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Ax Acr concerning r [death with dignity] aid in dvinq for the

terminallv illr, supplementing Titles 45 and 26 of the Revised

Statutes, and amending P.L. 1991, c.270 and N'J.S.2C:l l-6.

BE IT ENÀcrnn by the Senate and General Assembly of the State

of New Jersey:

l, (New section) Sections I through 21 of zlthis actl P.L.

c. (C. ) (pending before the Legislature as this billl2 shall be

known and maybe cited as the l["New Jersey Death with Dignity

Act."l "Aid in Dyine for the Terminally lll Act."1

2, (New section) The Legislature finds and declares that:

a. z[The public welfare requires a defined and safeguarded

process, with procedural safeguards to protect the interests of

patients and health care providers, by which a patient who is an

adult New Jersey resident with the capacity to make health care

decisions, and who has been determined by that individual's

attending physician and consulting physician to be suffering from a

terminal disease that will cause death within six months, may obtain

medication that the patient may self-adrninister to end his life in a

humane and dignified mannert Recosnizing New Jersev's lonq-

the fundamental rieht of competent adults to make health care

means or procedures provided. withheld. or withdrawn. this State

affimrs the rieht of a qualified terminally ill patient. protected by

choose to self-administer in order to brine about the patient's

humane and disnifled death2;

b, 2Statistics from other states that have enacted laws to

provide cornpassionate aid in dyine for terminallv ill patients

indicate that the great majority of patients who requested

patients in Washineton in each year since 2009. were enrolled in

dying:

c,2 The public welfare requires z[that such a proccss be entirely

voluntary on the part of all participants, including the patient, the
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patient's physicians, and any other health care provider furnishing

services or care to the patient] a defined and safequarded process in

order to effectuate the purrroses of this act. which will:
(1) euide health care oroviders and patient advocates who

provide support to dyine patients:

(2) assist capable. terminally ill patients who request

cornpassionate aid in dyinsl
(3) protect vulnerable adults from abuse: and

(4) ensure that the process is eutirelv voluntarv on the part of all

are providins care to dvins patients2; and
t[c.] d.t This act is zin the public interest and is2 necessary for

the welfare of the State and its residents 2[, and it is intended that it

be liberally construed to effectuate its purposesl2.

3. (New section) As used in 2[this act] P.L, . c. (C. )

(pendine before the Lesislature as this bill)z:

"Adult" means an individual who is l8 years of age or older.

"Attending physician" means 'ItheI 42 physician 2licensed

pursuaût to Title 45 of the Revised Statutesz who has primary

responsibility for the ztreatment and2 care of a 2qualified terminallv

!!ll patient and treatment of the patientrs 2[terminal] illness.2

disease 2. or condition2.

"Capable" means having the capacity to make health care

decisions and to communicate them to a health care 2[professional]

plgudgl2, including comnrunication through persons familiar with

the patient's manner of communicating if those persons are

avai lable.

"Consulting physician" means a physician zlicensed pursuant to

Title 45 of the Revised Statutes2 who is qualified by specialty or

experience to make a professional diagnosis and prognosis

regarding a patient's zillness.z disease 2. or condition2.

"Counseling" rneans one or more consultations as necessary

between a psychiatrist or psychologist licensed pursuant to Title 45

of the Revised Statutes and a patient for the purpose of determining

that the patient is capable and not suffering from a psychiatric or

psychological disorder or depression causing impaired judgment.

"Health care facility" means a health care facility licensed

pursuant to P.L.1971, c.136 (C.26:2H-l et seq.) 2.2

"Health care professional" means a person licensed to practice a

health care profession pursuant to Title 45 ofthe Revised Statutes.
z"Health care provider" means a health care professional or

health care facilit)r.2

"Informed decision" means a decision by a qualified zterminalllr

!f patient to request and obtain a prescription for medication that

the 2[qualified]z patient may zchoose to2 self-adn,inister to end the
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I patient's life in a humane and dignif,red manner, which is based on

2 an appreciation of the relevant facts and after being fully informed

3 by the attending physician of:

4 (1) the patient's medical diagnosis;

5 (2) the patient's prognosis;

6 (3) the potential risks associated with taking the medication to
7 be prescribed;

8 (4) the probable result of taking the medication to be prescribed;

9 and

l0 (5) the feasible alternatives to taking the medication, including,

l1 but not limited to, zadditional treatment opportunities.z palliative

12 care, zcomfot1 care.2 hospice care, and pain control.

13 "Medically confirmed" means that the medical opinion of the

14 attending physician has been confirmed 2@
15 P.L. . c. (C. ) (pendins before the Leeislature as this bill)2

16 by a consulting physician who has exatnined the patient and the

17 patient's relevant medical records.

l8 z["Participating in this act" or "participation in this act"]

lg "Participate in this act"2 means to perform the duties of z[an

20 attending physician or consulting physician, a psychiatrist or

2l psychologist providing counseling, or a pharmacist dispensing

22 medication,l a health care provider2 in accordance with the

23 provisions of 2lthis act] P,L, . c. (C. ) (pendine before

24 the Leeislature as this bill)z, but does not include: making an initial

25 determination that a patient 2[has a terminal disease] is terminally

26 !l!2 and inforn,ing the patient of the medical prognosis; providing

27 information about the provisions of zlthis act] P.L. . c. (C, )

28 (pending before the Lesislature as this bill)z to a patient upon the

29 patient's request; or providing a patient, upon the patient's request,

30 with a referral to another 2[physician] health care providerz,

3l "Patient" means a person who is under the care of a physician.

32 2["Physician" means a doctor ofmedicine or osteopathy licensed

33 to practice medicine in New Jersey by the State Board of Medical

34 Examiners.I2

35 "Qualified 2terminally ill2 patient" means a capable adult who is

36 a resident ofNew Jersey and has satisf,red the requirernents z[ofthis

37 act in orderl2 to obtain a prescliption for rnedication 2lthat the

38 qualified patient may self-administer to end the patient's life in a

39 humane and dignified mannerl pursuant to P.L. . c. lC. )

40 (pending before the Leeislature as this bill)2. A pcrson shall not bc

4l considered to be a qualified 2terminallv ill2 patient solely because

42 of the person's age or disability 2or a diasnosis of alry specific

43 illness. disease. or conditionz.

44 "Self-adrninister" means a qualified 2terminally illz patient's act

45 of ingesting medication 2[to end that individual's life in a humane
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and dignified mannerl thef hes heen nrrrcrrqnl 1n P T

c. (C, ) (pendine before the Leeislature as this bill)2.
2["Terminal disease" means an incurable and irreversible disease

that has been medically confirrned and will, within reasonable

medical judgment, result in a patient's death within six months'I

irreversibly fatal illness. disease. or condition 3[. A deterrnination

diaenosis that the patient is "terminallv ill." butl *th3 a þrosnosis.

months or less 3[,. with or without the provision of life-sustaining

"terminallv ill" for the purposes P.L. - c. (C. ) (oendins

before the Lesislature as this bill)I3 .2

4. (New section) A 2terminally illz patient may make a written

request for medication that the patient may zchoose toz self-

administer 2[in order to end that individual's life in a humane and

dignified manner in accordance with the provisions of this actl
pursuant to P.L. . c. (C. ) (pendine before the Lesislature

as this bill)z, if the patient:

a. is an adult resident ofNew Jersey 2as demonstrated pursuant

to section 11 of P.L, . c. (C, ) (pendin&before the

Leeislature as this bill)z;

b. is capable and has been determined by the patient's

attending physician and 2g2 consulting physician to be z[suffering

from a terminal diseasel tenninally ill2; and

c, has voluntarily expressed a wish to 2ldiel receive a

prescription for medication pursuant to P.L. . c' (C. )

(pending before the Legislature as this bill)z.

5. (New section) a, A valid 2writtenz request for medication

under zlthis act] P.L. . c. (C. ) (pendine before the

Leeislature as this bill)2 shall be in substantially the forrn set forth

in section 20 of z[this actl P.L. . c. (C. ) (pendine before

the Lesislature as this bill)2, signed and dated by the patient and

witnessed by at least two individuals who, in the patient's presence,

attest that, to the best of their knowledge and belief, the patient is

capable and is acting voluntarily to sign the request.

b. At least one of the witnesses shall be a person who is not:

( I ) a relative of the patient by blood, matriage, or adoption;

(2) at the time the request is signed, entitled to any portion of

the zpgliçne-cz estate zlof the qualified patient]2 upon the patient's

death under any will or by operation of law; and
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(3) an owner, operator, or employee of a health care facility

where the 2[qualified]2 patient is receiving medical treattnent or is

a resident.

c. The patient's attending physician at the time the request is

signed shall not serve as a witness.

d. If, at the time the written request is made, the patient is a

resident of a long-terrn care facility licensed pursuant to P.L.1971,

c.136 (C.26:2H-I et seq.), one of the witnesses shall be an

individual designated by the facility.

6. (New section) a. The attending physician shall ensure that

all appropriate steps are canied out in accordance with the

provisions of 2lthis actt P.L. . c. (C. ) lpending before

the Legislature as this billl2 before writing a prescription for

medication 2[to enablel that2 a qualif,red 2terminallv i1l2 patient
z[to end the patient's life in a humane and dignified manner, for

which purpose that physician shall] may choose to self-administer

pursuant to P.L. , c. (C. ) (pending before the Legislature

as this bill). including such actions as are necessary to2:

(l) rnake the initial detennination of whether a patient 2[has 
a

terminal diseasel is terrninallv ill2, is capable, and has 2voluntarilyz

made the request for rnedication zlvoluntarilyl pursuant to P.L.

c. (C. ) (pendine before the Leeislature as this bill)z;

(2) require that the patient demonstrate New Jersey residency
zpursuant to section 11 of P.L. . c. (C. ) lpending before

the Legislature as this bill)2;

(3) inform the patient of: the patient's medical diagnosis 2[; the

patient's] and2 prognosis; the potential risks associated with taking

the medication to be prescribed; the probable result of taking the

rrcdication to be prescribed; and the feasiblo altornatives to taking

the medication, including, but not limited to, zadditional treatment

opportunities.z palliative care, zcomfott care.2 hospice care, and

pain control;
(4) refer the patient to a consulting physician for medical

conf,rnnation of the diagnosis zand prognosisz, and for a

determination that the patient is capable and acting voluntarily;
(5) refer the patient for counseling, if appropriate, pursuant to

2[this actl section 8 of P.L. . c. (C. ) (pendine before the

Legislature as this bill):
(6) recornmend that the natient participate in a consultation

qualified to discuss these options with the patient2;

'lnl Q)' recommend that the patient notify the patient's next

of kin of the patient's decision to request the medication;

A-6



I
)

J

4

5

6

7

8

9

l0
ll
t2

l3
t4
l5
t6

t7

l8
t9
20

21

22

23

24

25

26

27

28

29

30

3l
32

33

34

35

36

JI

38

39

40

41

42

43

44

45

A2270 [3R] BURZICHELLI, EUSTACE
7

'[(7)] (Ð' advise the patient about the importance of having

another person present zif and2 when the patient z[takes thel

chooses to self-administerz medication prescribed under zlthis act]

P.L. . c. (C. ) (pendine before the Legislature as this bill)2

and of not taking the medication in a public place;
tI(8)I (Ðt inform the patient of the patient's opportunity to

rescind the request at any time and in any manner, and offer the

patient an opportunity to rescind the request at the 2[end ofthe l5-

day waiting period required by this actt time the patient makes a

cpnnnã nrel

c. (C. ) (pendine before the Leeislature as this bill)z;

'[(9)I llQt verify, immediately before writing the prescription

for medication under 2[this act] P.L. . c. (C, ) (pendine

before the Leeislature as this bill)z, that the patient is rnaking an

informed decision to request the medication; and
2[(10)] (11)2 fulfill the medical record documentation

requirements of z[this act] P.L. . c. (C. ) (pendine before

the Legislature as this bill)z.

b. The attending physician shall:

(1) dispense medication directly, including ancillary medication

intended to facilitate the desired effect to minilnize the patient's

discomfort, if the attending physician is authorized under law to

dispense and has a current federal Drug Enforcement

Administration certificate of registration; or

(2) with the patient's written consent:

(a) contact a pharmacist to inform the latter of the prescription;

and

(b) transmit the written prescription personally, by mail, or by
2[otherwisel2 permissible electronic communication to the

pharmacist, who shall dispense the medication directly to either the

patient, the attending physician, or an expressly identified agent of
the patient.

Medication dispensed pursuant to this subsection shall not be

dispensed to the patient by mail or other form ofcourier'
2[c. The attending physician may sign the patient's death

certificate, which shall list the underlying terminal disease as the

cause of death.12

7, (New section) A 2[personl patientz shall not be considered

a qtralified zterminally ill2 patient until a consulting physician has:

a. examined that 2[personl patientz and the 2[person's]

patient's2 relevant medical records;

b, confinned, in writing, the attending physician's diagnosis

that the 2[person is suffering from a terminal diseasel þatient is

terminallv ill2; and

raôf ôê 
^'^.,iãêã 

in canfinn 'l fl ^f DT
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c, verified that the z[person] p-eli.g!!z is capable, is acting

voluntarily, and has made an informed decision to request

medication 2[to end the person's life in a humane and dignified

manner] that. if the oatient mav ose to self-

administer pursuant to P.L. . c. (C. ) (pending before the

Leeislature as this bill)z.

8. (New section¡ 2a,2 lf, in the 2medical2 opinion of the

attending physician or the consulting physician, a patient
2requestine medication that the patient mav choose to self-

administer to P.L. s before the

Legislature as this bill) rnay not be capable because the patientz

may 2[be suffering froml b¿yg2 a psychiatric or psychological

disorder or depression 2[causing] that causesz impaired judgment,

2[either] thez physician shall refer the patient zto a licensed

psychiatrist or psvchologist2 for counseling 2to determine whether

the patient is capable. A consulting physician who refers a patient

this subsection shall provide written notice of the referral to the

attending pbysicianz. 2[Medication to end a patient's life in a

humane and dignihed manner shall not be prescribed unless the

person performing the counseling determines that the patient is not

suffering from a psychiatric or psychological disorder or depression

causing impaired judgment. I
b. If a patient has been referred to a licensed psychiatrist or

that the patient mav choose to self-administer pursuant to P.L.

c. (C. ) (pending before the Lesislature as this bill) unless

the attendine phvsician has heen notified in writins bv the licensed

the patient is capable.2

2[9. (New section) A patient shall not receive a prescription for

medication to end the patient's life in a humane and dignified

lranner unless the patient has made an informed decision.

Immediately before writing a prescription for rnedication pursuant

to this act, the attending physician shall verify that the patient is

rnaking an informed decision.12

tt10.I gj (New section) A zqualified terrninallv ill2 patient

shall not receive a prescription for medication z[to end the patient's

life in a hutnane and dignified mannerl that the patient mav choose

to self-administer pursuant to P.L. . c. (C. ) (pendins

before the Leeislature as this billl2 unless the attending physician

has recommended that the patient notify the patient's next of kin of
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the patient's request for medication 2[pursuant to this act]2, except

that a patient who declines or is unable to notify the patient's next

of kin shall not have the request for medication denied for that

reason.

2[tt,] tO.2 (New section) a. 2[In order to receive a

prescription for medication that a qualified patient may self-

administer to end the patient's life in a humane and dignified

lnanner, the patient shall rnake an oral request and a written request

for the medication, and reiterate the oral request to the patient's

attending physician at least 15 days after making the initial oral

request. At the time the patient makes a second oral request, the

attending physician shall offer the patient an opportunity to rescind

the request,

( 1) At least I 5 days shall elapse between the patient's initial oral

request and the writing of a prescription pursuant to this act.

(2) At least 48 hours shall elapse between the time the patient

signs the written request and the writing of a prescription pursuant

to this act.I In order to receive a prescription for medication that a

qualified terminally ill patient may choose to self-administer

pursuant to P.L. . c. (C. ) (oendine before the Leeislature

as this bill). the patient shall make two oral requests and one written

request for the medication to the patient's attendinq phvsician.

subject to the following requirements:
(1) at least l5 davs shall elalrse between the initial oral request

and the second oral request:

(2) at the time the patient makes a second oral request. the

the requestl
(3) the patient ma)¡ subrnit the written request to the attendine

phvsician when the patient makes the initial oral request or at an)'

tirne thereafter:

(4) the written reouest shall rneet the requirements of section 5

of P.L. . c. (C. ) (pending before the Legislature as this

bill)r
(5) at least l5 davs shall elapse between the patient's initial oral

request and the writing of a prescription pursuant to P.L.

c. (C. ) (pending before the Leeislature as this billl : and

(6) at least 48 hours shall elapse between the attendine

physician's receipt of the p¿tient's written request and the writine

of a prescription pursuant to P.L. . c. (C. ) (pendine

before the Legislature as this bill)z.

b. A qualified zterminally ill2 patient may rescind the request at

any time and in any manner without regard to the patient's mental

state. 2[The attending physician shall not write a prescription for

medication pursuant to this act without offering the patient an

opportunity to rescind the request.12
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1 c, zAt the time the patient makes an initial oral request for

2

3 to P.L, . c. (C. ) (pendine before the Legislature as this

4 bill). the patient's attendine physician shall recommend to the

5 patient that the patient participate in a consultation concernins

6

7

8

9

10

1l

t2
l3
14 terminal illness. includine the results of any such treatmentr and any

l5 palliative care. cornfort care. hospice care. and pain control

16 treatment the patient is currently receiving or has received in the

l7 past.

l8 0.2 fne 2attendins physician shall ensure that the2 foltowing

lg iterns z[shall be documentedl are included2 in the patient's medical

20 record 2[for the purposes ofthis act|2:

2l (l) 2the determination that the patient is a qualified terrninally

22 ill patient and the basis for that determination:

23 (Ð' 2[the oral requests and the written request] all oral and

24 written requestsz by the patient to the attending physician for

25 rnedication z[to end the patient's life in a hutnane and dignified

26 mannerl that the oatient may choose to self-administer pursuant to

27 P.L. . c. (-C. ) (pendin8 before the Legislature as this

28 bilt)z;

29 'lp)l Q)' the attending physician's diagnosis and prognosis,

30 and determination that the patient is capable, is acting voluntarily,

3l and has made an informed decision;

32 '[(3)I ø)' the consulting physician's diagnosis and prognosis,

33 and verification that the patient is capable, is acting voluntarily, and

34 has made an informed decision;

35 'Î(+) u report of the outcome and determinations made during

36 counseling ofthe patient pursuant to this act;12

37 (5) 2if applicable, a report of the determination made bv a

38 licensed psychiatrist or psvchologist as to whether the patient is

39 capable pursuant to section 8 of P.L. . c. (C. ) (pendine

40 before the Leeislature as this bill):
4l (6) the attendins phvsician's recommendation that the patient
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treatments:

Q)2 the attending physician's offe¡ to the patient to rescind the

patient's request at the time ofthe patient's second oral request; and

'[(6)I G)t a note by the attending physician indicating that all

requirements under 2[this act] P.L. . c. (C. ) (pending

before the Leeislature as this bill)z have been met and indicating the

steps taken to carry out the patient's request for medication,

including a notation of the medication prescribed.

'U2.1 !J-' (New section) A request for medication pursuant to
2[this actl P.L. . c. (C. ) (pendins before the Legislature

as this bilt)2 shall not be granted unless the qualified zterminalll¿ i1l2

patient has documented that individual's New Jersey residency by

furnishing to the attending physician a copy of one of the following
z[as applies to that individuall2:

a, a driver's license or non-driver identification card issued by

the New Jersey Motor Vehicle Commission;

b. proofthat the person is registered to vote in New Jersey;

c. a New Jersey resident gross income tax return filed for the

most recent tax year; or

d. any other government record that the attending physician

reasonably believes to dernonstrate the individual's current

residency in this State.

2ltl.7 tZ.2 (New section) Any medication dispensed pursuant

to z[this act that is not self-administered by a qualified patient]

P.L. . c. (C. ) (pendine before the Legislature as this bill)

shall be disposed of by lawful means.

2ll4.l 13.2 (New section) a. The Director of the Division of
Consurner Affairs in the Departrnent of Law and Public Safety shall

require that a health care professional report the following
information to the division on a form and in a manner prescribed by

regulation of the director 2. in consultation with the Commissioner

of Healthz:

(l) No later than 30 days after the dispensing of medication

pursuant to 2lthis act] P.L. . c, (C. ) (pending before the

Lesislature as this bill)2, the health care professional who dispensed

the medication shall file a copy of the dispensing record with the

division, and shall otherwise facilitate the collection of such

information as the director may require regarding compliance with
z[this act] P.L. , c. lC. ) (pendine before the Legislattrre

as this bill)z.
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(2) No later than 30 days after the date of the 2qualified

terminallv illz patient's death, the 2attendinsz physician 2[who

prescribed the medicationl2 shall transmit to the division such

documentation of the patient's death as the director shall require.
(3) In the event that anyone required to report information to the

division pursuant to z[this act] P,L. . c. (C. ) (pending

before the Leeislature as this bill)z provides an inadequate or

incomplete report, the division shall contact the person to reqì.lest a

complete report.
2(4) To the maximum extent practicable and consistent with the

process for reporting information pursuant to this subsection with

pharmacy perrnit holder pursuant to sections 25 through 30 of
P.L.2007 . c.244 (C.45:l-45 throueh C.45:l-50\.2

b. Any information collected pursuant to subsection a. of this

section that contains material or data that could be used to identify

an individual patient or health care professional shall not be

included under materials available to public inspection pursuant to

P,L.1963, c.73 (C.47:14-l et seq.) and P.L.2001, c.404 (C.47:lA-5
et al.).

c. The division shall prepare and make available to the public

on its Internet website an annual statistical report of information

collected pursuant to subsection a. ofthis section.

2Í15.7 14.2 (New section) a. A provision in a contract, will,
insurance policy, annuity, or other agreement, whether written or

oral, made on or after the effective date of zlthis act] P.L.

c. (C. ) (pending before the Le&islature as this bill)z, shall

not be valid to the extent that the provision would condition or

restrict a person's decision to make or rescind a request for

medication 2[to end the person's life in a humane and dignified

mannerl pursuant to P.L. . c. (C. ) (pendins before the

Legislature as this bill)2.

b. An obligation owing under a contract, will, insurance policy,

annuity, or other agreement, made before the effective date of z[this

actl P.L. . c. (C. ) (pendine before the Legislature as this

bill)2, shall not be affected by: the provisions of z[this act]

P.L. . c. (C. ) (pending before the Legislature as this

bill)2; a person's making or rescinding a request for medication 2[to

end the person's life in a humane and dignified mannerf pursuant to

P.L. . c. (C. ) (pendins before the Leeislature as this

þ-[!)'; ot any other action taken pursuant to zlthis actl P,L.

c. (C. ) (pendine before the Leeislature as this bill)2.

c. On or after the effective date of 2lthis act] P.L.

c, (C, ) (pending before the Leeislature as this bill)z,
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procuremeut or issuance of a life, health, or accident insurance

policy or annuity 2,2 or the premium or rate charged for the policy

or annuity 2,2 shall not be conditioned upon or otherwise take into

account the making or rescinding of a request for medication

pursuant to z[this act] P.L, . c. (C. ) (pending before the

Leeislature as this bill)z by any person.

21ta.7 ts.2 (New section) Nothing in 2[this actl P.L.

c. (C. ) lpendine before the Leeislature as this bill)2 shall be

construed to:

a. authorize a physician or any other person to end a patient's

life by lethal injection, active euthanasia, or rnercy killing 2. or anv

act that constitutes assisted suicide under any law ofthis Statez; or

b. lower the applicable standard of care to be provided by a

health care professional who participates in z[this act] P.L.

c. (C. ) (pendine before the Legislature as this bill)z.

21ó. (New section) A person shall not be authorized to take an)¡

action on behalf of a patient for the purposes of P.L. . c. (C. )

(þendine before the Legislature as this bill) bv virtue of that

person's desisnation as a guardian pursuant to N.J.S.3B:12-1 et

seq.. a conservator pursuant to N.J.S.3B:134-1 et seq.. a health care

representative pursuant to P.L. 1991. c.201 (C,26:2H-53 et seq.). or

a patient's representative pursuant to P.L.2011. c.145 (C.26:2H-129

to a health care provider ifthe patient so requests.2

17, (New section) a. (l) 2[AI Except as provided in section 19

of P.L. . c. (C. ) (pendins before the Legislature as this

bill). az person shall not be subject to civil or criminal liability or

professional disciplinary action for any action taken in compliance

with the provisions of zlthis actf P,L, . c. (C, ) (pending

before the Leeislature as this bill)z, including being present when a

qualified 2terrninallv ill2 patient 2[takes] self-administers2

medication 2[to end the patient's life in a humane and dignified

mannerf plgs-gnþ-Qdz pursuant to zlthis act] P.L, . c, lC. )

(pending before the Leeislature as this bill)z, A person who

substantially complies in good faith with the provisions of 2[this

actl P.L, . c. (C. ) (pendine before the Leeislature as this

bill)2 shall be deemed to be in compliance with 2[the act] its
provisions2.

(2) Any action taken in accordance \Ã/ith the provisions of 2[this

actl P.L. . c, (C. ) (pending before the Legislature as this

þi!!2 shall not constitute 2@2 suicide,
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assisted suicide, mercy killing, or homicide under any 2lcriminall2

law of this State.

(3) A patient's request for, or the provision of, medication in

compliance with the provisions of z[this act] P.L. . c. (C. )

lpending before the Leeislature as this billlz shall not 2[constitute

neglect for any purpose of law orl2 provide the sole basis fol the

appointment of a guardian or conservator.

b. Any action taken by a health care professional to participate

in z[this act] P.L. . c. lC. ) (pendine before the

Leeislature as this bill)2 shall be voluntary on the part of that

individual. If a health care professional is unable or unwilling to

carry out a patient's request under zlthis act]

loending before the Legislature as this bill)2, and the patient

transfers 2[his] the patient's2 care to a new health care professional
2or health care facilityz, the prior health care professional shall

transfer, upon request, a copy ofthe patient's relevant records to the

new health care professional 2or health care facilitl¡z.

18. (New section) a. A person who, without authorization of

the patient, zand with the intent or effect of causine the patient's

d-gA!!L' willfully alters or forges a request for medication pursuant

to 2lthis act,] P.L. . c. (C. ) (pending before the

Legislature as this billì2 or conceals or destroys a rescission of that

request 2lwith the intent or effect of causing the patient's death]2, is

guilty of a crime of the second degree.

b. A person who coerces or exerts undue influence on a patient

to request medication 2[to end the patient's life,I pursuant to

P,L. . c. (C, ) (pendinq before the Leeislature as this bill)2

or to destroy a rescission of a request t[,I' is guilty of a crirne of
the third degree.

c. zTheft of rnedication prescribed to a qualified terrninall:/ ill
patient pursuant to P.L. . c. (C. ) (pendins before the

a controlled dangerous substance as set forth in N.J.S.2C:20-2.

d.2 Nothing in 2[this act] P.L. . c. (C. ) (pending

before the Leeislature as this bill)z shall limit liability for civil
damages resulting from the negligence or intentional misconduct of
any person.

'z[d.I e.2 The penalties set forth in this section shall not

preclude the irnposition of any other criminal penalty applicable

under law for conduct that is inconsistent with the provisions of
2lthis actl P.L. . c. (C. ) (pending before the Legislature

as this bill)2.
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19. (New section) Any governmental entity that incurs costs

resulti[g from a z[person terminating his life] qualihed terrninallv

pursuant to 2lthis actl P,L, . c, (C, ) (pendins before the

Leqislature as this bill)z in a public place has a claim against the

estate of the z[person] p¿licg!2 to recover 2[suchl thosez costs and

reasonable attorneys' fees related to enforcing the claim.

20. (New section) A 2written2 request for a medication as

authorized by 2[this actl P.L. . c, (C. ) (pendine before

the Lesislature as this bill)2 shall be in substantially the following

form:

REQUEST FOR MEDICATION TO END MY LIFE IN A
HUMANE AND DIGNIFIED MANNER

I, , . . . am an adult of sound mind and a resident

of New Jersey.

I am suffering from . . . , which my attending

physician has determined is a terminal 2illness.2 disease 2. or

condition2 and which has been medically confirmed by a consulting

physician.

I have been fully informed of my diagnosis, prognosis, the nature

of medication to be prescribed and potential associated risks, the

expected result, and the feasible alternatives' including palliative

care, 2comfort care.2 hospice care, and pain control.

I request that my attending physician prescribe medication that I
may self-administer to end my life in a humane and dignified

manner and to contact any pharmacist zas necessarv2 to fill the

prescription.

INITIAL ONE:

. . . . . I have informed rny 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.

2INITIAL ALL THAT APPLY:

, Mv attendins phvsician has recommended that I

control options. and provided me with a referral to a health care

professional cualified to discuss these options with me.

A- 15
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and pain control oPtions.

. . . . . I am currently receivins þalliative care. comfort care. or

hospice care,2

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

time.

I understand the full import of this request 2,2 and I expect to die

if and when I take the medication to be prescribed. I further

understand that2,2 although most deaths occur within three houts,

my death may take longer and my physician has counseled me

about this possibility.

I make this request voluntarily and without reservation, and I

accept full z[morall2 responsibility for my 2[actionsl decision2.

Signed:

Dated:. . .

DECLARATION OF WITNESSES

By initialing and signing below on or after the date the person

named above signs, we declare that the person making and signing

the above request:

Witness 1

Initials
\Vitness 2

Initials

l. Is personally known to us or has provided proofofidentity.

2, Signed this request in our presence on the date of the person's

signature.

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

undue influence.

4. Is not a patient for whom either of us is the attending physician,

Printed Name of Witness 1: . .

Signature of Witness 1lDate: .

Printed Name of Witness 2: .

Signature of Vy'itness 2lDate:

4,-,0

NOTE: At least one witness shall not be a relative by blood,

marriage, or adoption ofthe person signing this request, shall not be

A- 16
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entitled to any portion of the 's estate on

or employed at a health care facilitY
and shall
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person is a patient or resident. If the patient is a resident of a long-

term care facility, one of the witnesses shall be an individual

designated by the facilitY.

21. (New section) The Director of the Division of Consutner

Affairs in the Department of Law and Public Safety, pursuant to the

"Administrative Procedure Act," P.L.1968, c.410 (C.52:148-l et

seq.), shall adopt such rules and regulations as are necessary to

implement the provisions of sections 1 through 20 of 2lthis act]

P.L. . c. (C. I (pending before the Legislature as this

bill)z, including the required reporting of information to the

division by health care 2[providersl p1a&ss-ionglsz pursuant to

section 2U47 132 of z[this actJ P.L. . c. (C. ) (pendinq

before the Leeislature as this bill)2.

22. (New section) The State Board of Medical Examiners,

pursuant to the "Administrative Procedure Act," P.L. 1968' c'410

(C.52:l4B-l et seq.), shall adopt such rules and regulations as are

necessary to implement the provisions of sections I through 20 of

P.L. , c. (C. ) (pending before the Legislature as this bill)

concerning the duties of a licensed physician pursuant thereto'

23. (New section) The New Jersey State Board of Pharmacy,

pursuant to the "Administrative Procedure Act," P.L, 1968' c'410

(C.52:l4B-l et seq.), shall adopt such rules and regulations as are

necessary to implement the provisions of sections 1 through 20 of

P.L. , c. (C. ) (pending before the Legislature as this bill)

concerning the duties ofa licensed pharmacist pursuant thereto'

24 New section) The State Board of Psychological Examiners,

pursuant to the "Administrative Procedure Act," P.L. 1968' c'410

(C.52:148-l et seq.), shall adopt such rules and regulations as are

necessary to implement the provisions of sections I through 20 of

P.L. , c. (C. ) (pending before the Legislature as this bill)

concerning the duties ofa licensed psychologist pursuant thereto'

25. (New section) a. As used in this section:

"Health care facility" or "facility" means a health care facility

licensed pursuant to P.L.1971, c.,136 (C.26:2H-1 et seq.).

"Health care professional" means a person licensed to practice a

health care profession pursuant to Title 45 ofthe Revised Statutes'

b. 2[A health care facility may adopt a written policy to

prohibit a health care professional from takingl (1) The existine

maximum extent possible. eovern the takins ofz any action 2b)' a
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health care professionalz pursuant to sections 1 through 20 of
P.L. , c. (C. ) (pending before the Legislature as this bill) on

the premises owned by, or under the direct control of, the facility
2[if the facility has given prior written notice of the written policy

to all health care professionals with privileges to practice on those

prernisesl except as otherwise prescribed by requlation of the

Commissioner f Health nursuant to (4\ of this

subsection.
(2) Any action taken by a health care facilitv to participate in

P.L. . c, (C, ) (pendine before the Lesislature as this bill)
shall be voluntary on the part ofthe facility.

(3) A health care facility shall not be subiect to a licensure

enforcement action by the Denartment of Health for any action

taken in compliance with the provisions of P.L. . c' (C. )

(oending before the Leeislature as th

(4) The Commissioner of Health. pursuant to the

seq.). shall adopt such rules and resulations as are necessary to

implement the provisions of sections I through 20 of P.L.

c. (C. ) (pending before the Legislature as this billl.

taken bv a health care professional on the premises owned by. or

under the direct control of. the facility2.

'(Ð' The provisions of this subsection shall not preclude a

zhealth care facilit)¡ or2 health care professional from providing to a

patient any health care services to which the provisions of sections

I through 20 of P,L, , c. (C. ) (pending before the Legislature

as this bill) do not apply.
t[.. A health care professional who violates a written policy as

set forth in subsection b. of this section, after being notified in

writing of that policy, is subject to such of the following actions as

the health care facility deems appropriate:

(l) the loss of privileges or membership, or other sanctions

provided under the medical staff bylaws, policies, and procedures of
the facility if the health care professional is a member of the

medical staff at the facility and takes the prohibited action while on

the premises of that facility, but not including the private medical

ofhce of a physician or other provider; and

(2) the termination of a lease or other contract for the occupancy

ofreal property or other nonmonetary remedy provided by the lease

or contract ifthe health care professional takes the prohibited action

while on the premises of the health care facility or on property that

is owned by or under the direct control of the facility; provided,

however, that no lease or other contract made on or after the

effective date of this act shall authorize or permit any nonmonetary

remedy for taking the prohibited action in the form of loss or

A- 18
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restriction of medical staff privileges or exclusion from a managed

care plan health care provider network; or

(3) the termination of a contract or other nonmonetary remedy

provided by contract if the health care professional takes the

prohibited action while acting in the course and scope of that

individual's capacity as an employee or independent contractor of

the health care facility, except that nothing in this subparcgraph

shall preclude:

(a) a health care professional from taking the prohibited action

while acting outside the course and scope of that individual's

capacity as an employee or independent contractor; or

(b) a patient from contracting with the patient's attending

physician and consulting physician to act outside the course and

scope of either physician's capacity as an employee or independent

contractor ofthe health care facility,

(4) A health care facility shall follow all otherwise applicable

due process and other procedures that the facility may have in place

relating to the imposition of sanctions on a health care

professional. l2

26. Section I of P.L.1991 , c,270 (C.2A62L-16) is amended to

read as follows:
l. a. Any person who is licensed in the State of New Jersey to

practice psychology, psychiatry, medicine, nursing, clinical social

work, or marriage counseling, whether or not compensation is

received or expected, is immune from any civil liability for a

patient's violent act against another person or against himselfunless

the practitioner has incurred a duty to warn and protect the potential

victim as set forth in subsection b. of this section and fails to

discharge that duty as set forth in subsection c. ofthis section'

b. A duty to warn and protect is incurred when the following

conditions exist:
(1) The patient has communicated to that practitioner a threat of

imminent, serious physical violence against a readily identifiable

individual or against himself and the circumstances are such that a

reasonable professional in the practitioner's area of expertise would

believe the patient intended to carry out the threat; or

(2) The circumstances are such that a reasonable professional in

the practitioner's area of expertise would believe the patient

intended to carry out an act of inrminent, serious physical violence

against a readily identifiable individual or against himself,

A duty to warn and protect shall not be incurred when a qualified
2terminallv ill2 patient requests medication that the patient mav

zchoose toz self-administer zlin order to end the patient's life in a

humane and disnified mannerlz in accordance with the provisions

of P.L. . c. (C. ) (pendine before the Legislature as this bill)'

c. A licensed practitioner of psychology, psychiatry, medicine,

nursing, clinical social work, or marriage counseling shall discharge
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the duty to warn and protect as set forth in subsection b. of this

section by doing [any] one or more of the following:

(1) Ananging for the patient to be admitted voluntarily to a

psychiatric unit of a general hospital, a short-term care facility, a

special psychiatric hospital, or a psychiatric facility, under the

provisions of P.L.1987, c,l l6 (C,30:4-27.1 et seq.);

(2) Initiating procedures for involuntary commitment to

treatment of the patient to an outpatient treatment provider, a short-

term care facility, a special psychiatric hospital 2,2 or a psychiatric

facility, under the provisions of P.L.1987, c.l16 (C.30:4-27.1 et

seq.);

(3) Advising a local law enforcement authority of the patient's

threat and the identity of the intended victim;

(4) Warning the intended victirn of the threat, or, in the case of

an intended victirn who is under the age of 18, warning the parent

or guardian of the intended victim; or

(5) If the patient is under the age of l8 and threatens to commit

suicide or bodily injury upon himself, warning the parent or

guardian of the patient.

d. A practitioner who is licensed in the State of New Jersey to

practice psychology, psychiatry, tnedicine, nursing, clinical social

work, or marriage counseling who, in complying with subsection c.

of this section, discloses a privileged communication, is immune

from civil liability in regard to that disclosure.

(cf: P.L.2009, c.l12, s.2l)

27. N.J.S.2C:11-6 is amended to read as follows:

2C:ll-6. rAidine Suicide.r A person who purposely aids

another to commit suicide is guilty of a crime of the second degree

if his conduct causes such suicide or an attempted suicide, and

otherwise of a crirne of the fourth degree. Anv action taken in

accordance with the provisions of P.L. . c. (C. ) (pending

assisted suicide.
(cf: P.L.1978, c.95, s.2C:11-6)

l [Z¡. this act shall be submitted to the people for their approval

or rejection at the next general election to be held at least 70 days

following the date of its enactrnent for the purpose of cornplying

with Article II, Section I, paragraph 2 of the New Jersey

Constitution.Il

1[Zg. tnis voter referendurn shall be subrnitted to the people in

the following manner and form:

There shall be printed on each official ballot to be used at the

general election, the following:
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a. In every municipality in which voting machines are not used,

a legend which shall immediately precede the question as follows:

If you favor the proposition printed below make a cross (X), plus

(+), or check (v ) in the square opposite the word "Yes." If you are

opposed thereto make a cross (X), plus (+¡ or check ( v ) in the

square opposite the word "No."
b, In every rnunicipality the following question:

YES

AUTHORIZATION TO ALLOW
CERTAIN PERSONS TO USE

MEDICATION TO END THEIR LIFE

IN A HUMANE AND DIGNIFIED WAY
Do you approve allowing an adult who is

able to rnake health care decisions and has a

terminal disease that will cause death within

six months to use a prescribed dnrg to end

his life in a humane and dignified way?

NO

INTERPRETIVE STATEMENT

Voter approval of P. L. , c. (C. )

(pending before the Legislature as this bill)
will permit an adult who is able to make

health care decisions and has a terminal

disease that will cause death within six

months to use a prescribed drug to end his

life in a humane and dignified way. Il

t[30.I 28.1 This act shall take effect on the first day of the

l[ttrir¿I fourthl month next following l[voter approval of this act

at the designated general electionl the date of enactment. but the

Director of the Division of Consumer Affairs in the Department of

Law and Public Safety. the Comrnissioner of Health. the State

Board of Medical Examiners. the New Jersey State Board of
Pharmac)¡, and the State Board of Psychological Exarniners may

shall be necessarv for the implementation of this actl.

9

l0
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t2
l3
t4
l5
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Opinion 2.211 - Physician-Assisted Suicide
Physician-assisted suicide occurs when a ph¡nician facititates a patient's death by providing the necessary means and/or information to enable the Patient t(

perform the tife-ending act (eg, the physician provides steeping pitts and information about the lethal dose, while aware that the patient may commit

suicide).

It is understandabte, though tragic, that some patÍents in extreme duress--such as those suffering from a terminat, painfut, debititating illness'-may come t
decide that death is preferable to [ife. However, attowing physicians to participate in assisted suicide woutd cause more harm than good, Physician-assisted

suicide is fundamentatty incompatibte with the physìcian's rote as heater, woutd be difficutt or impossibte to control, and woutd pose serious societal risks.

lnstead of participating in assisted suicide, physicians must aggressivety respond to the needs of patients at the end of tife. Patients shoutd not be abandone

once it is determined that cure is impossible. Muttidiscipl.inary interventions shoutd be sought inctuding speciatty consuttation, hospice care, pastoral supporl

famity counseling, and other modatities. Patients near the end of tife must continue to receive emotional supPort, comfort care, adequate pain controt,

respect for patient autonomy, and good communication. (1, lV)

Ljpdated June 199ó.

Copyrjghl 1995-2014 Anrerican Medical Associâtion Alt rights I cserved

ContactUslAdverLisvJithUslTL'rmsofUselPrivacvPolicvlcodeofCündtrctl5jternal)
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Opinion 2.21 - Euthanasia
Euth atient for the purpose of retieving the patient's intoterabte and incurabte

suffering.

It is understandabte, though tragic, that some patients in extreme duress--such as those sufferíng from a termina[, painfut, debititating iltness--may come t
decide that death is preferabte to tife. However, permitting physicians to engage in euthanasia woutd ultimatety cause more harm than good. Euthanasia is

fundamentatly incompatibte with the physician's role as healer, woutd be difficutt or impossible to control, and woutd pose serious societat risks,

The invotvement of physicians in euthanasia heightens the significance of its ethicat prohibition. The physician who performs euthanasia assumes unique

responsibitity for the act of ending the patient's tife. Euthanasia coutd atso readily be extended to incompetent patients and other vulnerabte populations.

lnstead of engaging in euthanasia, physicians must aggressivety respond to the needs of patients at the end of [ife, Patients should not be abandoned once i1

is determined that cure is impossible. Patients near the end of life must continue to receive emotional support, comfort care, adequate paín contfot, respe(

for patient autonomy, and good communication. (1, lV)

tssued June 1 994 based on the report -qegEiENgeljbqEldj]lllfg,: Ll¡ adopted June 1991 (JA ,rA. 1992', 267 i 2229-22331', Updated June 199ó

Copyright 1995-2O14 American Medicâl Associalion Àl[ rjghts reser ved.

Conlact Us I Advertir with Us I Terms of Uæ | PrjvacY Polìcv I Code of Condtlct I Sitenìôp
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Terminal Llncertainty
Washington's new "Death With Dignity" law allows doctors
to help people comrnit suicide-once they've determined
that the patient has only six months to live. But what if
tJrey're wrong?
By Nina Shapiro
published: January L4, 2oog

She noticed the 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 gave 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. The
prognosis she was given has proved to be "quite wrong."

"I just kept going and going," says Clayton. "You kind of don't
notice howlong 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. Since the day she was given two to
four months to live, Clayton has gone with her children on a
series of vacations, including a cruise to the Caribbean, a trip to

Maryanne Clalton with her son, Eric, in the Fred Hutch
waiting room: "Ijust kept going."

Details:

- Study: whl¡Now? Timing and
Circumstances of Hastened
Deaths

- Dilemmas by caretaÌ<ers and other
Oregon studies

- Stats on people who have used
Oregon's Death with Dignitylaw.

- Harvard professor Nicholas Christakis

looking at the accuracy of
prognosis.

- JAMA stud]¡ examining the
accuracy of prognosis.

UPDATE: "It Felt Like the Big one"
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Hawaii, and a tour of the Southwest that culminated 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 fun, not from cancer," Martins chuckles.

Her experience underscores the difficulty doctors have in forecasting how long patients have to live-a
diffÌculty that is about to become even more pertinent as the Washington Death With Dignity Act takes
effect March 4. The law, passed by initiative last November and modeled closely on a l4-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 law has 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 many on both sides can agree on. Dr. Stuart
Farber, head of palliative care at the University of Washington Medical Center, puts it this way: "Our
ability to predict what 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
whywe 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 applylng the rigid criteria for hospice eligibility, doctors often get it wrong, according to
Nicholas Christakis, a professor of medicine and sociolory 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 Medícal Cqre. "She lived for 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 shornrn that his mother was an exception. In zooo, Christakis published a

study in the British Medícal Journal that followed 5oo patients admitted to hospice programs in
Chicago. He found that only 20 percent of the patients died approximately when their doctors had
predicted. Unfortunately, most died sooner. "By and large, the physicians were overþ optimistic," says

Christakis.
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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 stafffrequently don't get enough time with patients to do
their 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 13 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
followedpopulatíons of people with these conditions. It's a statistical average. To be precise, it's a
median, explains Martins. "That means 5o percent will do worse and 5o percent will do better."

Doctors also shade their prognoses according to their ornm 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-of-life research program at
Harborview Medical Center, recalls treating an older man with severe emphysema a couple of years
"I didn't think I could get him off life support," Curtis says. The man was on a ventilator. Every day
Randall tested whether the patient could breathe on his own, and every day the patient failed the test.
He had previously made it clear that he did not want to be kept alive by machines, according to Curtis,

so the doctor and the man's family made the lwenching decision to pull the plug.

But as the man slowly to better. Curtis doesn't know exactþ why,
guesses that p 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 morning when Heidi Mayer wakes up, at S a.m. as is her habit, she says "Howdy" to her
husband Bud-veryloudly. "If he says'Howdy'back, I knowhe's OK," she explains.

t
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"There's always a little triumph," Bud chimes in. "f 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 TS,"hebecame 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
elderþ 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 dylng. 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
<¡ff service"-a polite way of saying 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,

\{hat'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 a tg99 paper published in the Journal of the Americqn
MedicalAssociation.

A-27
r0lt5l20I2http ://www. seattleweekly.com/content/printVersion/5 5399 1 /



Seattle Terminal Uncertainty - Seattle Weekly Page 5 of7

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), rZ did so between six months and two
years after getting their prescription, according to state epidemiologist Katrina Hedberg. Of course,
there's no telling how long any of the 34r would have lived had they not killed themselves. The
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 zoo people outlived their prognosis. Compassion &
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 theywill 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 maybe 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 [writing 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 IfW's Farber leans toward a different approach. \tVhile 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 zooo, the onetime L¡mnwood 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."
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Randy would 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 typicaþ people are only
weeks or days away from death when they want to kill themselves. Oregon's experience with people
hanging onto their medicine for so long, rather than rushing to use it as soon as they get a six-month
prognosis, 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 ready to die. University of
Washington bioethics professor Helene Starks and Anthony Back, director of palliative care at the
Seattle Cancer Care Alliance, are two of several researchers who in zoo5 published a study that looked
at z6 patients who "hastened" their death. A few were in Oregon, but most were in Washington, and
they brought about their own demise mostly either by refusing to eat or drink or by obtaining
medication 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 Management, quotes from an interview with
one of these patients before she took her life. Suffering from a congenital malformation of the spine, she

said it had reached the point that her spine or neck could be injured even while sitting. "f'm in an
invisible prison," she continued. "Every move I make is an effort. I can't live like this because of the
constant stress, unbearable pain, and the knowledge 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's most visible champion of physician-assisted suicide, would have preferred a law
that applied to everyone who viewed their suffering this way, regardless of how long they were expected
to live. He told The Neut York Times Magazine, î.or a December zooT story, that the six-month rule was

a compromise meant to help insure the passage of Initiative rooo. Gardner has Parkinson's disease, and
now cãn talk only hattingly by phone. In an interview 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 fouttd, however', that
pain is not the central issue. Fear of future 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 woman who had been a successful business owner. "That's what gave her her zest for
life," Back says, and without it she was ready to die.

Maryanne Clayton says she has never reached that point. Still, she voted for the Death With Dignity Act.
"Whyforce me to suffer?' ' she asks, adding that if she were today in as much pain as she was when first
diagnosed with lung cancer, she might consider taking advantage of the new law. But for now, she still
enjoys life. Her 35-year-old son Eric shares a duplex with her in the Tri-Cities. They like different food.
But every night he cooks dinner on his side, she cooks dinner on her side, and they eat together. And
one more day passes that proves her prognosis wTong.

nshapiro @ seattleweekly. com

AdChoices þ

tt

A-29
10ltsl2012http ://www.seattleweekly.com/content/printV ersionl 5 5399 I I



61312014

Þ House Homepage
Ð Calendars & Journals
Þ House News Room

Þ Flnd a Legislator
Þ House Committees
U About the House

ã NH House History
ã How NH House Votes
Ð House Leadership

*Þ House Rules

El House Staff
El Find a Bill

NH House of Representatiles

State of New gtampsfüre

House of Representatives
NH House Leadership

Speaker of the House

elected S ker of the House for the 20t3-2O14 biennium
on ce mbe r

Speaker's dutles are varled. Not only does the Speaker preside over a House
session (preserulng order while enforclng and interpreting the House parliamentary
rules), it is also the Speaker's responslbility to make committee appointments and refer
more than 1,000 bills to the appropriate committee for review. The only time the
Speaker votes is to break a tie,

Majority and Minority Leaders
prlmary responsibllltles of the Majorlty an

provide channelsdevelop pafty posltlons; to
the Speaker and work close

a

d Mlnority leaders are:to organlze and
of communlcatlons between the party and
s groups within their party, &l[Ðgüly
p. Gene Chandler of Bartlekt serves as

Þ Streamlng Media

ÞN Lin ks
der ls Steve Sh

with the variou
Co nco .Re

frJ¿
fr

Bill Status Search

httpi//wr¡flv,9 encourt,state,nh,us/house/abouthouse/l eaders hl p.htm

A-30
111



6t212014 û'ìember

Votes Sta

RePresentative StePhen Shu
Merrinrack- District 11

Seat #:2001
Incurnbent

Home Address:
11 Vinton Dr
Penacook, NH 03303-1583

Phone: (603)753-4563
Emailz steve.sh u ftleff@leg.sta te.n h 'u s

More:

B-1!!¡- lP,o-nsored

Sta.te of New Ï{ampsfüre

House of Representatt

Ð House Homepage

Ð Calendars & Journals

ã House News Room

Ø Flnd a Leqlslator
Ð House Roster
Ð Who is MY Leglslator
ã Members Emall

Ð Roster Downloads
Ð Votins Records

Þ House Commlttees

Ð House Staff
El About the House

House Commltee Information
Commlttee Name:

Position:

Telephone:

Committee Functlon:
N/A

Personal Website:
N/A

Personal BiograPhY:
N/A

Local Government Involvement:
N/A

Miscel laneous Information:
N/A

LEGISLATIVE ADMIN. SUBCOMMITTEE - ENROLLED

B.
RULES
CRIMINAL JUSTICE AND PUBLIC SAFETY

Member
V Chairman
Member

27t-3529
271-3661
27t-34t9

ã Find a Blll

Ð Slreamin
Ð NH Links

Medla

L,e u
tu

http://g encourt.state. nh.us/house/nnmbers/nember' aspx

A- 31
111



BillStatus BillRollCalls

New Hampshire General Court - Bill Status System

BillText Resu lt List Bill Status Bill Docket

11t1012014

Þ NH General Court
Þ New Query
Þ FAQS

H81325 Roll Calls
BillTitle: relative to death with dignity for certain persons suffering from a terminal condition.

LSR#: 252a Body: H Local Govt: N Chapter#: none Gen Status: HOUSE

House Roll Calls:

Date

Details 03/06/20|4

Ouestion/Motion navs

ITL 66

Vote #

t07

Yeas

2t9

No Rolls Calls Made by the Senate.

Senate Roll Calls:

¡( LTL {,nøY.(rJl,¿"k
Disclaimer:
,k>txxrß***t<*r(t<r<r.*xxxx**************t<**r<*****t<*t(,Ft<rl.*t<*****xt<x

NH House NH Senate

A-32
111



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 Vermont Alliance for 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 immunity 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 disabilities or dirninished capacity are not coerced into ending

their lives, or to safeguard against the diversion of the drugs.

Sen. Claire Ayer, D-Addison, who helped shepherd the bill into law last session, said the

opponents' concerns are a rehash of the points they raised before.

"I don't hear anything new," she said. "I think that we've settled these issues."

http://vtdigger.orgl20l4102l2Tlopponents-call-repeal-assisted-suicide/
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N,M. official appeals'rigþtto die, ruling - KFDA - NewsChannel 10 /... htþ://www,newschannell0.comlstnryl24968237hwrofficial-appeals'r.'

NMchannÊt lo Hom Nrwlch¡nn.l loTæ folonndô connrollont! E¡glll Hggllh HgæI¡kr E¡tlIBll¡lil cl¡¡.lll'd

N.M. offrcial appeals tright to die'
ruling
Porleú Mü I 3, 2014 l1:& Atll PSf
Uldrl.ú M{ lt, zola ll iõî Att P9f

AIEUQUERQUE, N.M. (AP) - New Mexlco Attorney General Gary Klng ls aPpeallng a

couÉ rullng that termlnally lll patlents can seek a physlclön's help ln dylng'

Klng tells the Albuque¡que Joumal (httpr//blt.ly¿1ÇuERBb ) that one of the prcblems

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

Klng also says he wants to proted the asslsted sulclde law. That law classlfles helplng

wlth $llclde as a felonY'

The case centers on AJa Rlggs, a Santa Fe r€sldent who was dfagnosed wlth an

aggresslve uterlne cancer Her cancer ls ln femlsslon, but doctors oçect lt to retum.

, Na$ ruled that termlnally ¡ll p¿tlents have the rlght to åld ln dylng, and that "such

deaths are not consldercd 'sulclde' under the asslsted sulclde law

Copyrlght 2014 The Assætated Prest All dghts Êset@. mb matcdal may not be

p ubllshed, þruadcast, tEwtltten or redlstrlþuted,

Þ
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SHARE:

Dec I 1,2013 6:38 PM by Sanjay Talwani - MTN News

Montana judge hears assisted suicide
arguments

HELENA - The issue of physician assisted suicide was in court Tuesday.

Monta na ns Aqa I nst Assisie d

Suiclde(http:/lwww.monta.nansaqalnstassistedsuicide.org/ì ls argulng that

a policy position by the Montana Board of Medlcal

lmplies that phystcian asslsted suicide may be legal.

)
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A lawyer br the Board says that the position - slnce resclnded, says no

such th¡ng. Mlchael Fanning says the group bdngfng the lawsuit has no real

case ls trying to brce the lssue to the Montana Supreme Court.

The position paper, written in response to doctor inqulries, said that the

board would handle complaints rclated to asslsted sulclde on a cas+by{ase
basls as it would other cases.

Ma¡garet Dolt, an attomey 6r MAAS, sald the paper o\erstepped the

Boãrd's auiñorlt-!, and lmplled to many that assisted suiclde was legal ln

Montana.

nThey are a board that ls comprised of 11 doctots and two membe¡s of the

public,; she said. "lt has no expertise to be making a pronouncement, that aid

in dylng ls legal in Montana. That's the role of the legislaturc or a court and

they are neither.n

She said that such an understanding had huge lmplicatlons in denluing the

liras of the slck and elderlY.

paper - in to the lawsult - has slnce been

by court action was

still needed to prer,ent the Board from ælnstatlng such a Pos¡tion.

she repeatedly asked District Judge Mlke Menahan to weigh in on a

Montana Supreme Court ruling known as Baxter, that enr,isions pOtentlal

deËnses to doctors charged with homicide for assisting with suiclde.

But Menehan said it wasnt the role of a dlstrict judge to rule on a Montana

Supreme Court order.

Mlchael Fannlng, an attomey br the Board, said MAAS had no standlng to

bring the lawsuit, has suffe¡ed no damages ftrom the BoardS resclnded pos¡tion

and was slmply jockeylng to get the case befure the Montana Supreme @urt

in hopos of owrtuming the Baxter ruling.

"This most certalnly is a polltlcal questlon, a phllosophlcal question or an

academlc debate, but it is not a lawsuit," he said' nln fact, this is a feigned

case. lt was contri\ed simply to bring this matter bebre you''

Menahan dld not immediately rule on the case.

L
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FOR: IMMEDIATE RELEASE, February ll,20l4
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 as 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
legalization of 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
IMAAS'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."
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MAAS is a single issue group that welcome everyone opposed to assisted-suicide regardless of
their views on other issues. In2013, 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:
htç://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.orylplquick-facts-about-assisted-suicide.html
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11t11t2014 Montanans Against Assisted Suicide: SB 220 Defeated
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It's gßat to bê allvel Don't let
asslstod sulcldg bocomo l€gal
ln Montanal

Jeanette Hall, 12 years
after her doctor talked
her out of physician-
asslsted sulcide in
Oregon - Cllck photo to
read her story #

Volcoa From Ofegon and
Washlngton Who6 AsElstsd
Sulcld6 ls Legal

o "l was afraid to
leave my husband
alone"

. "This is how society
w¡ll pay you back?
With non-voluntary
or involuntary
euthanasia?"

o "If Dr, Stevens had
believed in assisted
suicide. I would be
dead"

o "It wasn't the father
say¡ng that he
wanted lo die"

. "He made the
mistake of asking
about assisted
suicide" #

SB 220 Defeated

On February L3, 20L3, an Oregon-style assisted suicide bill,
SB 220, was defeated and tabled ln the Senate Judiciary
Committee's executive session,

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

22O, see this link:
http ://maasd ocu ments, f¡les. word press, com/ 2Q 73 / 02/ ml-
no-on -sb-220_00 1 1. pd f
* * To view the bill's information page, go here.

/ ]'.3iìl n""ornr"na thís on coogle

Home

Subscribe to: Posts (Atom)

Your ¡upport ls appr€clated

Please click on the flag
to learn how you can
donate to support our
appeal to the Supreme
Court of Montana,
Thank you.

WHYWE CARE

To learn about our
court case, go here,
here and here.

To learn more about
problems with legal
assisted suicide, go to
Quick Facts About
Assisted SuÌc¡de.

Some healthcare
providers already
mlsuse and/or abuse
palllatlve care. If
assisted suic¡de is

made legal, prov¡ders
will have even more
power to abuse
patients and/or take
away patient choice, To
learn more, click here,

To see our doctor
ad, please go here¿{
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11111t2014 Oregon Revised Statute

Get the Facts about Ebola

Oregon Revised Statute

Chapter 127

Note: The division headings, subdivision headings and leadlines for 127 .80O to 127.890, 127 .895 and 127 .897 wera
enacted as part of Ballot Measure 1 6 (1994) and were not provided by Legislative Counsel.

Please browse this page or tH download the statute for printing - (or read the statute at
httos://www,oregon leq ls latu re.oov)

127.800 s.1.01. Deflnitions.

The following words and phrases, whenever used in ORS '127 .800 lo 127 .897 , have the following meanings:

(1) "Adult" means an individual who is 18 years of age or older.

(2) "Attending physician" means the physician who has primary responsibility for the care of the patient and treatment of
the patient's terminal disease.

(3) "Capable" means that in the opinion of a court or in the opinion of the patient's attending physician or consulting
physician, psychiatrist or psychologist, a patient has the ability to make and communicate health care decisions to health
care providers, including communication through pe¡sons familiar with the patient's manner of communicating if those
persons are available.

(4) "Consulting physician" means a physician who is qualifìed by specialty or experience to make a professional
diagnosis and prognosis regarding the patient's disease.

(5) "Counseling" means one or more consultations as necessary between a state licensed psychiatrist or psychologist
and a patient for the purpose of determining that the patient is capable and not suffering from a psychiatric or
psychological disorder or depression causing impaired judgment.

(6) "Health care provider" means a person licensed, certified or otherwise authorized or permitted by the law of this
state to administer health care or dispense medication in the ordinary course of business or practice of a profession,
and includes a health care facility.

(7) "lnformed decision" means a decision by a qualified patient, to request and obtain a prescription to end his or her life
in a humane and dignified manner, that is based on an appreciation of the relevant facts and after being fully informed
by the attending physician of:

(a) His or her medical diagnosis;

(b) His or her prognosis;

(c) The potential risks associated with taking the medication to be prescribed;

(d) The probable result of taking the medication to be prescribed; and

(e) The feasible alternatives, including, but not limited to, comfort care, hospice care and pain control.

(8) "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.

(9) "Patient" means a person who is under the care of a physician.

(10) "Physician" means a doctor of medicine or osteopathy licensed to practice medicine by the Board of Medical
Examiners for the State of Oregon.

(11) "Qualified patient" means a capable adult who is a resident of Oregon and has satisfied the requirements of ORS
127.8001o 127.897 in order to obtain a prescription for medication to end his or her life in a humane and dignified
manner,

(12) "Terminal disease" means an incurable and irreversible disease that has been medically confirmed and will, within
reasonable medicaljudgment, produce death within six months. fl995 c.3 s.1.01; 1999 c.423 s.1l

(Written Request for Medication to End One's Life in a Humane and Dignified Manner)

(Section 2)

127.805 s.2.01, Who may lnltlate a wrltten request for medlcatlon.

(1) An adult who is capable, is a resident of Oregon, and has been determined by the attending physician and
consulting physician to be suffering from a terminal disease, and who has voluntarily expressed his or her wish to die,
may make a written request for medication for the purpose of ending his or her life in a humane and dignified manner in
accordance with ORS 127.8001o 127.897.

(2) No person shall qualify under the provisions of ORS 127.800 to 127.897 solely because of age or disability. [1995
c.3 s.2.01; 1999 c.423 s.2l

127,810 s.2,02. Form of the written request.

http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/DeathwithDignityAcVPages/ors.aspx
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Oreson's Death with Dienitv Act--2013

ill adult Oregonians to obtain and use prescriptions from their p ans 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 g prescribed DWDA medications

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

certificates received by the Orego n Public Health Division as of Janua ry 22,20L4
For more detail, please view the figures and tables on our web

r)¿¿ u tnsuI4-! ./
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Oregon Public Health Division - 2013 DWDA Report

As of January 22,2014, prescriptions for lethal medications were written for
122 people during 2Ot3 under the provisions of the DWDA, compared to 1-L6

during 2Ot2 (Figure L). At the time of this report, there were 71 known DWDA

deaths during 2013, This corresponds lo 21,9 DWDA deaths per L0,000 total

deaths. 
l

Since the law was passed in 1997, a total of L,t73 people have had DWDA

prescriptions written and752 patients have died from medications

prescribed under the DWDA.

Of the 122 patients for whom DWDA prescriptions were written during 201,3,

63 (51.6%) and died from the medication. Eight (8) patients with
prescriptions written during the previous years (2OII and 2012) died after

ingesting the medication during 20t3, for a total of 7t DWDA deaths.

Twenty-eight (28) of the I22 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 2013. Seven (7) of these patients died, but follow-up
questionnaires indicating 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 duri ng2}t3, most (69.0%l were aged 65 years or

o

O

O

older; the median a was 7L 6 rs . As in previous years,rs r

most were white (94.4%), well-ed ucated 535% a baccalaureate

degree), and had cancer (64.8%l.ln 2013, fewer patients had cancer (64.8%l

d to previous years (80.4%1, and more patients had chronic lower

respiratory disease (9.9%1, and other underlying illnesses (16.9%1.

o Most (97.2%) DWDA patients died at home, and most (85,7%l were enrolled in

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

time of death. Excluding unknown cases, most 1P6.7%) had some form of

t Th" rrte per 10,000 deaths is calculated using the total number of Oregon resident deaths in 2O72 (32,4751, the
most recent year for which final death data are available.

http://public. hea lth.orego n.gov/P roviderPa rtnerResources/Eva lu ation Research/

DeathwithDignityAct/Documents/year16.pdf Page 2 of 7 A-42
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Oregon Public Health Division - 2073 DWDA Report

o

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

(43,5%) was lower in 2013 than in previous years (64.7%), and the number of

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

previous years (532% compared lo 33.7%).

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

were: loss of autonomy (93.O%1, decreasing ability to participate in activities

that made life enjoyable (88.7%), and loss of dignity (73.2%1.

Two of the 71 DWDA patients who died during 2OI3 were referred for formal

psychiatric or psychological evaluation.

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

(I1,.4%l during 2O!3 compared T.o 165% 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 2Ot3. Among those 11 patients, time from

ingestion until death ranged from 5 minutes to 5.6 hours'

Sixty-two (62) physicians wrote the 122 prescriptions provided during 2Ot3

(range 1-10 prescriptions per physician).

During 20L3, no referrals were made to the Oregon Medical Board for failure

to comply with DWDA requirements.

http://pu blic. hea lth,oregon.gov/ P roviderPa rtnerResou rces/Eva lu atlo n Research/

DeathwithDignityAct/Documents/year16. pdf

o
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O

o

o
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Oregon Public Health Division - 2OL3 DWDA Report

http://public. hea lth,oregon.gov/P rovid erPa rtnerResources/Evalu atio n Research/

Deathwith D ign ityAct/Docu m ents/yea r16. pdf
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Figure 2: Summary of DWDA Prescriptions Written and Medicat¡ons lngested in 2013,

as ofJanuary 22,20L4
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Oregon Public Health Division - 2013 DWDA 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 ,2OL4, Oregon, 1998-2013 -
2Ol3 t998-20L2 Total

Characteristics (N=71) (N=681) (N=752)

Male (%) 44 (62.0\ 3s2 (s1.7) 396 (s2.7

Female (%) 27

0 (0,0) 6 (0.9)

355 47.3

6 (0,8)

329

18-34 (%l

35-44 (%l 1 (1.4) 7s (2.2\ t6 (2.11

4s-s4 (%l 6 (8.s) s2 (7.61 s8 (7.7)

ss-64 (%l 1s (21.1) 147 (20.7\ 1s6 (20.7)

65-74l%\ 23 (32,41 194 (28.s) 2r7 (28.9)

7s-84 (%l L7 (23.91 189 (27.8) 206 Q7.4\

8s+ (%) 9 (12.71 84 (12.3) s3 (12.4)

Median 7T 77 2 7'1,

White (%) 67 (94.4) 662 ß7.61 729 ß7 .3)

African American (%) 0 (0.0) 1 (0.1) 1 (0.1)

American lndian (%) 1 (1.4) 1 (0.1) 2 (0,3)

Asian (%) 0 (0.0) 8 (1.2) 8 (1.1)

Pacific lslander (%) 0 (0.0) 1(0.1) 1 (0,1)

Other (%) 1 (1.4) o (o.o) 1 (0,1)

Two or more races (%) 2 (2.81 0 (0.0) 210.3)

Hispanic (%) 0 (0.0) s (0.7) s (0,7)

Unknown 0 3 3

Married (%)2 36 (s0.7) 3r0 (4s.7\ 346 (46.21

Widowed (%) 13 (18.3) 1s8 (23.3 r7r Q2.81

Never married (%) 8 (11.3) ss (8.1) 63 (8.4)

Divorced (%) 1.4 (t9.71 rss (22.91 169 (22.6\

Unknown 0 3 3

Less than high school (%) 2 (2.81 42 (6.21 44 (s.el

High school graduate (%) 10 (14.1) 1s4 (22.81 1.64 (22.01

Some colleee (%) 21. Qe.6l 177 (7-6.21 1e8 (26.s)

Baccalaureate or hieher (%) 38 (s3.s) 303 (44.8) 341 (4s.6)

Unknown 0 5 5

Metro counties (%)3 25 ßs.2\ 289 (42.6\ 31.4 (4r.91

Coastal counties (%) s(7 .0) sL (7.s) s6 (7,s)

Other western counties (%) 33 (46.s) 292 A3.r 325 @3.41

East of the Cascades (%) 8 (11.3) 46 (6.8) s4 (7.21

Unknown 0 3 3

Hospice

Enrolled (%)a 60 (8s.7) ss3 (90.s) 6s3 (90.1)

Not enrolled (%) 10 (14.3) 62 (s.s) 72 (s.sl

Unknown 1 26 27

I nsurance

Private (%)s 27 (43.5\ 424 ß4.7\ 451 162.9)

Medicare, Medicaid or Other Governmental (%) 33 (s3.2) 227 (33.71 2s4 (3s.41

None (%) 2 (3.2\ 10 (1.s) t2 (!.71

Unknown 9 26

http://public.health.oregon,gov/ProviderPartnerResources/Eval uationResearch/Deathwith Dign ityAct/Documents/year16.pdf
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Oreson Public Health Division - 2013 DWDA Reoort
2OL3 I998-20t2 Total

Characteristics (N=71) (N=681) (N=752)

Malignant neoplasms (%) 46 (64.8) 545 (80.4) 591 (78.9)

Lung and bronchus (%) 10 (14.1) 12s (1s.0) 13s (18,6)

Breast (%) 1. (1..4) s6 (8.3) s7 (7.61

Colon (%) 6 (8.s) 43 (6.3) 4s (6.s)

Pancreas (%) 2 (2.8) 4s (6.6) 47 (6.3)

Prostate (%) 2 (2.81 31 (4.6) 33 (4.41

Chronic lower disease

Ova

Other

T 27 28

2r4 31.6 238 31.8

4917.21 s417.21

27 34

13 7 t4
9 1,3) 9

35

3 3

42 (6.21 44 (s.s)

3

lateral sclerosis

24

s (7.01

7

Heart Disease (%)

H

Other illnesses

Unknown

t
o (o.ol

t2 16.

0

2 (2.81

47

Referred for psychiatric evaluation (%)

Patient informed family of decision (%)7 62 (s1..2) s70 (s3.s) 632 (e3,8)

Patient died at

Home (patient, familv or friend) (%) 6e (s7.21 64s (9s.1) 714 (9s.3)

Long term care, assisted living or foster care facility (%) 2 (2.81 27 (4.01 2s (3.s)

Secobarb¡tal (%) U
Pentobarbital (%)

er

0 0

0

0

t
5

01 1,

Other

Unknown
Lethal medication

64 90.1

0

396 8.1

278 40.8

5 7)

3

403

342 45

7

3

7

t4, 7

66 93.0 618 1.3 684

Less able to engage in activities making life enjoyable (%) 63 (88.7) 602 (88.9) 665 (88.9)

Loss of dignity (%)10 52 (73.2) 4s2 (81.9) s04 (80.9)

Losing control of bodily functions (%) 26 (36.6) 350 (51,7) 376 (50.3)

Burden on fami tvers 299

ln ad in control or concern about it 177

Financial im lications of treatment

When medication was

Other ician not resent 238

No 76

Unknown 249

At time of death

264

235

73

192

3

57

Prescribing phVsician (%) 8 (r.1.4) ee (16.s) 107 (16.0)

Other provider, prescribing phVsician not present (%) 5 (7.1) 2s8 (43.1) 263 (39.3)

No provider (%) s7 (81.4) 242 (40.4) zss (44.71

Unknown 1 12 13

Regu rgitated 22220

Seizures 0 0 0

Other I0t
None 10 4'17 487

Unknown 24L18259

Regained consciousness after ingesting DWDA medicationsl3 0 6 6

http://public. health.oregon.gov/ProviderPartnerResou rces/EvaluationResea rch/Deathwith DignityAct/Documents/year16.pdf Page 6ÞÍJ AtS
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ô¡aonn Dr ¡hli¡ l..lcelth fìirricinn - ,n1 ? D\^/DA Rehôrt
20L3 1998-20t2 Total

N=752)Characteristics

Duration (weeks) of ician relationshipla

Median 13 72 t2
Range L-719 0-1905 0-1905

Number of pqtients with ínformqtion ovailable 71 679 750

Number of potients wìth ínformotion unknown 220

Duration (days) between 1st request and death

Median 52 46 47

Ranqe t5-692 15-1009 15-1009

Number oÍ pa t¡ents w¡th information ovailoble 71 681 752

Number of patien ts with information unknown 0o 0

Minutes between ingestion and unconsciousnesstt

Median 555

Range 2-2s 1-38 1-38

Number of potien ts with information avqilable 11 476 487

Number of potients with information unknown 60 205 265

M¡nutes between ingestion and deathll
Median 15 25 25

Range (m¡nutes - hours) 5min-5,6hrs lmin-104hrs lmin-L04hrs

Number with available 11 481 492

Number of potients informotion unknown 26060 200

1 Unknowns are excluded when calculating percentages.

2 lncludes Oregon Registered Domestic Partnerships.

3 Clackamas, Multnomah, and Washington counties,

a lncludes patients that were enrolled in hospice at the time the prescription was written or at time of death.

Private insurance category includes those with private insurance alone or in combination with other insurance.

lncludes deaths due to benign ând uncerta¡n neoplasms, other respiratory diseases, diseases ofthe nervous system (including multiple

disease and Huntington's disease), musculoskeletal and connective tissue diseases, viral hepatitis, diabetes mellitus,

cerebrovascular disease, and alcoholic liver dlsease.
7 Firstrecordedbeginningin20Ol, Sincethen,3lpatients(4.6%) havechosennottoinformtheirfamilies,and12patients(1.8%) have

had no family to inform. There was one unknown case in 2002, two in 2005, one in 2009, and three in 2013.
8 Other includes combinations of secobarbital, pentobarbital, and/or morphine,

s Affirmative answers only ("Don't know" included in negative answers). Categories are not mutually exclusive. Data unavailable forfour
patients in 2001.

10 Firstaskedin2003.DataavailableforallT!patientsin2013,552patientsbetween!998-2OL2,and623patientsforallyears.
11 Thedatashownarefor2OOL-2OL3sinceinformationaboutthepresenceofahealthcareprovider/volunteer,intheabsenceofthe

prescribing physician, was first collected in 2001,
12 A procedure revision was made mid-year in 20L0 to standardize reporting on the follow-up questionnaire. The new procedure accepts

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

present at the time of death. Th¡s resulted in a larger number of unknowns beginning in 20L0.
13 Therehavebeenatotal ofsixpatientswhoregainedconsciousnessafter rescribedlethal medications.Thesepat¡entsarenot

included ¡n the total number of DWDA deaths. These deaths occurred in 2005 (1 death), 2010 (2 deaths), 2011 (2 deaths) and 20L2 (1

death). Please refer to the appropriate years' annual reports on our website (http://www,healthoregon.org/dwd) for more detail on

these deaths.
14 Previous reports listed 20 records missing the date care began with the attending physician. Further research with these cases has

reduced the number of unknowns.
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111't112014 Law Offices of Margaret K. Dore, P.S. Mail - Letter to editor, New Haven Register

M argaret Do re < m arg aretdore@m argaretd ore. co m >Ì\l;u'*iu'el li. l)nl'r:

Letter to editor, New Haven Register
1 message

William Toffler <toffler@ohsu.edu>
To: " letters@nhregister.com " <letters @nhregister. com >

Dear Editor,

Sun, Feb 23, 2014 at 7:23 PM

I am a professor of Family Medicine and a practicing physician in Oregon for over 30 years. I write to provide
some insight on the issue of assisted suicide, which is legal in Oregon, and which has been proposed for
legalization in Connecticut. (Raised Bill No. 5326)

Our law applies to who are predicted to have less than six months to live. ln practice, this
idea of terminal ha become stretched to include people with chronic conditions such as "chronic lower
respiratory disease" and "diabetes". P e conditions are considered terminal if are

nt on their medications such as ulin to tve. are e n ans unless
they VE r med ons persons, treatment, could othenruise 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 want this to happen to you or your family?
I

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: http://www.
noassistedsuicideconnecticut,org/2014102loregons-new-assisted-suicide-report.html

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 SW Sam Jackson Park Road
Portland, OR 97239
503494-5322
503-494-8573 (patient care)
5034944496 (fax)
toffler@ohsu,edu

A-48
https//mail.google.com/mail/t/1 l?ui=2&ik=a7fe5d839e&view=pt&as_from=toffler%40ohsu.edu&as_subj=fl¿ys¡&as sizeoperator=s sl&as sizeunit=s smb&a... 111



- -\) ."',*,^r^k N". çc W
Ca +c K1t>W Ptl'uk"
al.soa(la'Ø'ù à ah

%V.)IJ- +- Þrc'æ^k
qç.

CRAIG D. CHARLTON
CHARLTON LAW FIRM, PLLC
3!4 N. Last Chance Gulch'
Helena, MT 59601
(406) 502-]-2l.4
craigG charl-tonlawmt . com

Attorneys fot Petitioner

Suite 309

Affidavit of Kenneth Stevens, Jr. ' 
MD - page 1

E:\ASE Files\Montana Board\Aff.idavit Kenneth stevens MD'wpd

MONTAIIA FIRST JUDICTAI DISTRICT COURT'
LETVIS A}ID CLARK COUNTY

MONTANANS AGAINST ASSISTED
SUICIDE & FOR LIVING WITH
DIGNITY, a Montana NonProfit
Pub1ic Benefit CorPoration,

Cause No. ADV-2OL2-1057

AT'E.IDAVIT OF KENNETH R.
srE\¡ENS, ß., MD

PETITIONBR,

VS.

BOARD OF MEDTCAL EXAMINBRS/
MONTANA DEPARTMENT OF LABOR &

INDUSTRY/

RBSPONDBNT.

STATE OF ORBGON
ss.

COUNTY OF CLACKAMAS

KENNETH STEVENS, MD, being first duly sv¡orn on oath, deposes

and says as fol-lows:

1. I am a doctor in Oregon where physician-assisted suicide is

Iegal. I am also a Professor Emerj-tus and a former Chair of the

Department of Radiation oncoJ-ogy, oregon Heal-th & science

university, PortJ-and, oregon. I have treated thousands of

Appendix, Tab 6, Affidavit of Kenneth Stevens, MD
Pagg14þ10



pati-ents \^Iith cancer.

2. On December 5, 201-L, I submitted a letter to the Board of

Medical Examiners, which is attached hereto as Exhibit A.

3. The instant affidavit updates that letter to refl-ect current

Oregon practice. Specifica1ly, the "fj-ve year, five percent"

rule described in my letter has been repJ-aced with the

prioritization

4. In Oregon,

scheme described bel-ow.

our assisted suicide Iaw

than six months to

applles to patlents

live. I write topredicted to have less

clarify that this does

dying.

5. In 2000, L had a

Another doctor had given her

whích wasto a year to live,

cancer. I understand that he

not want to be treated and that

kill herself with a lethal dose

not necessarily mean that patients are

cancer patient named Jeanette HaIl-.

6. At our first meeting, Jeanette tol-d me plainly that she did

her prospects were good.

treatment. She had made

a terminal- diagnosis of six months

based on her not being treated for

had referred her to me.

was going to \\do/' our law, i.e.,

of barbiturates. f t \^Ias very

She v/as not, however, interested in

but she continued to see

much a settled decision

personally, did not and do not believe in assisted1. r

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

up her mi-nd,

me

Affidavit of Kenneth stevens, Jr.r ìltD - paqe 2
F:\.\SE Files\Montana Board\Affidavj.t Kenneth Stevens MD'wpd
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8. On the third or

and learned that she

she went through with

to be treated and she

thrilled to be alive.

9. For Jeanette,

had steered her to

fourth visit, I asked her about

had a son. I asked her how he

her plan.

is still-

Shortly after that,

al-ive today. Indeed,

It's been thirteen years.

the mere presence

suicide.

her famlJ-y

would feel- if

she agreed

she is

(Medicaid) ,

One

of legal assisted suicj-de

under the Oregon Hea1th Pl-an10. Today, for patients

there are also financi-aI

there

incentive is that the Plan covers the cost. The Plan's

'tStatements of Intent for the April 1-, 2012 Prioritized List of

Health Services," states:

It is the intent of the [Oregon Health
Servicesl Commission that services under ORS
L27.800-127.891 (Oregon Death with Dignity
Act) be covered for those that wish t.o avaj-l-
themsel-ves to those services.

Attached hereto as Exhibit B, page SI-1.

is al-so a financial incentive towards

treatment if they have a

with treatment" and fit

incentives to commit suicide.

"less than 24 months medi-an survival-

other criteria. This is the Pl-an/ s

11. Under the P1an,

suicide because the Plan will not necessariJ-y pay for a patient's

treatment. As an example, patients with cancer are denied

"Guidel-ine Note 12." (Attached hereto as Exhibit B , page GN-4).

with12. The term, "less than 24 months median survival-

treatment, " means that statistically hal-f the patients receiving

Affidavit of Kenneth Stevens, Jr., MD ' page 3
F:\ASE FiÌes\Montana Board\Affidavit Kenneth Stevens MD.wpd
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treatment will- l-ive less than 24 months (two

hal-f wil-l live longer than two years.

13. Some of the patients living longer than

years) and the other

two years wíll

five, ten orIikely live far longer than two yearsr âs much

twenty years depending on the type of cancer.

there are always some people who beat. the odds.

L4. A1I such persons who fit within "Guideline

as

This is because

Note 12" will-

nonetheless be denied treatment. Their suicides under Oregon's

assisted suicide act will- be covered.

15. I al-so write to clarify a difference between physician-

assisted suicide and end-of-Iife palliative care in which dying

patients receive medication for the intended purpose of relieving

pain, which may incidentally hasten death. This is the princi-ple

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

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

anytime soon.

\6. The Oregon Heatth PIan is a government health plan

administered by the State of Oregon. If assisted suicide is

Iegali-zed in Montana/ your government health plan could foll-ow a

simil-ar pattern. Private health plans could also foll-ow this

pattern. Tf sor these plans would pay for you and/or your family

to die, but not to l-ive.

Affidavit of Kenneth Stevens , Jr.r l4D - page 4
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FURTHER AFFIANT SAYETH NOT.

5 3¿e a-ttz<Z¿Z I Pg^-KENNETH STEVENS, JR., MD

SUBSCRIBED AND SWORN TO before me this day of October,

20L3.

/s/
íA"-i A.A.kn-o-

Printed Name
Notary Public for the State
of Oregon
Residing at
My Commissi

t{¡tl s b¿ ra ÕB
on Expires

AffidaviÈ of Kenneth Stevens, Jr., MD - page 5
\\Server\Root\DOX\ASE Files\Montana Board\Affidavit KenneEh Stevens MD.wpd
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of Oregon
Residing at
My Commissi

Ãffidawít of Kenneth Stevens, Jr. r MD - page 5

t, -

Pr nted ame
Notary Public for the State

on Expi res

Appendix, Tab 6, Affidavit of Kenneth Stevens, MD
Pagé&fftí0

2013.

FURTHER AFFIANT SAYETH NOT.

l^ qn [)
KENNE TH STEVENS , JR.. r MD.

I

suBSCRTBED AND svùoRN To before me rhis /f auv of october,

Àh,,-, C\-

OFFICIAL SEAL
SHERI AACKER

NOTARY PUBLIC. OREGOÍ!
coMMtsstoN No,4s1A9ô

MY Col,li\4lSSlON EXP|fiES SEPTEMEE8 03,2014

ft-ît



From : Ken neth Stevens [ma llto : ken nethstevensjr@gma ll.com]
Sent: Monday, December 05, 2011 10:52 PM

To: Marquan4lan; Connor, Maggle; DLf BSD MedlcalExamlners; bbddburke@gmall.com
Subiect: Physlcfan asslsted sulclde dangers

Re: Physician-Assisted Suicide: A Danger to Patlents; Don't Let Patlents be
Steered to Suicíde

Dear Montana Medical Examiner Board member:

I understand that the Montana Medical Examiner Board wifl be voting on
physician-assisted suicide. I have been a cancer doctor ln Oregon for more than
40 years. The combination of asslsted-suicide legalizatlon and prloritized
medical care based on prognosis has created a danger for my patients on the
Oregon Health Plan (Medlcaid),

The Plan limits medlcal care and treatment for patients with a likelihood ol a 5o/o

or less 5-year survival. My patlents in that category, who say, have a good
chance of living another threo years and who want to live, óannot receive
surgery, chemotherapy or radiation therapy to obtaln that goal. The Plan
guidelines state that the Plan will nbt cover "chemotherapy or surgical
ínterventions w¡th the primary lntent to prolong life or alter disease progression."
The Plan WILL cover the cost of the patient's sulcide.

Under our law, a patient is not supposed to be eligible for voluntary suicide untll
they are deemed to have six months or less to live. ln the wellpublicized cases
of Barbara Wagner and Randy Stroup, nelther of them had such diagnoses, nor
had they asked for suicide. The Ptan, nonetheless, offered them suÍcide.

ln Ci'egon, ihe mere presence of lçOai assisted-suicide steers paiients io suícicie
even when there is not an issue of coveiägo. Qne of my patients was adamant
she would use the law. I convinced her to be treated. EÍeven yi:ars later she is
thrllled to be alive. Please, don't let assisted suiclde come to Montana.

[support for this letter regarding Barbara wagner and Randi stroup can be
found in these articles: http://www.katu.com/news/261 19539.htn! &
htto://abcnews.go.com/Health/story?ld=55J7492&page=1, My patient's letter in
the Boston Globe describl her being alive 11 years later can be read here:

l

Kenneth R.Stevens, Jr., MD
13680 SW Morgan Rd Sheruood, OR 97140
Professor Emeritus and former Chair, Radiation oncology Depadment, oregon
Health & Scionce Universlty, Portland, O,regon

ols I ,r

//
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STATEMENTS OF INTENT FOR THE APRIL 1, 2012 PRIORITIZED L/ST OF HEALTH SERY/CES

STATEMENT OF INTENT 1: PALLIATIVE CARE

It is the intent of the Commission that palliative care seryices be covered for patients with a life{hreatening illness or severe
advanced illness 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 is comprehensive, specialized care ideally proviclecl hy an intenJisciplinary team (which may inclt¡rfe hr¡t is not limited
to physicians, nurses, social workers, etc.) where care ¡s particularly focused on alleviating suffering and promoting quality of life.
Such interdisciplinary care should include assessment, care planning, and care coordination, emotional and psychosocial
counseling for patients and families, assistance accessing services from other needed community resources, and should reflect the
patient and family's values and goals.

Some examples of palliative care services that should be available to patients with a life-threatening/l¡m¡ting illness,
A) without regard to a patient's expected length of life:

. lnpatient palliative care consultation: and,

' Outpatient palliative care consultation, office visits.
B) with an expected median surv¡val of less than one year, as supported by the best available published evidence:

. Home-based palliative care services (to be def¡ned by DMAP), with the expectat¡on that the patient will move to home
hospice care.

C) with an expected median survival of six months or less, as supported by peer-reviewed l¡terature:
. Home hospice care, where the primary goal of care is quality of life (hospice services to be defÌned by DMAP).

It is the intent of the Commiss¡on that certain palliative care treatments be covered when these treatments carry the primary goal to
alleviate symptoms and improve quality of life, without ¡ntending to alter the trajectory of the underlying disease.

Some examples of covered palliative care treatments include:
A) Radiation therapy for painful bone metastases with the intent to relieve pain and improve quality of life.
B) Surgical decompression for malignant bowel obstruction.
C) Medication therapy such as chemotherapy with low toxicity/low side effect agents with the goal to decrease pain trom

bulky disease or other identified complications. Cost of chemotherapy and alternative medication(s) should also be
considered.

D) Medical equipment and supplies (such as non-motor¡zed 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 pall¡ation can be achieved with pain medications or
other non-chemotherapy agents.

It is NOT the ¡ntent of the Commission that coverage for palliative care encompasses those treatments that seek to prolong life

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

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 with Dignity Act) be covered for those

that wish to ava¡l themselves to those services. Such services include but are not limited to attending physician visits, consulting
physician confirmation, mental health evaluation and counseling, and prescription medications.

STATEMENT OF INTENT 3: INTEGRATED CARE

Recognizing that many individuals with mental health disorders receive care predominantly from mental health care providers, and

recogñizing that integrating mental and phys¡cal health services for such individuals promotes patient-centered care, the Heallh
Evidence Review Commission endorses the incorporat¡on of chron¡c disease health management support within mental health
service systems. Although such supports are not part of the mental health benefìt package, mental health organizations (MHOS) that
elect to provide these services may report them using psychiatric rehabilitation codes which pair with mental health diagnoses. lf
MHOS choose to provide tobacco cessation supports, they should report these services using 99407 for individual counseling and

S9453 for classes.

Appendix, Tab 6, Affidavit of Kenne,rffruT?
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GUIDELINE NOIES FOR THE APRIL 1, 2012 PRIORITIZED LIST OF HEALTH SERY/CES

GUIDELINE NOTE 9, WlRELESS CAPSULE ENDOSCOPY (CONTD)

b) nd lower endoscopy' small bowel follow through

2) Radi
3i only illness

4) FDA
5i Pate to Procedure

GUIDELINE NOTE IO, CENTRAL SEROUS RETINOPATHY AND PARS PLANITIS

Llne 413

central serous retinopathy (962.41) is included on this line only for tr_e-atment when the condition has been present for 3 months or

r""gèi. pãn pìrn¡t¡s ('sos.'zì) should only be treated in patients w¡th 20140 or worse vision"

GUIDELINENoTEII,coLoNYSTIMULATINGFAcToR(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',249'252'275-
27 8,280,287,29 2,3 1 o-3 1 2, 3 1 4, 320,339 -34 1,356'459'622

nia unless the primary chemotherapeutic regimen is known to

d be considered when the pr¡mary chemotherapeutic regimen

or
ave

en¡c but afebrile.
or
5 Years or
daYs in
r,.or Prior

ensity or schedule' except in cases where improved outcome from

I trial.
of autologous progenitor cell transplantation' to mobilize peripheral

eraPY and radiation therapy.

'fdif;:5,'iJlf iîlf iiïi':.'#ff ".ilÏ i'i:.*Tåloli*',
documented.

Il ðSi ¡s indicated for treatment of cyclic, congenital and idiopathic neutropenia'

cijiDÊL¡NE NOTE í2, TREATí1JìEÑT OF CANCER'fllTH L|TTLE OR NO AEäEF|T PROVIDED NEAR THE EäD OF LiFE

Lines 102,103,123-125,144,159,165,166,170,181 ,197,1g8,207,208,215,220,221 '228'229'231'243',249',252',275-278',280'287'292'
3 1 o-31 2, 320, 339-34 1, 3 56,4 59' 586'622

This guideline only applies to patients with advanced cancer who have less ïhan24 months med¡an survival with treatment'

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

engaged with pa¡¡at¡ve ."*;;;id;;r iioi exampre, náve a pättiativé care consult or be enrolled in a palliative care program)'

Treatment with intent to pfolong su pat¡ents with any of the following:

. Median survival of less than 6 , as supported by the best available publlshed evidence

' Median survival w¡th treatmen ent is expected to improve median survival by less than 50%' as

swhenthetreatmentisexpecledtoimprovemediansurvivalbylessthan
dence

peformance status. 
reserve of the abir¡ty to withstand treatment regimen' as indicated by row

unpublished evidence may be taken into consideration in the case of rare cancers which are universally fatal wlthln six months wi[houl

treatment.

usted life-year) or $/LYS (life-year saved)
d cannot take into account all of the merits of

tment options near the end of life. For
se an individual's expected survival by three

Y form of health insurance.

Appendix, Tab 6, Affidavit of Kennefltr@þ$r$fl5, [/p
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G UIDELINE NOTES FOR THE APRIL 1, 201 2 PRIORITIZED L/ST OF HEALTH SERY/CES

cutDELlNE NOTE 12, TREATMENT OF CANCER WITH LITTLE OR NO BENEFIT PROVIDED NEAR THE END OF LIFE (CONTD)

Ireatment with the goal to palliate is addressed in Statement of lntent l, Palliative Care.

GUIDELINE NOTE 13, MINIMALLY INVASIVE CORONARY ARTERY BYPASS SURGERY

Lines 76,195

Minimally invasive coronary artery bypass surgery indicated only for single vessel disease.

GUIDELINE NOTE 14, SECOND BONE MARROW TRANSPLANTS

Lines 79,1 03, I 05,1 25, I 3 1, 1 66, 1 70,1 98,206,231,280,31 4

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

GUIDELINE NOTE 15, HETEROTOPIC BONE FORMATION

Lines 89,384

Radiation treatment ¡s ind¡cated only in those at high r¡sk of heterotop¡c bone formation: those with a history of príor heterotopic bone

formation, antrylosing spondylitis or hypertroph¡c osteoarthr¡tis.

GUIDELINE NOTE .I6, CYSTIC FIBROSIS CARRÍER SCREENING

Lines 1,3,4

Cystic fibrosis carrier testing is covered for 1) non-pregnant adults if lndicated in the genetlc test¡ng algorithm or 2) pregnant women.

GUIDELINE NOTE 17, PREVENTIVE DENTAL CARE

Line 58

Dental cleaning and fluoride treatments are limíted to once per 1 2 months for adults and twice per 1 2 months for children up to age 19

þf f f O, D112õ, D1203, D1ZO4, D1206). More frequent dental cleanings and/or fluoride treatments may be required for certain higher

risk populations.

GUIDELINE NOTE 18, VENTRICULAR ASSIST DEVICES

Unes 108,279

Ventricular ass¡st dev¡ces are covered only in the following circumstances:
A) as a bridge to card¡ac transplant;
Bi as treatmänt for pulmonary hypertension when pulmonary hypertension is the only contraindication to cardiac transplant and

the anticipated outcome is cardiac transplant; or,
C) as a bridge to recovery.

Ventricular assist devices are not covered for destination therapy.

Ventricular assist devÌces are covered for cardiomyopathy only when the ¡ntention is bridge to cardiac transplant.

GUIDELINE NOTE I9, PET SCAN GUIDELINES

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:
. Sol¡tary pulmonary nodules and non-small cell ltlng cancer
. Evaluátion 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 determining the optimal anatomic

location to perform an invasive diagnostic procedure.

PET scans are covered for the initial staging of the following cancers:
. Cervical cancer only when initial MRI or CT is negative for extra-pelvic metaslasis

. Head and neck cancer when initial MRI or CT is equivocal

4-16-2012 Appendix, Tab 6, Affidavit of Kennefff@þsqrÚÉs, [VlP
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CAIi¡ADA

PROVTNCE DE QITEBEC
DISTRICT DE TROIS-RIVIÈRES
No. : 400-17-002642-LL0

COUR SUPERIEURE

GTNETTE LEBT.A¡IC,
demanderesse

PROCUREUR EÉUÉNAT, DU CAIi¡ADA,
défendeur

et
PROCLRELR eÉ¡VÉnar. DU QrnÉBEC,

mis-en-cause

AI'FIDAVIT OF .'OHN NORTON IN OPPOSITION TO
ASSISTED SUICIDE AI{D EUTHAIi¡ASIA

THB UNDERSIGNED, being first duly sworn on oath' STATES:

1. I live in Fl-orence Massachusetts USA. When I was eighteen

years old and in my first year of college, I \^/as diagnosed with

Amyotrophic Lateral Sclerosis (ALS) by the Universj-ty of Iowa

Medical- School. ALS is commonly referred to as Lou Gehrig's

disease. I was told that I would get progressively hiorse (be

paralyzed) and die in three to five years.

2. f was a very physical person. The diagnosis was devastating

to me. I had played footbalf in high school- and was extremely

active riding bicycles. I al-so performed heavy l-abor including

road construction and farm work. I prided myself for my physical

strength, especially in my hands.

3. The ALS diagnosis hlas confirmed by the Mayo Clinic in

Rochester Minnesota. I was eighteen or nineteen years ol-d at the

AI'FIDAVIT OF JOHN NORTON- Page 1

\\server\dox\AsE Eiles\Leblanc\.rohn Norton Affidavit.wpd
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time. By then, I had twj-tching in both hands, which were al-so

getting weaker. At some point, I lost the abiJ-ity to grip in my

hands. f became depressed and was treated for my depression. If

instead, I had been tol-d that my depression was rational- and that

I shoul-d take an easy way out with a doctor's prescription and

support, I would have taken that opportunity.

4. Six years after my initial diagnosis, the disease

progression stopped. Today, my condition is about the same. I

stil-l- can't grip with my hands . Sometimes I need special help.

But, I have a wonderful- life. I am married to Susan. We have

three chil-dren and one grandchild. I have a degree in Psychology

and one year of graduate school. f am a retired bus driver (no

gripping required) . Prior to driving bus, I worked as a paroÌe

and probation officer. When I was much younger, I drove a school-

bus. Vle have wonderful friends. I enjoy singing tenor in

amateur choruses. I help other people by working as a vofunteer

driver.

5. I will- be 15 years ol-d this coming

suicide or euthanasia had been avail-abl-e

September. If

to me in the

would have missed the bul-k of my l-ife and my fife yet

hope that Canada does not legalize these practices.

AI'FIDAVIT OF .IOHN NORTON- Page 2

as s i sted

1950's, I

to come. I

\\serve!\dox\¡\sE Files\Leblanc\,lohn Norton Affidavit.wpd
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911912014 Jerry Large I Planning for old age at a premium I Seattle Times Newspaper

ffileSeaüto@lmes
\\¡irrncr of .r'irrr: Putit'zcr ìll'izcs

Columnists

OriginaþpublishedWednesday, March Z,2oL2 at 6:46 PM

Planning for old age at a prerniurn
PreparÍng for longterm care is difficult - even for those who can

lr2,'a tta LÐ

5{'" Ø t
cott*t€ o,^+ in ov'r

afford

Jerry Large

Seattle Times staff columnist

Monday, I suggested exploring long-term health insurance as a way to deal with the
cost of assisted living.

/ enough money to see you through your old age, you
Monday's column, some readers were unsympathetic, a few that

At

But ls no way to deal with
something so

So here's the deal. If you are rich, it's not a problem. If you are poor, Medicaid will pick up
for a nursing home.

If you are somewhere in the middle, you may want what the rich have, but be able to afford only
what the poor get - and only until your money runs out, and then Medicaid will step ín.

Y
v^o

,-7

s

Url

,ta-aa I

Insurance for long-term care is supposed to provide some security for people who

hnp://searilerimes.com/hrmt{errytarse/20l7693023Jdto8.html - {l'1 bv y'"¿tÞ'v.e .(.

a couple mentioned euthanasia as a solution.

were glad the topic was raised. Out of sight, out of

1t2



ingest - DefÏnitlon of ingest at YorrrDiotionøry'oom

Dlcilorlaf}l. Ëlornp: Ð . D lÇtþ na ry Dç-[f FFto F 9' Þ I R g est

'r'blctlona¡l¿ Deflnltlôns'
. ThêqàUrus Svnoñ.Yrng.
. Sentencé. btarnrile.S

est defitt¡¡¡e¡1 '::S

verb
to take d , etc. ln lnhall QT

< L tngestusr PP. oÍ [ngerere, to carry, lnto < fn-, lnto + gereret to carry

Related Forms:
. I¡ggg!!g!! ln.ges'.tiort noun
. L¡gggliyg ln.ges7.tive adledlve

Rel,ated Forms:
. ln.gest'l'blø adJeúlve
. IEgCgt!-U. irr'ges'tlon noun

' þ ltylÐ ln.ges'tlve adlectlve

CompanY.

4th edltlon Copyrlgh| @ zolo by Houghton Mlffiln l'larcourt
Publlshlng Company, All rlghh reserved.

fage I or ¿

w-ebsreÉF N6w world coltegé,DlqllQr|Fry copyr¡_ght @ 2o1o by wlley publlshlng, Inc" cleveland, ohlo'

Gã Oy a-nangement wlth John Wlley & Sons, Inc'

in.ge$t (fn-Jëst')

tra nsltive verb ln'gest'ed r I n'gest'in g, I n' g ests

f , To take tnto the body by the mouth for dlgestton or absorptlon. See Synonyms atË1,

2, To take fn and absorb as food: "Marlne clllatas .,, can be observed ... ingesttng other slngle'celled
- qtiiur"t and harv'es;tfng thelr chloroplasts" (C'arol Kaesuk Yoon),

Orlgln: La5in ingerere, ingest- z In', ln¡ see !E' + gerera, to carry'

¡n.gest (¡n

http//www,yourdiotionary.com/ingest
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2. The manner of death must be marked as "Natural."
.-

3. The cause of death s :tion may ntain any language that indicates that the

Death with Dignity Act was used as:

Instructions for Medical Examiners, Coroners, and Prosecuting Attorneys:
Gompliance 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, " ns taken in accordance ra
constitute suicide, assisted , mercy lling, or hom icide 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.

a. Suicide
b. Assisted suicide
c. Physician-assisted suicide
d. Death with DignitY
e. l-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 the requirementé of the Deaih with-Dignity Act.1 lf 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 if 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 obseryance of its provisions and the maintenance of a perfect

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, thL 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.

Revised AprilS, 2009
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OPINION

Assisted suicide is not legal, not the answer
GUEST COTUMII

By BRADLEY WILL¡AMS

J take exceptionto the
I opinionbytwo

I members of the iormer
Hemlock Society, now
knownas "Compassion&
Choices." The opinion of
lúyzS implies that
assisted suicide is legal in
Montana,which is not
tíue.

I am the president of
Montana¡s Against
Assisted Suicide.We are in
litigation against the
MontanaMedical
Examiners Board. As part
of that litigation, we got
the boa¡d to remove â
positionpaper fromits
website implyingthat
assisted suicide is legal.
Assisted suicide ís not
legal.

The "treatment"
of suicide

As part of our litigation
with the board, we aI

obtained arr affidavit f¡om
Dr. Ken Stevens, of
Oregon, whichÍs oneof
the t-ew states ínwhich
assisted suicide is legaI.
His affidavit describes
how, in Oregon, that
state's Medicaid progrem
uses legal assisted suicide
to steer patients to suicide.
This is through coverage
incentives. The program
willnot necessarily cover a
treatment to cu¡e a disease
or to extend a patient's life.
Ttre program will cover the
patient's suicide. In other
words, with legal assisted
suicide, desired treatments
are displacedwiththe
'rtreatment" of suicide.

Backing the
establishment

The former Hemlock
Society, Corrpassion&

e
great promoter of
indÍvidual choice. But if

you take a closer look, its
actual mission is to back
the medical- government
establishment.

Consider thewell-
publicized case of Oregon
cancer patient Barbara
Wagner. In 20O8, Oregon's
Medicaidprogram
declined to cover
"Tarcevaf' a cancer drug
recommended by her.
doctor, and offeredto
cover her suicide instead,
terming it "aid in dying."
Wagnerwas devastated.

'It was horriblej'
Wagnertold
ABCNews.com. The
drug's manufacturer
subsequently gave Tarceva
to'Wagner without charge.
She, nonetheless, died a
short time later.

I recently asked
Stevens about Tarceva. He
told me that some of his
patiênts had taken it and
that for some of thern it

was beneficial. This ïvas ur
terms of su¡vivaland
better quality of life. He
also told me that it canbe
difficult to kirowhow a
p articular cancer patient
will do on aparticrfa¡
c¿mcer drug. He saidthat
tiere a¡e always some
patients who live longer
than expected, sometimes
10 or even 20 years longer,
depending on the ty¡re of
cancer. He said, "This is
because there are always
some people who beat the
oddsl'Barbara
wantedtobe one
people.

After Wagner's
Compassion& Choices

its true colors.
its president, Barbara
Coombs Lee, published an
opinion in Oregon's largest
paper taking issue with
'Wagner's choice to try and

live. Coombs Lee argued
that Wagner should have
inslead givenup hope
accepted her pending
death. But, tÏis was not
Wagner's ehoice.

InaKAIUTV

reports/2611
Wagner had sai.d: "I'm not
ready, f'mnot readyto die
... I've got things I'dstill
ïke to dol'

A

wor¡ld
presumably be through
coverage incentíves. For
example, she said: "The
burning public policy
question is whether we
inadvertently e nc ourage

their own self -interest,
chase anunattainable
dream of cu¡e, and
foreclose the path of

Iegislation. Don't be fooled
by their double-speak.

Wilfiamsrs
of Montanans

Assisted Suicide
( mo nt an ans a g ains t as s is te
dsuicide. or g), a gras sroot s
group andaMontana
nonprofit publíc benefit
association. MAAS
welcomeseveryone
opposed to assisted
suicíde r e g ar dles s of their
uiews on other issues.to act against

] I I sot a letter in the mqil Íhat basícally said if you wont to take the pills, we will help you get that from the doctor and we wtll stand

I f tËere and watch yoLt die. But we wo;'t give you the medication ta live.

- Oregon cancer patient Barbara Wagner who was denied Tarceva cancer drug by Oregon?s Medicaid program,
but was offered coverage for "aid in dying" suicide instead

Coombs Leeis aformer
ttmanaged care executive.t'
See (maasdocuments.
file s. wor dpr e s s. com,/
2O14,/O8,/coombslee

been

bio.pdÍ.)
Your choice

Coombs Lee's opinion
piece also argued for a
public policy change to

cures

discourage

(tì
UI
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Death Drugs Cause Uproar in Oregon - ABC News
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Death Drugs Cause Uproar in Oregon HOT RIGHT NOW

4u9.6,2008

By SUSAN DONALDSON JAMES
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The news from Barbara Wagner's doclor was bad, but the rejection letter from her insurance
company was crushing,

@Neun Hove I vrDEo u.s. woRLD I PoLllcs Er.rr.nrnrffif;fiçfojäfif;cH ¡ H

Whatthe Oregon Health Plan did agree to cover, however, were drugs for a physician-assisted

death. Those drugs would cost about $50.

"lt was horribfe," Wagner told ABCNews.com. "l got a letter in the mail that basically said if you

want to take the pills, we wlll help you get that from the doctor and we will stand there and watch
you die. But we won't g¡ve you the medicâtion to live."

Critics of Oregon's decade-old Death With Dignity Law - the only one of its kind in the nation -
have been up in arms over the indignity of her unsigned rejection letter. Even those who support
Oregon's liberal law were upset.

The incident has spilled over the state border into Washington, where advocacy groups are
pushing for enactment of lnitiative 1OO0 in November, legalizlng a similar assisted-death law

Opponents say the law presents all involved w¡th ôn "unacceptable conflict" and the impression
that insurônce compôn¡es see dying as a cost-saving measure. They say it steers those with
limlted finances toward assisted death,

"News of payment denial is tough enough for a terminally ill person to bear,'' said Steve Hopcraft,
a spokesman for Compassion and Cholces, a group that supports coverage of physlcian-asslsted

death.

Letter's lmpact'Devastating'

"lmagine ¡f the recipient had plnned his hope for survival on ôn unproven treatment, or if this were
the first time he understood the disease had entered the terminal phase. The impact of such a

letter would be devastating," he told ABCNews.com.

Wagner, who had worked as a home health care worker, ô waitress and a school bus driver, ls
divorced and lives in a low-income apartment. She said she could not afford to pay for the
medication herself.

"l'm not too good today," said Wagner, a Springfield great-grandmother. "But I'm opposed to the

fassisted suicide] low. I haven't considered it, even at my lowest point."

A lifelong smoker, she was diagnosed with lung cancer in 20O5 and quit. The state-run Oregon
Health Plan generously paid for thousands of dollars worth of chemotherapy, radiation, a special
bed and a wheelchair, accordlng to Wôgner.

The cancer went into remíssion, but in May, Wagner found it had returned. Her oncologist
prescribed the drug Tarceva to slow its growth, givlng her another four to six months to live.

But under the insurance plan, she can the only receive "palliative" or comfort care, because the
drug does not meet the "five-year, 5 percent rule" - that ls, a 5 pelcent survlval rate after flve
years.

A 2OO5 New Englancl Journal of Medicine study found the drug erlotlnib, marketed as Tarceva,

2
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does marginally improve survival for patients w¡th advanced non-small cell lung cancer who had
completed standard chemotherapy.

The median survival among patients who took erlotinib was 6,7 months comparecl to 4.7 months
for those on placebo. At one year, 3'1 percerrt of the patients taking erlotinib were still alive
compared to 22 percent of those tak¡ng the placebo.

"lt's been tough," said her daughter, Susie May, who burst into tears while talking to
ABCNews,com.

"l was the first person my mom called when she gotthe letter," said May,42. "While lwas telling
her, 'Monr, it will be ok,' I was crying, but trying to stay brave for her."

"l've talked to so many people who have gone through the same problenrs with the Oregon
Health Plan," she said.

lndeed, Randy Stroup, a 53-year-old Dexter resident with term¡nal prostate cancer, learned
recently that hls doctor's request for the drug mitoxantrone had been rejected. The treatment,
while not a cure, could ease Stroup's pain ônd extend his life by six months.

Playing With'My Life'

"What is six months of life worth?" he asked in a report in the Eugene Register-Guard. "To me it's

worth a lot, This is my life they're playing with."

The Oregon Health Plan was established in 1994 ônd the physician-ôssisted death law was

enacted ¡n 1997, The stôte wôs recently halled by a University of Wisconsin study as having one

of the nation's top pêin-management policies.

The health plan, for those whose incomes fall under the poverty level, prioritizes coverage -- from
prevention first, to chronic disease management, treatment of mental health, heart and cancer

treatment.

"lt's challenging because health care is very expensive, but that's not the real essence of our
priority list," said Dr. Jeanene Smith, administrator for the Offìce of for Oregon's Health Policy and

Research staff.

"We need evidence to say it is a good use of tôxpayer's dollars," she said. "lt may be expensive,

but if ¡t does wonders, we cover it."

The state also regularly evaluates and upclates approvals for cancer treôtments. "We look as

exhaustively as we côn with good peer rev¡ew evidence," she said.

The health plan takes "no position" on the physician-assisted suicide law, according to
spokesman Jim Sellers.

The terminally ill who qualify can receive pain medication, comfort and hospice care, "no matter
what the cost," he said.

But Sellers acknowledged the letter to Wagner was a public relations blunder and somethlng the
state is "working on."

"Now we have to review to ensure sensitivity and clarity," Sellers told ABCNews.com "Not only is

the patient receiving had news, but ¡nsensìtivity on top of that. This is something that requires the
human touch."

Sellers said thatfrom now on insurance officials will likely "pick up the phone and have a

conversation," he said.

But a 1998 study from Georgetown University's Center for Clinical Bioethics found a strong link

between cost-cutting pressures on physicians and their willingness to prescribe lethal drugs to
patients - were ¡t legal to do so.

The studywarns thatthere must be "a sobering degree of caution in legalizing [assisted death] in
a medical care environment that is characterized by increasing pressure on physicians to control
the cost of care."

Cancer drugs can cost anywhere from $3,000 to $6,0O0 a month. The cost of lethal medication,

on the other hand, is about $35 to $50.

Advocates for the proposed Washington law say that while offering death benefits but not health

care can be perceived as a cost-cutting, "respectable studies" sôy otherw¡se

http://abcnews.go.com/HealtlVstory?id=5517492&page= 1&singlePage=true 215
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Letter noting assisted suicide raises questions
BySusanltardírryandKATTJWebsrdllPublishedr Jul 3o,zoo8at5:3oPMPST(2oo8-o7-grTr:gotoZ) lLastUpdated:Oct30,2013at6:35AMPST(2013-
ro-BoTr4:gs:oZ)

SPRINGFIELD, Ore. - Barbara Wagner has one wish

- for more time.

"I'm not ready, I'm not ready to die," the Springfield

woman said. "I've got things I'd still like to do."

Her doctor offered hope in the new chemotherapy

drug Tarceva, but the Oregon Health Plan sent her a

approved.

Barbarawagner 
nstead, the letter said., the plan would pay for

comfort care, including "physician aid in dytttg," 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

dyrng, but you won't pay to help me possibly live longer?' " Wagner said.

An unfortunate 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.
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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 treatment.

Health plan hasn't evolved?

The Oregon Health Plan simply hasn't kept up with dramatic changes in chemotherap¡ 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 1993 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.
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NEWS RELEASE
Date: Sept. 9, 2010

Christine Stone, Oregon Public Health lnformation Officer;971-673-1282, desk;
Gontact: 503-602-8027,celli ch risti ne. l.stone@state.or. us

Rising suicide rate in Oregon reaches higher than national
average:
World Surcide Prevention Day rs Sepúember 10

The rate is 15.2 suicides per 100,000
people compared to the national rate of 1 1 .3 per 1 00,000. ( {- ? t "7)
After ve been increasin SI ca since 2000 rding to a new

so detailsrt, "Suicides in Oregon: Trends and Risk Factors," Pu e report al
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
100,000 to 12.8 per 100,000 respectively.
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Executive Summary

Suicide is one of Oregon's most persistent yet largely preventable public health problems.

Suicide is the secondieading cause of death among Órègonians agðs 15-34, and ihe 8'r'

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 analyzed mortality data from 1981

to 2010 and2003 to 2010 data of the Oregon Violent Death Reporting System
(ORVDRS). This report presents findings of suicide trends and risk factors in Oregon,

Key FíndÍngs

In 2010, the age-adjusted suicide rate among Oregonians of 17.1 per 100,000 was 41

percent higher than the

The rate of suicide among oregonians has been increasing since 2000.

Suicide rates among adults ages 45-64 rose approximately 50 percent from 18,1 per

I 00,000 in 2000 to 27 ,I per I 00,000 in 2010. The rate increased more among lvomen

ages 45-64 than among men of the same age during the past 10 years.

Suicide 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 wornen. The highest suicide rate

occurred among men ages 85 and over (76.1 per 100,000). Non-Hispanic white rnales had

the highest suicide rate among all races / ethnicity (27,I pet 100,000). Fireanns were the

dominant mechanism of men who died

Approximately 26 percent of suicides occurred among veterans, Male veterans had a

higher suicide rate than non-veteran males (44.6 vs. 31.5 per 100,000). Significantly
higher suicide rates were identified among male veterans ages 18-24,35-44 and 45-54

when compared to non-veteran males. Veteran suicide victims were reported to have

more physical health problems than non-veteran males,

Psychological, behavioral, and health problems co-occur and are known to increase

suicide risk. Approximately 70 percent of suicide victims had a diagnosed mental

disorder, alcohol and /or substance use problems, or depressed mood at time of death,

Despite the high prevalence of mental health problems, less than one third of male

victirns and about 60 pcrccnt of female victims were receiving treatment for mental

health problems at the time of death,

Eviction/loss of home was a factor associated with 75 deaths by suicide in2009-20L0.

I
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Introduction

Suicide is an important public health problem in Oregon. Health surveys conducted in
2008 and 2009 show that approximately 15 percent of teens and four percent of adults

ages l8 and olderhad serious thoughts ofsuicide duringthe past year; and about,4ve
percent of teens and 0.4 percent of adults made a suicide atternpt in the past year"'. In

y suicide and more than 2,000
icide is the second leading cause of death

ading cause of death among all ages in
2010 alone, selÊinflicted injury

hospitalization charges exceeded 4l million dollars;. and the estimate of total lifetime cost

of zuici¿e in Oregoñwas over 680 million dollars 3'a's. The loss to families and

communities broadens the impact of each death.

"suicide is a multídimensional, multi-determined, and multifactorial behavior, The risk

factors associated with suicidal behaviors include biological, psychological, and social

factols"6, This report provides the most current suicide statistics in Oregon, provides

suicide prevention progralns 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 datafrorn the

Oregon Violent Death Reporting System (ORVDRS). This report presents findings of
suicide trends and risk factors in Oregon,

I Oregon Healthy Teens 2009 -l lrl' Grade Results,

ments/rnentall l.pdf

2 Crosby 4.E., Han 8,, Ortega L,A,G., Park S,E., et al, Suicidal Thoughts and Behaviors Among Adults

aged >= 18 Years - United States, 2008-2009. MMWR, 2011;60:13'

3 Oregon Vital Statistics Annual Report, Vol. 2, 2010, Oregon Heath Authority'

a Wright D,, Millet L,, et al, Oregon Injury and Violence Prevention Program Report for 2011Datayeat
Oregon Heath Authority,

s Corso P.S., Mercy J,4., Simon T,R., et al, Medical Costs and Productivity Losses Due to Interpersonal

and Self-Directçd Violcncc in th€ United States,

Am J Prev Med.2007:32(6):474482'

ó Maris R.W,, Berman 4,L,, Silverman A.M. (2000), Comprehensive Textbook of suicidology, New York:

The Guilford Press.
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ABSTRACT

Backgrouttd: Despite continuing polirical, legal aud 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-sectiona I survey of 8 5 family members oI close friends who were presen t at an assisted
suicide was conducted in December 2007. Full or paltial Post-TraumatÍc Distress Disorder (PTSD; Impact
ofEvent Scale-Revised), deplession and anxiety symptoms (BriefSymptom lnventory) and complicated
grief (lnventory of Complicated Grief) wet'e assessed et 14 to 24 months post-loss.

Resultsr Of the 85 participants, 13% met the criteria for full PTSD (cut-off > 35),6.5% met the criteria for
subthleshold PTSD (cut-off> 25), and 4.9% met the criteria fol complicated grief. The prevalence of
depression was 1 6%; the prevalence of anxiety was 6%.

Conclusion: A higher prevalence of PTSD and depression was found in the present sample than has been

reported foI the Swiss population in general. However, the prevalence of complicated glief in tlre sample
was comparable to that reported for the general Swiss population. Therefore, although there seemed to
be no complications in the glief process, about 20% of respondents experieuced full or subthreshold PTSD

lelated to the loss of a close person thlough assisted suicide.
@ 2010 Elsevier Masson SAS. All Lights reserved.

organisations offer personal guidance to members suffeling
diseases with "poor outcome" or experiencing "unbearable
suffering" who wish to die.

The two largest rigl'rt-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 membels, 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
of l¡albiturates, 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 pat¡ent the fluid to swallow. If the patient is

incapable of swallowing the barbiturate, it can be self-adminis-
tered by gastfostomy or intravenously [ ]. After lhe 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 lnstitute of
Legal Medicine.

1. Introduct¡on

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 Olegon and Washing-
ton. Assisted suicide is generally defined as the pt'escribiug or
supplying ol drugs with the explicit intention of enabling the
pat¡ent 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 .l 14 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 ale therefore allowed to prescribe or supply a lethal
dose of l¡arbiturates with the explicit intention of enabling a

patient lhey have examinecl 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

t Correspondirrg author. Tel.: +49 341 9718a61,
E-moil address: bitgit.wagner @medizin.unileipzig,de (8. Wagner).
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