l-ethal dose. If Eighmey

have said:

Instead, he proceeded according to the script that she woul-d

die at the end of the party. His rofe was to preside over her

death. Her role was to comply. Once she was in this role, she

no longer had control-. The situation \^/as inherently coercive.

4 The patient's
on the letha1

had actually wanted to give Svart

"You are having so much
to do this today or even

heir
dose

procured
or undue

an out, he could

fun, you don't have
next week. "

is allowed to be a witness
request form

H.B. 5326 allows one of two witnesses on the l-ethal dose

request form to be the patient's heir who wilf financially

benefit from the patient's death.a0 In the context of making a

wil-l-, such active participation by an heir is a marker of undue

infl-uence. Consider, for example, Washington's probate statute.

ft states that when one of Lwo witnesses receives a qift under a

wil-l, there is a rebuttable presumption that the

receiver/witness:

the gift by duress, menace, fraud,
inf l-uence.

Rev. Code Wash. 11.L2.160, attached at A-43.

40 H.B. 5326, Section 3 requires two witnesses on the l-ethal- dose request
form. Per Section 3(b) (2), at feast one of these witnesses shafl- be a person
who is not an heir, i. e. , "entitled to any portion of the estate of the
pati-ent upon the patientts death under any wiIJ- or by operation of Iaw." The
other witness is al-lowed to be an heir. (Attached hereto at A-3).

Fr\ASE Files\Connecticut\H.8. No. 5326 Legal Analysis Updated 03 22 1.3.wpd
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5. Individual "opt outs" are not allowed

H.B. 5326 does not al-Iow patients to opt out of its

provisions. H.B. 5326 says that a provision in a contract or

will that affects whether a patient may make or rescind a lethal

dose request "is not valj-d. "al

Consider, for example, a woman concerned that her son will-

push her into assisted suicide. A possible protection is a will

provision saying that anyone doing so is disinherited. Under

H.B. 5326, that provision "is not vaLid"a2

So if you are a person who gets talked into things, and you

don't want to get tal-ked into suicide (or facil-itating your own

homicide), you are not all-owed to make legal arrangements to try

and prevent it. So much for your personal "controf. "

6. Someone else is allowed to speak for the
patient, âs long as that Person is not the
patient's designated agent such as an
attorney-in-fact

Under H.B. 5326, a patient is required to be "competenL."43

This term is, however, specJ-a11y defined to al-l-ow someone else to

4t H.B. 5326, Section 13(a) states:

Any provision in a contract, will, insurance policy,
annuity or other agreement, whether written or ora1,
that is entered into on or after October 1' 2014, that
woul-d affect whether a person may make or rescind a
request for aid in dying is not valid.

Attached at A-7 & A-8.

42 rd.

43 H.B. 5326, Section 1(17) defines a "qualified patient" as a "competent"
adul-t. (Attached at A-3) .
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0



speak

J-ong

for the patient during the l-ethal dose request process, as

with the patient'sas the speaking person is "famifiar

manner of communicating." H.B. 5326 states:

"Competent" means that the patient has
the capacity to make an informed
decision and to communicate such decision to
a health care provider, including
communicating through a person famiLiar with
the patient's manner of communicating.
(Emphasis added)aa

Being "famifiar with the patient's manner of communicating"

is a very minimal standard. Consider, for example, a doctor's

assistant who is familiar with a patient/ s "manner of

communicating" in Spanish, but does not hersel-f understand

Spanish. That, however, would be good enough. Indeed, the

doctor's janitor coul-d speak for the patient as long as he was

"famil-iar with the patient's manner of communicating."

The speaking person, cannot, however, be the patient's

official-ly designated agent such as an attorney-in-fact under a

durable po\^rer of attorney. H. B. 5326, Section 2 (c) states :

No person, including, but not limited to, an
agent under a living wil-l-¡ âû attorney-1n-

44 H.B. Section 5326, I(4), attached at A-l-, staLes

"Competent" means, in the opinion of the patientf s
attending physician, consuJ-ting physician,
psychiatrist, psychologist or a court, that the
patient has the capacity to understand and acknowledge
the nature and consequences of health care decisions,
including the benefits an disadvantages of treatment,
to make an i-nformed decision and to communicate such
decision to a heafth care provider, including
communicating through a person fanifiar with the
patient's manner of communicating. (Emphasis added) .

E:\AsE Files\connecticut\H.8. No. 5326 Legal Analysis updated 03 22 )'3,wPd
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fact under a durabl-e pohrer of attorney, a
guardiant ot a conservator, may act on behal_f
of a patient for purposes of sections 1 to
18, incJ-usive, of this act.

Attached at A-3.

To the extent

persons from acting

"e j usdem generi-s, "

in Latin, means "of

that this section

on the patient's

which requJ-res a

the same kind"

would seem to prevent al-l-

is the rul-e ofbehal f,

different

there

result. The rule,

and is used to interpret

statutes ¡ âs f ol-lows :

Where a l-aw lists specific cl-asses of persons
or things and then refers to them in general,
the general st.atements only apply to the same
kind of persons or things specificalJ-y
listed. ExampJ-e: if a l-aw refers to
automobj-Ies, trucks, tractors, motorcycl-es
and other motor-powered vehicl-esr "vehicl-es"
woul-d not incl-ude airpJ-anes, since the l-ist
was of l-and-based transportation.as

Applying the rule to Section 2 (c) , t.he generaÌ stat.ement

("No person") only applies to the same kind of persons listed,

i.e., the patient's officialJ-y designated agents such as an

attorney-in-fact under a durabl,e power of attorney. Any other

person could speak for the patient as long as he was "familiar
with the patient's manner of communlcaLtng."

The practical- upshot is that if a patient is pushed into

signing up for the lethal dose, her officially designated agent

would have no po\^¡er to protect her, for example, by acting on her

4s http: /,/feqaf-dictionarv.thefreedictionarv.com,/Eiusdem+qeneris
E:\ASE Files\Connecticut\H.8. No, 5326 Legal À¡alysis Updated 03 22 73,wpd
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behal-f to rescind the request for the l-ethal- dose. a6

B. Word Play

Proponents may claim that

control due to a requirement of

prohibj-tion against euthanasia

patients are nonetheless in

"sel-f-administrat.ion" and a

and assisted suicide. These

arguments

1.

sel-f -administer medication

are word pfay.

\\Self-Administer" allows someone e].se to
administer the lethal dose

H.B. 5326's "Statement of Purpose" says that a patient "may"

to bring about his or her death.aT

self -admi-nistrati-on. a8 H. B. 5326 al-so def ines

medication."4e The bill

patient's "act of ingesting

does not define "ingestiÍt7." Dictionary

definitions include:

[T]o take (food, drugs, etc.) into the body,
as by swallowing, inhaling, or absorbing."to

Vüith this definition, someone else putting the l-ethal dose

in the patient's mouth qualifies as sel-f-administration because

the patient will thereby be "swall-owíng" the l-ethal- dose, i.e.,

There is, however,

dose "must" be by

"seIf-administer"

46 See H.B. 5326 Section 5, allowin
request for the l-ethal- dose. (Attache

no provisj-on that administration of the lethal

as the

ga
da

patient to "rescind" his or her
r A-5) .

4'7 The Bifl-'s Statement of Purpose is attached hereto at A-11-,

48 See H.B. 5326 in its entirety, attached hereto at A-1 to A-11

ae Bill 5326 Section 1(18) says: "'Seff-administer' means a qualified
patient's act of lngesting medication." (Attached at A-3).

s0 Webstert s New Vrlorld College Dictionary,
F:\AsE Files\connectj.cut\H,8. No. 5326 Legal A¡alysis updated 03 22 13,wpd
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"j-ngesti-ng" it. Someone else placing a medication patch on the

patient's arm or provJ-ding a lethal injection wil-l- afso qualify

because the patient wil-Ì thereby be "absorbing" the dose, i.e.,

"ingest j-ng" it. Someone el-se turning on l-ethaÌ gas will qualify

because the patient wil-I thereby be "i-nhal-ing" the dose, i.e.,

"ingesting" it.

Ilüith sel-f-administer defined as mere ingesting, someone el-se

is al-l-owed to administer the l-ethal dose to the patient.

euthanasia and physician-H.B. 5326 J-egalizes
assisted suicide

2

With someone else al-lowed to administer

the patient, H.B. 5326 J-egaJ-izes "euthanasia"

accepted medical terminol-ogy. The AMA Code of

Opinion 2.2I, states:

himself,

generally

the lethal dose to

under generally

Medical- Ethics,

Euthanasi-a is the administration of a l-ethal-
agent by another person to a patient . s1

If instead, the patient administers the l-ethal dose to

this is "physician-assisted suicì-der " again under

accepted medical- terminol-ogy. The AMA Code of Medical-

Ethics, Opinion 2.2I1 states:

Physician-assisted suicide occurs when a
physician facilitates a patient's death by
providing the necessary means and/or
information to enable the patient to perform
the Iife-ending act (e.9., the physician
provides sleeping pilJ-s and information about
the l-ethal- dose, while aware that the patient

51 Attached hereto at A-45.
Fi\ASE FÌles\Connecticut\H,8, No, 5326 Legal Anal-ysis Updated 03 22 13.wpd
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may commit suicide).

Attached at A-46.

H.B. 5326, however, refers to these practices

"aid in dying. "

( euthanasia

H. B. 5326,and physician-assisted suicide) as

Section L (2) states:

"Aid in dying" means the medical- practice of a
physician prescribing medication to a qualified
patient who is terminally il-l-, which medication a
qualified patient. may self-administer to bring
about his or her death.

H.B. 5326 thus legalizes euthanasia and physician-assisted

suicide, which it terms "aid

3 \Aid in dyingz
euthanasia

j-n dying. "

hístorically meanthas

The term, "aid in dying" has historical-J-y meant euthanasia.

See, for example, the 1989 Model- Aid-in-Dying Act at this link

using the l-etters "euthan" (for euthanasia) at

http: //www. uiowa. edu/-sf kl-aw/euthan. html See al-so the ModeI

Aid-in-Dying Act, S 1-102(3) ("'Aid-in-dying' means the

administration of a qualified drug for the purpose of inducing

death").

The term, "aid in dyingr " would replace
euthanasia and assisted suicide

Under H.B. No. 5326, aid in dying is legalized, while

euthanasia and assisted suicide, which mean the same thing/ are

Ff\ÀsE Files\Connecticut\H.8, No. 5326 Legal A¡alysis Updated 03 22 13.wpd.
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not "authorÍzeldf ."52

euthanasia, are also

"aid in dying. " This

which states:

These termsr âssisted

not to be used and are

suicide and

to be replaced by

16 (b) e (c) ,is accomplished by Section

(b) Any act.ion taken in accordance with
sections 1 to 18, inclusive, of this act,
does not constitute causing or assisting
another person to commit suicide in violation
of section 53a-54a or 53a-56 of the general
statutes.

(c) No report of a public agency, as defined
in section I-200 of the general statutes, iläy
refer to the practice of obtaining and sel-f-
administering life-ending medicaLion to end a
qualif i-ed patient's l-ife as "suicide" or
"assisted suicide", and shall refer to such
practice as "aid in dying.

Attached at A-9

c The Change in Terminology Facilitates a Lack of
Understanding

The significance of the above change in

generally accepted medical- terms to a

word "dyingr " is that it facilitates a

to what is really

and euthanasia for

l-ive.

terminology, from

euphemism using the

of understanding as

of assisted suicide

vague

l-ack

at stake: the legalization

people who may have years or even decades to

See H.B. 5326t Section 16(a), which states

Nothing in sections l- to 17, incfusive, of this act,
authorizes a physician or any other person to end a
patient's l-ife by lethal injection/ mercy killing,
assisting a suicide or any other active euthanasia.

Attached at A-9.
F:\AsE Files\conneclicut\H.B. No. 5326 Legal Analysis updated 03 22 13,wpd
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The term "aidr " which means "to provide supportr " has a

simil-ar ef fect. s3 To the uninitiated, the term, "a j-d in dying, "

coul-d mean providing comfort, for example with chicken soup or a

blanket. Persons hearing the term "aid in dying" will not

necessarily know that the subject matter is assisted suicide and

euthanasia. For this reason also, a l-ack of understanding is

f acil-itated.

D. A Lack of Transparency

1. The cause of death is fa].sified

H.B. 5326, Section 9(b), states that the death certificate,

which is the official record of a person's death, "shall list the

underlying terminal il-lness as the cause of death. "sa This is as

opposed to the true cause of death, which is, a l-ethal- dose of

medication. The official cause of death is thus falsified, which

creates a Iack of transparency regarding specific deaths and also

a lack of transparency for the purpose of l-ater review should

anyone want to know how the law is working in practice.

A smal-l-er point, vital statistics regarding disease survival-

rates wil-l- be distorted (and artificialJ-y pushed downward) .

2. Private record keeping

H.B. 5326 provi-des that a doctor's compliance with its

provisions be tracked in the patient's medical- record, which is a

http : /,/dict ionarv. re f erence . com/browse /aid

Attached at A-7
Ff\ASE Files\connêcticut\H.8, No. 5326 Legal Analysis Updated 03 22 73.wpd
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private

j udicial

document protected by HIPPA.SS H.B. 5326 afso restricts

access to these records, âs fol-l-ow:

Records or information coll-ected or
maintaj-ned pursuant to sections 1 to 18,
incJ-usi-ve, of this act shal-l- not be subject
to subpoena or discovery or introduced into
evidence in any judicial or admj-nistratj-ve
proceeding except to resolve matters
concerning compJ-iance wj-th the provisions of
sections 1 to 18, inclusive, of this act, or
as otherwise specifically provided by l-aw.s6

This is not an effective method of oversight. Moreover and

once again, there is a l-ack of transparency. Without

transparency, there is a lack of accountability.

3. No doctor reporting

Doctor reporting to a heal-th department type entity, which

is provided for in Oregon and Washington, is el-iminated in H.B.

No. 5326.51 In Oregon and Washington, this reporting provides

the factual- basis for annual reports such as the 20L3 OreEon

report cited herein.

No Lial¡iJ-ity for Administering the Letha1 Dose without
Patient Consent; IIIuEory Liability for Undue Influence

H.B. 5326, Section 15 provides criminal- penalties for

See H.B. 5326, Section 10.

See H.B. 5326, Section 11

E

55

56

5'1 Oregont s and Vrlashington's
of Heal-th type entity. See ORS

5326 does not.

Ìaws require doctor reporting to a Department
1,21 .865 S 3.11 & RCW 70.245.I50. H.B. No.

Ff\AsE Files\connecticut\H.8. No. 5326 Legal Analysis updated 03 22 L3.'dpð'
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f ailing to comply with the act.58 None of these penal-ties appJ-y

to a person who has administered a l-ethal dose to a patient

without his consent or against his wil-l-.5e

The penal-ties instead appJ-y to Sections 3 and 4 regarding

the lethal dose request, for exampJ-e, regarding undue

infl-uence.60 This purported liability is, however, illusory.

This is because the circumstances relevant to proving undue

infl-uence are specifically allowed by H.B. 5326 (taking an active

role in procuring the l-ethal- dose, being a witness on the lethal-

dose request form, talking for the patient, etc.).61 Once again,

the patient is not protected.

5B H.B. 5326, Section 15 states:

(a) Any person who without authorization of a patient
wilfulJ-y afters or forges a request for aid in dying,
as described in sectj-ons 3 and 4 of this act, or
conceal-s or destroys a rescissj-on of such a request
for aid in dying with the intent or effect of causing
the patientts death, is guilty of attempted murder or
murder under section 53a-54 of the general statutes.

(b) Any person who coerces or exerts undue influence
on a patient to complete a request for aid in dying,
as described in sectlons 3 and 4 of this act, or
coerces or exerts undue infl-uence on a patient to
destroy a rescission of such request with the intent
or effect of causing the patient's death, is guilty of
attempted murder or murder under section 53a-54a of
the general- statutes.

Id

rd.

61 Cf . Pickman v, Pickman, 6 Conn.App, aL 2'l 6 (relevant factors for undue
infl-uence inc.Lude "active sol-icitations and persuasions by the other party")
F:\AsE Files\connecticut\H.B. No. 5326 Lêgal Analysis Updated 03 22 13.wpd
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V

A

THE OREGON ATID TTASHINGTON EXPERIENCE

Any Study Claiming that Oregon's Law is Safe, is
Inva]-id

During Montana's

oversight in Oregon's

this observation: the

B Lega1 Assisted Suicide Al1ows
Insurers to Steer Patients to

Hea1th Care Providers and
Suicide

20IL legísl-ative session, the fack of

law prompted Senator Jeff Essmann to make

Oregon studies are invalid. He stated:

tAlfl the protections end after the
prescriptj-on is written. lThe proponentsl
admitted that the provisions in the Oregon
l-aw would permit one person to be al-one in
that room with the patient. And in that
situation, there is no guarantee that that
medication is sel-f administered.

So frankly, any of the studies that come out of
the state of Oregon's experience are invalid
because no one who administers that drug to
that patient is going to be turning themsel-ves in
for the commission of a homicide.62

If H.B. 5326 is passed, health

in Connecticut wiII be able to steer

care providers and insurers

patients to suicide.

Barbara Waqner. fn 2008,

tocover a drug

her assisted

Consider the case of Oregon resident,

the Oregon Health Pl-an (Medicaid) refused to

possibly cure her

suicide instead.

cancer and offered to cover

"It was horrible, " Vrlagner told ABCNews. com.
"I got a fetter in the mail- that basicalJ-y
said if you want to take the pilJ-s, we wil-I
help you get that from the doctor and we will
stand there and watch you die. But we wonrt

62 http://www.marqaretdore.com,/pdf/senator-essmann-sb-167-001.pdf
F¡\AsE Files\connecticut\H,B. No. 5326 Legal A¡alysis Updated 03 22 13,wpd
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give you the medication to live."63

Vrlagner, who was unabl-e to afford the drug, was steered to

suicide. The drug's manufacturer then agreed to provide it for

free.6a She nonethel-ess died a short time later.

To l-earn more about steerage to suicide in Oregon, see Dr.

Ken Stevensf affj-davit, fil-ed by the Canadian government,

attached hereto at A-24 to A-30.

Do you want this to happen to you or your family?

C. Compassion & Choices' True Agenda is the Promotíon of
l"Ianaged Care with Less Choice for Individual Patients

On November 29, 2008, Compassion & Choices President,

Barbara Coombs Lee, published an op-ed in The oregonian, which 1s

oregon's J-argest paper.6t Therein, she took issue with Wagner's

choice to l-ive.66 Coombs Lee argued that Wagner shoul-d have

instead given up hope and accepted her pending death. But, this

was not Wagner's choice. In a KATU TV interview, Wagner said:

I'm not ready, I/m not ready to die.
f 've got things I'd stil-l like to do. 67

Coombs Lee also defended the Oregon Heal-th PÌan and argued

63 Susan Donaldson James, I'Death Drugs Cause Uproar in Oregon, " ABC News,
August 6, 2008 (Excerpt attached at A-47)

64 "Letter noting assisted suicide raises questions, " KATU TV¿ July 30,
2008. (Attached at A-48 & 49)

65 Barbara Coombs Lee, "sensational-lzing a sad case cheats the public of
sound debate, The Oregonian, November 29, 2008 (Attached hereto at A-50)

rd

KATU story, supra. (Attached at A-48).
F:\ASE Files\connecticuE\H,8. No. 5326 Lega] A¡alysis Updated 03 22 1,3,wpd
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for a public policy change to discourage patients from seeking

cures.68 She thus showed her organization's true agenda: managed

care, not individual patient choice.

Compassion c Choices President, Barbara Coombs Lee, is a

former "managed care executivu.rr6e

D. Oregon's Annual Report for 2013 is Consistent with
Elder Abuse and the \\Barbara úfagner" Scenario

According to Oregon's assisted suicide report for 20L3, most

of the people who died from a l-ethaÌ dose were white, aged 65 or

older, and well--educated.70 People with these attributes are

typically well off, i.e., the middle class and above.

The report's introduction implies that their deaths \^/ere

voluntary, stating that Oregon's act "al-lows" residents to obtain

a l-ethal dose for self-administration.Tl There is nothing in the

report, which

Ol-der weII-off

r/ùere voluntary. ?2

vulnerableare, regardless,

and exploitation.

actually says that the deaths

people

abuse

fna

demographic for

Coombs Lee stated:

The burning public policy question j-s whether we
inadvertently encourage patients to act against their
own self-interest, chase an unattainable dream of
cure, and forecfose the path of acceptance that
curative care has been exhausted Such
encouragement serves neither patients, famifies, nor
the public. (Attached at A-51)

Barbara Coombs Lee Bio, attached hereto at A-53.

Report, paqe 2, attached hereto at A-l-7, last fuJ-l paragraph

Id., page 1-, attached hereto at A-16

Report, pages 1-7, starting at A-16.
5326 Legal Analysis Updated 03 22 13.wpd
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2009 MetI,ife Mature Market Institute Study states:

Elders' vulnerabilities and larger net
make them a prime target for financial

. Victims may even be murdered by
perpetrators who just want their funds
see them as an easy mark.?3

worth
abuse

and

The Oregon report, in which most of the peopl-e dying under

the act were ol-der and well--off, is consistent. with financial

el-der abuse. The report, which also descrj-bes patients on

Medicaid, is consistent with the "Barbara Wagner" scenario.

E. In Oregon, Other (Regu1ar) Suicides Have Increased with
Legalization of Physician-Assisted Suicide; the
Financial Cost is \\Enomous"

Government reports from Oregon show a positive statistical-

correfation between the legal-ization of physician-assisted

suicide and an increase in other (regular) suicides. Of course/

a statistical correl-atj-on does not prove causation. The

statistícal correlation is, however, consistent with a suicide

contagion in which legalizing and thereby normalizing assj-sted

suicide encouraged other suicides. Pl-ease consider the

following:

Oregon's assisted suici-de act went into
effect "in l-ate 199'7."14

By 2000, Oregon's regular suicide rate was

'73 The Metlife Study can be viewed at this link:
httpst//www.metl-ife.com/assets/caolmmi/publications,/studies/mmi-study-broken-t
rust-efders-family-finances.pdf See other Metlife materiafs at attached
hereto at A-54 to A-59.

'14 Oregonts assisted suicide report for 2013, attached at A-16
5326 Legal A¡alysis Updated 03 22 13.wpd
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"increasing significantly. "?s

In 2010, Oregon's reguÌar suicide rate \^/as
35? above the national- average.T6

In 2012, Oregonrs regular suicide rate was
ALZ above the national- average. T?

Tn Oregon's

financial- cost of

most recent regular suicide report, the

these other (reguJ-ar) suicides is huge. The

report, page 3 , el-aborates :

Suicide j-s the second leading cause of death
among Oregonians ages l-5-34, and the Bth
leading cause of death among aJ-Ì ages in
Oregon. The cost of suicide is enormous.
fn 20L0 alone, self-infl-icted injury
hospitalization charges exceeded 41 mil-lion
dol-l-ars; and the estimate of totaf lif etime
cost of suicide in Oregon was over 680
mill-ion dol-lars. (Footnotes omitted) .78

Oregon is the only state where

of assisted suicide long enough to

there has been

have statistics

legali zation

over ti-me.

The enormous cost of increased (regular) suicides in

suicide

Oregon,

1ega1i zation,positively correl-ated to physician-assisted

is a significant factor for this Committee

vote on H.B. 5326, whi-ch seeks to legalize

suicide in Connecticut.

to consider in its

physician-ass j-sted

?5 See Oregon Health Authority News Release, September 9, 2070, at
http: / /www.oregon,qov/DHS/news/201Onews,/2010-0909a.pdf (r'After decreasj-ng in
the 1990s, suicide rates have been increasing significantly since 2000").
(Attached at A-60)

16 rd.
't'l Attached at A-78.

78 Attached at A-63.
E:\ASE Fites\connecticut\H.8. No. 5326 Lega] Ã¡alysis updated 03 22 L3.\|pd

24



F Legalization of Assisted Suicide will Bring Stress,
Trauma and Fear

In 20L2, a

trauma suffered

The study found

at an assisted

"experienced full or

Disorderl related to

suicide. "

G

I have had two clients whose parents

fethal- dose. In the first case, one side

the father to take the lethal dose, while

spent the l-ast months of his fife caught

traumatized over whether or not he should

study was

by persons

that l- out

released in SwitzerJ-and, addressing

who witnessed an assisted suicide.Te

of 5 famiJ-y members or friends present

suicide vrere traumatized. These persons

sub-threshol-d PTSD IPost Traumatic Stress

the loss of a cl-ose person through assisted

My Cases Involving the Oregon and ÌIashington Assisted
Suicide Laws

signed up for the

of the family wanted

the other did not. He

in the middle and

ki11 himself. My

father didcl-ient, his

not take the

In the

l-ethal dose

adul-t daughter,

l-ethal- dose and

other case, it's

was also traumatized. The

died a natural- death.

not clear that administration of the

that the father

voluntary.

refused to

was A man who was present told my client

take the lethal- dose when it \¡/as

del-ivered ("You're not killing me. I'm going to bed"), but then

1e "Death by request in Switzerland: Posttraumatic stress disorder and
complicated grief after witnessing assisted suicide," B. Wagner, J. Muller, A
Maercker; European Psychiatry 27 (2012) 542-546, avaifable at
http: //ch.oiceisaniffusion.fil-es,wordpress.com/20),2/I0/family-members-
traumatized-eur-psych-20l2.pdf (First page attached at A-65) .
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took it the next night when he \^/as high on af cohol-. The man who

tol-d this to my client later recanted. My cl-ient did not want to

pursue the matter further.

H. Legal Assisted Suicide is not About Pain

The Oregon assisted suicide report for 201-3 l-ists "concerns"

as to why the people who ingested the l-ethal- dose did so. to One

l-isted concern is "inadequate paín control- or concern about

it.rr81 There is, howeverr ño cl-aim that anyone who ingested the

Iethal- dose was actually in pain.82

Per the report for 2013, there were 20 patients who listed a

concern about "inadequate pain control- or concern about j-t" as a

reason to do Oregon's act.83 This is 20 people out of 32,415

is no report that any one

Pain is not the issue.

total deaths in Oregon.sa Again, there

of these persons was actualJ-y in pain.

VII. CONCLUSION

H.8.5326's

bill is instead a

with money. The

death. Even if a

promise of patient choice is an illusion. The

recipe for el-der abuse, especiaJ-ly for people

most obvious gap is the l-ack of witnesses at the

patient struggled, who would know?

80 oregon Report, page 6, attached hereto al A-21.

81 rd.

82 See entire report, attached hereto at A-16 lo A-22.

83 Report al A-2I.
84 Report at A-17, footnote 1 (totaf oregon deaths in 2012 was

Fl\AsE Files\connecticut\H.8. No. 5326 T,egal .Analysis updated 03 22 13,wpd
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Don't make Oregon and Washington's mistake. I urge you to

reject H.B. 5326.

Respe Ily submitted March 22, 2014

Ma
L

garet
offi

rney
ces of Margaret

Law
Dore, P.

at
K. S

F:\AsE Files\connectlcut\H.8. No. 5326 l,eqal Anatysis updated 03 22 13.||pd

www . choicei I l-usion . org
1001 4th Avenue, 44th Floor
Seattl-e, VüA 98154
206 389 I154 main reception line
206 389 1562 direct line
206 691 I2t1 cell

21



22412014 AN ACT C^I.lCERNING COMPASSIONATE AID IN DYING FOR TFOMINALLY ILL PATIENTS

sn$p

General Assembly Raised Bill No, 5326

February Session, 2014 LCO No. 1 569

*0 1 569 PH*

Referred to Committee on PUBLIC HEALTH

Introduced by:

AN ACT CONCERTV'IVG COMPASS'ONA TE AID IN DYING FOR TERMINALLY ILL
PATIENTS.

Be it enacted by the Senate and House of Representatives in General Assembly convened:

Section 1. (NEW) (Effectiae October 1-,201.4) As used in this section and sections 2 to 1-8, inclusive,
of this act:

(L) "Adult" means a person who is eighteen years of age or older;

(2) "Aid in dying" means the medical practice of a physician prescribing medication to a
qualified patient who is terminally ill, which medication a qualified patient may self-
administer to bring about his or her deattç

(3) "Attending physician" means the physician who has primary responsibility for the medical
care of the patient and treatment of the patient's terminal illness;

(4) "Competent" means, in the opinion of the patient's attending physiciary consulting
physician, psychiatrist, psychologist or a court, that the patient has the capacity to understand
and acknowledge the nature and òonsequences of health care decisions, including the ber¡çfls

(PH)

http://taruw,cg a,ct.g ov/2014/TOB/H/2014H B-0532&R0G H B.htm 1t11



2]2412014 AN ACT CCINCERNING COMPASSIONATE AID IN DYING FOR TFÞMINALLY ILL PATIENTS.

and disadvantages of treatn. -c, to make an informed decision I to communicate such
decision to a health care provider, including communicating through a person familiar with
the patient's manner of communicating;

(5) "Consulting physician" means a physician who is qualified by specialty or experience to
make a professional diagnosis and prognosis regarding the patient's terminal illness;

(6) "Counseling" means one or more consultations as necessary between a psychiatrist or a
psychologist and a patient for the purpose of determining that the patient is competent and not
suffering from depression or any other psychiatric or psychological disorder that causes
impaired judgmenf

(7) "Health care provider" means a person licensed, certified or otherwise authorized or
permitted by law to administer health care or dispense medication in the ordinary course of
business or practice of a profession, including, but not limited to, a physiciarç psychiatrist,
psycholo gist or pharmacisf

(8) "Health care facility" means a hospital, residential care home, nursing home or rest home, as

such terms are defined in section1'9a490 of the general statutes;

(9) "Informed decision" means a decision by a qualified patient to request and obtain a
prescription for medication that the qualified patient may self-administer for aid in dying, that
is based on an understanding and acknowledgment of the relevant facts and after being fully
informed by the attending physician of: (A) The patient's medical diagnosis and prognosis; (B)
the potential risks associated with self-administering the medication to be prescribed; (C) the
probable result of taking the medication to be prescribed; and (D) the feasible altematives and
health care treatment options, including, but not limited to, palliative care;

(L0) "Medically confirmed" means the medical opinion of the attending physician has been
confirmed by a consulting physician who has examined the patient and the patient's relevant
medical records;

(11) "Palliative care" means health care centered on a terminally ilt patient and such patient's
family that (A) optimizes the patient's quality of life by anticipating, preventing and treating
the patient's suffering throughout the continuum of the patient's terminal illness, (B) addresses
the physical, emotional, social and spiritual needs of the patient, (C) facilitates patient
autonomy, the patient's access to information and patient choice, and (D) includes, but is not
limited to, discussions between the patient and a health care provider conceming the patient's
goals for treatrnent and appropriate treatrnent options available to the patient, including
hospice care and comprehensive pain and symptom management;

(12) "Patient" means a person who is under the care of a physician;

(L3) "Pharmacist" means a person licensed pursuant to chapter 400j of the general statutes;

(L4) "Physician" means a person licensed to practice medicine and surgery pursuant to chapter
370 of the general statutes; 

A_2
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(L5) "Psychiatrist" means a þ .;hiatrist licensed pursuant to ch. . .er 370 of the general statutes;

(L6) "Psychologist" means a psychologist licensed pursuant to chapter 383 of the general
statutes;

(L7) "Qualified patient" means a competent adult who is a resident of this state, has a terminal
illness and has satisfied the requirements of this section and sections 2 to 9, inclusive, of this
act, in order to obtain aid in dying;

(L8) "Self-administer" means a qualified patientrs act of ingesting medication; and

(L9) "Terminal illness" means the final stage of an incurable and irreversible medical condition
that an attending physician anticipates, within reasonable medical judgment, will produce a
patient's death within six months.

Sec. 2. CItiEw) (Effectiae October L,20L4) (u) A person who (1) is an adult, (2) is competent, (3) is a
resident of this state, (4) has been determined by such person's attending physician to have a
terminal illness, and (5) has voluntarily expressed his or her wish to receive aid in dying, may
request aid in dying by making two written requests pursuant to sections 3 and 4 of this act.

þ) A person is not a qualified patient under sections l- to LB, inclusive, of this act, solely
because of age, disability or any specific illness.

(c) No person, including, but not limited to, an agent under a living will, an attorney-in-fact
under a durable power of attorney, a guardian, or a conservator, may act on behalf of a patient
for purposes of sections L to LB, inclusive, of this act.

Sec. 3. (NEW) (Effectfue October 1., 2014) (u) A patient wishing to receive aid in dying shall
submit two written requests to such patient's attending physician in substantially the form set

forth in section 4 of this act. A valid written request for aid in dying under sections L to l-8,

inclusive, of this act, shall be signed and dated by the patient. Each request shall be witnessed
by at least two persons who, in the presence of the patient attest that to the best of their
knowledge and belief the patient is (1) of sound mind, and (2) acting voluntarily and not being
coerced to sign the request. The patientrs second written request for aid in dying shall be

submitted not earlier than fifteen days after the patient submits the first request.

þ) At least one of the witresses described in subsection (a) of this section shall be a person
who is not (1) A relative of the patient by blood, maniage or adoption; (2) at the time the

request is signed, entitled to any portion of the estate of the patient upon the patient's death,
under any will or by operation of law; or (3) an owner, operator or employee of a health care

facility where the patient is receiving medical treatment or is a resident.

(c) The patientrs attending physician at the time the request is signed shall not be a witness.

(d) If the patient is a resident of a residential care home, nursing home or rest home, as such

terms are defined in section\9a490 of the general statutes, at the time the written request is

made, one of the witnesses shall be a person designated by such home. 
A_3
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Sec. 4, (NEW) (Effectiae Octot ., 201.4) A request for aid in dyir _ .s authorizedby sections 1 to
18, inclusive, of this act, shall be in substantially the following form:

REQUEST FOR MEDICATION TO AID IN DYING

L, .. . . , am an adult of sound mind.

I am a resident of the State of Connecticut,

I am suffering from ... ., which my attending physician has determined is an incurable and
irreversible medical condition that will, within reasonable medical judgment, result in death
within six months. This diagnosis of a terminal illness has been confirmed by another
physician.

I have been fully informed of my diagnosis, prognosis, the nature of medication to be
prescribed to aid me in dying, the potential associated risks, the expected result, feasible
alternatives and additional health care treatment options, including palliative care.

I request that my attending physician prescribe medication that I may self-administer for aid in
dying. I authorize my attending physician to contact a pharmacist to fill the prescription for
such medicatiory upon my request.

INITIAL ONE:

.., . I have informed my family of my decision and taken their opinions into consideration.

... . I have decided not to inform my family of my decision.

... . I have no family to inform of my decision.

I understand that I have the right to rescind this request at any time.

I understand the full import of this request and I expect to die if and when I take the
medication to be prescribed. I further understand that although most deaths occur within three
hours, my death may take longer and my attending physician has counseled me about this
possibility.

I make this request voluntarily and without reservation, and I accept full responsibility for my
decision to request aid in dying.

Signed: ... .

Dated: ... .

DECLARATION OF WITNESSES

By initialing and signing below on the date the person named above signs, I declare that the
person making and signing the above request:

http:iÁamarv.cg a.ct,g or/201 4/TOB lH l2014HB-0532&R0GH B.htm
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Witness 1 ... , Witness 2 ... ,

Initials .. , . Initials ... .

... . 1. Is personally knovrn to me or has provided proof of identify;

.,, .2. Signed this request in my presence on the date of the person's signature;

.., . 3. Appears to be of sound mind and not under duress, fraud or undue influence; and

....4.Is not a patient for whom I am the attending physician,

Printed Name of Witness L ... ,

Signature of Witness L ... . Date ... .

Printed Name of Wibress2....

Signature of Witness2.... Date ....

Sec. 5. CItlEw) (Effectiae October 1.,201.4) (") A qualified patient may rescind his or her request for
aid in dying at any time and in any manner without regard to his or her mental state.

(b) Atr attending physician shall offer a qualified patient an opportunity to rescind his or her
request for aid in dying at the time such patient submits a second written request for aid in
dying to the attending physician.

(c) No prescription for medication for aid in dying shall be written without the qualified
patient's attending physician first offering the qualified patient a second opportunity to rescind
his or her request for aid in dying.

Sec. 6, (NEW) (Effectiae October L, 20L4) When an attending physician is presented with a
patientrs first written request for aid in dying made pursuant to sections 2to 4, inclusive, of
this acl the attending physician shall:

(1) Make a determination that the patient (Ð ir an adult, (B) has a terminal illness, (C) is
competent, and (D) has voluntarily requested aid in dying;

(2) Require the patient to demonstrate residency in this state by presenting: (A) A Connecticut
driver's license; (B) a valid voter registration record authorizing the patient to vote in this state;
(C) evidence that the patient owns or leases property in this state; or (D) any other govemment-
issued document that the attending physician reasonably befieves demonstrates that the
patient is a current resident of this state;

(3) Ensure that the patient is making an informed decision by infor*i^g the patient of: (A) The
patient's medical diagnosis; (B) the patient's prognosis; (C) the potential risks associated with
self-administering the medication to be prescribed for aid in dying; (D) the probable result of
self-administering the medication to be prescribed for aid in dying; and (E) the feasible
alternatives and health care treatment options including, but not limited to, palliative carê-5
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(4) Refer the patient to a con ting physician for medical corrfi- ¿tion of the attending
physician's diagnosis of the patient's terminal illness, the patient's prognosis and for a
determination that the patient is competent and acting voluntarily in requesting aid in dying.

Sec.7, CI\iEw) (Effectiae October 1., 201,4) In order for a patient to be found to be a qualified
patient for the purposes of sections L to L8, inclusive, of this act, a consulting physician shall:

(L) Examine the patient and the patient's relevant medical records; (2) confirm, in writing, the

attending physician's diagnosis that the patient has a terminal illness; (3) verify that the patient
is competent, is acting voluntarily and has made an informed decision to request aid in dying;
and (a) refer the patient for counseling, if required in accordance with section 8 of this act.

Sec. 8, (NEW) (Effectiae October 1.,201,4) (a) If, in the medical opinion of the attending physician
or the consulting physiciarç apatient may be suffering from a psychiatric or psychological
condition or depression that is causing impaired judgmenf either the attending or consulting
physician shall refer the patient for counseling to determine whether the patient is competent
to request aid in dying.

þ) At attending physician shall not provide the patient aid in dying until the person
providing such counseling determines that the patient is not suffering a psychiatric or
psychological condition or depression that is causing impaired judgment.

Sec. 9. (NEW) (Effectiae October 1, 20L4) (a) After an attending physician and a consulting
physician determine that a patient is a qualified patient, in accordance with sections 6 to B,

inclusive, of this act and after such qualified patient submits a second request for aid in dying
in accordance with section 3 of this act, the attending physician shall:

(1) Recommend to the qualified patient that he or she notify next of kin of the qualified
patient's request for aid in dying and inform the qualified patient that a failure to do so shall
not be a basis for the denial of such requesf

(2) Counsel the qualified patient conceming the importance of: (A) Having another person
present when the qualified patient self-administers the medication prescribed for aid in dying;
and (B) not taking the medication in a public place;

(3) Inform the qualified patient that the qualified patient may rescind his or her request for aid
in dying at any time and in any manner;

( ) Veriff, immediately before writing the prescription for medication for aid in dying, that the
qualified patient is making an informed decision;

(5) Fulfill the medical record documentation requirements set forth in section L0 of this act; and

(6) (A) Dispense such medications, including ancillary medications intended to facilitate the
desired effect to minimize tlire qualified patient's discomforl if the attending physician is
authorized to dispense such medicatiorv to the qualified patient; or (B) upon the qualified
patientrs request and with the qualified patient's written consent (i) contact a pharmacist and

inform the pharmacist of the prescriptiorç and (ii) deliver the written prescription perso"dþle
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by mail, by facsimile or by a. ;her electronic method that is pe rtted by the pharmacy to the
pharmacist, who shall dispense such medications directly to the qualified patienf the
attending physician or an expressly-identified agent of the qualified patient.

þ) The attending physician may sign the qualified patient's death certificate that shall list the
underlying terminal illness as the cause of death.

Sec, 10. (NEW) (Effectiae October 1-,2014) With respect to a request by a qualified patient for aid
in dying, the attending physician shall ensure that the following items are documented or filed
in the qualified patient's medical record:

(1) The basis for determi^itg that the qualified patient requesting aid in dying is an adult and
is a resident of the state;

(2) All oral requests by a qualified patient for medication for aid in dying;

(3) All written requests by a qualified patient for medication for aid in dying;

(a) The attending physician's diagnosis of the qualified patient's terminal illness and
prognosis, and a determination that the qualified patient is competent, is acting voluntarily
and has mad.e an irrformed decision to request aid in dying;

(5) The consulting physician's confirmation of the qualified patient's diagnosis and prognosis,
confirmation that the qualified patient is competent, is acting voluntarily and has made an
informed decision to request aid in dying;

(6) A report of the outcome and determinations made during counseling, if counseling was
recoÍunended and provided in accordance with section 8 of this ac!

(7) Documentation of the attending physician's offer to the qualified patient to rescind his or
her request for aid in dying at the time the attending physician writes the qualified patient a
prescription for medication for aid in dying; and

(8) A statement by the attending physician indicating that all requirements under this section
and sections L to 9, inclusive, of this act, have been met and indicating the steps taken to carry
out the qualified patientrs request for aid in dying, including the medication prescribed.

Sec. LL. (NEW) (Effectiae October 1.,20L4) Records or information collected or maintained
pursuant to sections L to L8, inclusive, of this act shall not be subject to subpoena or discovery
or introduced into evidence in any judicial or administrative proceeding except to resolve
matters concerning compliance with the provisions of sections L to L8, inclusive, of this act, or
as otherwise specifically provided by law.

Sec. L2. (lt[EW) (Effectiae October 1, 201.4) Any person in possession of medication prescribed for
aid in dying that has not been self-administered shall dispose of such medication in
accordance with section 2'J,a-252 of the general statutes.

Sec, 13. (NEW) (Effectiae October 1., 201-4) (u) Aoy provision in a contract, will, insurance poliqr/
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annuity or other agreement, ¿ether written or oral, that is entt I into on or after October L,

2014, that would affect whether a person may make or rescind a request for aid in dying is not
valid.

þ) A"y obligation owing under any currently existing contract shall not be conditioned or
affected by the making or rescinding of a request for aid in dying.

(c) On and after the effective date of this sectiort the sale, procurement or issuance of any life,
health or accident insurance or annuity policy or the rate charged for any such policy shall not
be conditioned upon dr affected by thã making or rescind.ing óf u t"qn"Ãt for aid in åying.

(d) A qualified patient's act of requesting aid in dying or self-administering medication
prescribed for aid in dying shall nof (1) Affect alife, health or accident insurance or annuity
policy, or benefits payable under such policy; (2)be grounds for eviction from a person's place
of residence or a basis for discrimination in the terrns, conditions or privileges of sale or rental
of a dwelling or in the provision of services or facilities in connection therewitb (3) provide the
sole basis for the appointment of a conseryator or guardian; or (a) constitute suicide for any
puïpose,

Sec. 14. CI\iEw) (Effectioe October 1, 2014) (a) As used in this sectiory "participate in the provision
of medication" means to perform the duties of an attending physician or consulting physician,
a psychiatrist, psychologist or pharmacist in accordance with the provisions of sections 2 to L0,

inclusive, of this act, and does not include: (1) Making an initial diagnosis of a patient's
terminal illness; (2) informing a patient of his or her medical diagnosis or prognosis; (3)

informing a patient conceming the provisions of this section and sections 2 to J-8, inclusive, of
this act, upon the patient's request; or (4) referring a patient to another health care provider for
aid in dying.

þ) Participation in any act described in sections L to L8, inclusive, of this act by a patient,
health care provider or any other person shall be voluntary. Each health care provider shall
individually and affirmatively determine whether to participate in the provision of medication
to a qualified patient for aid in dying. A health care facilify shall not require a health care
provider to participate in the provision of medication to a qualified patient for aid in dying,
but may prohibit such participation in accordance with subsection (d) of this section.

(c) If a health care provider or health care facility is unwilling to participate in the provision of
medication to a qualified patient for aid in dying, such health care provider or health care
facility shall transfer all relevant medical records to any health care provider or health care
lacility, as requested by a qualified patient.

(d) A health care facility may adopt written policies prohibiting a health care provider
associated with such health care facilify from participating in the provision of medication to a
patient for aid in dying, provided such facility provides written notice of such policy and any
sanctions for violation of such policy to such health care provider. Notwithstanding the
provisions of this subsection or any policies adopted in accordance with this subsection, any
qualified health care provider may: (1) Diagnose a patient with a terminal illness; (2) inform a
patient of his or her medical prognosis; (3) provide a patient with information concemingAJ:l€
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provisions of sections L to LL, .rclusive, of this act upon a patie^ , reques! (4) refer a patient to
another health care facility or health care provider; (5) transfer a patient's medical records to a
health care provider or health care facilifi, as requested by a patien! or (6) participate in the .

provision of medication for aid in dying when such health care provider is acting outside the

scope of his or her employment or contract with a health care facilify that prohibits
participation in the provision of such medication.

Sec. L5. (NEW) (Effectiae October 1, 2014) (u) Aty person who without authorization of a patient
wilfully alters or forges a request for aid in dying, as described in sections 3 and 4 of this act, or
conceals or destroys a rescission of such a request for aid in dying with the intent or effect of
causing the patient's death, is guilty of attempted murder or murder under section 53a-54 of
the general statutes.

þ) ¡tV person who coerces or exerts undue influence on a patient to complete a request for
aid in dying, as described in sections 3 and 4 of this act, or coerces or exerts undue influence on
a patient to destroy a rescission of such request with the intent or effect of causing the patient's
deattr, is guilty of attempted murder or murder under section 53a-54a of the general statutes.

Sec, L6. (NEW) (Effectiae October 1, 201,4) (a) Nothing in sections L to L7, inclusive, of this act,

authorizes a physician or any other person to end a patient's life by lethal injection, mercy
killing, assisting a suicide or any other active euthanasia.

þ) e^V action taken in accordance with sections l" to LB, inclusive, of this act, does not
constitute causing or assisting another person to commit suicide in violation of section 53a-54a

or 53a-56 of the general statutes.

(c) No report of a public agency, as defined in section L-200 of the general statutes, may refer to

the practice of obtaining and self-administering life-ending medication to end a qualified
patient's life as "suicide" or "assisted suicide", and shall refer to such practice as "aid in dying".

Sec.17 , (NEW) (Effectiae October 1., 201.4) Sections L to 18, inclusive, of this act, do not limit
liability for civil damages resulting from negligent conduct or intentional misconduct by any

person.

Sec. L8. (NEW) (Effectiae October 1.,201.4) Nothing in this section or sections L to L7, inclusive, of
this act, shall preclude criminal prosecution under any provision of law for conduct that is

inconsistent with this section or sections L to 17, inclusive, of this act.

Sec.2 tober'1,20L4

This act shall take effect as follows and shall amend the following
sections:

ew sectionOctober 1,,2014

()¡

Section L
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Sec. 13

Sec. L4

Sec. L5

AN ACT CONCERNTNG COMPASSTONATE AtD tN DytNG tO¡ TEorrrltNAlLy tLL PAT|ENTS.

October 1, 201-4 ew sectionSec.3

Sec.4 October 1-,201-4 New section

Sec. 5 October L,201-4 New section

Sec. 6 October 1.,20L4 New section

Sec.7 October 1.,2014 New section

Sec. 8 October L,201.4 New section

Sec. 9 October 1-,20L4 New section

Sec. L0 October L,2014 New section

Sec. LL October 1, 201,4 New section

Sec. 12 October 1, 201.4 New section

October L,20L4 New section

October L, 2014 New section

October 1,,201.4 New section

October L,201,4 New section

New sectionOctober L,201-4

Sec. L6

Sec.17
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c. L8 October L,201 ew section

Sfaúement of Purpose.'

To allow a physician to prescribe medication at the request of a mentally competent patient
that has a terminal illness that such patient may self-administer to bring about his or her death.

[Propoæd deletions are encloæd in brackets. Proposed additions are indicated by underlíne, except that
when the entire text of a bilt or reslution or a æction of a bill or reælution is new, it is not underlined.l
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Opponents call for repeal ofassisted suicide
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Opponents of Vermont's physician-assisted suicide law

are calling on legislators and the governor to place a

moratorium on the prescription of life-ending drugs.

Edward Mahoney, president of the VermontAlliance f'or

Ethical Health Care, said at a news conference Thursday

that the law is poorly crafted and its supporters have not

fully considered the ramifications of the law.

He raised several concerns about its implementation,

including the lack of immunþ for clinicians and

pharmacists and the requirement that physicians notify

terminally ill patients of the assisted-suicide option -
whether or not the physician thinks it's an ethical or a

good care practice.

Mahoney and other opponents said the bill doesn't have

proper patient protections to ensure that people with

I
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N.M. offrcial appeals 'right to die'
ruling
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ATBUQUERQUE, N.M. (AP) - New Mexlco Attorney General Gary Klng ls appeallng a

couÊ rullng that termlnally lll patlents can seek a physlclan's help ln dylng'

Klng tells the Albuquerque Journal (http:4blt.lyllcUERBb ) that one of the problems

wlth Dlstrlct Judge Jan Nash's January rullng ls that lt doesn't apply statewlde.

Klng also says he wants to protect the asslsted sulclde law. That law claslfles helplng

wlth sulclde as a felony.

The case centers on AJa Rlggs, a Santa Fe resldent who was dlagnosed wlth an

aggresslve uterlne cancer Her cancer ls ln remlsslon' but docto¡s expect lt to return,

, Nash ruled that te¡mlnally lll patlents have the rlght to ald ln dylng, and that "such

deaths are not consldered 'sulclde' under the asslsted sulclde law.

Copytlght 2014 me Assoclated Press, All rlghts ræerued' mb mateñal may not be
publlshed, broadcast, rewrltten or redlstrlbuted,
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Oreson's Death with Dienitv Act--2013

Oregon's Death with Dignity Act (DWDA), enacted in late 1997, allows terminally-

ill adult Oregonians to obtain and use prescriptions from their physicians for self-

administered, lethal doses of medications. The Oregon Public Health Division is

required by the Act to collect information on compliance and to issue an annual

report. The key findings from 2Ot3 are listed below. The number of people for

whom DWDA prescriptions were written (DWDA prescription recipíents) and

deaths that occurred as a result of ingesting prescribed DWDA medications

(DWDA deaths) reported in this summary are based on paperwork and death

certificates received by the Oregon Public Health Division as of January 22,2014.

For more detail, please view the figures and tables on our web

site : http: / lwww.hea lthoreeon.orsldwd.

http://p ub I ic.hea lth,oregon,gov/Provid erPa rtnerResou rces/Eva I uation Research/

DeathwithDignityAct/Documents/year1.6.pdf

Figure 1:

Oregon DWDA Prescription Recipients and Deaths*, 1998-2013
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Oregon Public Health Division.- 2013 DWDA Report

¡ As of January 22,'20t4, prescript¡ons for lethal medications were written for

t22 people during 20L3 under the provisions of the DWDA, compared to tt6
during 20tZ (Figure 1). At the time of this report, there were TL known DWDA

deaths during 2013. This corresponds to 2L.9 DWDA deaths per L0,000 total

deaths. l

o Since the law was passed in L997, a total of t,t73 people have had DWDA

prescriptions written and752 patients have died from ingesting medications

prescribed under the DWDA.

O Of the 122 patients for whom DWDA prescriptions were written during 2013,

63 (5t.6%) ingested and died from the medication. Eight (8) patients with

prescriptions written during the previous years (20L1and 2012) died after

ingesting the medication during 2Ot3, for a total of 7t DWDA deaths.

a Twenty-eight (28) of the 722 palients who received DWDA prescriptions

during 2013 did not take the medications and subsequently died of other

causes.

. lngestion status is unknown for 3L patients who were prescribed DWDA

medications in 20L3. Seven (7) of these patients died, but follow-up
questionnaires indicating ingestion status have not yet been received. For the
remaining 24 patients, both death and ingestion status are pending (Figure 2).

Of the 71 DWDA deaths during 2013, most (69.0%) were aged 65 years or

n age was TL years (42 years - 96 years). As in previous years,

o

ol

mos WCTC W te reate

d egree , and had cancer ßa.8%).ln 2013, fewer patíents had cancer $a,8%l
compa+ecl-trÞrevious years (80.4%1, and more patients had chronic lower

respiratory disease (9.9%1, and other underlying illnesses (t6.9%1.

Most (97.2%\ DWDA patients died at home, and most (85.7%) were enrolled in

hospice care either at the time the DWDA prescription was written or at the

time of death. Excluding unknown cases, most {.96,7%l had so

1 
The rate per 10,000 deaths is calculated using the total number of

most recent year for which final death data are available.

http://public.health.oregon.gov/ProviderPartnerResources/Eva I uation Research/

Deathwith DignityAct/Documents/yearL6, pdf

resident deaths in2Qt2 (32,475), the

Page2 of 7
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Oregon Public Health Dlvision -2oL3 DWDA Report

health care ¡nsurance, The number of patients who had private insurance

(43,5%l was lower in 201"3 than in prev¡ous years (64,7%), and the number of

patients who had only Medicare or Medicaid insurance was higher than in

previous years (53.2% compared to33J%).

As in previous years, the three most frequently mentioned end-of-life concerns

were: loss of autonomy (93.0%), decreasing ability to participate in activities

that made life enjoyable (8S.7%), and loss of dignity (73.2%1.

Two of the 7L DWDA patients who died during 2013 were referred for formal

psychiatric or psychological evaluation.

Prescribing physicians were present at the time of death for eight patients

(1t.4%l during 2Ot3 compared to 16.5% in previous years.

A procedure revision was made mid-year in 2010 to standardize reporting on

the follow-up questionnaire. The new procedure accepts information about

the time of death and circumstances surrounding death only when the

physician or another health care provider was present at the time of death,

Due to this change, data on time from ingestion to death is available for LL of

the 71 DWDA deaths during 20t3. Among those 11 patients, time from

ingestion until death ranged from 5 minutes to 5.6 hours.

Sixty-two (62) physicians wrote the t22 prescriptions provided during 2Ot3

(range L-10 prescriptions per physician).

During 2013, no referrals were made to the Oregon Medical Board for failure

to comply with DWDA requirements.

http://public,hea lth,oregon,gov/ProvlderPartnerResources/Eva luation Research/

Deathwith Dign¡tyAct/Documents/year16. pdf Page 3 of 7
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http://public,health,oregon,gov/ProviderPartnerResources/Eva luatlon Research/

DeathwithDi gn ityAct/Documents/year16. pdf

Figure 2: Summary of DWDA Prescriptions Written and Medications lngested in 2013,

as of JanuarV22,20t4
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Oregon Public Health Division - 2013 r- ., oA Report

Table 1. Characteristics and End-of-life Care of 752 DWDA Patients who Died from lngesting a Lethal Dose

of Medication as of January L7,20t4, Oregon, 1998-2013

Charasteristlcs

Male

2013 1998.2012 Total

396

Female

t8-34 (%l

27 329 356 3

0 (0.0) 6 (0.s) 6 (0,8)

35-44 (%l 1 (1,4) ts (2,2\ t6 (2,11

4s-s4 (%\ 6 (8.s) s2 (7,6) s8 (7.7)

ss-64l%l 1s (21.1) L4t (20,71 1s6 (20,7)

6s-74l%l 23 132.41 1s4 (28.s) 2t7 (28,s)

7s-84l%l t7 (23.e1 189 (27.8) 206 (27,41

8s+ l%l s (12,71 84 (12,3) s3 (12,4)

Median

White (%)

7t 7t 7t

67 .94.41 662 (s7.61 72e (e7.31

African American (%) o (o.o) 1 (0,1) 1 (0,1)

American lndian (%) 1 (1,4) 1 (0,1) 2 (0.3)

Asian (%) o (o.o) 8 (1.2) 8 (1.1)

Pacific lslander (%) o (o,o) 1 (0.1) 1 (0.1)

other (%) 1 (1.4) o (o.o) 1 (0.1)

Two or more races (%) 212.81 o (0.0) 2 (0,3)

Hispanic (%l 0 (0.0) s (0.7) s (0.7)

Unknown 0 3 3
r!/l:¡ I I i:rì,¡l

Married f%12 36 (s0.7) 310 (4s.7) 346 (46.21

Widowed (%) 13 (18.3) 1s8 (23.3) t7t (22.81

Never married (%) s (r1.3) ss (8.1) 63 (8.4)

Divorced (%) t4lte.7l lss (22.e) t6e {'22.61

Unknown 0 j 3

Less than high school (%) 2 (2,81 42 (6.21 44 (s.e)

Hieh school eraduate (%) 10 (14,1) Ls4 (22.8) t64 (22.0)

Some

Baccalaureate or
Unknown

27

38

L77

303

198

341

0 5 5

Metro counties l%)3 2s (3s,2) 28s (.42.61 314 (41,9)

Coastal counties (%) s (7,0) s1 (7,s) s6 (7,s)

Other western counties
East of the Cascades

Unknown

43292
468

33 46.s

0

325 43

54

33

Hosþice

Enrolled (%)a 60 (8s.7) ss3 (so.s) 6s3 (e0,1)

Not enrolled (%) 10 (14,3) 62 (9.s) 72 (9.91

Unknown 1 26 27
lnsurance

Private (%)5 27 (43,s1 424 (64.71 4s1 (62,9)

Medlcare, Medicaid or Other Governmental (%) 33 (s3.2) 22t (33.71 2s4 (3s,4)

None (%) 2 (3.21 10 (1,s) 72l]'7l
Unknown 9 26 35

eage sg[J2g



2013
(N=71)

7 Total

Characteristics

;r.lir-l I'jr,i. lit,r-

Malienant neoplasms (%l 46 (64.8) s4s f80.41 s91 178.9)

Lung and bronchus (%) 10 (14.1) 129 (19.0) 13s (18,6)

Breast (%) 1 (1.4) 56 (8.3) s7 0.61

Colon (%) 6 (8,s) 43 (6.3) 49 (6,s)

Pancreas (%) 212.81 4s f6.6) 47 (6.31

Prostate (%) 2 (2.8) 31 (4.6) 33 (4.4)

Ovarv (%) 1 (1,4) 27 A.0l 28 (3.7)

other (%) 24 (33.8) 2r4 (37.61 238 (31.8)

lateral sclerosis 5 54

34

L4

9

1

49

2t
13

35

97

T

0

L2

Hlv/ArDs

Other illnesses

Unknown

9

47

330

Chronic lower disease

Heart Disease

i,\Ìail i, ' .r ,.1 i: I r

Referred for psych iatric evaluation (%) 2 (2.81 42 rc.21 44 ß.sl

Patient informed family of decision (%)7 62 (st,2l s70 (93.e) 632 (93,8)

Patient died at
Home (patient, family or friend) (%) 69 (s7.21 64s (9s,1) 714 (9s.3)

iìll i;i:t/l

Secobarbital

Pentobarbital

Other

term ca assisted livin or foster care

Other

Unknown

Lethal medication

autono
Less able to ln activities makin life e

Loss of d

control of functions
Burden on fa friend
ln control or concern about it
Financial i ns of treatment

When medication was

Prescribi

3

27

1

5

396

278

7

3

0

2

0

0

7

64

66

63

52

26

H

29 9

t
7

1

5

3

1

403 6

342 45.5

7

618 91. 684

602 88,9 665

452 1.9 s04

3s0 L,7 376
264 299

L57 t77
18 22

1.

n 119

238

76

249

111

235

73

19257

Other

Unknown
At time of death

not 3

3No

Prescribins phvsician (%) 8 (11.4) 99 (15,s) 107 (16.0)

Other provider, prescri bing phvsician not present (%) s (7,1) 2s8 (43,1) 263 (3s,3)

No provider (%) s7 (81,4) 242 ø0.41 2s9 144.71

Unknown 1 12 13

I r¡¡ /¡,ti
I

Regursitated 22220

Seizures 0 0 0

Other 1t 0

None 10 477 487

Unknown 24118259
.l:r l.ìr'il i l

Rega ined consciousness after lngesting DWDA medicationsls 0 6

http://public.health.oregon.gov/ProviderPartnerResources/EvaluatlonResearch/DeathwithDignityAct/Documents/year16,pdf

6
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1998-20L2
(N=681)

Total

Characteristics

Du ration clan

Median
0-190s7L9t- 0-1905

Number of pqtlents with inÍormotion 67971 750

Number of pottents with informqtion unknown 220

Duration between lst request and death

Median 52 46 47

15-692 15-1009 1s-1009Ran

Number of pqtients with inlormotíon avoilable 71 681 752

Number of potients wíth informotion unknown 000

Minutes between ingestlon and
.11

unconsclousness

Median 5 5 5

Range 2-25 1-38 1-38

Number of patients with inlormatíon qvdiloble 11 476 487

Number of patíents with information unknown 60 205 265

Min utes between insestion and deathll
Median 15 25 25

Range (minutes - hours) 5min-5,6hrs lmin-104hrs lmin-104hrs

Number with availoble 11 481 492

Number ts with unknown 60 200 260

1 Unknowns are excluded when calculating percentages,

2 lncludes Oregon Reglstered Domestlc Partnershlps'

3 Clackamas, Multnomah, and Washington counties,

a lncludes patients that were enrolled in hospice at the time the prescrlption was written or at t¡me of death.

s private insurance category includes those wlth prlvate insurance alone or in combination with other insurance.

Á lnclud.s deaths due to benign and uncertain neoplasms, other respiratory diseases, diseases ofthe nervous system (including multiple

L./sclerosis,Parklnson'sdiseaseandHuntington.sdlsease},musculoskeletalandconnectlvetissuediseases,vlralhepatitis,ry,',
cerebrovascular dlsease, and alcohollc llver disease'

7 Firstrecordedbeglnningin200l, Slncethen,3lpatients(4,6%) havechosennottoinformtheirfamilies,and12patients(1.8%) have

hadnofamllytoinform, Therewasoneunknowncasein2002,twoin2005,onein2009,andthreein2013.
I other includes combinations of secobarbital, pentobarbital, and/or morphine.

e Affirmative answers only (,'Don't know,' included in negative answers), Categories are not mutually exclusive' Data unavailable for four

pat¡ents in 2001.

10 Flrst asked in 2003. Data available for all 71 patlents ln 2013, 552 patients between L998-2ot2, and 623 patients for all years'

11 Thedatashownarefor200l-2013slnceinformatlonaboutthepresenceofahealthcareprovlder/volunteer,intheabsenceofthe
prescribing physiclan, was first collected in 2001,

12 A procedure revision was made mid-year in 2010 to standardize reporting on the follow-up questionna¡re. The new procedure accepts

information about time of death and clrcumstances surrounding death only when the physician or another health care provider is

present at the time of death. This resulted ln a larger number of unknowns beginning in 2010,

13 There have been a total of slx patlents who regalned consciousness after lngestlng prescribed lethal medications. These patients are not

included in the total number of DWDA deaths, These deaths occurred in 2005 (1 death), 2010 (2 deaths), 2011 (2 deaths) and 2012 (1

death), please refer to the appropr¡ate years'annual reports on our webslte (http://www.healthoregon'org/dwd) for more detail on

these deaths.* p;;;i";a ràports listed 20 records missing the date care began with the attending physician, Further research with these cases has

reduced the number of unknowns'

ft k
http://public.health.oregon.gov/ProvlderPartnerResources/EvaluationResearch/DeathwlthDlgnltyAct/Documents/yearl6.pdf
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Dear Editor,

Our law applies to "terminal" patients who are predicted to have less than six months to live. ln practice, this idea of
terminal has recently become stretched to include people with chronic conditions such as "chronic lower respiratory
disease" and "diabetes". Persons with these conditions are considered terminal if they are dependent on their
medications, such as insulin, to live. They are unlikely die in less than six months unless they don't receive their
medications. Such persons, with treatment, could otherwise have years or even decades to live.

This illustrates a great problem with our law-it encourages people with years to live, to throw away their lives. I am also
concerned, that by starting to label people with chronic conditions "terminal," there will be an excuse to deny such persons
appropriate medical treatment to allow them to continue to live healthy and productive lives.

These factors are something for your legislators to consider. Do you want this to happen to you or your family?

Furthermore, in my practice I have had many patients ask about assisted-suicide, ln each case, I have offered care and
treatment but declined to provide assisted suicide. ln one case, the man's response was "Thank you,"

To read a commentary on the most recent Oregon government assisted-suicide report, which lists chronic conditions as
the "underlying illness" justifying assisted suicide, please go here:

To read about some of my cases in Oregon, please go here: http://www.choiceillusion,org/p/what-people-mean 25.html

I hope that Connecticut does not repeat Oregon's mistake,

William L. Toffler MD
Professor of Family Medicine
3181 SWSam Jackson Park Road
Portland, OR 97239
503-494-5322
503-494-8573 (patient care)
503-494-4496 (fax)
toffler@ohsu,edu

I am a professor of Family Medicine and a
insight on the issue of assisted suicide, wh
Connecticut. (Raised Bill No, 5326)

practicing physician in Oregon for over 30 years. I write to provide some
ich is legal in Oregon, and which has been proposed for legalization in

À''?3
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CAI{ADA

PROVTNCE DE QITEBEC
DISTRICT DE TROTS-RIVIÈRES
No. : 400-17-002642-Ll0

COUR SUPÉNTEURE

GINETTE IJEBIJA}TC'
demanderesse

c.
PROCI'REI'R OÉ¡úner, DU CAìIADA,

défendeur
et
PROCURETTR eÉUÉne¡ DU 9UÉBEC,

mi-s-en-cause

A¡'FrDAVrtr OF KENNEtrH R. STE\IENS, irR., MD

THE UNDERSIGNED, being duly sworn under oath, states:

1. I am a doctor in Oregon USA where physicían-assisted suicide

is legal. I am also a Professor Emeritus and a former Chair of

the Department of Radiation Oncology, Oregon Health & Science

University, Portland, Oregon. I have treated thousands of

patients with cancer.

2. fn Oregon, our assisted suicide law applies to patients

predicted to have l-ess than six months to live. I write to

clarify for the court that this does not necessarily mean that

patients are dying.

3. In 2000, I had a cancer patient named Jeanette HaIl.

Another doctor had given her a termj-naI diagnosis of six months

to a year to live, which was based on her not being treated for

cancer. f understand that he had referred her to me.

Affidavít of Kenneth Stevens , iIt. , MD - page 1
F:\ASE Files\Lebfanc\KenneÈh Stevens MD Affidavlt.wpd
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4. At our fírst meeting, ,Jeanette told me plainly that she did

not want to be treated and that was going to \\do// our J-aw, i.e.,

kill herself with a lethal- dose of barbiturates. It was very

much a settled decision.

5. I, personally, did not and do not believe in assisted

suicide. I also believed that her cancer was treatabl-e and that

her prospects \^¡ere good. She was not, however, interested in

treatment. She had made up her mind, but she continued to see

me.

6. On the third or fourth visit, I asked her about her family

and learned that she had a son. I asked her how he would feeÌ if

she went through with Shortly after that, she

to be treated and she

her plan

is stilI

agreed

isal-ive today. Tndeed, she

thrilled to be alive. It's been twelve years.

7. For ,Jeanette, the mere presence of legal assisted suicide

had steered her to suicide.

B. Today, for patients under the Oregon Health Plan (Medicaid) ,

there is also a financial- incentive to commit suicide: The Pl-an

covers the cost. The Plan's "Statements of fntent for the April

L, 2012 Prioritized List of Heal-th Service-s," states:

It is the intent of the [Oregon Health
Servicesl Commission that services under ORS
127.800-1,27.89'7 (Oregon Death with Dignity
Act) be covered for those that wish to avail
themsel-ves to those services.

Attached hereto at page SI-1.

Affídavit of Kenneth Stevens, rTr., MD
F:\ASE Files\Leblanc\Kenneth stevens MD Affldav1t,wpd

paqe 2
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9. Under the Oregon Health PIan, there is afso a financial

incentive towards suicide because the PIan wilI not necessarily

pay for a patient's treatment. For example, patients with cancer

are denied treatment if they have a "Iess than 24 months median

survival with treatment" and fit other criteria. This is the

PIan's "Guj-del-ine Note L2." (Attached hereto at page GN-4).

10. The term, "less than 24 months median survival with

treatmentr " means that statistically hal-f the patients receiving

treatment wil-I l-ive less than 24 months (two years) and the other

half will l-ive longer than two years.

1L. Some of the patients living longer than two years wiII

likely l-ive far longer than two years, as much as five, ten or

twenty years depending on the type of cancer. This is because

there are always some people who beat the odds.

L2. All such persons who fit within "Guideline Note 1,2" will

nonethel-ess be denied treatment. Their suj-cides under Oregon' s

assisted suicide act wilI be covered.

13. I also write to clarify a difference between physician-

assisted suicide and end-of-l-ife palliative care in which dying

patients receive medication for the intended purpose of rel-ieving

pain, which may incidentally hasten death. This is the principle

of double effect. This is not physician-assisted suicide in

which death is intended for patíents who may or may not be dying

anytime soon.

Àffidavit of Kenneth SÈevens , Jt, , MD - page 3
F:\AsE FiIes\Leblanc\Kenneth stevens MD Affidavit.wpd
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14. The Oregon llealth FIan is a government health plan

adminÍstered by the State of Oregon. If a'ssisÈed guicide is

legalízed j-n Canada, your government heatrt,h plan couLd follow a

simílar pattern. If so, thg plan will pay f,or:a patient to die,

p-ut RoÈ to live.

S!ÙOR.N BEFORE ME aI
Oreqgn, tJSÀ
on,SælevnL¿r \3,

51æn rr".À

20L2

)

)

)

)

)

)

)

)

)

)

)

)

NA¡'IE:-**-u¡*cc^ßo,nd\,o

A notary in, and for the
State of OreEon

Ken Stevens, MD

ADDRESS : lt, tOO 9r,oTr¿+\p,Ì, rr'êho.,rod Lt
þ¡eød)EXPTR.Y OF COMMISS

PLACE SEAI .!IER,E:

ïotù:

Affidavib of Kertnebh, Stâvêna , ilr. t ¡6 - pagë 4
F: \AsE ú'f les\Iæblanc\Kênnsth steiens ub Af itdav.lt.,wpd
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STAIEMENTS OF INTENT FOR THE APRIL 1, 2012 PRIORITIZED L/ST OF HEALTH SERY/CES

STATEMENT OF INTENT II PALLIATIVE GARE

It is the intent of the Commlssion that palliative care services be covered for patlents with a life-threatenlng illness or severe
advanced lllness expected to progress toward dying, regardless of the goals for medical treatment and with services available

according to the patient's expected length of life (see examples below).

Palliative care ls comprehenslve, specialized care ideally provided by an interdisciplinary team (which may include but is not limited

to physiclans, nurses, social workers, etc.) where care is particularly focused on alleviating suffering and promoting quality of llfe.

Such'interdisciplinary care should include assessment, care planning, and care coordination, emotlonal and psychosoclal

counseling for patients and famllies, assistance accessing servlces from other needed community resources, and should reflect the
patient and family's values and goals.

Some examples of palliatlve care services that should be available to pat¡ents with a life-threatening/limiting lllness,

A) without regard to a patient's expected length of life:
. lnpatient palliative care consultation; and,
. Outpatlent palliative care consultation, office vlsits.

B) with an expected median survival of less than one year, as supported by the best available published evidence:
. Home-based palliative care services (to be defined by DMAP), with the expectation that the patient will move to home

hospice care.
C) with an expected median survival of slx months or less, as supported by peer-reviewed literature:

. Home hospice care, where the primary goal of care is quality of life (hospice services to be defined by DMAP).

It is the lntent of the Commission that certain palliative care treatments be covered when these trealments carry the pr¡mary goal to
alleviate symptoms and improve quality of llfe, without intending to alter the trajectory of the underlying disease.

Some examples of covered palllative care treatments include:
A) Radiation therapy for palnful bone metastases with the intent lo relieve pain and improve quality of life.

B) Surgical decompression for mallgnant bowel obstruction.
C) Medication therapy such as chemotherapy with low toxicity/low side effect agents with lhe goal to decrease pain from

bulky disease or other ldentified complicatlons. Cost of chemotherapy and alternative medication(s) should also be

considered.
D) Medical equlpment and supplies (such as non-motorized wheelchairs, walkers, bandages, and catheters) determined to

be medically appropriate for completion of basic activities of daily living, for management of symptomatic complications or
as required for symptom control.

E) Acupuncture with intent to relieve nausea.

Cancer treatment with intent to palliate is not a covered service when the same palliation can be achieved with pain medications or
other non-chemotherapy agents.

It is NOT the intent of the Commiss¡on that coverage for palliative care encompasses those treatments that seek to prolong

despite substantial burdens of treatment and lim¡ted chance of benefit. See Guideline Note 12: TREATMENT OF CANCER
LITTLE OR NO BENEFIT PROVIDED NEAR THE END OF LIFE.

life
WITH

STATEMENT OF INTENT 2: DEATH WITH DIGNITY AcT

It is the intent of the Commission that services under ORS 127.800-127 .897 (Oregon Death w¡th Dignity Act) be covered for those
that wish to avail themselves to those services, Such services lnclude but are not limited to attending physician visits, consulting
physiclan confirmation, mental health evaluat¡on and counseling, and prescriptlon medicatlons.

STATEMENT OF INTENT 3: INTEGRATED CARE

Recogniz¡ng that many lndividuals with mental health disorders receive care predominantly from mental health care prov¡ders, and

recogñizing that integrat¡ng mental and physical health services for such individuals promotes patientcentered care, the Health

Evidence Review Commlssion endorses the incorporation of chronic disease health management support within mental health

service systems. Although such supports are not part ofthe mental health benef¡t package, m s) that
elect to p-rovide these services may report them using psychlatric rehabllitation codes which p . lf
MHOs choose to provlde tobacco cessation supports, they should report these services using and

S9453 for classes.

4-16-2012 Page Sl-1
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GUIDELINE NOTES FOR THE APRIL 1, 2012 PRIORITIZED LIST OF HEALTH SERY/CES

GUtDELtNE NOTE 9, WIRELESS CAPSULE ENDOSCOPY (CONT',D)

b) Suspected Crohn's disease: upper and lower endoscopy, small bowel follow through
Radiological evldence of lack of stricture
Only covered once during any episode of illness
FDA approved devices must be used
Patency capsule should not be used prior to procedure

GUIDELINE NOTE 10, CENTRAL SEROUS RETINOPATHY AND PARS PLANITIS

Line 413

Central serous retinopathy (362,41) is lncluded on this line only for treatment when the condition has been present for 3 months or
longer. Pars planitis (363.21) should only be treated in patients w¡th 20140 or worse vision..

GUIDELINE NOTE 11, COLONY STIMULATING FACTOR (CSF) GUIDELINES

Lines 79,102,103,105,123-125,131,144,159,165,166,168,170,181,197,198,206-208,218,220,221 ,228,229,231 ,243,249,252,27+
27 8,280,287,292,3 1 0-3 1 2,31 4, 320,339-34 1,3 56,459, 622

CSF are not indicated for primary prophylaxis of febrlle neutropenia unless the primary chemotherapeutic regimen is known to
produce febrile neutropenia at least 20% of the time. CSF should be considered when the primary chemotherapeutic regimen
is known to produce febrile neutropenia 10-20o/o of the time; however, if the risk is due to the chemotherapy regimen, other
alternatives such as the use of less myelosuppressive chemotherapy or dose reduction should be explored in this situation.
For secondary prophylaxis, dose reduction should be considered the primary therapeutic option after an episode of severe or
febrile neutropenia except in the setting of curable tumors (e,9., germ cell), as no disease free or overall survlval benefts have

been documented using dose maintenance and CSF,
CSF are not indicated in patients who are acutely neutropenic but afebrile.
CSF are not indicated in the treatment of febrile neutropenla except in palients who received prophylactic filgrastim or
sargramostim or in high r¡sk patients who did not receive prophylactic CSF. High risk patients include those age >65 years or
with sepsis, severe neutropenia with absolute neutrophil count <100/mcl, neutropenla expected to be more than 10 days in
duration, pneumonia, lnvasive fungal lnfection, other clinically documented infections, hospitalization at time of fever, or prior
ep¡sode of febrile neutropenia.
CSF are not indicated to increase chemotherapy dose-intensity or schedule, except in cases where improved outcome from

such increased intensity has been documented in a clinical trial.
CSF (other than pegfilgrastrim) are indicated in the setting of autologous progenitor cell transplantation, to mobilize peripheral
blood progenitor cells, and after their infuslon.
CSF are NOT indicated in patients receivlng concomitant chemotherapy and radiation therapy,
There is no evidence of clinlcal benefit in the routlne, cont¡nuous use of CSF in myelodysplastic syndromes. CSF may be

indicated for some patients with severe neutropenla and recurrent infections, but should be used only if signlficant response is
documented.
CSF is indlcated for treatment of cyclic, congenital and idiopathic neutropenia.

GUIDELINE NOTE I2, TREATMENT OF CANCERWITH LITTLE OR NO BENEFIT PROVIDED NEAR THE END OF LIFE

Lines 102,103,123-125,144,159,165,166,170,181,197,198,207,208,218,220,221,228,229,231,243,249,252,275-278,280,287,292,
31 0-31 2, 320,339-341, 356,4 59, 586, 622

This guideline only applies to patients with advanced cancer who have less lhan 24 months median survival with treatment.

All patients receiving end of life care, either with the lntent to prolong survival or with the intent to palliate symploms, should have/be

engaged with palliative care providers (for example, have a palliative care consult or be enrolled in a palliative care program).

Treatment w¡th intent to prolong surv¡val is not a covered servlce for pat¡ents with any of the following:
. Median survival of less than 6 months w¡th or w¡thout treatment, as supported by the best available published evidence
. Median survival with treatment of 6-12 months when the treatment is expected to improve median survival by less than 50%, as

suppoled by the best available published evidence
. Median survlval w¡th treatment of more than 12 months when the tleatment is expected to improve median survival by less than

30%, as supported by the best available published evidence
. Poor prognosls w¡th treatment, due to limited physical reserve or the ability to wlthstand treatment regimen, as ¡ndicated by low

performance status.

Unpublished evidence may be taken lnto consideration ln the case of rare cancers which are unlversally fatal within six months without
treatment.

The Health Evidence Review Commission is reluctant to place a strict $/QALY (quallty adjusted life-year) or $/LYS (life-year saved)

requirement on end-of-life treatments, as such measurements are only approximations and cannot take into account all of the merits of
an individual case. However, cost must be taken into consideration when considering treatment options near the end of life. For
example, ln no instance can it be Justified to spend $100,000 ln public resources to lncrease an individual's expected survival by three

months when hundreds of thousands of Oregonlans are without any form of health insurance.
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GUIDELINE /VOTES FOR THE APRIL 1 , 2012 PRIORITIZED t/ST OF HEALTH SERY/CES

cutDEL|NE NOTE 12, TREATMENT OF CANCER W|TH LITTLE OR NO BENEFIT PROVTDED NEAR THE END OF LIFE (CONT'D)

Treatment with the goal to palliate ls addressed ln Statement of lntent 1, Palliatlve Care.

GUIDELINE NOTE 13, MINIMALLY INVASIVE CORONARY ARTERY BYPASS SURGERY

Lines 76,195

Minimally lnvaslve coronary artery bypass surgery lndicated only for single vessel d¡sease.

GUIDELINE NOTE 14, SECOND BONE MARROW TRANSPLANTS

Lines 79,1 03,1 05, 1 25, 1 31,1 66,1 70,1 98,206,231,280,31 4

Second bone marrow transplants are not covered except for tandem autologous transplants for multiple myeloma.

GUIDELINE NOTE 15, HETEROTOPIC BONE FORMATION

Lines 89,384

Radiation treatment ls indicated only in those at hlgh risk of heterotopic bone formation: those with a h¡story of prior heterotopic bone

formation, ankylosing spondylit¡s or hypertrophic osteoarthritis.

GUIDELINE NOTE I6, CYSTIC FIBROSIS CARRIER SCREENING

Lines 1,3,4

Cystic fibrosis carrier testing ls covered for 1) non-pregnant adults if indicated in the genetic testing algorithm or 2) pregnant women.

GUIDELINE NOTE 17, PREVENTIVE DENTAL CARE

Line 58

Dental cleaning and fluqride treatments are limited to once per 12 months for adults and twice per 12 months for children up tp age 19

(D1 110, D1120, D1203, D1204, D1206), More frequent dental cleanings and/or fluoride treatments may be required for certain higher
risk populatlons.

GUIDELINE NOTE I8, VENTRICULAR ASSIST DEVICES

L¡nes 108,279

Ventricular assist devlces are covered only in the following circumstances:
A) as a bridge to cardiac transplant;
B) as treatment for pulmonary hypertenslon when pulmonary hypertension is the only contraindication to cardiac transplant and

the anticipated outcome ls cardiac transplant; or,

C) as a brldge to recovery.

Ventricular asslst devices are not covered for destination therapy.

Ventricular assisl devices are covered for cardiomyopathy only when the intention is bridge to cardlac transplant.

GUIDELINE NOTE 19, PET SCAN GU]DELINES

Lines 125,144,165,166,170,182,207,208,220,221,243,276,278,292,312,339

PET Scans are covered for diagnosis of the following cancers only:
. Solitary pulmonary nodules and non-small cell lung cancer
. Evaluation of cervical lymph node metastases when CT or MRI do not demonstrate an obvious primary tumor.

For diagnosis, PET is covered only when it will avoid an invasive diagnostic procedure, or will assist in determin¡ng the optimal anatomic
locatlon to perform an invaslve dlagnostic procedure'

PET scans are covered for the ¡nltial staglng of the following cancers:
o Cervical cancer only when lnitial MRI or CT is negative for extra-pelvic metastasis
. Head and neck cancer when initial MRI or CT is equlvocal
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CAI.TADA

PROVTNCE DE QITEBEC
D]STRTCT DE TROIS.R]VIÈRES
No. : 400-1-7 -002642-LL0

COUR SUPÉN¡EURE

GINETTE IJEBLÀ¡{C'
demanderesse

PROCI'RETTR CÉUÉner. DU CAI{ADA,
défendeur

et
PROCUREUR eú¡rÉn¡¡ DU QUÉBEC,

mis-en-cause

A¡.FIDAVIT OF iIEAI{TETTE IIAIJIJ
OPPOSING ASSISTED SUICIDE

THE UNDERSIGNED, being first duly shlorn under oath, states:

1. I Live in Oregon where physicj.an-assisted suicide is legal.

Our law was enacted in 1,997 via a ballot ínitiative that I voted

for.

2. fn 2000, I was diagnosed wíth cancer and told that I had 6

months to a year to live. I knew that our law had passed, but T

didn't know exactly how to go about doing it. f tried to ask my

doctor, Ken Stevens MD, but he didn't reaIIy ansbrer me, In

hÍndsÍght, he was stalling me.

3. I did not want to suffer. I wanted to do our l-aw and I

wanted Dr. Stevens to help me. Instead, he encouraged me to not

give up and ultimately I decided to fight the cancer. I had both

chemotherapy and radiation. I am so haPpy to be alive!

Affidavit of Jeanette HalI .- Page 1

\ \Sorver\Root.\Dox\AsE ¡j'lles \leblanc\.têane EÈe Hal I Af tldav j L' wPd
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4. This JuIy, it was L2 years since my diagnosis. If Dr '

Stevens had belíeved in assisted suicide, I would be dead.

Assisted suicide should not be IegaI.

Dated this l\ú Ou, of Augus E 2oL2

SWORN BEFORE ME AT
oREGON, USA
on, Êv6vt* \-l ¡ 2oL2

I
)

,
)
)

I
)

I
,)

)

)
I

I
)
)
I
)
I

.]EJA}IETTE TIATLNAME:

A notary in and for the
State of Oregon

ADDRE S S : \5trt¡5 S\Ð \\!ùnÞñ¿
f\h'vd. Ùgq?aÈL(

EXPIRY OÈ COMMISSION:
tg{\¿"^¡Ðeå/ tg,:¡tg

PLÀCE SEAL HERE:

Affidavit of 'Jeanette HaII - Page 2

SHEÊNA IIARIE LESLIE
NOTARY PUBI.IO. OREOON

N0. 1ô2203

\\86rvar\dôx\ÀSE FlLeg\Leblanc\Jeanette HalI Àffldåvlc.lrpd
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cÀ¡rADif,

PROVTNCE DE QUEBEC
DISTRICT DE TROtrS-RIVIÈRES
No, : 400-17-002642'110

COUR SUPÉN¡EURE

GINETTE LEBI.ÀI¡C,
demanderesse

c.
PROCUREUR GÉNÉRÀf, DU CAIIADA,

défendeur
et
tRocnRErrR oÉtûÉnÀ& DU QuÉsEc,

lni s-en-eause

KARUTH/PELKA PAGE ø1

AFFIDÀVIT OE JOHN NORÍON IN OPPOSITION TO
à.SSISSED SUICIDE ¡TND EUT¡IÀI.IA!¡IA

THE üNDERSÍGNED, being flrgL duLy SwOrn on oat,h, sTAlES:

1. I live in Florence MassÊchuseLLs USA. ú^lhen I was eighleen

years o1d and in my first year of college, I was diagnosed with

ÀmyoÈrophic Lateral gcleros,ls (ALS) by the UnlversÌty of fowa

Medical school. AIrs is commonly referred to as Lou Gehri-g's

disease. I v,,as told t.hat I wou'ld g€t, progreseivcly wo"roe (be

perelyzed) and, die in Lhree to five yeêr5.

?. T was a very physd-cal persorr. the dlagnosls was devastating

!o ne. I had played fooÈball in hiqh schooL and was extEêmely

actlve rtOtng bicycles. I also performed heavy Iabor inc,l,t¡cjing

roacl construçtion and farm work, I prided myself for my physicaL

strength, especiatiy in ¡nY hands.

3, Ths AIJS dlagnosls was confirmtsd by Lhe Mayo Clinic In

Roches|er Mi.nnegqtA. I was eighteen or nineteen years old at the

AFFTDAVIT oE dIO¡OI NOREON- Pege 1

\\501v¡r\do¡l¡0¡J Ciir!\l.lbla¡!\ltvll¡ ltot Lon t fl¡söv¡t.vP6
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time. By then, I had twicching in both hands, whlch were also

gettirrg wêaker, At some point, I lost the abillty to grlp in my

hands. I b€cane depressed and was lreated for my depression. If

ínsteadr I had been toLd that my depression was rational and that

I shOuld take an easy wôy out wlth a doct,or's Prescription and

support, I would have tslcen that opportunit'y'

4. Six years after my initíal diagnoois, the dlsease

progres,slon st"opperi. Today. rny condition is aþout the same, I

still çan'! grlp with rny hends. sometimes I need sPeclal help'

But,'I have a w9nd6rful lÍfei I am marrled t,O Susan. We have

thrêe chirdren ano onå grândchlrd. r have a degree .in Psychorogy

and one year of graduate schooJ.. I am a retired bus drlver (no

gSlppirrg requlred) . Prior to drivln'g bus, I l^'orkecl as a purule

and probation officer. V{hen I was much younger' I drove a school

buo. Ne have wonderful friends' I enJoy sing'ing tenor in

amsÈeur choruses ' I heLp other people by worhing as a volunteer

drlver .

5. I wÍLL be 75 yeare Old thls coming september. If assisted

suicide or euthanas.fa had been available Uo me 1n the 1950rs, T

would have missed the bulk of rny life and my life yet to come' I

hope that Canada does not legali,ze (he'se pnact-ices'

AtFlll¡vrlt oF itoHN NoRToN- Page 2

\\¡3¡v..ler^\Àt6 lll¡r\tcllr¡¡rJtrl¡ñ Ñorlo^ l::ld¡v¡l'eDó

PAGE ø2
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PLACE

Art¡DAvIr OF tO¡lN NoRTQN- Þage 3

\\0.rv¡r\dt¡rÀt! Í¡tn!\L.D¡.ÂlllJtttn fi9:tO,) àif¿Áat¡:,-lll

SIùORN BEFORE ME at,
IúASSAC}IUSETTs, USÀ
on, /a¡leSr LÉlÞ , 20t2

NA¡lb: fhít,o'r Êru'(zYN<"\(-
bl¡r{d,/'L

A notary ln and for t,he
S Eate of naÉ,håril7ürn l,tú\#tt\ilSrLfit

ADDRESS.: sT'
UV\A otovL

EXPIRy 0F coMMISSIoN:jpryra LL¡ ZÐtí
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Terminal flncertainty
Washington's new "Death With Dignity" law allows doctors
to help people commit suicide-once they've determined
that the patient has only six months to live. But what if
they're wrong?
ByNina Shapiro
published: January t4, zoog

She noticedthe back pain first. Driving to the grocery store,
Maryanne Clayton would have to pull over to the side of the
road in tears. Then 62, a retired computer technician, she went
to see a doctor in the Tri-Cities, where she lived. The diagnosis
was grim. She already had Stage IV lung cancer, the most
advanced form there is. Her tumor had metastasized up her
spine. The doctor Clayton two to four months to live.

That was almost four years ago

Prodded by a son who lives in Seattle, Clayton sought treatment
from Dr. Renato Martins, a lung cancer specialist at Fred
Hutchinson Cancer Research Center. Too weak to endure the
toxicity of chemotherapy, she started with radiation, which at
first made her even weaker but eventually built her strength.
Given dodgy prospects with the standard treatments, Clayton
then decided to participate in the clinical trial of a new drug
called pemetrexate.

Her response was remarkable. The tumors shrunk, and
although they eventually grew back, they shrunk again when
she enrolled in a second clinical trial. (Pemetrexate has since
been approved by the FDA for initial treatment in lung cancer
cases.) She now comes to the Hutch every three weeks to see

Martins, get CT scans, and undergo her drug regimen.þ
prognosis she was given has proved to be "quite wrong."

"I just kept going and going," says Clayton. "You kind of don't
notice how long it's been." She is a plain-spoken woman with a
raspy voice, a pink face, and grayish-brown hair that fell out
during treatment but grew back newly lustrous. "I had to have
cancer to have nice hair," she deadpans, putting a hand to her
short tresses as she sits, one day last month, in a Fred
Hutchinson waiting room.Sinee the da)¡ she was eiven two lo
four months to li n has her children on a
se vacations, a to

Maryanne Clayton with her son, Eric, in the Fred Hutch
waiting room: "I just kept going,'

Details:

- Study: whyNow? Timing and
Circumstances of Hastened
Deaths

- Dilemmasbl,caretakers and other
Oregon studies

- stats on people who have used
Oregon's Death with Dignity law.

- Harvard professor Nidrolas Christakis

looking at the accuracy of
prognosis.

- JAMAstudy examining the
accuracy of prognosis.

UPDATE: "It Felt Like the Big one"

n-96
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Hawaii, and a tour of the Southwest that cr:Iminated in a visit to the Grand Canyon. There she rode a
hot-air balloon that hit a snag as it descended and tipped over, sending everybody crawling out.

"We almost lost her because she was having too much fi,rn, not from cancer," I\{artins chucldes.

Her erçerience underscores the difficulty doctors have in forecasting howlong patients have to live-a
difficultythat is about to become even more pertinent as the Washington Death \,Vith DignþAct takes
effect lMarch 4. The law, passed by initiative last November and modeled closely on a r4-year-old law in
Oregon, makes Washington the only other state in the country to allow terminally ill patients to obtain
lethal medication. As in Oregon, the law is tightly linked to a prognosis: TWo doctors must say a patient
has six months or less to live before such medication can be prescribed.

The lawhas deeply divided doctors, with some loath to help patients end their lives and others asserting
it's the most humane thing to do. But there's one thing ûumy on both sides can agree on. Dr. Stuart
Farber, head of palliative care at the Universþ of Washington Medical Center, puts it this r,aay: "Our
ability to predict vürat will happen to you in the next six months sucks."

In one sense, six months is an arbitrary figure. "Why not four months? Why not eight months?" asks
Arthur Caplan, director of the Center for Bioethics at the University of Pennsylvania, adding that
medical literature does not define the term "terminally ill." The federal Medicare program, however, has
determined that it will pay for hospice care for patients with a prognosis of six months or less. "That's
why we chose six months," explains George Eighmey, executive director of Compassion & Choices of
Oregon, the group that led the advocacy for the nation's first physician-assisted suicide law. He points
out that doctors are already used to making that determination.

To do so, doctors fill out a detailed checklist derived from Medicare guidelines that are intended to
ensure that patients truly are at death's door, and that the federal government won't be shelling out for
hospice care indefinitely. The checklist covers a patient's ability to speak, walk, and smile, in addition to
technical criteria specific to a person's medical condition, such as distant metastases in the case of
cancer or a "CD4 count" of less than z5 cells in the case of AIDS.

No such detailed checklist is likely to be required for patients looking to end their lives in Washington,
however. The state Department of Health, currently drafting regulations to comply with the new law,
has released a preliminary version of the form that will go to doctors. Virtually identical to the one used
in Oregon, it simply asks doctors to check a box indicating they have determined that "the patient has
six months or less to live" without any additional questions about how that determination was made.

Even when applying the rigid criteria for hospice eligibility, doctors often get it wrong, according to
Nicholas Christakis, a professor of medicine and sociology at Harvard University and a pioneer in
research on this subject. As a child, his mother was diagnosed with Hodgkin's disease. "When I was six,
she was given a 10 percent chance of living beyond three weeks," he writes in his 2ooo book, Death
Foretold: Prophecy and Prognosis in Medical Care. "She livedfor nineteen remarkable years...I spent
my boyhood always fearing that her lifelong chemotherapy would stop working, constantly wondering
whether my mother would live or die, and both craving and detesting prognostic precision."

Sadly, Christakis' research has shown that his mother \^nas an exception. In zooo, Ckrristakis published a
study in the Bnflsh IVþdicaI Journalthat followed 5oo patients admitted to hospice programs in
Chicago. He found that only zo percent of the patients died approximately when their doctors had
predicted. Unfortunately, most died sooner. "Byandlarge, the ph¡aicians were overlyoptimistic," says
Christakis.

http //www. seattleweekþ. com/content/prirfVers ian/ 55399 I / rcrtfiuïJ
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In the world of hospice care, this finding is disturbing because it indicates that many patients aren't
being referred early enough to take full advantage of services that might ease their final months, "That's
what has frustrated hospices for decades," says Wayne McCormick, medical director of Providence
Hospice of Seattle, explaining that hospice staff frequently don't get enough time with patients to dq

theii best work.

Death With Dignity advocates, however, point to this finding to allay concerns that people might be

killing themselves too soon based on an erroneous six-month prognosis. "Of course, there is the
occasional person who outlives his or her prognosis," says Robb Miller, executive director of
Compassion & Choices of Washington. Actually, 17 percent of patients did so in the Christakis study.
This roughly coincides with data collected by the National Hospice and Palliative Care Organization,
which in zooT showed that r3 percent of hospice patients around the country outlived their six-month
prognoses.

It's not that prognostication is completely lacking in a scientific basis. There is a reason that you can
pick up a textbook and find a life expectancy associated with most medical conditions: Studies have

followed populations of people with these conditions. It's a statistical average. To be precise, it's a

median, explains Martins. "That means So percent will do worse and 5o percent will do better."

Doctors also shade their prognoses according to their own biases and desires. Christakis' study found
that the longer a doctor knew a patient, the more likely their prognosis was inaccurate, suggesting that
doctors who get attached to their patients are reluctant to talk of their imminent demise. What's more,
Christakis says, doctors see death "as a mark of failure."

Oncologists in particular tend to adopt a cheerleading attitude "right up to the end," says Brian Wicks,
an orthopedic surgeon and past president of the Washington State Medical Association. Rather than
talk about death, he says, their attitude is "Hey, one more round of chemo!"

But it is also true that one more round of chemo, or new drugs like the one that helped Clayton, or
sometimes even just leaving patients alone, can help them in ways that are impossible to predict. J.
Randall Curtis, a pulmonary disease specialist and director of an end-oflife research program at
Harborview Medical Center, recalls treating an older man with severe emphysema a couple of years ago.

"I didn't think I could get him offlife support," Curtis says. The man was on
Randall tested whether the could breathe on his own, test

want to machines, according to
pull the plug.

rtis,
and so doctor and the man's made the wrenching decision to

B the man to get . Curtis doesn't know exactly why,
guesses that for that patient, ven was pro better than being on it. He was

more comfortable, less stressed.' ' Curtis says the man lived for at least a year afterwards.

Curtis also once kept a patient on life support against his better judgment because her family insisted, "I
thought she would live days to weeks," he says of the woman, who was suffering from septic shock and
multiple organ failure. Instead she improved enough to eventually leave the hospital and come back for
a visit some six or eight months later.

"It was humbling," he says. "It was not amazing. That's the kind of thing in medicine that happens
frequently."

Every rnorning when Heidi Mayer wakes up, at S a.m. as is her habit, she says "Howdy" to her
husband Bud-very loudly. "If he says 'Howdy' back, I know he's OK," she explains.

ev

.Þ.- 38
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"There's always a little triumph," Bud chimes in. "I made it for another day."

It's been like this for years. A decade ago, after clearing a jungle of blackberries off a lot he had bought
adjacent to his secluded ranch house south of Tacoma, Bud came down with a case of pneumonia.
"Well, no wonder he's so sick," Heidi recalls the chief of medicine saying at the hospital where he was
brought. "He's in congestive heart failure."

Then 75, "he became old almost overnight," Heidi says. Still, Bud was put on medications that kept him
going-long enough to have a stroke five years later, kidney failure the year after that, and then the
onset of severe chest pain known as angina. "It was scary," says Heidi, who found herself struggling at 3
a.m. to find Bud's veins so she could inject the morphine that the doctor had given Bud for the pain.
Heidi is a petite blond nurse with a raucous laugh. She's zo years younger than her husband, whom she
met at a military hospital, and shares his cigar-smoking habit. Bud was a high-flying psychiatrist in the
'8os when he became the U.S. Assistant Secretary of Defense, responsible for all Armed Forces health
activities.

After his onslaught of illnesses, Bud says, his own prognosis for himself was grim. "Looking at a patient
who had what I had, I would have been absolutely convinced that my chance of surviving more than a

few months was very slim indeed."

Bud's doctor eventually agreed, referring him to hospice with a prognosis of six months. That was a year
and a half ago. Bud, who receives visits from hospice staff at home, has since not gotten much worse or
much better. Although he has trouble walking and freely speaks of himself as "dying," he looks like any
elderly grandfather, sitting in a living room decorated with mounted animal heads, stuffing tobacco into
his pipe and chatting about his renewed love of nature and the letter he plans to write to Barack Obama
with his ideas for improving medical care. Despite his ill health, he says the past few years have been a
wonderful, peaceful period for him-one that physician-assisted suicide, which he opposes, would have
cut short,

A year after he first began getting visits from the Franciscan Hospice, the organization sent Dr. Bruce
Brazina to Mayer's home to certify that he was still really dying. It's something Brazina says he does two
to four times a week as patients outlive their six-month prognoses. Sometimes, Brazina says, patients
have improved so much he can no longer forecast their imminent death. In those cases, "we take them
off service"-a polite way of sayrng that patients are kicked off hospice care, a standard procedure at all
hospices due to Medicare rules. But Brazina found that Mayer's heart condition was still severe enough
to warrant another six-month prognosis, which the retired doctor has just about outlived again.

"It's getting to the point where I'm a little embarrassed," Mayer says.

What's going on with him is a little different than what happened to Randall Curtis'patients or to
Maryanne Clayton. Rather than reviving from near death or surviving a disease that normally kills
quickly, Mayer is suffering from chronic diseases that typically follow an unpredictable course. "People
can be very sick but go along fine and stable," Brazina explains. "But then they'll have an acute attack."
The problem for prognosis is that doctors have no way of knowing when those attacks will be or whether
patients will be able to survive them.

When a group of researchers looked specifically at patients with three chronic conditions-pulmonary
disease, heart failure, and severe liver disease-they found that many more people outlived their
prognosis than in the Christakis study. Fully 7o percent of the 9oo patients eligible for hospice care
lived longer than six months, according to atggg paper published in the Journalof the American
MedicalAssociaion

http //www. seattleweekþ. com/content/prirtVersion/5 5399 1 / ^. 
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Given these two studies, it's no surprise that in Oregon some people who got a prescription for lethal
medication on the basis of a six-month prognosis have lived longer. Of the 34r people who put
themselves to death as of zooT (the latest statistics available), t7 did so between six months and two
years after getting their prescription, according to state epidemiologist Katrina Hedberg. Of course, n ¡
there's no telling how long any of the 34r would have lived had they not killed themselves. The ò Y 1'

Department of Health does not record how long people have lived after getting prescriptions they do not 
.

use-, so there's no telling, either, whether those ãòo people outlived theiiprognosis. Compassion & t

Choices of Oregon, which independently keeps data on the people whom it helps navigate the law, says
some have lived as long as eight years after first inquiring about the process (although it doesn't track
whether they ever received the medication and a six-month prognosis).

The medical field's spotty track record with prognosis is one reason Harborview's Curtis says he is not
comfortable participating in physician-assisted suicide. It's one thing to make a six-month prognosis
that will allow patients access to hospice services, he says, and quite another to do so for the purpose of
enabling patients to kill themselves. "The consequences of being wrong are pretty different," he says.

Under the law, doctors and institutions are free to opt out, and several Catholic institutions like
Providence Hospice of Seattle have already said they will do so. Medical director McCormick finds the
idea of patients killing themselves particularly troubling because "you can't predict what's going to
happen or who's going to show up near the end of your life." He says he has watched people make peace
with loved ones or form wonderful new connections. He's preparing a speech in case patients ask about
the new law: "I will stop at nothing to ensure that you're comfortable. I won't shorten your life, but I will
make it as high-quality as possible."

Thomas Preston, a retired cardiologist who serves as medical director of Compassion & Choices of
Washington, says he has in mind a different kind of speech: "You have to understand that this prognosis
could be wrong. You may have more than six months to live. You may be cutting offsome useful life."

He also says he will advise doctors to be more conservative than the law allows. "If you think it's going
to be six months, hold off on it lwriting a prescription]-just to be sure." Instead, he'll suggest that
doctors wait until they think a patient has only one or two months to live.

The UW's Farber leans toward a different approach. While he says he hasn't yet decided whether he
himself will write fatal prescriptions, he plans at least to refer patients to others who will. Given that
prognostic precision is impossible, he says, "I personally just let go of the six months." Instead, he says
he would try to meet what he sees as the "spirit of the law" by assessing that someone is "near" the end
of their life, so that he could say to them, "You're really sick and you're not going to get better."

Knowing exactly when someone is going to die, he continues, is not as important as knowing when
someone "has reached the point where their life is filled with so much suffering that they don't want to
be alive."

Randy Niedzielski reached that point in the summer of zoo6, according to his wife Nancy. Diagnosed
with brain cancer in 2ooo, the onetime Lynnwood property manager had been through several rounds
of chemotherapy and had lived years longer than the norm. But the cancer cells had come back in an
even more virulent form and had spread to his muscle system. "He would have these bizarre muscle
contractions," Nancy recalls. "His feet would go into a cone shape. His arms would twist in weird
angles." Or his chest would of its own volition go into what Nancy calls a "tent position," rising up from
his arms. "He'd just be screaming in pain."

t"'(o
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Randywould have liked to move to Oregon to take advantage of the Death With Dignity Act there,
according to Nancy. But he didn't have time to establish residency as required. That was about six weeks

before his death.

Nancy, who has become an advocate for physician-assisted suicide, says that typically p.oPl" are orily
weeks or days awayfrom death when theywant to kill themselves. Oregon's experience with people

hanging onio their medicine for so long, rather than rushing to use it as soon as t]rey Set_a-six-month
prognoõis, bears this out, she says: "A patient will know when he's at the very end of his life. Doctors
don't need to tell you."

Sometimes, though, patients are not so near the end of their life when they're readyto die. University of
Washington bioethics professor Helene Starks and Anthony Back, director of palliative careat the
Seattle Õancer Care Alliance, are two of several researchers who in zoo5 published a study that looked
at z6 patients who "hastenefl" their death. Afewwere in Oregon, but most w_ere in Washington, and

theybrought about their own demise mostþ either by refusing to eat or drink or by_obtaining
tneäi.ation illegally, according to Back and Starks. Three of these patients had "well over six months" of
remaining life, Starks says, perhaps even years.

The paper, published in the Journal of Pain and Symptom Mqnqgemen!,quotes from an interviewwith
one of th"sé patients before she tookher life. Suffering from a congenital malformation of the spine, she

said it had reached the point that her spine or neck cor¡ld be injured even r¡ùrile sitting. "I'm in an

invisible prison," she cóntinued. "Every move I make is an effort. I can't live like this because of the
constant stress, unbearable pain, and the lcrovúedge that it will never be any better."

Under the law, she would not be eligible for lethal medication. Her case was not considered "terminal,"
according to the paper. But for patients like her, the present is still unbearable. Former governor Booth

Gardner, the state'Jmost visible champion of ph¡nsician-assisted suicide, wouldhave preferred a law
that appiied to everyone who viewed their suffering this way, regardless of ho¡¡rlong theywere elçected
to live. 

-He 
told The 

-New 
York Tir¡æs Mogazine, for a December 2oo7 story, that the six-month rule was

a compromise meant to help insure the passage of Initiative 1ooo. Gardner has Parkinson's disease, and
tro* ór talk only haltingfyby phone. In an intervíew he explained that he has been housebound of late

due to several accidents related to his lack ofbalance.

Researchers who have interviewed patients, their families, and their doctors have found, however, that
pain is not the central issue. Fear of fufure suffering looms larger, as does people's desire to control their
own end.

"It comes down to more existential issues," says Back. For his study of Washington and Oregon patients,

he interviewed one woütan who had been a successful business olmer. "That's what gave her her zest for
life," Backsays, andwithout it she r,ruas readyto die.

one more day that her wrong.

nshapiro @seattleweekly. com
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156 Cal.App.4th 165, 67 Cal,Rptr.3dI29,07 Cal. Daily Op. Serv. 12,346,2007 Daily Journal D.A,R. 15,920

(Cite as: 156 Cal.App.4th 165,67 Cal.Rptr.3dl29)

consented to defendant's acts, we are

satisfied from our independent research

that defendant's actions should not be

treated in effect as assisting a suicide. Our

Supreme Court rejected an "assisted

suicide" argument in People v. Matlock
(1959) 5L Cal.2d 682, 336 P,2d 505 (
Matlock ), stating " 'where a person

actually performs, or actively assists in
performing, the overt act resulting in
death, such as shooting or stabbing the

victim, administering the poison, or

holding one under water until death takes

place by drowning, his act constitutes

murder, and it is wholly immaterial

whether this act is committed pursuant to

an agreement with the victim,..,' " (Id. atp,
694, 336 P,2d 505, followed in People v,

Cleaves (1991) 229 Cal.App.3d 367,

376-377,280 Cal.Rptr. 146; but see In re
Joseph G. (1983) 34 Cal.3d 429, L94

Cal.Rptr. 163, 667 P.zd lL76 [making an

exception to Matlock's murder rule when

one of two people engaged in a

simultaneous suicide effort actively

employs the single instrumentality

involvedl.)

examining the motives of those who willfully inflict
great bodily injury or death," We disagree

As

ß, Defenilant's "Unusual Case" Argument

t10l Defendant argues that she plainly

overcame the presumption against probation

because "this was extremely unusual in the most

basic, fundamental way central to the statutory bar:

Ms, Stuart inflicted great bodily injury or death

upon her mother out of a felt love for and duty to
her, However misdirected those laudable impulses

rvere, she acted 'from a heartfelt place,' which can

rarely if ever be said about the willful infliction of
death or great bodily injury." Defendant also asserts

that "[t]he homicide of one's beloved parent

prompted by care and concern for that aged parent

and filial obedience to and honor of that parent's

apparent wishes is a most peculiar manslaughter

indeed, and one that is at the lowest end of the

spectrum**L43 of moral opprobrium when

Furthermore, a killer's subjective belief about

the reason for a crime, including that he or she

acted out of the "compassion and empathy" that
*183 defendant contends she acted upon here, does

not necessarily mean the case is "unusual." It is not

particularly unusual for a killer to believe his or her

action was justified; it is, for example, the root of
any vigilantism, Moreover, that defendant believes

she acted out of good intentions has little, if any,

bearing on an objective view of her legal and moral

culpability under the circumstances. It is reasonable

to conclude an adult child who takes it upon herself

to commit the "mercy kilting " of a very elderly
parent based only on that parent's "apparent

wishes" has abused a position of trust and

committed a very serious crime, A court is not

required to conclude such an act rests on a higher

moral plane than any other killing. Indeed, to do so

would potentially expose some of the most

vulnerable in our society to the grave danger of
being killed by "loved ones," however

compassionate they may be, who are unable to
resist a temptation that dovetails with their financial

self-interest, as the record suggests may have been

thê case here. The trial court acted within its

discretion in rejecting any arguments that

defendant's motivations reduced her moral

culpability, including because, as the trial court

stated, defendant's killing of her mother was

"perhaps the most extreme form that elder abuse

can take,"

C. Defendant's "Provocation and Duresstt

Argument

[11] Regarding rule 4.413(cX2XA), defendant

t Vz'

could conclude that defendant acted at least

out of financial considerations, an all too

----

motlvatron lor Kllllng someone, anq

or

part

common

adi

defendant's argument that

a reduced moral

@ 2014 Thomson Reuters. No Claim to Orig. US Gov. Works. ä-'s2
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RCWs >Title 1'1 > Chaoter11.12 >Section 1'1.'12,160

11.12.120 << 11.12.160 >> 11.12.170

RCW 7 7.7 2.7 60
Interested witness - Effect on will.

(1) An interested witness to a will is one who would receive a gift under the will.

(2) A will or any of its provisions is not invalid because it is signed by an
interested witness. Unless there are at least two other subscribing witnesses to
the will who are not interested witnesses, the fact that the will makes a qift to q
subscri witness creates a rebuttable resum that the witness ured

uress, menace, ,orun uence.

(3) lf the presumption established under subsection (2) of this section
applies and the interested witness fails to rebut it, the interested witness shall
take so much of the gift as does not exceed the share of the estate that would
be distributed to the witness if the will were not established.

(a) The presumption established under subsection (\ of this section has no
effect other than that stated in subsection (3) of this section.

[1994 c221S 16; 1965 c 145 S 11.12.160,. Prior: 1917 c 156 S 38; RRS S 1408;
prior: Code 1881 S 1331; 1863 p 209 S 67; 1860 p 171 S 34.1

Äfoúes.-
Effective dates -- 1994 c221: See note following RCW 11.94.070.

http://apps,leg.wa.g ov/rcw/default,aspt'/cite= 1 1.1 2,160
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ingest - Definition of ingest at'. Dictionary.com yage I or. ¿

l!''j :x fngeSt

r iDicübnqfy Definltlbnsl
,r lllhes¿un¡s Svnony,rns'

t definition ,,,,r#

verb
to ta drugs, so

rigln: < L lngestus, pp, of Ingerere, to carry, lnto < in*, lnto + gerere, to carry

Related Forms!
. l¡gggllg.ll Ín.ges"tion noun
. !.E ¡!!W in.ges'.tive adtective

Websre/s New World Collede DlÈl0.nary Çopyrlght @ Z01O by Wlley Publlshlng, Inc.. Cleveland' Ohlo.

Used by arrangement wlth John Wlley & Sons, Inc'

in.ge5t (fn-jëst')

transltive verb 3n.gest.ed r I n'gest.l n g, I n' gests

f.. To take tnto the body by the mouth for dlgestlon or absorptlon, See Synonyms at Êêll.

2, To take ln and absorb as food i "Marlne cttlates ,,, can be observed .., ingesting other single'celled
crcatures and harvestÍng thelr chloroplasts" (Carol Kaesuk Yoon),

Orlg¡n: latln ingerere, ingest' z tn', lrt¡ see in: 2 + gerere, to carry.

Related Forms:
. ln.gest'i.blø adJective
. Ilg-ætig¡ in'ges'tion noun
. !.0gg9 ln'ges'tive adJectìve

4th edltlon Copyrlghl @ Zo10 by Houghton Mlfflln Harcourt
Publlshlng Company, All rlghts resewed.

Råte ü/rls: Arfrtole
| ,åBltlg

@F+qlL
*l-lnltlclts

a

a

a- ,H

http //www,yorldictionary. conr/i n ge st
'ó.
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311512014 Opinion 2,21 - Euthanasia

AMA€
AMERTc^N uaorcrl (lá
A¡âOCtATtOl \

Resources " Medica[ Êthics " AMA Code ofMedical Ethics " Ooinlon 2.21

Opinion 2.21 - Euthanasia
Euthanasia is the administration of a tethal agent by another person to a patient for the purpose of retieving the patient's intoterable and incurable

It is understandabte, though traglc, that some patients in extreme duress--such as those suffering from a terminal, painfut, debititating itlness'-may come

to decide that death is preferabte to tife. However, permittlng physicians to engage in euthanasia woutd uttimatety cause more harm than good, Euthanasiz

is fundamentatty lncompatibte with the physiclan's role as healer, woutd be dlfficutt or impossibte to control, and woutd pose serious societal risks,

The invotvement of physlcians in euthanasia helghtens the signiflcance of its ethical prohibition. The physician who performs euthanasia assumes unique

responsibitity for the act of ending the patient's life. Euthanasia could also readity be extended to lncompelent patients and other vulnerabte populations.

lnstead of engaglng in euthanasia, physicians must aggresslvely respond to the needs of patients at the end of tife. Patients should not be abandoned once

it is determlned that cure is impossibte, Patients near the end of life must contlnue to receíve emotional support, comfort care, adequate pain controt,

respect for patient autonomy, and good communication. (1, lV)

lssued June 1994 based on the report -qggþl6@LhgE!!þ.llllfg: þ adopted June 1 991 (JAÀ14, 1992; 267: 2229'22331; UPdated June 199ó

http//vwvw,anu-assn.org/ama/pub/ph¡,sician-resources/rned¡cal-ethics/codemedical-ethlcs/oplniott22l.page?#
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311512014 Opinion 2.211 - Physician-Assisted Suicide

Resources " Medìcat Ethics . AMA Code of Medìcat Ethícs " Oplnion 2.211

Opinion 2.211 - Physician-Assisted Suicide
Physlcian-assisted suicide occurs when a physician facilitates a patlent's death by providing the necessary means and/or ìnformation to enabte the patient

to perform the life-ending act (eg, the physician provides steeping pitts and information about the lethat dose, while aware that the patient mày commit
suicide).

It is understandable, though traglc, that some patients Ín extreme duress--such as those suffering from a terminal, painfut, debititating iltness--may come
to decide that death is preferabte to [ife. However, altowlng physlclans to pairticlpate in assisted suiclde woutd cause more harm than good. Physician-
assisted suicide is fundamentatly incompatibte with the physician's rote as heater, woutd be difficutt or impossibte to controt, and woutd pose serious societ
rlsks,

lnstead of participating in assisted suicide, physicians must aggressivety respond to the needs of patients at the end of [ife. Patients shoutd not be

abandoned once it is determined that cure is impossibte, Muttldfsciptlnary lnterventions shoutd be sought inctuding speciatty consuttation, hospice care,
pastoral support, famity counseting, and other modalities, Patients near the end of tife must continue to receive emotional support, comforl care, adequatr
pain controt, respect for patient autonomy, and good communication. (1, lV)

33); Updated June 1996.

http:/riuvw.ann-assn.org/ama/pub/ph¡,slcian-resources/nredical-ethics/code-medical-ethics/oplnion2211.page
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NEWS HoME lvlDEo lu.s. lwoRLD leourrcsleurenrarulrENr lrEcH lHallrH luresrvrc lsnowsvluonev

Death Drugs Cause Uproar in Oregon
Aug.6,2000

By SUSAN DONALDSON JAIúES

t@@ @Ü d$Edþ.l i8:¡lGl I ¡ IocoÍ'¡renu E'
The nerir¡s frqm Borbara Wagne/s doctor wos bad, butthe r$edon letter from h€r lnsurance
company wos cnshlng,

The 64,yeerold Oregon womon,whose lung carrcer had been ln rembsfgn, leamed the dlsease
had retumed ard would llkely klll her. Her hst hope wes a $4.@Ga<nonth drqg thet trer doctor
prescrlbed for her, br.¡t the hsuranêe campany refused to pay.

HoME I vrDEo I u.s, I woRLD I polrïcs I erureRratruMENT I rEcH

sald lf ¡aou

wônt l,o takeüe pllls, we wlll help ),þu gÊtthatfrom the doctor snd we wtll stand there and watch
you dle. But we wont gUe ¡lou üe medlcatlon to llve.'

Crtücs of Oregon's decadeold Death Wlfr Dlgntty Low - tfle on! one of lts klnd ln the nôtlon -
have been up ln ôrms orrer the lndlgnlty of her unslgned rdecton l€tÞr. Even lhose who support
Oregon's llberal law were upsêt

The lncldent h€s spllled o\Þr the state border lnto Weshlngton, where adwcocy groups are
pushlng for enôctmênt oflnlüattw 1@0 ln Nov€mb€r, bgallzlng a s¡mllar ôssbteddeeth law.

Opponents say'the law preseflts all lnr¡ohred wlth'en 'unacceptable conflcf end the lmpre6slon
thêt lnsurance compônles see dylng 6s a cost€avlng measure. Thgy say lt stegrs those wllh llmtted
lìnances þword essbted doâth.

'Netrrs of payment denl€l b tough enough for a termlnolly ül p€rson to bear.'sald St€rve Hopcrafr, ð

spokesman for Compasslon and Cholcse, ô group thÐt supports coverage of ph¡ælclen+sslsted
de¡th.

Lette/¡ lmpact Deruartaüngr

'lmaglne lf the reclplent hod plnned hls hope for survMl on 6n unproven treûnent or fthls were
the flrst ùm€ he understood the dlseôse hod entered the termhôl phase. The lrnpacl of such a letter
woub be dwastatlng,' he told ABCNeurs.com.

Wagner, who had worked es a home health care worker, e weitress and o sd¡ool bus drh¡er, b
dhorced end lNes ln a lowlncome aportûì€nt She sald she could not afiord to pay for the
medlcaton herself,

'l'm nottoo good todoy,'sald Wagner, e SprlrqlTeld greetgrendmother. 'But llm opposed to the

[assbted suklde] lew. I harcnt consldered lt even at rry lowest polnt'

A llfelong smoker, she was dlagnosed wlth lung cancer ln 2005 and qult The stat+run Oregon
Heallh Plan generousty peld fo¡ thousenrds of dollars worür of chemotherepy, rodlatlon, s spedôl
bed and a wheekhalr, accordlng to WðgneÌ.

The cancer went hto remlsslon, but ln May, Wagner found tt had reÐrned. Her oncologlst
presølbed the drug Torcer¡a to slow ls growth, gMng her anotherfour to slx months to ltue.

But under the lnsurance phn, she can the only recelve 'palllatlve' or comfort care,'because the
drug does not meet the Tvepar, 5 percent ruþ'- ürôt Ls, I 5 percsnt suMval rôte afrer fi\re years.

A 2005 No,v Englend Joumal of Medblne sû,rdy found the drug erloünlb, ma*eted as Tarce¡¡a,

t@//abcna,,æ.9 ocqrfÞl€düdstfi'lÊ551749&pag e= 1

'Flfry Shodo! of W¡'J¿¡nle [þ¡n¡n:
Ever lly Frlsld Won't..

Ghrls Erown Ared¡d for
Vlolaüng Prob¡üon

HOT R¡GHT NOW

1

2

3

4

5

'Baby thvlng 2lhsd¡'
Bom ln lndla

Amazon Acct¡æd of
Cheadng on Free
Shlpplng

Malayola Alrllna
Go¡nmunlcaüon¡ 'Shut
Ilown Sopardf

ADVBITT¡TETÍ

?

YOU MIGHT ALSO LIKE...

A-470
114



KATLJ.com

Letter noting assisted suicide raises qu'estions
BySlsønfIardinganitKATIIWebstoT¡lfoUlirhed:Jul 3o,zoo8at6:8oPMPDT(zoo8o7-3rTr:3o:oz)llastUpdated:Oct30,2o13at7:35AMPDT(zor3-
ro-goTr4:g5roZ)

SPRINGFIELD, Ore. - Barbara Wagner has one wish

-form

pv

drug Tarceva, but the Oregon Health Plan sent her a

ðSrl 8ëTtruff Ifr Ëflt =WüBFfl tf =Y)

approved.

Barbara Wagner
Instead, the letter said, the plan would pay for
comfort care, including "physician aid in dying,"

better known as assisted suicide.

"I told them, I said, 'Who do you guys think you are?'You know, to say that you'll pay for my

dying, but you won't pay to heþ me possibly live longer?' " Wagner said.

An unfortun ate interpretation ?

Dr. Som Saha, chairman of the commission that sets policy for the Oregon Health Plan, said

Wagner is making an "unfortunate interpretation" of the letter and that no one is telling her the

health plan will only pay for her to die.

But one critic of assisted suicide calls the message disturbing nonetheless.

"People deserve relief of their suffering, not giving them an overdose," said Dr. William Toffler.

He said the state has a financial incentive to offer death instead of life: Chemotherapy drugs such

as Tarceva cost $4,ooo a month while drugs for assisted suicide cost less than $roo.

"I'm not ready, I'm not ready to die," the Springfield

woman said. "I've got things I'd still like to do."

A-48



Saha said state health officials do not consider whether it is cheaper for someone in the health plan

to die than live. But he admitted they must consider the state's limited dollars when dealing with a
case such as Wagner's.

"If we invest thousands and thousands of dollars in one person's days to weeks, we are taking away

those dollars from someone," Saha said.

But the medical director at the cancer center where Wagner gets her care said some people may

have incredible responses to treabnent.

Health plan hasn't evolved?

The Oregon Health Plan simply hasn't kept up with dramatic changes in chemotherapy, said Dr.

David Fryefield of the Willamette Valley Cancer Center.

Even for those with advanced cancer, new chemotherapy drugs can extend life.

Yet the Oregon Health Plan only offers coverage for chemo that cures cancer - not if it can prolong

a patient's life.

"We are looking at today's ... 2oo8 treatment, but we're using 1999 standards," Fryefield said.

"When the Oregon Health Plan was created, it was 15 years ago, and there were not all the

chemotherapy drugs that there are today."

Patients like Wagner can appeal a decision if they are denied coverage. Wagner appealed twice but
lost both times.

However, her doctors contacted the pharmaceutical company, Genentech, which agreed to give

her the medication without charging her. But doctors told us, that is unusual for a company to

give away such an expensive medication.

A-4 9



Sensationalizíngasad case chv*.s the public of sor.¡¡d debate - Opiuion In.yact - The Oregonian -... page I of 3

Sensationalizing a sad case cheâts the publlc of sound debate

Posted by rattig November 29,2008 19;30PM

Statds vote on an Orego his
\üagner. A ssnsational s
sed the deeper qucstions fcnd-

v8ç\

Coombs Lee
Readers will 'V[agner as a 64-year-old
eruolled in tho Plan several
and it continued to pay for until her deatlu

her proguosis. was grirtr' Àifs. Wagneds
. Reeearoh indioetes that 8 percent of
ûom an average of 4 months to 6

months. Tbe likelihood of no response to the drug is 92 perceart, yet 19 peroent of pationts develop toxic side
effeots like dianhea ar¡d rash. Based on ths low ind.icators'of effecliveness, Oregon.Health Plan denied
covetage.

Tbe inesistible ingredients of se,lrs¿tionalism iucluded a distraught patien! a dootor deepty opposed to Death
with Dignity and an insensitive letter ofpayusnt deuial. The mediawas called in and thç rest is history,

As a publicly frrnded senricq Oregon Health Ptau aims to do the greatest good. it can. It a.ssigns a high priodty
to preventive oare, health maintenance, utd treatnEnts that oftbr a near-certain cure, Eleotive, cos¡netíc or
ineffootivo, 'rfutile[ care is not covered. Futile care is dçfined as any treatment without at least a 5 percent
ch¿nce of 5 year sr¡rvival. nWe oan't cover everything for woryoue," saidthe rnedical director of OHP.
"Tarçayer dollars are limited for publicþ fuuded programs. IVe hy to cotrie up with policies that prfyidethe c¿

most good for the mostpeoplo" D 5+(^ø hø* (+l't glaut, rz.ol Q o 
St 

*t3 cQ ¿'cQ- ,

The OHP letter denying one ineffeotivo trcatmont did not close the door on all care. It inctuded a long list of
appropríate cnd-oÊlife care that OHP woutd pay for, ínoluding hospice, medical equipment palliative serrices
and state-of-the-art paÍn and symptoß managemenl Yes, the list inoluded medication prescribed undèp the

Oregon Death with Dignlty Act.The media ju:arþosed denial of Taroeva with coverage for aid in dþg in a
sensation¿l. emotionalmanner, suggestíng the two wÊre related. Many storíes ensued about zupposedly callous

bueaucrats reñrsing to prolong life but agreeing to shorten it. It made for a oatchy story ... but not t¡uthftl
iournalisur"

Was it tn¡e that Ms- Wagner was harmed in any ma¡u¡er? Or that Tarceva was an effioaoious option

rosident with end stage lung oancer, a life-long smoker
years the OFÍP had paíd for extensive cancer treat¡nent
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Ms. lilagner rsoeived Tatceva, ânyvay, when the drug's naoufacfurer, Genenteob, resþondíng to the media
firestorm and provided it at no cost. News stories uever men:tioned that when V/agner bet on the remote ohanoe
üo prolong life, sho probably turned her bækou hospice care, widely recognized as the gold standard for e¡d-of-
life care. Sadly, it $rned out T¿rceva didn't help 'lilagner 

ar¡d sbe lived only a short time after starting the dnrg.

\Mhile the media widely reported OHP's deni¿l of this expensive experimental treatment,'we worry ttp¡¡e{ia
missed the irnportan! issues inherent in tlre siory,

What do patients like lil'aguer really uuderstand about the "last hope" tt€atrents their dootors offer? Do doctors
inform patients of the Eue statistical cbanoe these fterapies will prolong lifE, or the chanoe of toxic side effccæ
tt¡at diminísh the quatity of tho short life that remains? Might Wagnerhave been better serve4 and perhaps oven
lived longer, ifher doctors bad referred hçr to hospice instoad of recomrnendirrg a drug so toxic and so unlikely
to extend her life? How many times do pationts lose out ou the roal hope and comfort hospice offers becêuse
tlrcy small of largeþ ineffective chørnotherapy? Do financial incentives
play ve comfort care?

While tbe OHP decision was closoly there was no scrutiny of realistic options considered or
buming hçalth policy question is whether we inadvertently

patients to act against their own self interest, chase an unattainable dream of cure, a¡rd fo¡eclose the
of acoeptance that curatíve çâre has bee.n exhausted and the time for comfort care is at hand. Such

serves neither patients, families, nor the public.

Barbara Roberts, Oregorfs wise arrd gentle founsr govemor, tells in her ñrst book the story of how she and her
husband Frank reacted to tbe rrews that be had sntered the tsminal stage of prostate oanoer. She descrÍbes how
immediately after disclosing the griur proguosis, the doctor arurounced he was settíng up an appoinù:nent for
chemotherapy! Frank asked two orucial queetions, "Will this treatrrent extend my life?" and "For how lo¡rg."

¡A,nd. when the a¡swers, bala¡rced against the likely toxic sido effects, didn't add up to hów Frar¡k erivisionEd his
last days on eartlL he declined the doctor's recommendcd treatment

Roberts writes that chemotherapy sesned, "amedioal rnisjudgu.errt emcouraged by a culture in danial and a

medioal professiorr equally in denial and u¡rwilling to treat death as nornral.'r Frar¡k said "no" to treatment. But
he said "yes" to life and began the "hsrd work of acceptanoe" of what is mear¡s to be morûal.

In order for sooiety to overcome its collective donial of mortality, we desperately need a public dialogue that
shuas superfioial sensationatio- arrd leads us to, and tlrough, the bard questions. 'We're Oregonians. 'We can

it.

Coombs Lee ß prøídent of thegroup &mpøssl,on & Choice*

Câ

Comments

Letl)ocDecÍde says,-

My wife was diagnosed with Stage UIb lung canoer (which really should have been stage IV) in April2006.
The diaguosing surgeon anounced that thøe was no bope, and that my wife would ouly livc a short time. In

fact É¡e prognosis for mY wife zuggestpd sha badtt%-Zoá chanco of survívÍng ?yearc. Thankfully, we had an

¿unbitious Oncolo gist that thought the surgeon's opinign was wrong.

/\
)t1612009
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While it is easy to armchair quarterbaok the appropriateness of health care teatmçnts. You can be the one that
tells 8 artd 10 old sons that theír mother should not receive Taroeva

poor
that wife had a35% ofa That was 2

and I months and rcsPonse an
a oftunorr in herremaining rigbt

hoatment failed 3 months ago, Tarceva is the ls
my boys. In fact I expect that
ñiññ. tuiyoniwith a loved

a respouse to a coup of
one with a tenninal disease would appreoiate the added time.

On ths topic of cost and side effects, the side-effects of Taroeva (rasb and diabrca) are nothing compared to tbe
sidc offects ofthe Tæ<ane or platínum chemotherapy drugs (sovere anemia" reduoed white blood counts and
plateletlevels, severe nausia, body PAIN, etc..).

In addition to these beneftts, the cost of Tarceva (about $4000/month) is NOT HIGIIER than the

I believe that the oare af,e not saused by the compassionate with
termÍnal diseases.'The real crrlprits are l)tbe fact that to many individuals that have no he¿lth ínsurance use

emergency care at a huge oost prernium over preventative care; 2) People have had no incentive to use healtþ
lifestyles as a preventative; 3) Many people with insr¡¡arce are not smart shoppers when it comes to health care.
TbÍs leads to people having expensive diagnostic procedures like MRI a¡rd CT scansinappropriately.

lVe need to wakeup, do a tittte rssesrch into thb avarlable treatnents for our ailments, and determine if the

increasçd public cost for not insuring evÊryone and using more preventatíve healtb oa¡e.

Respoctfully
Bob

Posted onl2l25l08 at l2:16A.lvf
Footer

[r
í12009
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the author of this nows story is appealing for the denial of all cancer treatments, or just Tarceva. If
family of the next Stage IIIbiIV lung cancer
we should j ust EuthanÌ ze øll cancer p atients

is unolear

thelsthaf the can tell treatnentthat rrotrs worthcase, they patient
at timethe díanosisof savetò aWhatcost. the heli, perhaps

littlo money.

htþ://btog.oregonlive.corn/opinion-impac tl2}Ostlilsensationalíziug-a-sad-case-ch/print.h' 
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Barbar'qCooqbs Lee

oflrour,lfends

range ofcholces and be full partlclpants in thelr health aare decisions.

There Ìs no info on Twitter for this entry for that keyword

Blog Entries by Barbara Coombs Lee

Five St¡tes Glve Pfltignts Choice

Posted Septomber21,2}l} | I l:33 AM (BSQ

"There's nothing more we can do." For loo long, for loo many, medical professionals have used these words when thcy believe they çannot ourê

their patients. Facing; as cach of us must, the noamess of deatlr, terminally ill patients too often speak of abandonment bv...

Read Post

2 Comments I Posted September 3, 2010 | 04:33 PM @ST)

The ink of Govcmor Paterson's slgnature is barely dry on Now YoilCs Palliative Cæo Information Aot (PCIA), drafted and sponsored by
Compassion&Choicosandits@,yetevidenoernountsdallyforìtsvastanddramaticimpaotonend-of-lifeoare'Iprediotthis
biu...

Read Post

2 Çomments lPosted August 19, 2010 | 07;01 PM (EST)

Word camc Sunday night from Comoassion & Choices New Yotk that Oovempr Paterson had signed our bill, the Palliative Care Information Aot,
(PCIA) and ít would take effeof ln I 80 days. Hooray!! lVe hope and trust úis çvent marks the beginning of the end for endemic medical habils
that..,

Read Post

Comoasslon.& Choices Membership: Something to be Proud Of

Posred July 14,2010 | 03:15 PM (EST)

Recently Capltol Hill staffers pulled Comoasslon & Choices into federal politics, suggesting the nevv Admlnistrator of the Centen for Medicare

andMedicaidServioes,toansweraccusationsthatheisamembor,orafflliatedsomehowwith
C&C. "Are you nowr.,. ^ ,"/ ar/t') ?yì
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Financial Abuse Gosts Elders
Billion Annually, According

Market lnstitute Study, Though
Are Not RepoÉe

Family Members and Caregivers are Responsible in 55% of Cases

Related Gosts Reach Into the Tens of Milllons

Prevention Tips Available for Older Americans and Their Families

WESTPORT, Conn.-(BUSINESS WIRE)-'Elder financial abuse costs older
Americans more than $2.6 billion per year and is most often perpetrated by
family members and caregivers, according to a new report released by the
MetLife Mature Market lnstitute (MMl) entitled, Broken Trust: Elders, Family
and Finances, which is accompanied by tip sheets for older adults and
families on how to prevent such issues. The report, produced in conjunction
with the National Committee for the Prevention of Elder Abuse (NCPEA)
and Virginia Polytechnic lnstitute and State University, states up to one
million older Americans may be targeted yearly and that related costs like
health care, social services, investigations, legal fees, prosecution, lost
income and assets reach tens of millions of dollars annually. The study
indicates that for each case of abuse reported, there are an estimated four
or more that go unrepoded. The economic downturn may increase
vulnerability. Family members and caregivers are the culprits in 55% of
cases, although financial losses are higher with investment fraud scams.

The National Adult Protective Services Association (NAPSA) suggests that
the "typical" victim of elder financial abuse is between the ages of 70 and
89, white, female, frail and cognitively impaired. She is trusting of others
and may be lonely or isolated, although repods show that there is a very
diverse population of victims.

"Elder financial abuse has been called the 'crime of the 21st century,"' said
Sandra Timmermann, Ed.D., director of the MetLife Mature Market
lnstitute. "With the present state of the economy, older Americans are at a
greater risk than ever of having their financial security threatened. And, for
every dollar lost to theft and abuse, there are still more related costs
associated with stress and health care and the intervention of social
seryice, investigative and legal entities.

"This is also a growing problem made greater by the increase in the
number of older Americans as targets, the relative wealth of this group, a
change in family structure and the availability of technology that may make
such abuse somewhat easier," said Timmermann.

Sharing

A-54
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"Sadly, family members and caregivers tend to financially exploit their
elderly relatives more often than strangers. Community service providers
and other professionals agree, however, that reported cases represent only
the very 'tip of the iceberg.' Scholars and practitioners speculate that, like
perpetrators of other types of elder abuse, family members who exploit
their elders are dependent upon them financially and their actions may be
influenced by other problems such as alcohol and drug abuse. ln addition,
some family members feel a sense of entitlement and believe that they
have a right to the money and material goods their parents or older
relatives have accumulated," Timmermann added.

Pamela B. Teaster, Ph.D., NCPEA president, said the data provided
through the National Center on Elder Abuse daily newsfeed proved
invaluable. "The feed tracks media reports of elder abuse through Google
and Yahoo Alerts, a process that scans billions of Web pages," said
Teaster. "Not only were we able to put a face on the information reported in
the primary literature, but more importantly, we had real-time information on
financial elder abuse and information from numerous reporting sources,"
she said.

The 2006 national Survey of Sfafe Adult Protecúiye Seruices revealed that
victims range in estimated number from a low of 100,000 to a high of one
million a year. lt is believed that these numbers will grow with the aging
population and their increasing net worth.

Elder financial abuse takes many forms, including, but not limited to: fraud
(coupon, telemarketing, mail); repair and contracting scams; "sweetheart
scams;" false/fraudulent advice from loan otficers, stock brokers, insurance
salespersons, accountants and bank officials; undue influence; illegal
viatical settlements; abuse of powers of attorney and guardianship; identity
theft; lnternet "phishing;" failure to fulfill contracted health care services;
and Medicare and Medicaid fraud.

The report states that the justice and social services systems are often
inadequately trained, staffed and funded to address elder financial abuse.
Further, at times it is difficult to determine whether financial abuse occurred
or if one unwittingly or knowingly made a poor financial decision. Generally
under state jurisdiction, most states mention financial exploitation in their
statutes, although what it constitutes, who is covered and who is
accountable vary as widely as do the remedies. A bill before Congress
since 2002, The Elder Justice Act, would increase awareness of elder
abuse, neglect and exploitation at the national level and would train
individuals from various disciplines, combat elder abuse and prosecute
cases. An additional measure would create an Elder Justice Coordinating
Council.

Underreporting is attributed to fear of government interference, parents
protecting their children and family members; embarrassment and self-
blame; a lack of realization that abuse has occurred; fear of being placed in
a facility; fear of harm from the perpetrator; and a belief that nothing will be
done or more money will be lost.

Additional facts:

Reports vary as to whether women or men are more vulnerable to
financial abuse, but loneliness and isolation clearly leave one more

a
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exposed to theft. The average victim of elder abuse is a woman
over the age of 75 who lives alone (48% of women over the age of
75, according to the Administration on Aging), Men are reported to
be pafticularly vulnerable to the "sweetheart scam."

o 60% of substantiated Adult Protective Services (APS) cases of
elder abuse involve an adult child; sons are 2.5 times more likely
than other family members to take advantage of parents.

o ln addition to the obvious financial loss, long-term effects include
credit problems, health issues, depression and the loss of
independence,

o Signs of abuse include indications of intimidation by or fear of a
caregiver, isolation from family and friends, disheveled appearance,
anxiety about finances, new "best friends" and missing belongings.

o Elder financial abuse can be prevented by the following: 1)
education about one's rights and about the various types of
consumer fraud and scams; 2) Financial conservatorship and/or
power of attorney for those who are vulnerable; 3) Assignment of
responsibility to a trusted outside person, if children are a concern;
4) Additional media attention for this issue; 5) Training financial
professionals to properly assist older customers; 6) Assistance from
social services, medical/nursing personnel, government agencies;
7) Reporting suspected cases of financial abuse to local authorities,

Methodology

Leading researchers from the National Center for the Prevention of Elder
Abuse (NCPEA), Virginia Polytechnic lnstitute and State University
(Virginia Tech) reviewed all Newsfeed articles from Aprilthrough June 2008
from the Administration on Aging's National Center on Elder Abuse
(NCEA), a newly established database which tracks media reports of elder
abuse through Google and Yahoo Alerts scanning billions of web pages.
The researchers also searched 12 electronic databases that index
academic journals containing primary literature on elder abuse from 1998
through June 2008 to provide the basis for this analysis. They found 168
articles from journals in the social science, medical and legal disciplines. At
the same time, they conducted a database search of organizational and
trade magazines published from 2005 to 2008 to find mentions of elder
financial abuse by business and private-sector professionals (e,9., bankers,
financial planners, insurance agents) who frequently interact with older
adults. That search resulted in 110 articles on this topic.

National Gommittee for the Prevention of Elder Abuse

The National Committee for the Prevention of Elder Abuse (NCPEA) is an
association of researchers, practitioners, educators and advocates
dedicated to protecting the safety, security and dignity of America's most
vulnerable citizens. lt was established in 1988 to achieve a clearer
understanding of abuse and provide direction and leadership to prevent it.
The Committee is one of six partners that make up the National Center on
Elder Abuse, which is funded by Congress to serve as the nation's
clearinghouse on information and materials on abuse and neglect. To learn

A-56
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The Metlife Study of Elder Financial Abuse

Crimes of Occasion, Desperation, and Predation Against America's Elders

The study is a follow-up of Metlife's 2009 "Broken Trust: Elders, Family, and Finances" and examines the

preralence and impact of elder financial abuse in America today. lt demonstrates how these crimes continue to

decimate incomes, impact the health and well-being of its victims, and fracture families. Yet it still is underrepoñed,

under-recognized, and under-pros ecuted.

Legal Notices I Prilacy Policy I Go to MetLife,com I

Copyright 2003-14 Metropolitan Life lnsurance Company NY, NY - All Rights Resened.
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Download the Sl.urly

., ,.Gr,anhiíi:e¡...iKey Findings

. lnstances of fraud perpetrated by strangers

comprised 51% of articles related to elder

financial abuse, followed by family, ftiends,
and neighbors (34%), the business sector
(12%), and Medicare and Medicaid fraud

(4%).

. Medicare and Medicaid faud resulted in the

highest a\erage loss per case in that

category.

. Women were twice as likely as men to be

victims of elder financial abuse, with most

being between the ages of 80 and 89, liVng

alone, and requiring some lercl of help with

either health care or home maintenance,

. Nearly 60% of perpetrators were men,

mostly between the ages of 30 and 59

. Dollar losses orer the holidays due to

family, ftiends, and neighbor perpetrators

were orerall higher than any other category

due to number of instances, although the
highest a\erage dollar loss per individual

was from business perpetrators,

https //wwnætl lfe.con/n'uni/researcly'el der-fi nanci al-abuse.ht¡nl#loy fi ndi ng s
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The Metlife Study of

Elder Financial Abuse

Overview
ln 2009, the MetLife Mature Market lnstitute, in collaboration with the National Committee
for the Prevention of Elder Abuse (NCPEA), and the Center for Gerontology at Virginia Tech,

released a groundbreaking study to provide a comprehensive understanding of the extent
and implications of elder financial abuse. The study, Broken Trust: Elders, Family, and Finances,

consisted of a review of the scholarly and professional literature and an in-depth analysis of
National Center on Elder Abuse (NCEA) newsfeed articles from Aprilthrough June 2008. lt
was designed to provide easily accessible and well-researched information specifically focused
on the problem of elder financial abuse.

ln 2010, to further examine the impact of elder financial abuse on the lives of seniors nation-
wide, the lnstitute again partnered with leading researchers, Dr. Karen A. Roberto at Virginia
Tech and Dr. Pamela B. Teaster at the University of Kentucky, in consultation with NCPEA.

The team expanded its analysis of research published in the scholarly literature and again
gathered articles from the National Center on Elder Abuse newsfeed. ln addition, several
individuals whose stories appeared in the 2008 newsfeeds were contacted and asked to
share subsequent information about their situations, Newsfeed articles were analyzed from
April through June 2010. An additional subset was collected during the 2010 holiday period
(November 2010 through January 2011) to determine if instances of elder financial abuse
increase during this time when family and friends are in greater proximity and with greater
frequency. The MetLife Study of Elder Financial Abuse: Crimes of Occasion, Desperation,
and Predation Against America's Elders further illuminates the widening problem of elder
financial abuse.

Key Findings
. The annual financial loss by victims of elder financial abuse is estimated to be at least

$2.9 billion dollars, a 12Vo increase from the $2.6 billion estimated in 2008.

lnstances of fraud perpetrated by strangers comprised 51o/o of the articles. Reports of
elder financial abuse by family, friends, and neighbors came in s'econd, with 34% of the
news afticles followed by reports of exploitation withín the business sector (12%) and
Medicare and Medicaid fraud (4%).

. Medicare and Medicaid fraud resulted in the highest average loss to victims ($38,263,136)

ín that category followed by fraud by business and industry ($6,219,496), family, friends,
and neighbors ($145,768), and fraud by strangers ($95,156). Õ

MetLife
h'

Moture Morket
lNsTtTt-pp



. Women were nearly twice as likely to be victims of elder financial abuse as men. Most
victims were between the ages of 80 to 89, lived alone, and required some level of help
with either health care or home maintenance.

. Nearly 60% of perpetrators were males. Most male perpetrators were between the ages of
30 and 59, while most female perpetrators were between the ages of 30 and 49. Perpetrators
who were strangers often targeted victims with visible vulnerabilities (e.9., limited mobility,
displays of confusion, being or living alone).

. Dollar losses over the holidays due to family, friend, and neighbor perpetrators were overall
higher than any other category likely owing to sheer numbers of instances, although the
average number of dollars lost per individual instance was highest from business perpetrators.

Methodology
The MetLife Mature Market lnstitute, in partnership with Virginia Tech, the University of
Kentucky, and NCPEA conducted a study to determine the extent and consequences of elder
financial abuse. Newsfeed articles, collected daily by the National Association of Adult
Protective Services (NAPSA) through an initiative funded by the National Center on Elder

Abuse (NCEA), served as a primary source of information. This newsfeed database tracks
media reports of all types of elder abuse through Google and Yahoo Alerts, which scanned

billions of Web pages, ln order to compare to findings presented in Broken Trust: Elders,

Family, and Finances (2009), articles on elder financial abuse were gathered from April
through June 2010, Over the time period, the scans identified 389 unduplicated articles on
elder financial abuse of any type f rom a total oÍ 1,248 articles cited, Of those, 314 (81%)

reported specific instances of financial abuse and provided information on victims
and/or perpetrators. An additional 354 cases were identified in the newsfeed
database between November 2010 and January 2011for the holiday
period analysis,

For More lnformation
The MetLife Study of Elder Financial Abuse, The Essentials: Preventing
Elder Abuse, Tips: Preventing Elder Abuse for Older American1 and
Típs: Preventing Elder Abuse for Family Caregivers may be down-
loaded from wr,vw.MatureMarketlnstitute.com. They can also be

ordered by writing to: MetLife Mature Market lnstitute, 57 Greens

Farms Road, Westport, CT 06880,

The Metlife Mature Market lnstitute@
The MetLife Mature Market lnstitute is MetLife's center of expertise in aging, longevity and the generations
and is a recognized thought leader by business, the media, opinion leaders and the public. The lnstitute's
groundbreaking research, insights, strategic partnerships and consumer education expand the knowledge
and choices for those in, approaching or working with the mature market,

The lnstitute supports MetLife's long-standing commitment to identify¡ng emerging issues and innovative
solutions forthe challenges of life. MetLife, lnc. is a leadíng global provider of insurance, annuities and
employee benefit programs, serving 90 million customers in over 60 countries. Through íts subsidiaries and

affiliates, MetLife holds leading market positions in the United States, Japan, Latin America, Asia Pacific,

Europe and the Middle East. For more information, please visit: www.MatureMarketlnstitute,com.

. Not A Deposit . Not FDIC-lnsured . Not lnsured By Any Federal Government Agency
. Not Guaranteed By Any Bank Or Credit Union ¡ MaY Go Down ln Value

MMr00174(06i 1) @2013 Metropolitan Life lnsurance Company, New York 10513322793[exp0416] A-
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NEWS RELEASE
Date: Sept. 9,2010

Christine Stone, Oregon Public Health Information Officer;971-673-1282, desk;
Gontact: 503-602-8027, cell; christine.l.stone@state.or.us.

Rising suicide rate in Oregon reaches higher than national
average:
World Surcide P revention ,s

's suicide rate is 35
peop comp to the national rate of 11.3 per 00,000.

tember 10

r than the national The rate is 15.2 suicides per 100,000

decre in the 1

regon: Trends a

100,000 to 12.8 per 100,000 respectively.

suicide rates have been increasi ng significantly since 2000, a
m regon u c

ccording to a new
rt also details

f\

recommendations to prevent the number of suicides in Oregon

"Suicide is one of the most persistent yet preventable public health problems. lt is the leading cause of death
from injuries - more than even from car crashes. Each year 550 people in Oregon die from suicide and 1,800
people are hospitalized for non-fatal attempts," said Lisa Millet, MPH, principal investigator, and manager of
the lnjury Prevention and Epidemiology Section, Oregon Public Health.

There are likely many reasons for the state's rising suicide rate, according to Millet. The single most
identifiable risk factor associated with suicide is depression. Many people can manage their depression;
however, stress and crisis can overwhelm their ability to cope successfully.

Stresses such as from job loss, loss of home, loss of family and friends, life transitions and also the stress
veterans can experience returning home from deployment - all increase the likelihood of suicide among those
who are already at risk.

"Many people often keep their depression a secret for fear of discrimination. Unfortunately, families,
communities, businesses, schools and other institutions often discriminate against people with depression or
other mental illness. These people will continue to die needlessly unless they have support and effective
community-based mental health care," said Millet.

The report also included the following findings:

There was a marked increase in suicides among middle-aged women. The number of women between
45 and 64 years of age who died from suicide rose 55 percent between 2000 and 2006 - from 8.2 per

o
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Suicides in Oregon:
Trends and Risk Factors
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Oregon Violent Death Reporting System

lnjury and Violence Prevention Program

Center for Preventlon and Health Promotion
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Executive Summary

Suicide is one of Oregon's most porsistent yet largely preventable public health problems,.

Suicide is the secondieading cause of death u*ong órêgonians ages 15-34, and ihe 8tl'

leading cause of death among all Oregonians in 2010. The financial and emotional

impacts of suicide on family members and the broader community are devastating and

long lasting, This report provides the most current suicide statistics in Oregon that can

inform prevention programs, policy, and planning. We analyzedmortality data from 1981

to 2010 and 2003 to 2010 data of the Oregon Violent Death Reporting System

(ORVDRS). This report presents findings of suioide trends and risk factors in Oregon.

Key Fìndings

In 2010, the age-adjusted suicide rate among Oregonians of 17.1 per 100,000 was 4l
percent higher than the national average.

The rate of suicide among Oregonians has been inoreasing since 2000,',

Suicide rates among adults ages 45-64 rose approximately 50 percent from 18.1 per

100,000 in 2000 to 27 ,t per 100,000 in 2010. The rate increased more among women

ages 45-64 than among men of the same age during the past l0 years.

Suioide rates among men ages 65 and older decreased approximately l5 percent from
nearly 50 per 100,000 in 2000 to 43 per 100,000 in 2010.

Men were 3,7 times rnore likely to die by suicide than women. The highest suicide rate

occured among men ages 85 and over (76.1 per 100,000). Non-Hispanic white males had

Firearms were the

),'-

Approximately 26 percent of suicides occurred among veterans. Male veterans had a

hígher suicide rate than non-veteran males (44.6 vs. 31.5 per 100,000). Signifrcantly
higher suicide rates were identified among male veterans ages 18-24,35-44 and 45-54

when compared to non-veteran males. Veteran suicide viotims were reported to have

more physioal health problems than non-veteran males,

Psychological, behavioral, and health problems co-occur and are known to increase

suicide risk. Approximately 70 peroent of suicide victims had a diagnosed mental

disorder, alcohol and lor substance use problems, or depressed mood at time of death.

Despite the high prevalenoe of mental health problems, less than one third of male

victims and about 60 percont of female victims were reoeiving troahnent for mental

health problems at the time of death,

Eviction/loss of home Ìvas a faotor associated with 75 deaths by suicide in2009-2010.

I
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Introduction

Suicide is an imporbant publio heatth problem in Oregon, Health surveys conduoted in

2008 and 2009 show that approximately l5 percent of teens and four percent of adults

communities broadens the impact of eaoh death,

"suicide is a multidimensional, multi-determined, and multi-factorial behavior. The risk

factors associated with suicidal behaviors include biological, psychological, and social

factols"6, This report provides the most ourent suicide statistics in Oregon, provides

suicide prevention programs and planners a detailed description of suicide, examines risk

factors ãssociated with suicide and generates public health information and prevention

strategies. We analyzed mortality data from 1981 to 2010 and 2003 to 2010 data from the

Oregon Violent Death Reportíng System (ORVDRS), This report presents fïndings of
suicide trends and risk factors in Oregon.

Healthy Teens 2009 -1 lth Grado Results,

2 Crosby 4,E., Han 8,, Ortega L.A.G., Park S,E., ot al, Suicidal Thoughts and Behaviors Among Adults

aged >= l8 Years - United States, 2008-2009. MMìVR, 20ll;60:13,

3 Oregon Vital Statistics Annual Report, Vol. 2,2010, Oregon Heath Authority'

a Wright D,, Millet L., et al, Oregon Injury and Violenoe Prevention Program Report for 201I Data year.

Oregon Heath Authority.

5 Corso P.S., Mercy J.4., Simon T.R., et al, Medioal Costs and Productivity Losses Due to Interpersonal

and Self-Directed Violence in the United States,

Am J Prcv Med.2007;32(6):474482,

ó Maris R.W,, Bennan 4,L,, Silverman A.M. (2000). Comprehensive Textbook of suicidology, New York:

The Guilford Press.
(p378)

(re
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Methods, data sources and limitations

Suicide is a death resulting from the intentional use offorce against oneself. In this report,

suicide deaths are identified acoording to Intemational Classification of Diseases, Tenth

Revision (ICD-10) codes for the underlying caus

was considered with code of X60-84 and Y87.Ol

Act not

Mortality data from 1981 to 2010 are from Web-based Injury Statistics Query and

Reporting System (WISQARS) of the Centers of Disease Control and Prevention', This

system contains information from death certificates frled in state vital statistics offices,

The ORVDRS is a statewide, active surveillance system that collects detailed information

on all homicides, suioides, deaths of undetermined intent, deaths resulting from legal

interventíon, and deaths related to unintentional firearm injuries'. ORVDRS obtains data

from Oregon medical examiners, looal police agenoies, death certificates, and the

HomicidJlncident Tracking System. All available data are reviewed, coded, and stored

in the National Violent Death Reporting System. Details regarding NVDRS procedures

and coding are available at http://www.cdo.gov/ncipc/profiles/nvdrs/publications.htm.

Rates were calculated according to death counts and bridged-_race postcensal estimates

released by the National Center for Health Søtistics (NCHS)'. The age-adjusted rate was

adjusted to the 2000 standard million. Because of limited death counts in some categories,

some rates might not be statistically reliable or stable; use caution with regard to those

categories with fewer tltan20 deaths,

A three-year moving average of age-specifrc suicide death rates was computed to smooth

fluotuations from one year to another. The trend in rates was tested by using Poisson

regression analysis. P<0.05 is oonsidered signifrcant,

When comparing rates, 95 percent oonfidence intervals were calculated. If the 95 percent

confidenoe intervals'do not overlap, then the difference is conside¡ed to be statistically

significant at the 0.05-levela. A Chi-square test was used to test the difference on

proportion þercentage) in the studying gtoups.

t Paulozzit,J, Mercy J, Frazier Jr L, et al, CDC's National Violent Death Reporting System: Background

and Methodology, Inj ury Prevention, 200 4 ;L 0 :47'52,

2 
The Centers for Disease control and Prçvention. IWISQARS,

http://www,cdc.eov/injuty/wisqars/fatal injury reports,hûill, Aocessed on Sept 26,2012,

3 
National Center for

postcensal estimates)
Accessed on June. 20, 12,

4 Miniño AM, Andersou RN, Fiugerhut LA ot al, Deaths: Injury, 2002

National Vital Statístics Reports, 2006; Vol. 54, No, l0

Health Statistics, U.S, Consus with 2010

4
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1. Introductlon

Assisted suicide and euthanasia for terminally ill patients are

punishable by law almost everywhere except Switzerland, the
Netherlands, Belgium and the U.S. states of Oregon and Washing-
ton. Assisted suicide is generally defined as the prescribing or
supplying of drugs with the explicit intention of enabling the
patient to end his or her own life, In euthanasia, in contrast, it is the
physician who administers the lethal drug. In the Netherlands and

Belgium, physician-assisted euthanasia is legally permitted,
meaning that physicians are allowed to administer drugs to end

a patient's life at his or her request. In Switzerland, in contrast,
euthanasia is punishable by imprisonment (Article 114 of the
Swiss penal code). It is only in the absence of self-serving motives
that assisting another person's suicide is permissible. Physicians in
Switzerland are therelore allowed to prescribe or supply a lethal
dose of barbiturates with the explicit intention of enabling a

patient they have examined to end his or her own life. However,
most assisted suicides in Switzerland are conducted with the
assistance of non-profit organisations [23]. These right-to-die

' Corresþonding author, Tel.: +49 341 9718861'
E-moíl address: blrgit,wagner@medizin.uni-leipzig.de (8. Wagner)'

0924-9338/$ - see front matter @ 2010 Elsevier Masson SAS, All rlghts reserved.

doi:1 0.1 016fi ,eurpsy.2o1 0.12.003

ABSTRACT

Background: Despite continuing political, legal and moral debate on the subject, assisted suicide is

permitted in only a few countries worldwide. However, few studies have examined the imPact that
witnessing assisted suicide has on the mental health of family members or close friends,

Methods: A cross-sectional survey of 85 family members or close friends who were present at an assisted

suicide was conducted in December 2007. Full or partlal Post-Traumatic Distress Disorder (PTSD; Impact
depression and anxlety symptoms (Brief Symptom Inventory) and complicated

of Complicated Grief) were assessed at 14 to 24 months post-loss,

85 participants, 13% met the criteria for full PTSD 35
The prevalence of

was of anxiely was 6%,

Conclusion: A higher prevalence ofPTSD and depression was found in the present sample than has been

reported for the Swiss population in general. However, the prevalence ofcomplicated griefin the sample

was comparable to that reported for the general Swiss population, Therefore, although there seemed to

be no complications in the griefproces
related to 

'nt 
tott- ot t ttott outtot 

Elsevier Masson sAS. A' rights reserved.

organisations offer personal guidance to members suffering
diseases with "poor outcome" or experiencing "unbearable
suffering" who wish to die,

The two largest right-to-die organisations in Switzerland are

Exit Deutsche Schweiz and Dignitas, Membership of Exit Deutsche
Schweiz is available only for people living in Switzerland, whereas
Dignitas is also open to people from abroad. Exit Deutsche
Schweiz has about 50000 members, and between 100 and 150
people die each year with the organisation's assistance, In
comparison, Dignitas has about 6000 members, most of whom
live abroad, A member who decides to die must first undergo a

medical examination. The physician then prescribes a lethal dose

ofbarbiturates, and the drugs are stored at the Exit headquarters
until the day ofuse. Usually, the suicide takes place at the Patient's
home. On the day the member decides to die, an Exit volunteer
collects the medication and takes it to the patient's home, There,
he or she hands the patient the fluid to swallow. If the patient is

incapable of swallowing the barbiturate, it can be self-adminis-
tered by gastrostomy or intravenously [ ]. After the patient has

died, the Exit volunteer notifies the police. All assisted suicides are

reported to the authorities. Deaths through assisted suicide are
recorded as unnatural deaths and investigated by the ¡nstitute of
Legal Medicine.

Results:
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Montana judge hears assisted suicide
arguments

HELENA - The issue of physician assisted suicide was in court Tuesday

Monta na ns Aqa i nst Assiste d
Suicide(http://www.montanansagains{assistedsuicide.orq/) is arguing that

a policy position by the Montana Board of Medical

implies that physician assisted suicide may be legal.

d"



A lawyer br the Board says that the posltion - since resn¡nded, says no

such thing. Mit ) Fanning says the group bringing the l, ¡it has no real

case ls trying to brce the issue to the Montana Supreme Court.

The position paper, written in response to doctor inquiries, said that the

board would handle complaints related to assisted suicide on a cas+by-case
basis as it would other cases.

Margaret Dor€, an attomey br MAAS, said the paper owrstepped the

Board's authority and implied to many that assisted suicide was legal in

Montana.

'They are a board that is comprised of 11 doctors and two members of the
public," she said. "lt has no expertlse to be making a pronouncement, that aid

in dying ls legal in Montana. That's the role of the legislature ora couft and

they are neither."

She said that such an understanding had huge implications in dewluing the

liws of the sick and elderlY.

That position paper - in response to the lawsuit - has since been rescinded

by the Board and scrubbed frrom its website. But Dore said court action was

still needed to prerent the Board from reinstating such a position.

She repeatedly asked District Judge Mike Menahan to weigh in on a

Montana Supreme Court ruling known as Baxter, that enrisions potential

defenses to doctors charged w{th homicide br assisting with suicíde.

But Menehan said it wasnT the role of a district Judge to rule on a Montana

Supreme CouÉ o¡der.

Michael Fanning, an attomerlt for the Board, said MAAS had no standing to

bring the lawsult, has suffered no damages ftom the Board's rescinded position

and was simply jockeying to get the case before the Montana Supreme Court

in hopes of or,ertuming the Baxter ruling.

'This most certainly is a poütical question, a philosophical question or an

academic debate, but it is not a lawsuit," he said. "ln tact, this is a Þigned

case. lt was contrired simply to bring this matter befure you."

Menahan did not immediately rule on the case.

COMMENTS
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FOR: IMMEDIATE RELEASE, February ll, 2014
FROM: MONTANANS AGAINST ASSISTED SUICIDE (MAAS)
CONTACT: MARGARET DORE, ATTORNEY FOR MAAS, 406 6621217

Montanans Against Assisted Suicide (MAAS) appeals Montana Medical Board lawsuit. MAAS
seeks permanent removal of a position statement that wrongly implies that assisted suicide is

legal in Montana; appeal will also allow MAAS to continue its ongoing challenge to Montana's

assisted suicide case, Baxter v. State.

(Helena, Mont.) Montanans Against Assisted Suicide (MAAS) is appealing the dismissal of a
lawsuit against the Montana Board of Medical Examiners aç part of an ongoing campaign to

prevent the legalization of assisted suicide in Montana. The lawsuit was dismissed after the

Board voluntarily discarded a position statement implying that assisted suicide "may" be legal in
Montana. Without MAAS's appeal, there would be nothing to stop the Board from re-issuing a

similar statement in the future.

"The only reason the Board of Medical Examiners abandoned their position paper was to get rid
of our lawsuit," said Margaret Dore, Attorney for MAAS. "That's not good enough. They're just

going to come back again with a new angle in the future that they hope will get around the

legislature. The position paper was a significant'toe in the door' to the attempted backdoor

legalizationof assisted suicide in Montana. The Board will attempt to do it again using another

angle."

Appeal will also allow MAAS to continue its ongoing challenge to the decision in Baxter v.

State, which suicide proponents claim legalized assisted suicide in Montana, A MTN News

article describes the situation, as follows:

[The] position paper - in response to the lawsuit - has since been

rescinded by the Board and scrubbed from its website, But

[MAAS's attorney, Margaret] Dore said court action was still
needed to prevent the Board from reinstating such a position.

She repeatedly asked District Judge Mike Menahan to weigh in on

a Montana Supreme Court ruling known as Baxter, that envisions
potential defenses to doctors charged with homicide for assisting

with suicide.*

Problems with legalizing assisted suicide include that it encourages people with years to live, to

throw away their lives. Legalization also creates new opportunities for elder abuse, for example,

when there is an inheritance involved. In Oregon, legalization has enabled that state's health

plan (Medicaid) to offer the "treatment" of suicide in lieu of desired treatments (to improve the

quality of life, to extend life or to cure).**

For Bradley Williams, President of MAAS, preventing assisted suicide legalization is up front

and personal. He says, "I'm 64 years old. I don't want a doctor or anyone else telling me or my

wife that we should go kill ourselves."

k.6v



MAAS is a single issue group that welcome everyone opposed to assisted-suicide regardless of
their views on other issues. In 2013, MAAS and its allies easily defeated Senate Bill220, which
had sought to legalize assisted suicide in Montana. MAAS's own bill, HB 505, which had

sought to reverse Baxter's holding and give prosecutors a lower sentencing option, passed the

House, but was defeated by four votes in the Senate before it was tabled.

* To view a copy of the MTV News article, go here:

http://www,kxlf.com/news/montana-judge-hears-assisted-suicide-arguments/

** To view a copy of "Quick Facts Against Assisted Suicide," go here:

http://www.montanansagainstassistedsuicide.org/p/quick-facts-about-assisted-suicide.html
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The cause of death section-..¡1ay no!corltain any language that indicates that the
Death with Dignity Act wasÚsed, such as:

lnstructions for Medical Examiners, Coroners, and P.rosecuting Attorneys:
Compliance with the Death with Dignity Act

Washington's Death with Dignity Act (RCW 70.245) states that "...the patient's death
certificate...shall list the underlying terminal disease as the cause of death." The act
also states that, "Actions taken in accordance with this chapter do not, for any purpose,
constitute suicide, assisted suicide, rnercy killing, or homicide, under the law."

lf you know the decedent used the Death with Dignity Act, you must comply with the
strict requirements of the law when completing the death record:

1. The underlying terminal disease must be listed as the cause of death.

2. The manner of death must be marked as "Natural."

3

a. Suicide
b. Assisted suicide
c. Physician-assisted suicide
d. Death with Dignity
e. 1-1000
f. Mercy killing
g. Euthanasia
h. Secobarbital or Seconal
i. Pentobarbital or Nembutal

The Washington State Registrar will reject any death certificate that does not properly
adhere to thõ requirementé of the Deaih with-Dignity Act.1 tf a death certificate contains
any reference to actions that might indicate use of the act, the Local Registrar and
Funeral Director will be instructed, under RCW 70.58.030, to obtain a correction from
the medical certifier before a permit to proceed with disposition will be issued.

Call the Department of Health's Center for Health Statistics (360-236-4307) for
guidance on how to proceed íf you have any questions regarding compliance with cause
of death reporting under the Death with Dignity Act.

I Und"r state law, the State Registrar of Vital Statistics "shall prepare and issue such detailed instruction

as may be required to secure the uniform observance of its provisions and the maintenance of a pedect
system of registration. ... The State Registrar shall carefully examine the certificates received monthly
from the local registrars, county auditors, and clerks of the court and, if any are incomplete or
unsatisfactory, the State Registrar shall require such further information to be furnished as may be

necessary to make the record complete and satisfactory." RCW 43.70.160'

ARevised April 8, 2009
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SB 220 Defeated

The vote to defeat SB 220 was 7 to 5.

The vote to table was 9 to 3

* For a legal and policy analysis of the defeated bill, SB 220,
see th's link:
http : //maasdocuments.files.wo rdpress.c o m / 2A 13 / O2/mt-no -

on-sb-220-00 1 1.pdf
x x To vlew the blll's lnformatlon page, 90 here'
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Your support ls appreclatsd

Please cllck on the flag
to learn how you can

donate to suppoft our
appeal to the Supreme
Couft of Montana,
Thank you. #:

WHYWECARE

To learn about our
court case, go here,

here and here.

To learn more about
problems with legal

asslsted sulcide, go to
Quick Facts About
Assisted Sulcide.

Some healthcare
providers already
misuse and/or abuse
palliatlve care, If
assisted sulcide is

made legal, providers
will have even more
power to abuse
patlents and/or take
away patient choice, To
learn more, click here.

To see our doctor
ad, please go her&j

Cholc€ ls an llluslon

Click on the banner to
see website #

#

It's groat to bo allvel llon't let
asElsted sulcldo bgcomo
legal ln Montanal

Jeanette Hall, 12 years
after her doctor talked
her out of physlclan-
assisted suicide In

Oregon - Cllck photo
to read her story tr

Volc€3 FÍom ofogon 8nd

Sulcldo ls Logql

. "I was afraid to leave
my husband alone"

o "If Dr. Stevens had
believed in assisted
sulcide, I would be
dead "

. "In oregon, the onlY
help my patient
received was a lethal
prescription,
intended to kill hlm."

. "It wasn't the father
saying that he
wanted to die"

"He made the
mlstake of asking
about asslsted
suicide" tr

On February L3,2O!3, an Oregon-style asslsted sulclde blll, SB

2zo, wastfffiGlãñà tabled ln the senate Judiciary

Committee's executlve sesslon.

Law Enforcamont Vlowpolnt
Agalnrt Assl¡ted Sulclde

PhlliP Tummarello'

http//wvwnnntanansag ai nstassistedsui ci de,org /p/sb-22G'tabl ed.hünl

Prlnt our handoutsl

ll 7(. "Aid in Dying"
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Derek Humphry to be Keynote Speaker at 2011Annual Meeting

This year our keynote speaker will
be Derek Humphry the author of
Final Exit and the founder of the
Hemlock Society USA in 1980.

Derek is generally considered
to be the father of the modern
movement for choice at the end of
life in America.

Derek is a British journalist and author who has lived in the United States

ln 1991 he publishe d FinatExit, Much to his surprise, it became the national

#1 bestseiler within six months, Since then it has been translated into 12

languages and is now in its fourth edition.

Although not affiliated with - and sometimes even at odds with - Compassìon & Choices, Derek is still activelY 
^ 

4r,
involved in the movement. Always interesting and sometimes controversial, Derek will provide_gyrsugPorters l\'(/
and their guests with his perspective about the evolution of the movement for choice at the end of life in America, ' '
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SUCIDE KITS SELL DEATH BY MAIL

Legislation is being prepared to outlaw sale of helium hoods

By Randi Bjornstad

The Register-Guæd

Appeared in print: Sunday, March 20,2011, page A1

His mind was keen, his grin infectious. His passions were politics and sports. He read voraciously. His humor

was prankish, his wit razor-sharp.

Born and raised in Eugene, he adored his parents and four brothers. He graduated from South Eugene High

School and the University of Michigan.

For years, he struggled through bouts of pain and fatigue that defied medical diagnosis and left himdeprest.d ^-
aboút his inabilit/io r*ry on-normal daiiy activities and fearful that he would never regain normal health. 
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He had dreams, ambitions, accomplishments and, say many who knew him, vast potential.

But three months ago, in the th¡oes of a flu that upended a period of relatively good health, Nick Klonoski

took his own life.

He had just turned 29.

Klonoski did not use any of the commonly known methods of suicide. Instead, he employed a "helium hood

kit" that he ordered by mail from a two-person company in Southern California.

The small, white box, measuring 10 by 7 by 3 inches and decorated with a butterfly, holds a brown paper

packet, its edges zigzaggedwith pinking shears and stitched shut on a sewing machine. Inside the packet is a

ðlear plastic bãg with an elasticized band sewn to the open end, to slip over the head and fit snugly around the

neck. The box also contains clear plastic tubing, for hooking up tanks of lethal helium gas.

Manufactured and sold by The Gladd Group, the helium hood kit has no other use than to assist a person

contemplating suicide. It costs $60, payable only by cash or check. According to Manta, an online business

networting sile where small-business owners can share information, The Gladd Group has two employees

and estimated annual sales of $98,000 - equal to the price of 1,633 kits.

Selling a "suicide kit" - coupled with detailed instructions from another right-to-suicide organization on

where to buy it and how to use it - raises complex legal, ethical and emotional questions about what
constitutes helping another person to take his or her own life. Assisting another person's suicide violates the

law in most states, including Oregon. But definitions of aiding, promoting, encoruaging or assisting are not

legally precise.

No one to date has been prosecuted for selling a helium hood kit in the United States. Many police agencies,

medical examiners, district attorneys and legislators know little or nothing about the kits, although now that

he is aware of them, state Sen. Floyd Prozanski, D-Eugene, says he's drafting a bill to outlaw their sale.

The right-to-suicide movement argues that disseminating how-to information about suicide and selling the

kits that facilitate the act are protected by the free speeoh clause of the First Amendment in the U.S.

Constitution.

On the afternoon he died, Klonoski drove to a party goods store not far from his family's Eugene home. A
store receipt police found in his room shows thatat2:16 p.m., he signed for rental of a large tank of helium.

Returning home, with the rest of his family out of the house for the afternoon - all five brothers had

gathered at the family home for the holidays - he followed the instuctions for helium hood kit as

Lane Countydetailed in "Final Exit," a

Derek uumþffi.-rcãieo
book written by
in his bedroom before his returned.

Jake Klonoski, at 30 the oldest of the Klonoski brothers, found his next-younger brother's body after Nick
didn't respond to attempts to call him to dinner.

"I know Nick was vulnerable because of the health issues he had been dealing with for years, but he wasn't
terminally ill, and he seemed to have been getting better until the flu thing happened," Jake Klonoski said.

"He had family and many friends to help him through the bad times and then enjoy the good times with him,

Now I know there also are people out there ready to persuade people like Nick to give up."

colleagues from olitical
lace large enoug the ,h .q1
Klonoski's life. lY is Y t
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not Jewish, his brothers wore yarmulkes, bright yellow imprinted with the blue emblem of thç University of
Michigan, in his honor. Speakers laughed and cried as they chronicled his intellectual brilliance and
mischievous nature, and mourned the loss of his immense possibilities.

Overwhelmed by his death, his mother, U.S. District Court Judge Ann Aiken, declines to speak publicly
about it. His father, retired University of Oregon political science professor James Klonoski, died two years
ago. But two of his brothers, Jake and Zach Klonoski, are determined to speak out, to stop what they consider
illegal and immoral assisted suicide.

"The company that sells this kit obviously is purposely targeting a vulnerable group," said Jake Klononski, a
law student at Stanford University. "They made money off my brother, they gave him the tools to take his
own life without knowing him, without knowing anything about him. For $60, they blew his life apart. It
breaks my heart."

'When it comes to promoting an American's right to die by suicide, all roads lead to Derek .He
describes himself in an online autobiography as "a journalist and spent years
campaigning for lawful physician-assisted dying to be an option for the terminally and hopelessly ill."

His first book, "Jean's Wuy," tells of his first wife's suicide in 1975 - with his assistance, by his
acknowledgement - when she was terminally ill with bone cancer. In 1980, he founded the Hemlock
Society to help change laws prohibiting assisted suicide as well as share information about suicide methods

More books followed. The royalties allowed the organization to provide substantial financial backing to
initiative campaigns in favor of physician-assisted suicide - unsuccessful in California and Washington and
successful in Oregon - in the late 1980s and early '90s. Since then, Washington and Montana voters have
joined Oregon in allowing physician-assisted suicide.

In February 1991, Humphry published "Final Exit: The Practicalities of Self-Deliverance and Assisted
Suicide for the Dying," his best-known book.

"It sold 500,000 copies in its first six weeks - I was staggered," Humphry said in a recent telephone
interview. "It has been translated into 12languages, and it has sold well over a million copies. It doesn't sell
hugely now, but it is consistent. It has made me a living, and it has funded my organizations considerably."

In1992, "temporarily burned out," British-born Humphry abandoned the Hemlock Society, but the next year
he formed a new organization, ERGO - Euthanasia Research & Guidance Organization - to continue his
quest. His goal expanded to making assisted suicide legal not only to the terminally or "hopelessly" ill, as he
puts it, but to anyone who seeks it, except "the mentally distwbed, including the depressed, (or) for the
disabled or the handicapped."

Humphry also formed NuTech - New Technology for Self-Deliverance Group - to find new ways to help
"adults who do not qualify under (assisted suicide) law but their illness still justifies, to them; bringing life to
an end." The group's mission, Humphry wrote, was "to explore methods of hastened death that dying persons
could use to 'self-deliver' without breaking the law or with help from a physician,"

The helium hood kit emerged as the group's "chief success," Humpþ wrote, allowing "a peaceful, quick
death in minutes."

The third edition of "Final Exit," and an addendum published in 2009, provide detailed instructions on how
to use the helium hood kit for "self-deliverance," including how to rent helium tanks without exciting
suspicion. Humplury also has made a DVD of the process, in which he demonstrates use of the kit. He makes
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