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I. INTRODUCTION

I am an attorney

is Iegal.1 gur law is

Iaws are similar to the

of A2270. The bitl is

in Vùashington State where

based on a simil-ar l-aw in

proposed bitI, which is

titled *Aid in Dying for

assisted suicide

Oregon. Both

the third reprint

the TerminalJ-y

III Act. "2

"Aid in Dying" is a euphemism for assisted suicide and

euthanasia.3 The term al-so implies that the proposed bill is

limited to peopJ-e who are dying, which is untrue. The bill-,

despite 1ts having been substantially amended, J-egalizes assisted

suicide and euthanasia for people who may have years' even

decades, to l-ive. If New.Tersey foll-ows Vüashington State's

interpretation of its similar law, death investigatíons in New

Jersey wil-l- be eliminated other than to certify deaths as

"Natural. " The cause of death on the death certificate wil-l be

falsified. Other problems are discussed below. I urge you to

reject this measure.

1 I am a former Law Cl-erk to the Washington State Supreme Court and to the
Washington State Court of Appeal-s. I worked for a year with the United States
Department of Justice. T am a former Chair of the Elder Law Committee of the
Amèrican Bar Association Famil-y Law Section. f am President of Choice is an
Illusion, a 501(c) (4) non-profit organization opposed to assisted suicide and
euthanasia. For more information, please see www.margaretdore.com and
www. choiceill-usion. orq

2 A copy of the third reprint of A2210 is attached hereto at A-1 through
A-2L.

. The term, ,'aid i_n dying,, means euthanasia. See, for example, the 1989
ModeI Aid-in-Dying Act using the foflowing link, with the l-etters "euthan"
(for euthanasia) at http¡ //www.uiowa.edu,/-sfkl-aw/euthan.html
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II. FACTUAT AI{D LEGAT BACKGROI'IID

Physician-Assisted Suicide, Assisted Suicide
and Euthanasia

The American Medical Association defines "physician-assisted

suicide" as occurring when "a physician facil-itates a patient's

death by providing the necessary means and/or information to

enable the patient to perform the life-ending acL."4 "Assisted

suicide" is a general term in which the aiding person is not

necessarily a physician. "Euthanasia," by contrast, is the

direct administration of a l-ethal agent with the intent to cause

another person's death.5 "Euthanasia" is also knOwn aS "mercy

kilIing. "6

The American Medical- Association rejects physician-assisted

suicide and euthanasia, stating they are:

fundamentally incompatibl-e with the
physician's rofe as heal-er, wouJ-d be
difficult or impossible to control, and would
pose serious societal risks.T

A

B. Withholding or VÍíthdrawing Treatment

Wlthholding or withdrawing treatment ("pulJ-ing the pfug")

not assisted suicide or euthanasia. The purpose is to remove

4 The AMA Code of Medical Ethics, Opinion 2,21L - Physician-Assisted
Suicide. (Attached at A-22) .

Cf. AMA Code of Ethics, Opinion 2.2L - Euthanasia. (Attached at A-23).

l_s

u The American Heritage Dictionary of the English Language'
avail-able at http : //www. thefreedictionarv. com/p/mercv%20kif ling

\\server\dox\ÀsE FiIes\New Jersey\A22-70 Legal Analysis. 3rd Reprlnt 11. 13' 14.wpd
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treatment as

j-mportantly,

excerpt from

removed from

dying as expected, the man
to get better. s

¡á

opposed to an intent to kilI the patient. More

the patient does not necessariJ-y die. Consider this

an articl-e in Washington state regarding a man

a ventilator:

II] nstead of
slowly began

Most States Have Rejected Assisted Suicide
and/or Euthanasia

The vast. majority of states to consider legalizing assisted

suicide and/or euthanasia have rejected it.e Indeed, this year in

New Hampshire, the Democrat-control-l-ed House of Representatives

defeated a bil-I similar lo A2270.10 The vote was 2L9 to 66.rr In

the l-ast three years, four states have strengthened their faws

against assisted suicide. These states are: Arizona, Idaho,

Georgia and Louisiana.

There are al-so three states where assisted suicide is legal:

B Nina Shapiro, TerminaL Uncertainty - llashington's new 'Death with
Dignityt 7aw al-l-ows doctors to help peopLe commit suicide - once they've
determined that the patient has only six months to l-ive, But what if theytre
wrong?, Seattle Vrleekly, January 1-4, 2009. (Attached at A-24l quote at A-26)

e See tabul-ation at
http://epcdocuments.fifes.wordpress,com/2011-/1-0/aLLempts to legalize 001.pdf

r0 See New Hampshire House Leadership page listing Democrats as Speaker of
the House (Rep Norelli) and Majority Leader (Rep Shurtfeff) . (Attached A-30).

See also Shurtfeff's bio page at A-31- (showing his membership in the
Democrati-c party) . See a.lso "Live Free or Die. New Hampshire Obl-iterates
Oregon-style Death with Dignity Act!," Choice is an I.IJ-usion, March 6, 2014,
http: //www.choiceil-l-usion.org/20L4/03/Iive-free-or-die-new-hampshire.html
11 See HB 1325 Rofl CaIl, voting 2I9 to 66 "yea" to defeat the bilf as
\\f TL'/ (inexpedient to J-egisJ-ate) . (Attached at A-32) .
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Oregon, Washi-n9ton and Vermont. Oregon's

bal-l-ot measure in L99'7 .12 Washington' s l-aw

Iaw was enacted by a

was enacted

2009 .r3

by another

Vermont' sbal-l-ot measure in 2008

l-aw was enacted by its

died under that law and

and went into effect in

legislature in 2013. No one, however, has

opponents are calling for a repeal. la fn

district court opinion legaJ-izinq "aid in

suicide and euthanasia) . That case is on

New Mexico, there

dying" (assisted

asa

appeal. ls Moreover and contrary to claims

proponents, assisted suicide is not J-egal

IIT. THE BILL.

made by suicide

in Montana. 16

"Eligible" Patients May Have Years, Even
Decades, to Live.

The Third Reprint of A2270 applies to "terminal" patients,

12 Oregon's physician-assisted suicide law was passed as Bal-l-ot Measure 16
in l-994 and went into effect after a referendum in 1997.

13 Washington's faw was passed as fnitiative
went into effect on March 5, 2009. See
http: ,/,/www. doh. wa . qov/dwda/def auÌt . htm

1000 on November 4, 2008 and

L4 See e.g., Morgan True, "Opponents Cal-l- for Repeat of Assisted Suicide,"
VT.Digger.otg, Eebruary 27, 2014. (Excerpt attached at A-33).

ls See e.g., Associated Press, "N.M. officia.I appeals 'right to die'
ruling," KFDA News Channel- 10, March 13, 2014. (Attached at A-34).

16 I am counsel of record for Montanans Against Assisted Suicide (MAAS),
which is currentJ-y in litigation against the Montana Medical- Examiners Board
(Board) over the status of assisted suicide in Montana. As part of that
fawsuitf we succeeded in getting the Board to remove a position paper impÌylng
that assisted suicide is legal in Montana. We are also Seeking to overturn a

case cal-J-ed Baxter, which gives doctors who assist a suicide potential-
defenses to a homicide charge. For more information, See: Sanjay Tal-wani,
MTV News, "Montana Judge hears assisted suicide arguments, " December l-3, 201,3
(attached at A-35 & A-36) ; my cfient's press release (attached at A-37 to A-
38); and "SB 220 Defeated." (Attached at A-39).
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meaning those predicted to have six months or l-ess to live.17

Such persons ilây, however, actually have years or even decades to

Iive, i.e., unl-ess this bill passes and they commit suiclde or

are euthanized thereunder. This is true for at feast three

reasons:

1 If New ,Jersey follows Oregon's
interpretation of \\terminal
diseasert' assisted suicide and
euthanasia will be legalized for
persons with chronic conditions
such as diaJcetes.

The proposed bil-l- states:

"Terminally il-l-" means that the patient is in
the terminal- stage of an irreversibly fatal-
illness, disease, or condition with a
prognosis, based upon reasonabl-e medícal-
certainty, of a life expectancy of six months
or Iess.18

Oregon/ s l-aw has a similar definition, as follows:

"Terminal disease" means an incurabl-e and
irreversible disease that has been medical-Iy
confirmed and will-, within reasonabl-e medical
judgment, produce death within six months.le

In Oregon, this similar definition is interpreted to incl-ude

chronic conditions such as insul-in dependent diabetes.20 Oregon

I'l See Third reprint, S 3. (Attached at A-5).

rd.

Or. Rev. Stat. 1-21.800 s.1.01(12), attached hereto at A-40

18

20 See Oregon's annual- assisted suicide report lor 20L3, attached hereto
at A-41 to A-47. "Chronic lower respiratory disease" and "diabetes" are
l-j-sted at A-46 & A-4'1 , respectively.
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u

persons,
years or

rú

treatment,
decades to

tß

doctor, William Toffler, explains:

Our l-aw applies to "terminal" patients who
are predicted to have l-ess than six months to
live. fn practice, this idea of terminal- has
recently become stretched to include people
with chronic conditions Persons with
these conditions are considered terminal- if
they are dependent on their medications, such
as insulin, to live.21

If New Jersey enacts the proposed bill and foll-ows Oregon's

interpretation of "terminal diseaser " assisted suicide and

euthanasia wil-t be legalized for peopJ-e in New Jersey wíth

chronic conditions such as diabetes. Dr. Toffl-er states:

Such
have

wi-th
even

coul-d otherwise
live.22

lenity"

than one

N. J. 320,

criminal-

(rd. )

324,

plausible

15 A.3d

statute "must be

New .Jerseyr s \\rule of lenityt' wiII
require that the definition of
r\te¡mína1ly iII'/ be interpreted to
include chronic conditions such as
diabetes.

In New Jersey, courts rely on the "rul-e of

interpret criminal statutes, which yield "more

2

to

interpretat j-on. " State v. SheJJey, 205

818 (2011) . Per the rule¡ âñ ambiguous

interpreted in favor of the defendant. "

With this situation, a doctor who uses the bi-fl wil-l- not be

criminall-y l-iable if he assj-sts the suicide of an otherwise

2t Letter to the Editor, Will-iam Toffler MD, New Haven Register, February
24, 201"4, L2. (Attached at A-48). (I verì-fied the content with him) '

22 rd,

\\server\dox\AsE Eiles\New ,tersey\.42270 Legal A¡alysj.s,3rd Reprint 11 ' 13.14.wpd
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plausibly be interpreted to include diabetes. Indeed, Oregon

already uses this interpretatíon. As noted by Dr. Toffler:

Such persons, with treatment, could otherwise
have years or even decades to l-ive. "23

healthy,

because

Patients may afso have Years to

expectancy is not an exact science.2a

\^/as diagnosed with ALS. He was tol-d

18 year otd diabetic dependent on insulin. This is

the bill-'s definition of "terminally il-l-" can at l-east

Predictions of life expectancy can
be wrong.

l-ive because predictíng Iife

3

Consider John Norton who

that he would get

three to fiveprogressively worse (be paralyzed) and die in

years. Instead, the disease progression stopped on its own. In

a 2012 affidavit, at age J4, he states:

If assisted suicide or euthanasia had been
avail-able to me in the 1950's, I would have
missed the bulk of my life and my life yet to
come.

Affidavlt of .lohn Norton, attached at A-60' fI 5.

B. If the BiIl Is Enacted, There Will be
Pressure to ExPand \\E1igibilitY. /

Tf A2270 is enacted, there wifl- be pressure to expand

..eligibility.,, I say this due to what's loeen happening with

23 Attached hereto at A-48.

24 Shapiro, Nina, Terminal, Uncertainty - Washington's new 'Death with
Dignity, 7aw aflows doctors to heJp peopTe commit suicide - once they've
determined that the patient has only six months to five, But what if they're
wronq?, Seattfe !ùeekly, January 14, 2009. (Attached hereto aL A-24 Lo A-29)
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hospice and our experience here in Washington State regarding

assisted suicide and euthanasia.

1. Hospice

Hospice has a six months to l-ive eJ-igibility criteria. In

August, the Washington Post reported that there "appears to be

surge in hospices enrolling patients who aren't cl-ose to death.

This practice is resulting in the overdose deaths of non-dying

people.26

2. Washington State

a

tt25

In Washington State, our l-aw went

Since thenr wê have had informal "trial-

into effect in 2009.

baffoon" proposaÌs to

For example, there was aexpand our

col-umn in

suggesting

their ol-d

and then your

pay you back,

27 so,

pension

l-aw to non-terminal peopJ-e.

the Seattl-e Times, which is our largest paper,

enough money foreuthanasia for people who didn't have

age. if you worked hard al-l- your life, paid taxes

plan went broke, this is how society would

or involuntary euthanasia?with non-vol-untary

2s Peter lrlhoriskey, "As More Hospices Enrof t Patients Who Aren't Dying'
Questj-ons About Lethal Doses Arise," Vrlashington Post. August 21' 2014, at
http: //www.washingtonpost.com/news/storyline/wp/201-4/08/2I/as-more-hospices-en
ro11-patients-who-arent-dying-questions-about-fethal--doses-arise/?.

26 rd.

2'7 See Jerry Large, "PJ-anning for oJ-d age at a premiumr" The Seattfe
Times, March 8, 2072 ("After Monday's column, a few [readers] suggested
that if you couldn't save enough money to See you through your oÌd age, you
shoul-dn't expect society to ball you out. At feast a couple mentioned
euthanasia as a solution.") (Bmphasis added) ' (Attached at A-62),
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thi s

Once the

oversight.2e

di sinterested

present.3l

tn rá ¡f

Prior to passing our law, I never heard anyone tal-k l-ike

C. How the Bi]-]- Works

A2210 has an appfication process to obtain the l-ethal- dose,

a written lethat dose request form.28

l-ethal- dose is issued by the pharmacy, there is no

which incl-udes

The death is not required to be witnessed by

persons.30 Indeed, no one is required to be

D. Specific Problems with Èhe BiII.

The bitl implies that its provisions are "entirely

voluntary." For example, S 2.c. states:

The public welfare requires . a defined
and safeguarded process which will-: . .

. ensure that the process is entirely
voluntary on the part of all- participants,
incl-uding patients

This comforting thought is an il-l-usion and propaganda when

compared to what the third reprint actually says and does.

Please consider some of the bill-'s specific probl-ems discussed

befow.

The lethal- dose request form can be viewed aL A2210, S20. (A-15 to A-17)

See A227O in its entirety. (Attached at A-1 through A-21) .

rd.

rd,

A2210, S 2, line 41, attached at A-2.

2A

29

30

3I

32
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af

patient

know?

1. No witnesses at, the death.

The third reprint of A2210 does not require witnesses at the

death.33 Vùithout disinterested witnesses, the opportunity is

created for someone efse to administer the l-ethal dose to the

without her consent.3a Even if she struggled, who woul-d

significant for people with

Stuart, 6f CaÌ. Rptr. 3d L29,

This situation is especially

money. A California

I43 (2007), states:

I F] inancial

case, PeopJe v.

common motiv

Without dj-sinterested witnesses, the patient's voluntary

action ís not guaranteed.

2. Adding witnesses will not fix the
probJ-em.

Requiring disinterested witnesses at the death would protect

against overt murder. Generally, however, witnesses are not much

of a safeguard. Many wills are properly witnessed and

nonethefess set aside for undue influence, fraud, etc.

considerations Iare] an all- too
ation for killing someone.3u

33 See A2210 in its entirety, attached hereto at A-1 to A-21.

34 The drugs used for assisted suicide in oregon and Washington,
Secobarbital- and Pentobarbital (Nembutal), are water soJ-ubl-e, such that they
can be injected without consent, for example, to a sleeping person. See

"Secobarbital- Sodium Capsules, Drugs. Com, at htt'o: //www. druqs. com/prolseconal-
sodium.html- and http://www.druqs.com,/prolnembutaÌ.htmf See afso Oregon's
report, page 6, attached at A-46 (listing these drugs) '

35 In People v. Stuartt the daughter had kil-l-ed mother with a pillow.
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3. !{itnesses can be coercive.

Witnesses can also be coercive. Consider Oregon resident

Lovel-l-e Svart, who threw herself an "exit parLy," during which

time she danced t.he polka with George Eighmey of Compassion &

Choices. The party was reported in the Seattl-e Times, which

wrote an articfe implying that she was in control.36 At the end

of the party, however, when it was time for her to die, the paper

al-so reported this exchange between her and EighileY, which took

place in front of ten PeoPle:

"Is this what You want?"

"Actual-ly, I'd like to go
Lovell-e replied, l-aughing
serious. "But, y€s. "

on partyinq,"
before turning

*If you do take it, You will die."
ttYes. "37

The situation is similar to a wedding when it's time to take

your vo\^rs. Everyone's watching and it's the thing to do. So

even if you are having second thoughts or woufd rather "9o on

partyingr" you go forward to take the l-ethal dose. If Eighmey

had wanted to give her an out, he could have said:

"You are having so much fun, you don't have
to do this today or even next week. "

36 See Don Co]-burn, "Last day of life al-f planned out, down to the polka,"
October 26, 2001, avail-able at
http I /,/seattletimes . com/html-/l-ocaf news /2003918100 suícide02 . html

3'7 Td.

\\server\dox\AsE Flles\New,lersey\À2210 Legal Analysis. 3rd Reprint 11. 13. 14.wpd
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Instead, he proceeded according to the scrlpt that she would

die at the end of

death. Her role

the party. His role

was to compJ-y. Once

was to preside over her

she h/as in this ro1e, she

coercive.no longer had control. The situation $/as inherently

Someone eJ-se is allowed to speak
for the patíent during the lethal
dose requesf process.

a patient requesting a lethal

4

Under A2210,

to be "capable. "38

someone else is al-Iowed

This is, however, a rel-axed

dose is requJ-red

standard in which

patient. Moreover, the

patient's designated

a power of attorney. The

does not

to speak for the

have to be thespeaking person

agent such as an

only requirement

the patient's

A221 0 states:

attorney-in-fact under

is that the speaking person be "familiar with

manner of communicating. " The third reprint of

"Capable" means having the capacity to make
health care decisions and to communicate them
to a health care provider, incl-uding
communicatj-on through persons famil-iar with
the patient's manner of communicating
(Emphasis added) .3e

Being "familiar with the

is a very minimal-

assistant who is famil-iar with a patient's "manner of

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

standard.

patient's manner of communj-cating"

Consider , f or exampJ-e, a doctor' s

38 A221 0, S 4.b, attached at A-5, J-ì-ne 25.

A2210, S 3, attached at A-3, lines 24-2139
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Spanish. That, however, would be good enough. Indeed, the

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

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

5. The term "self-administerr" allows
someone else to administer the
lethal dose to the patient.

Proponents may claim that patients under A221 0 are,

nonetheless, in control- due to a requi-rement of "sel-f-

administration." A2210t however, onJ-y says that a patient "may"

sel-f -administer a lethal- dose. There is no provision that

administration of the lethal dose "must" be by sel-f-

administration.a0 A2210 also defines "sel-f-administer" as the

patient's "act of ingesting." S 3 says:

aa

terminallv il-I patient's act of ingesting
medication that has been prescribed pursuant
to lthis bif ]l (Emphasis added) . al

A2210 does not define "ingesting." Dictionary definitions

incl-ude:

[T]o take (food, drugs, etc.) into the body,
as by swallowing, inhalingt or absorbing."n'

With these definitions, someone else putting the l-ethal dose

in the patient's mouth qualifies as self-administration because

the patient will- thereby be "swall-owing" the lethal dose, i.e.,

40 See BifI A2210 in its entirety, attached hereto at A-1 to A-2L.

S 3 at a-4, lines 44-45, to A-5, lines 1-2.

lrlebster's New Worfd College Dictionary, ingest. (Attached at A-63) .

47
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"ingesting" it. Someone efse placing a medication patch on the

patient's arm will also qual-ify because the patient wil-l- thereby

be "absorbing" the lethal dose, i.e., "ingesting" it. Someone

else turning on l-ethal- gas wil-l- qualify because the patient wifl-

thereby be "inhal-J-ng" the l-ethal- dose, i.e., "ingesting" 1t.

With "self-administ.er" defined as mere ingestion, someone

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

A221 O legalizes physician-assisted
suicide and assisted suicide.

a patient to íngest a lethal dose

6

A2270 allows

a physician. This is "physician-assisted suicide

of Medical- Ethics, Opinion 2.2I1- states:

Physician-assisted suj-clde occurs when a
physician facil-itates a patient's death by
providing the necessary means and/or
information to enable the patient to perform
the J-ife-ending act

Attached al A-22.

A2210 al-so al-.1-ows the active participation of

such as the patient's heirs. See e .9. , the bil-I's

request form, which al-Iows one of two witnesses on

prescribed by

The AMA Code

non-physicians

lethal dose

the form to be

the patient's heir. (Attached hereto at A-16 to A-17). With

this situation, the general term, "assisted suicider " is afso

appropriate. A227 0 thus legalizes both physician-assisted

suicide and assisted suicide generaJ-J-y.

\\server\dox\AsE Files\New Jersey\A2270 Legal Analysis.3rd Reprint 11.13.14 .wpd
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7, A2270 legalizes euthanasia.

As discussed above (Section III.D.5.), the bil-l's definition

of "sel-f-administerr" al-l-ows someone else to administer the

l-ethal dose to the patient. With this situation, A2210 legalizes

"euthanasia" under generalJ-y accepted medical terminol-ogy. The

AMA Code of Medical- Ethics, Opinion 2.2L, states:

Euthanasia is the administration of a lethal
agent by another person to a patient . ot

8. A2210 does not prohibit involuntary
administration of the ].ethal dose
without patient, consent.

A2210 does not require that the patient be capable or even

aware when the lethal- dose is administered.aa There is a.l-so no

language requiring the patient's consent at the time of

administration.as Similarly, there is no criminal penalty for

administering a lethal- dose to a patient without his consent. a6

43 Attached hereto at A-23.

44 A2210 addresses whether the patient is "competent" or "capab1e" in
conjunction with the l-ethaf dose request, not fater at the time of
administration. See: SS 2.a., 3., 4.b., 5'a., 6.a. (1), 6.a. (4) , '7.c,,
11.c. (3) & (4), and 20 (regarding "sound mind").

45 A2210 requires that a determination of whether a patient is acting
"vofuntarily" be made in conjunction with the fethaf dose request, not l-ater.
See: SS 4.c., 5.a., 6.a.(1), 6.a,(4),7.c., 11.c.(3) & (4), and 20 (regarding
making the request "vol-untarily").
46 See, for example, S18, which provides criminaf penalties, none of which
apply to administration of a lethal- dose without consent. 518 states:

a. A person who, without authori-zation of the patient, and with
the intent or effect of causing the patient's death, willfuJ-J-y
alters or forges a request for medication pursuant to lthis bill]
or conceals or destroys a rescission of that request is guilty of
a crime of the second degree.

\\server\dox\ASE Files\New Jersey\A2270 Legal AnaLysis'3rd RePrint 11.13.14.wpd
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The patient's prornised control over
the time, place and manner of his
death is an illusion.

Proponents may argue that patient consent is, nonetheless,

required at the time of administration because a patient may

rescind the request for the l-ethal dose "at any time. "47 A

provision that a patient may rescind the request is not, however,

the same thing as a requirement that the patient give consent to

administration. Consider, for example, a patient who signed up

for the lethal dose "just-in-case, " which is a scenarj-o promoted

by assisted suicide/euthanasia proponents. If such patient would

l-ater become incompetent, be sedatedt oT sinply be sleeping, she

woul-d not have the ability to rescind. Moreoverf without a

consent requirement, the act implies that admlnistration of the

l-ethal dose can nonethel-ess go forward, e.Ç., by the doctor, a

b. A person who coerces or exerts undue influence on a patient
to request medication pursuant to Ithis bit]-l or to destroy a
rescission of a request is guilty of a crime of the third degree '

c. Theft of medication prescribed to a qualified terminafly ill
patient pursuant to Ithis bil]l shalf constitute an offense
involving theft of a controll-ed dangerous substance as set forth
in N. J.S.2C:20-2.

d. Nothing in [this bi]I1 shal-l limit liability for civif
damages resulting from the negligence or intentj-onaf misconduct of
any person.

e. The penalties set forth in this section shaff not preclude the
imposition of any other criminal_ penalty applicable under faw for
conduct that is inconsistent with the provisions of lthis bi]Il .

4',? A22'70, S 10.b., attached hereto at A-9, Iines 43-45
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af.l

Any action taken in accordance with
provisions of Ithis bill] shall not
constitute patient abuse or neglect,
assisted suicide/ mercy killing, or
under any law of this State. "ae

nurse or f amiJ-y member administering the l-ethal- dose. To the

extent this point is ambiguous, the rule of lenity woul-d resolve

it in favor of the potential accused, i.e., the doctor, a nurse

or family member.

Without a right of consent, the patient's promised control-

over the time, place and manner of his or her death is an

il-lusion.

10. A227O lacks transparency and accountability.

a. Record keeping is Private.

A227 0 provides that a doctor's compliance with its

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

private document protected by HIPPA.48

If New .fersey follows l{ashington
State's interpretation of language
simíIar Eo A2270, death
investigations by the medical-
examiner will be eliminated other
than to certify the deaths as
\\Natural"; the cause of death will
be falsified.

A2210 states

b

the

suicide,
homicide

49

In Washington State, simiJ-ar J-anguage has been interpreted

See Bilt A2210, S 11.d., attached at A-10.

S17. a , (2) , at A-13 , Line 42,

4B

\\server\dox\AsE f iles\New,lersey\42270 Legal Analysis. 3rd Reprint 11. 13. 14.wpd

L1



¡Á tß

to requj-re the Medical Examiner to certify the manner of death as

"Natural-" as long as Washington's death with dignity act was

used, i.e., regardless of the specific facts of the case.s0 In

addition, the death certificate is not to contain any

words

language

includeindicating

" suicide " ,

If New

t.here wilI

effectively

that the act was used. "51 Prohibited

and "euthanasia."52"mercy kil-1ing"

Jersey enacts A221 0 and folfows Washington's lead,

be a similar resul-t in which death investigations are

el-iminated and the death certificate is fal-sified to

el-lminate the true cause of

medicatíon. There will be

and also a

death,

a lack

l-ack of

should anyone want

which is a l-ethal dose of

of transparency regarding

transparency for the purpose

to know how the l-aw is working

specific deaths

of l-ater revi-ew

in practice.

A smal-l-er

rates will al-so

point, vitaJ-

be distorted

st.atistics regarding disease survival-

(and artificially pushed downward) .

s0 See Washington State Department of Heal-th "fnstructions for Medical
Examiners, Coroners, and Prosecuting Attorneys: ComplÍance wj-th the Death with
Dignity Acl," (Attached hereto as A-64).

rd

rd.

\\server\dox\esE Files\New,lersey\42270 Legal Ä¡aIysis. 3rd Reprint 11. 13. 14.wpd

18

51



c The Division of Consumer
Affairs is without power
to investigate other than
to \\request" a reporf; No
disclosure of identifyíng
information is permitted.

A2210 provides for reportlng

professional-s to the Division of

by prescribing heal-th care

Consumer Affairs.53 This is for

the purpose of an annual- statistical report to the pubJ-ic.5a The

Division is given no povùers of investigation or enforcement,

i.e., other than to "request" a report.ss Moreoverr ânY

information collected "that contains material- or data that coul-d

be used to identify an individual patient or health care

professional shall- not be included under material-s availabl-e to

publ-ic inspection."56 Once again, there is a lack transparency

and accountability regarding this biII.

IV. THE OREGON AI{D VüASHINGTON EXPERIENCE

A Any Study Claimíng that Oregon's Law is Safe,
is Invalid.

During Montana's

oversight in Oregon's

this observation: the

20lI legislative session, the l-ack of

law prompted Senator Jeff Essmann to make

Oregon studies are invalid. He stated:

53

54

55

A2210, S 13, at A-11-, :.ine 32, to A-12, Iine 24.

S 13(3) aL A-1-2, lines 5-9.

rd.

A-I2, l-ines 16-L9,56
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B

New Jersey

to suicide.

Wagner.

as sisted

passed,

be able

tAlll the protections end after the
prescription is written. IThe proponents]
admitted that the provisions in the Oregon
l-aw woul-d permit one person to be afone in
that room with the patient. And in that
situation, there is no guarantee that that
medication is IvoJ-untarily administered]

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

Legal Assisted Suicide AIIows Health Care
Providers and Insurers to Steer Patients to
Suicide.

If A2210 is health care providers and insurers in

With the Oregon Health PIan's

suicide. The drug's manufacturer

to f ollow Oregon's l-ead to steer patients

Barbara

cover her

her cancer.

Ietter, Wagner was steered to

subsequently agreed to provide

will-

Consider the case of Oregon resident,

In 2008, the Oregon

suicide instead of

Heal-th Pl-an offered to

a drug to possibJ-y cure

"It was horrible, " Wagner tol-d ABCNews. com.
"I got a letter in the mail that basical-Iy
said if you want to take the pills, we will
help you get that from the doctor and we wil-l-
stand there and watch you die. But we won't
give you the medication to l-ive."58

5? http : / /www. marqaretdore . com/pdf / senator-es smann-sb-1 67-0 O 1 . pclf

58 Susan Donafdson James, "Death Drugs Cause Uproar in Oregon, " ABC News,
August 6, 2008 (Excerpt attached at A-66)
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the drug.se She nonetheless died a short time later.

To Iearn more about steerage to suicide J-n Oregon, See: the

affidavit of Kenneth Stevens, MD (attached hereto at A-49 to A-

58, describing how the Oregon Heal-th Pl-an works); and Bradley

WiIliams, "Assisted suicide is not legal, not the ans\n/err " The

Missoulian, August 2I, 20I4 (attached at A-65, regarding

Compassion e Choices' true mission to discourage patient cures) .

C. Oregon's Ar¡nual Report f,or 2OL3 is Consistent with
Financial Elder Abuse and the r\Barbara Vüagner"
Scenario

According to Oregon's most recent annual assisted suicide

report for 20L3, most of the people who dj-ed from a l-ethal dose

!üere white, aged 65 or older, and wel-I-educated.60 People with

these attributes are typicalJ-y well off , i.e., the middl-e class

and above.

The report implies that these deaths \^/ere voluntary, stating

a lethal dose. 61that Oregon's act "al-Iows" residents to obtain

There is nothing in the report, however, that actually says that

voluntary.62 Ol-der weIl-off people are,

vulnerable demographic for abuse and

the deaths were

regardless, in a

"Letter noting assisted suicide raises questions, " KATU TVf July 30,
(Attached at A-68)

Report, paqe 2, attached hereto at A-42, last full paragraph.

fd., page 1, attached hereto at A-41.

Report, pages 1-7, starting at A-41.

60

61

62

2008.
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exploitation. This incfudes murder. A 2009 MetLife Mature

Market Institute Study states:

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

. Victims may even be murdered by
perpetrators who just want their funds
See them as an easy mark.63

worth
abuse

and

The Oregon report, in whlch most of the people dying under

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

el-der abuse. The report, which afso describes patients on

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

D fn Oregon, Other (Regular) Suicides Have
Increased with Legalization of Physícian-
Assisted Suicide; the Fínancial Cost is
\\Enomous. t'

Government reports from Oregon show a positive statistical-

correlation between the legalization of physiclan-assisted

suicide and an increase in other (reguJ-ar) suicides. Of course/

a statistical- correlation does not prove causation. The

statistical correlation is, however, consistent with a suicide

contagion in which legalizing and thereby normalizing assisted

suicide has encouraged other suicides. Pl-ease consider the

following:

Oregonrs assisted suicide act went into
ef fect "in l-ate L99'7 ."64

63 The Metlife Study can be viewed at this l-ink:
https //www.metl-ife.com/assets/caolmmi/publications/studies/mmi-study-broken-t
rust-elders-f amily-f inances, pdf

64 Oregonfs assisted suicide report for 20L3, attached at A-41.
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By 2000, Oregon's regular suicide rate h/as
"increasing significantly. "6s

By 2001, Oregonrs regular suicide rate was
35% above the national- average.66

By 2010, Oregonrs reguJ-ar suicide rate was
ALeo above the national- average.6T

In Oregon's most recent regular suicide report, the

financial- cost of these other (regular) suicides is huge.

report, page 3, elaborates:

The

The cost of suicide is enormous. In 2010
alone, self-infl-icted injury hospitalízation
charges exceeded 41 million dollars; and the
estimate of total l-ifetíme cost of suicide in
Oregon was over 680 mil-l-ion doll-ars.68

Oregon is the only state where there has been legalization

of assisted suicide long enough to have statistics over time.

The enormous cost of increased (regular) suicj-des in Oregon,

positively correlated to physician-assisted suicide J-egalizalion,

is a signlficant factor for this body to consider regarding

A2210, which Seeks to legalize physician-assisted suicide in New

Jersey.

65 See Oregon Health Authority News Release, September 9, 2010, at
http: //www.oregon,gov/DHS/news,/201Onews,/2010-0909a.pdf ("After decreasing in
the 1990s, suicide rates have been increasing significantly since 2000").
(Attached at A-70)

66 Attached at A-12

Attached at A-75

6B Attached at A-76
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E Legal Assísted Suicide
Family Members as weII

can be Traumat,ic for
as Patients.

1. The Swiss study.

rel-easedIn 20L2, a

trauma suffered

The study found

at an assisted

study was

by persons

that 1 out

suicide were

in Switzerland, addressing

who witnessed an assisted suicide.6e

of 5 family members or friends present

traumat j- zed.1o These persons:

In the first case, one side

signed up for the

of the family wanted

IE]xperienced fulI or sub-threshol-d PTSD

IPost Traumatic Stress Disorder] related to
the l-oss of a cl-ose person through assisted
suicide. Tl

2 My cases involving the Oregon and
Vüashington assisted suícide laws.

two cl-ients whose fathersI have had

lethal- dose.72

the father to take the l-ethal- dose, whiJ-e

months of his life

the other did not. The

caught in the middle and

kill himself. My

father spent the

traumatized over

l-ast

whether or not he shoul-d

6e "Death by request in Switzerfand: Posttraumatíc stress disorder and
complicated grief after witnessing assisted suicide," B. lrlagner, J. MuIler, A.
Maercker; European Psychiatry 27 (2012) 542-546, avail-abfe at
http: / /ch.o:-ceísanif lusion. fil-es.wordpress.com/201,2/L0/family-members-
traumatj-zed-eur-psych-2012.pdf (First page attached at A-11),

'to rd.
't7 rd.

12 Cf. Margaret Dore, "Preventing Abuse and Exploitation: A Personal Shift
in Focus" (An articl-e about efder abuse, guardianship abuse and assisted
suicide), The Voice of Experience, ABA Senior Lawyers Division Newsletter,
VoÌ . 25, No. 4 , Winter 20t4 | avail-abl-e at
http: //www.americanbar.org,/pubfications/voice of experience/2014/winLer/preven
t ing_abus e_and_exploit at i ona_pers ona l_shi f t f ocus . html-
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cl-ient, his

not take the

fn the

l-ethal- dose

that his father

adul-t daughter, was also traumatized. The father dld

l-ethal- dose and died a natural- death.

other case, it's not cl-ear that administration of the

WAS voJ-untary.

refused to

A man who was present told my cJ-ient

take the lethal dose when it \^/as

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

he took it the next night when he was high on alcohol-. The man

who tol-d this to my client l-ater recanted. My cl-ient did not

want to pursue the matter further.

F. Pain is Not the Issue.

The current Oregon assisted suicide report for 20L3 l-ists

"concerns" as to why the people who ingested the l-ethal- dose

signed up to do so.73 Per the report, there were 20 patients who

had a concern about: "inadequate pain control."7a This is 20

people out of 32,4'75 total- deaths in Oregon.Ts RegardÌess, there

\^/as no cl-aim that any one of these 20 patients was actual-ly in

pain.i6 Pain is not the issue.

V. CONCLUSION

If the Third Reprint of A2210 is enacted, âssisted sui-cide,

physician-assisted suicide and euthanasia will become l-aw for

Oregon Report, page 6, attached hereto at A-46.

rd.

Report, p.2, aL A-42, fn 1- (totaÌ Oregon deaths in 2012 was 32,415)

See entire Oregon report at A-41 to A-47.

\\Server\dox\AsE Eiles\New ,lersey\422?0 Legal Analysj-s.3!d Repllnt I1.13.14.wpd

25

't3

't4

75

16



rf afl

with years, even decades to live. These persons wil-l-

young adul-ts with

people

include

These persons will- incl-ude

that al-lows their heirs to

the l-ethal dose and which

the l-ethal- dose. Even if

If f ol-Iows

chronic condi-tions such as diabetes.

ol-der people with money, under a law

actively participate in their getting

has no oversight over administration of

the person struggled, who would know?

Washington State's interpretation ofNew Jersey

slmil-ar toJ-anguage

the medical examiner

deaths as "Natural-. "

the Third Reprint, death investigations by

wil-I be el-iminated other than to certify the

The death certificate wil-l- be fal-sified.

There wilt be a pronounced l-ack of transparency and

accountabi J- ity .

I urge you to reject this measure

Respectfully e tted

Ma

November 20\4.

t
fic

MBA
Law
Cho

rga
e is an Il-l-usion, an

nonprofit organization opposed to
assisted suicide and euthanasia
www. marqaretdore. com
www. choiceif fusion. orq
l-001 4th Avenue, 44th Fl-oor
Seattl-e, WA 98154
206 389 I154 main reception line
206 389 ]-562 direct line
206 691 I2I'l cel-l-

. Dore, P.S
501(c) (4)
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A2270 [3R] BURZICHELLI, EUSTACE
2

AN Acr concerning | [death with dignity] aid in d)¡ine for the

terminally ill1, supplementing Titles 45 and 26 of the Revised

Statutes, and amending P.L.l99l, c.270 and N.J.S.2C:11-6.

Br Ir E¡¡¿.crnn by the Senate and General Assembly of the State

of New Jersey:

l. (New section) Sections I through 21 of 2[this actl P.L.

c. (C. ) (pendine before the Leeislature as this billl2 shall be

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

Act."l "Aid in D)¡ing for the Terminally Ill Act."l

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 motrths, may obtain

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

humane and dignified mannerl Recoqnizing New Jetsey's lonq-

the fundalnental risht of competent adults to make health care

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

afhrms the rieht of a qualified terminally ill patient. nrotected b:/

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

humane and dignified death2;

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

provide cornpassionate aid in dvins for terminally ill patients

indicate that the sreat majority of patients who requested

patients in Washinston in each vear since 2009. were enrolled in

dyinsl

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

voluntary on the part of all participants, including the patienl, the

EXPLANATION - Matter enclosed in bold-faced brackets fthusf in the above bill is

not enacted ¡nd is intended to be omitted in the law.

Matter underlined !N ls new mâtter'
Matter enclosed in superscrlpt nunlerâls has been adopt€d as follorvs:
rAssembly AHE colnmittee amendments adopted June 5, 2014.
¿Assembly floor amendments adopted June 16,2014.
rAssembly floor amendments adopted June 23' 2014.
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A2270 [3R] BURZICHELLI, EUSTACE
3

patient's physicians, and any other health care provider furnishing

services or care to the patientl a defined and safeguarded þrocess in

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

orovide support to dying patients:

(.2) assist capable. terminally ill patients who request

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

(4) ensure that the process is entirely voluntary on the part of all

are providing care to dvinq patientsz; and

'1".1 d.' This act is 2in the public interest and is2 necessary for

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

be liberally construed to effectuate its purposes]2.

3. (New section) As used in z[this actl P.L. . c. (C. )

(pEndins before the Leqis :

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

"Attending physician" means 2[theI 42 physician 2licensed

pursuant to Title 45 of the Revised Statutes2 who has primary

responsibility for the ztreatment andz carc of a zqualified terrninallv

ill2 patient and treatment of the patient's 2lterminall illness.2

disease 2. or conditionz.

"Capable" means having the capacity to make health care

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

p¡S-yj.dgl2, including communication through persons familiar with

the patient's manner of communicating if those persons are

available.

"Consulting physician" means a physician 2licensed pursuant to

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

experience to make a professional diagnosis and prognosis

regarding a patient's 2illness.2 disease 2. or condition2.

"Counseling" means 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.l97l, 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,
2"Health care provider" means a health care professional or

health care facilit)¡.2

"Informed decision" means a decision by a qualified 2terminally

ill2 patient to request and obtain a prescription for medication that

the z[qualified]2 patient may 29b9g!.elq2 self-administer to end the

I

2

J

4

5

6

7

8

9

l0
n
t2

13

l4
l5
l6
l7
l8
l9
20

2t
22

23

24

25

26

27

28

29

30

3l
32

JJ

34

35

36

37

38

39

40

4t
42

43

44

45

46

U

A-3



A2270 [3R] BURZICHELLI, EUSTACE
4

patient's life in a humane and dignified manner, which is based on

an appreciation of the relevant facts and after being fully informed

by the attending physician of:

(l) the patient's medical diagnosis;

(2) the patient's prognosis;

(3) the potential risks associated with taking the medication to

be prescribed;

(4) the probable result oftaking the medication to be prescribed;

and

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

but not limited to, 2additional treatment opportunities.2 palliative

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

"Medically confirmed" means that the medical opinion of the

attending physician has been confirmed 2@
P.L. . c. (C. ) (pendine before the Lesislature as this bill)2

by a consulting physician who has examined the patient and the

patient's relevant medical records.
2["Participating in this act" or "participation in this act"]

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

attending physician or consulting physician, a psychiatrist or

psychologist providing counseling, or a pharmacist dispensing

medication,I a health care provider2 in accordance with the

provisions of 2[this act] P.L.
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ì lnendins before

the Leeislature as this billlz, but does not include: making an initial

determination that a patient z[has a terminal disease] is terrninally

!!!2 and informing the patient of the medical prognosis; providing

information about the provisions of 2lthis act] P,L. . c, (C, )

(pendins before the Lesislature as this billlz to a patient upon the

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

with a referral to another 2[physician] health care provideÉ.

"Patient" means a person who is under the care of a physician.
2["Physician" rreans a doctor ofmedicine or osteopathy licensed

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

Examiners.]2

"Qualified 2terminallv ill2 patient" means a capable adult who is

a resident ofNew Jersey and has satisfîed the requirerrents 2[ofthis

act in orderl2 to obtain a prescription for medication z[that the

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

humane and dignified manner] pursuant to P.L. . c, (C. )

(pending before the Leeislature as this bill)z. A person shall not be

considered to be a qualified 2terr¡inallv ill2 patient solely because

of the person's age or disability 2or a diagnosis of any specific

illness. disease. or condition2.

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

of ingesting medication z[to end that individual's life in a humane

. c. (C.
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and dignified manner] that has been prescribed pursuant to P.L.

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

that has been medically confirrned and will, within reasonable

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

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

diaenosis that the patient is "terminallv ill." butl with3 a proqnosis.

months or less 3['. with or without t

"terminallv ill" for the nurnoses PT I lnendinq

before the Legislature as this bill)I3 .2

4. (New section) A 2terminally ill2 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 the Lesislature

as this bill)2, ifthe patient:

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

to section I I of P.L. . c. (C. ) (pending before the

Leeislature as this bill)2;

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

attending physician and 2a2 consulting physician to be 2[suffering

from a terminal diseasel terminally ill2; and

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

prescription for rnedication pursuant to P.L. , c. (C. )

(pending before the Leeislature as this bill)2.

5. (New section) a. A valid 2written2 request for medication

under zlthis actl P.L. . c. (C. ) (pending before the

Leeislature as this billl2 shall be in substantially the form set forlh

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

the Legislature 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:

(l) a relative ofthe patient by blood, tnarriage, or adoption;

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

the zpe!!çut'g2 estate 2[of the qualified patient]z 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-l 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 carried out in accordance with the

provisions of 2[this act] P.L. . c. (C. ) (pending before

the Legislature as this bill)2 before writing a prescription for

medication z[to enable] that2 a qualified 2terminallv il12 patient
2[to end the patient's life in a humane and dignified manner, fot

which purpose that physician shalll ma..r choose to self-administer

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

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

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

terminal diseasel is terminallv ill2, is capable, and has zvoluntarilyz

made the request for medication 2[voluntarilyl pursuant to P.L.

c. (C. ) (pendins before the Lesislature as this bill)2;

(2) require that the patient demonstrate New Jersey residency
2pursuant to section l1 of P,L. . c. (C. ) (pendine before

the Legislature as this bill)2;

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

patient'sl q4g!2 prognosis; the potential risks associated with taking

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

rnedication to be prescribed; and the feasible alternatives to taking

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

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

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

conlrrrnation of the diagnosis zand prosnosisz, and for a

determination that the patient is capable and acting voluntarily;

(5) refer the patient for counseling, if appropriate, pursuant to
z[this act] section 8 of P.L. . c. (C. ) (pendins before the

Legislature as this bill);
(6) recommend that the patient participate in a consultation

qualified to discuss these options with the patientz;

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

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

A-6
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tt(Z)I (Ð' advise the patient about the importance of having

another person present }Ê--und' when the patient z[takes thel

chooses to self-administerz medication prescribed under z[this actl

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 of the l5-

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

second oral request as provided in section 10 of P.L. .

c. (C. ) (Lendine before the Legislature as this bill)2;
t[(S)] (-LQt verify, immediately before writing the prescription

for medication under 2lthis act] P.L. ' c. (C. ) (pendine

before the Legislature as this bill)2, that the patient is rnaking an

informed decision to request the medication; and

2t(10)I (1 Dt fulfill the medical record documentation

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

the Leeislature as this bill)2.

b. The attending phYsician shall:

(1) dispense medication directly, including ancillary medication

intended to facilitate the desired effect to minimize 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[otherwise]2 permissible electronic communication to the

phannacist, who shall dispense the medication directly to either the

patient, the attendirg 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 ofdeath.12

7. (New section) A 2[personl pg!i9Û2 shall not be considered

a qualified 2terminally il12 patient until a consulting physician has:

a. examined that z[personl pglþ4t and the 2[person's]

patient's2 relevant medical records;

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

that the z[person is suffering from a terminal diseasel patient is

terminatly ill2; and
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c, verified that the zlperson] pelig¡ú2 is capable, is acting

voluntarily, and has made an informed decision to request

rnedication 2[to end the person's life in a hutnane and dignified

mannerl fhât if fhe natient mav ose tn self-

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

Lesislature as this bill)z.

8. (New section) 'g,' lf, in the 2medical2 opinion of the

attending physician or the consulting physician, a patient

2reouestins medication that natient mav to self-

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

Leeislature as this bill) may not be capable because the patientz

muy 2[b. suffering froml bêve2 a psychiatric or psychological

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

2leither] thez physician shall refer the patient zto a licensed

psvchiatrist or pslrcholosist2 for counseling zto determine whether

to a licensed ps.'¿chiatrist or psl¡chologist for counseline pursuant to

this subsection shall provide wfitten notice of the referral to the

attending physician2. 2lMedication to end a patient's life in a

humane and dignified 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.l

b. If a patient has been referred to a licensed psvchiatrist or

that the patient may choose to self-administer pursuant to P'L'

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

the patient is capable.2

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

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

ûranner unless the patient has made an informed decision'

Immediately before writing a prescription for rredication pursuant

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

rnaking an informed decision.l2

'a10.7 9,' (New section) A 2qualified terminally illz patient

shall not receive a prescription for medication 2[to end the patient's

life in a hutnane and dignihed manner] that the patient mav choose

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

before the Leeislature as this bill)z 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 rnedication 2[pursuant to this act]z, 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.

2ftt.I 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

rranner, the patient shall make 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. ) (pending before the Leeislature

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

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

subject to the following requirements:

(1) at least 15 da),s shall elapse between the initial oral request

and the second oral request:

(21 at the time the patient makes a second oral request. the

the request:
(3) the patient mal¡ submit the written request to the attendine

physician when the patient rnakes the initial oral request or at anv

time thereaftell
(4) the written request shall meet the requirements of section 5

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

bill):
(51 at least l5 days shall elapse between the patient's initial oral

request and the writins of a prescription pursuant to P,L.

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

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

physician's receipt of the patient's written reouest and the writing

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

before the Legislature as this bill)2.

b. A qualified 2terminally 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

rnedication putsuant to this act without offering the patient an

opportunity to rescind the request.l2
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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 attendins phvsician shall recommend to the

5

6

7

8

9

10

ll
t2
l3
14 terminal illness. includins the results of any such treatment: and any

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

l6
17 past.

18 42 fne zattendinq phvsician shall ensure that thez following

lg items 2[shall be documented] are included2 in the patient's medical

20 record 2[for the purposes of this actlz:

2l (1) 2the determination that the patient is a qualified terrninallv

22 ill patient and the basis for that determination:

23 Ø' z[the oral requests and the written request] all oral and

24 written requestsz by the patient to the attending physician for

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

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

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

28 bill)z;

29 'lQ)l ß)' 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 2t(3)I g)2 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 'lØ) u report of the outcome and deterr¡inations made during

36 counseling ofthe patient pursuant to this act;12

37 (5) zif 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. ) (pendins

40 before the Legislature as this bill):
4l (61 the attending physician's recommendation that the patient

42 participate in a consultation concerning additional treatment

43
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1

2 treatments:

3 (J)' the attending physician's offer to the patient to rescind the

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

5 '?[(6)I (8)2 a note by the attending physician indicating that all

6 requirements under 2[this act] P.L. . c, (C. ) lpending

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

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

9 including a notation of the medication prescribed'

'U2.1 JJ-' (New section) A request for medication pursuant to
2lthis actl P.L. . c. (C. ) (pendine before the Leqislature

as this bill)z shall not be granted unless the qualified 2terminallv ill2

patient has documented that individual's New Jersey residency by

furnishing to the attending physician a copy of one of the following
2[as applies to that individual]2:

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 demonstrate the individual's current

residency in this State.

2U3.1 12.2 (New section) Any medication dispensed pursuant

to zlthis act that is not self-administered by a qualifîed patient]

I loendins before the Leeisl âture as this bill)

shall be disposed of by lawful means.

2Ít+.7 tl.z (New section) a. The Director of the Division of

Consurner Affairs in the Department 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 Health2:

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

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

Leqislature 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 con.rpliance with
z[this actl P.L. . c. (C. ) (pending before the Legislature

as this bill)2.
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(2) No later than 30 days after the date of the 2qu¿li.fi-g¡!

terminally ill2 patient's death, the 2attendinq2 physician z[who

prescribed the medicationl2 shall transmit to the division such

docurnentation ofthe 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. ) (pendine

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

incomplete report, the division shall contact the person to request a

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

process for reporting information pursuant to this subsection with

pharmacv pennit holder pursuant to sections 25 throueh 30 of
P .L.20 07 . c.24 4 ( C.4 5 : | - 4 5 thr oueh C.4 5 : I - 5 0).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:lA-l et seq.) and P.L.2001, c.404 (C.47:11'-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.

'ltS.l Jq.' (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 z[this act] P.L.

c. (C. ) (pending before the Legislature 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 zlto end the person's life in a humane and digniflred

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

Le&i-slature as this bill)2.

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

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

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

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

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

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

þ-il!)'; or any other action taken pursuant to 2lthis act] P.L,

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

c. On or after the effective date of z[this act] P.L.

c. (C, ) lpending before the Leeislature as this bill)z,

A-t2
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procurement 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)2 by any person.

2116.l Jj-2 (New section) Nothing in 2[this actl P.L.

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

construed to:

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

life by lethal injection, active euthanasia, or mercy killing 2. or any

act that constitutes assisted suicide under any law ofthis State2; or

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

health care professional who participates in 2lthis act] P.L,

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

216. (New section) A person shall not be authorized to take any

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

(pendine before the Legislature as this bill) by virtue of that

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

seq.. a conservator pursuant to N.J.S.3B:l3A-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.20l I. c.145 (C.26:2H-129

to a health care provider ifthe patient so requests.2

17, (New section) a, (1) 2[A] Except as provided in section 19

of P.L. . c. (C, ) (pendine before the Lesislature as this

bill). a2 person shall not be subject to civil or criminal liability or

professional disciplinary action for any action taken in compliance

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

before the Leeislature as this bill)2, including being present when a

qualihed zterminally ill2 patient 2ltakesl self-adrninisters2

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

mannerl prescribed2 pursuant to zlthis act] P.L, . c. (C. )

(pendine before the Leeislature as this billlz, A person who

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

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

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

plsvl¡þri!2,
(2) Any action taken in accordance with the provisions of 2[this

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

bill)z shall not constitute 2@2 suicide,

A- 13
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assisted suicide, mercy killing, or homicide under any z[criminal]2

law ofthis State.

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

compliance with the provisions of 2[this act] P.L. . c. (C. )

(pending before the Leeislature as this bill)2 shall not 2lconstitute

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

appointment ofa guardian or conservator.

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

in z[this act] P.L. . c. (c. ) (pendins 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] P.L. . c. (C. )

(oending before the Legislature as this billl2, 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 facilityz.

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

the patient, 2aud with the intent or effect of causins the patient's

death.z willfully alters or forges a request for medication pursuant

to 2[this act,I P.L. . c. (C. ) (pendins before the

Legislatule as this bill)z or conceals or destroys a rescission of that

request z[with the intent or effect ofcausing the patient's deathlz, is

guilty of a crime of the second degree.

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

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

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

or to destroy a rescission of a request t[,It is guitty of a crirne of
the third degree.

c. zTheft of rnedication prescribed to a qualified terminally ill
patient pursuant to P.L. . c. (C. ) (pendine before the

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

d,2 Nothing in zlthis act] P.L. . c. (C. ) (pendins

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

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

preclude the imposition of any other criminal penalty applicable

under law for conduct that is inconsistent with the provisions of
zlthis 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

resulting from a 2[person terminating his life] qualiflred te¡rninallv

pursuant to zlthis act] P,L. . c. (C. ) (pendine before the

Leeislature as this billlz in a public place has a claim against the

estate of the z[person] peligq!2 to recover 2lsuchl those2 costs and

reasonable attorneys' fees related to enforcing the claim.

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

authorized by z[this act] P.L. . c. (C. ) (pendins before

the Legislature as this billl2 shall be in substantially the following

form:

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

I, , , . . am an adult ofsound mind and a resident

of New Jersey.

I am suffering from . . . , which my attending

physician has determined is a terminal zillness.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, 2g.enq!q¡!-çê1g,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 2as 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:

. My attendine physician has recornmended that I

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

professional qualified to discuss these options with me.

A- 15
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and þain control options.

. . . . . I am currently receiving palliative care. comfort care. or

hosglce care.2

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

time.

I understand the full irnport of this request 2,2 arrd I expect to die

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

understand that2,2 although tnost deaths occur within three hours,

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[moralI2 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 I
lnitials

Witness 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 ofus is the attending physician

Printed Name of Witness l: .

Signature of Witness llDate:

Printed Name of Witness 2: . . . . .

Signature of Witness 2/Date: ' . . .

4,-,0

NOTE: At least one witness shall not be a relative by blood,
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entitled to any portion of the 's estate and shall

not own, or be employed at a health care facility where the

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 Consumer

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

"Administrative Procedure Act," P.L. 1968, c.410 (C.52:148-1 et

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

implement the provisions of sections I through 20 of 2[this act]

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

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

division by health care z[providersl plg-fessionab2 pursuant to

section 2al4l 132 of 2lthis act] P.L. . c. (C. ) (þendins

before the Leeislature as this bill)z'

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.52:148-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 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. z[A health care facility may adopt a written policy to

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

maximum extent possible. eovern the taking of2 any action 2by a
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health care professional2 pursuant to sections I 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

prernises] . except as otherwise prescribed bl¡ requlation of the

Commissioner of Health pursuant to paragraph (4) of this

subsection.
(2ì Anv action taken by a health care facility to participate in

P.L. . c. (C. ) (pendine before the Leeislature as this bill)
shall be voluntary on the part ofthe facilitl¡.

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

enforcement action bv the Department of Health for anv action

taken in compliance with the provisions of P.L, . c' (C. I
(pending before the t-eeislatu

(41 The Commissioner of Health. pursuant to the

"Administrative Procedure Act." P.L. 1968. c.410 (C 52:14R-1 et

seq.). shall adopt such rules and reeulations as are necessar:/ to

implement the provisions of sections 1 throueh 20 of P,L.

c. lC. I (pending before the Legislature as this bill).

taken b.'¿ a health care professional on the premises owned bv. or

under the direct control of. the facilityz.

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

2health 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 nledical 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

office ofa physician or other provider; and

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

of real 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
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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 subparagraph

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.2A:62A-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:

(l) 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 imminent, serious physical violence

against a readily identifiable individual or against himself'

A duty to warn and protect shall not be incurred when a qualified

2terminally il12 patient requests medication that the patient mav

zchoose to2 self-administer z[in order to end the patient's life in a

hurnane and diqnified mannerl2 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 worþ 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:

(l) 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.116 (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 ot a psychiatric

facility, under the provisions of P.L.1987, c.116 (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) V/arning the intended victim of the threat, or, in the case of

an intended victim 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 1 8 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, medicine, 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.

(cfl P.L.2009, c.112, 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 comnrit 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. Any action taken in

accordance with the provisions of P.L' . c' (C, ) (pendine

assisted suicide.

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

l[zg. 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.Ir

l[Zg. this voter referendum 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 irnmediately 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 municipality 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 drug 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 dignifîed way. Ir

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

r[thirdl fourthr 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 Safetv. the Commissioner of Health. the State

Board of Medical Examiners. the New Jersev State Board of

Pharmacy. and the State Board of Psycholoeical Examiners may

shall be necessarv for the implementation of this actt.
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Opinion 2.211 - Physician-Assisted Suicide
Physician-assisted suicide occurs when a physician facilitates a patient's death by providing the necessary means and/or information to enable the patient t(

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

suicide),

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

suicide is fundamentatly incompatibte with the physician's rote as healer, woutd be difficutt or impossibte to controt, and would pose serious societal risks.

lnstead of participating in assisted suicide, physicians must aggressively respond to the needs of patients at the end of tife. Patients shou[d not be abandone

once it is determined that cure is impossibte. Muttidisciptinary interventions shoutd be sought including speciatty consuttation, hospice care, pastoral supporl

famity counseling, and other modatities. Patients near the end of life must continue to receive emotionaI support, comfort care, adequate pain control,

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

Updated June'1996.
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Opinion 2.21 - Euthanasia
Euth patìent for the purpose of retieving the patient's intoterabte and incurabte

suffering,

It is understandabte, though tragic, that some patjents in extreme duress--such as those suffering from a termina[, painfu[, debititating ittness'-may come t
decide that death is preferabte to [ife. However, permitting physicians to engage in euthanasia would uttimatety cause more harm than good. Euthanasia is

fundamentatly incompatible with the physician's rote as healer, woutd be difficutt or impossible to control, and woutd pose serious societal risks,

The involvement 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 [ife. Euthanasia could also readily be extended to incompetent patients and other vulnerabte populations,

lnstead of engaging in euthanasia, physicians must aggressively respond to the needs of patients at the end of [ife, Patients shoutd not be abandoned once il
is determined that cure is impossibte. Patients near the end of life must continue to recefve emotionat support, comfort care, adequate pain control, respe(

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

tssued June 1 994 based on the report EþjglNggÍbgE¡lþLlfq: [] adopted June 1991 (Jrô44. 1992',267: 2229-22331, Updated June 199ó
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Terminal Llncertainty
Washington's new "Death With Dignity" law allows doctors
to help people cornrnit suicide-once they've deterrnined
that the patient has only six months to live. But what if
they're wrong?
By Nina Shapiro
published: January L4, 2oo9

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 fV 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 grewback, 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 how long it's been." She is a plain-spoken woman with a

raspy voice, a pink face, and grayish-brown hair that fell out
during treatment but grew back newly lustrous. "I had to have
cancer to have nice hair," she deadpans, putting a hand to her
short tresses as she sits, one day last month, in a Fred
Hutchinson waiting room. 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

Nina

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

Details:

- Study: whyNow? Timing and
Circumstances of Hastened
Deaths

- Dilemmas bycaretakers and other
Oregon studies

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

- Harward orofessor Nicholas Christakis

looking at the accuracy of
prognosis.

- JAMAstudy examining the
accuracy ofprognosis.
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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
difficuþ that is about to become even more pertinent as the Washington Death With DignityA-ct takes

effect March 4. The law, passed by initiative last November and modeled closely on a l4-year-old law in
Oregon, makes Washing[on the only other state in the country to allow terminally ill patients to obtain
lethá medication. As inOregon, the law is tightty 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 ütìrature 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 passion& Choices of
Oregon, the group that led the advocacy for suicide law. He points

out that doctors are already used to making

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 govefltment won't be shelling out for
hospice cur" ind"finiteþ 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, õurrently drafting regulations to comply with the_new law,
has released a prelimiñary 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 moãths or lesi io live" without any additional questions about how that determination was made.

Even when applylng the rigid criteria for hospice eligibility, doctors often get it wron_g' according to
Nicholas Ctrrlstãkis, a profèssor of medicine and sociology at Harvard University and a pioneer in
research on this subject, As a child, his mother was diagnosed with Hodgkin's disease. "When I was six,

she was given a ro percent chance of living beyond three weeks," he writes in his 2ooo book, Deoth
Foretold.: Prophecy and Prognosis in Medícal Care. "She lived for nineteen remarkable years...I spent

my boyhood always fearing that her lifelong chemotherapy would stop working, constantþ.wondering
whether my mother would live or die, and both craving and detesting prognostic precision."

Sadly, Christakis' research has shown that his n hed a

study in the British Medícal Journal that follo t
Chicago. He found that only zo percent of the patie y
predicled. Unfortunately, most ãied sooner. "By and large, the physicians were overly 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 earþ 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 own biases and desires. Christakis' study found
that the longer a doctor knew a patient, the more likely their prognosis was inaccurate, suggesting that
doctors who get attached to their patients are reluctant to talk of their imminent demise. What's more,
Christakis says, doctors see death "as a mark of failure."

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

But it is also true that one more round of chemo, or new drugs like the one that helped Clayton, or
sometimes even just leaving patients alone, can help them in ways that are impossible to predict. J.
Randall Curtis, a pulmonary disease specialist and director of an end-of-life research program at

ut as the man to better. Curtis doesn't know exactly why,
guesses that t, r 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 famiþ 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 eventuaþ leave the hospital and come back for
a visit some six or eight months later.

"It was humbling," he says. "ft 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.
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"There's always a little triumph," Bud chimes in. "I made it for another day."

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

Then 7b, "he became old almost overnight," Heidi says. Still, Bud was put on medications that kept him
going-long enough to have a stroke five years later, kidney failure the year after that, and then the
onset of severe chest pain known as angina. "It was scary," says Heidi, who found herself struggling at 3
a.m. to find Bud's veins so she could inject the morphine that the doctor had given Bud for the pain.
Heidi is a petite blond nurse with a raucous laugh. She's zo years younger than her husband, whom she
met at a military hospital, and shares his cigar-smoking habit, Bud was a high-flying psychiatrist in the
'8os when he became the U.S. Assistant Secretary of Defense, responsible for all Armed Forces health
activities.

After his onslaught of illnesses, Bud says, his ovm 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 fewyears 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 certifu that he was still really dnng. It's something Brazina says he does two
to four times a week as patients outlive their six-month prognoses. Sometimes, Brazina says, patients
have improved so much he can no longer forecast their imminent death. In those cases, "we take them
off service"-a polite way of 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.

\,Vhat'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 normallykills
quickly, Mayer is suffering from chronic diseases that typically follow an unpredictable course. "People
can be very sick but go along fine and stable," Brazina explains. "But then they'll have an acute attack."
The problem for prognosis is that doctors have no way of knowing when those attacks will be or whether
patients will be able to survive them.

When a group of researchers looked specifically at patients with three chronic conditions-pulmonary
disease, heart failure, and severe liver disease-they found that many more people outlived their
prognosis than in the Christakis study. Fully 7o percent of the 9oo patients eligible for hospice care
lived longer than six months, according to atggg paper published in the Journal of the American
Medical Associøtíon.
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Given these two studies, it's no surprise that in Oregon some people who got a prescription for lethal
medication on the basis of a six-month prognosis have lived longer. Of the 34r people who put
themselves to death as of. zooT (the latest statistics available), rZ did so between six months and two
years after getting their prescription, according to state epidemiologist Katrina Hedberg. Ofcourse,
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 independentþkeeps data on the people whom it helps navigate the law, says

some have lived as long as eight years after first inquiring about the process (although it doesn't track
whether they ever received the medication and a six-month prognosis).

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

Under the law, doctors and institutions are free to opt out, and several Catholic institutions like
Providence Hospice of Seattle have already said they will do so. Medical director McCormick finds the
idea of patients killing themselves particularþ 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

witli loved ones oi form wonderful new connections. He's preparing a speech in case patients ask about
the new law: "I will stop at nothing to ensure that you're comfortable. I won't shorten your life, but I will
make it as high-quality as possible."

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

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

The IJW's Farber leans toward a different approach. \,Vhile 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 whafhe 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
someoné "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 biain cancer in zooo, the onetime Lynnwood property manager had been through several rounds
of chemotherapy and had lived years longer than the norm. But the cancer cells had come back in an

even more virulônt 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 SymptomManagement, quotes from an interviewwith
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. "I'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 New York Times Magazine, for a December 2oo7 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 can talk only haltingly 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 found, however, that
pain is not the central issue. Fear of future suffering looms larger, as does people's desire to control their
orvn 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 DignityAct.
"Why force 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 wrong

nshapiro @ seattleweekly. com
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Opponents call for repeal of assisted suicide

PROJECTS ABOUT TIPSTER COMM ENTARDATA

{ a

11t10t2014

SEARCH

EDUCATION ENERGY ENVIRONMENT

OPPONENTS CALL FOR REPEAL OF ASSISTED
SUICIDE

BUSINESS &
ECONOMY

COURTS &
CORRECTIONS

HEALTH
CARE

PEOPLE &
PTACES POLITICS

MORGAN TRUE FEB.27 2014,6:43 PM ] 2 COMMENTS

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 Bthical 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 diminished capacþ 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.orgl201410227lopponents-call-repeal-assisted-suicide/
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AIßUQUERQUE, N.M. (AP) 'New Mexlco Attomey General Gary Klng ls aPpeallng a

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

Klng tells th6 AlbuquerqÚe Joumal (http://blt.ly/1çUER'Bb ) that one ol'the prcblems

wltñ OSt¡ct :uOge Jãn Nash's January rullng ls that lt doesn't apPly stðtewlde'

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

wlth $lclde as a felonY.

The case centers oñ AJa Rlggs, a Santa Fe æsldent who was dtagnosed wlth an

aggresslve utedne cancer Her cancer ls ln remlsslon, but doctors expect lt to retum.

, Na$ ruled that termlnally lll patlents have the lght to åld ln dylng, and that "such

deaths are not consldered 'sulclde' under the assisted sulclde law.
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Montana iudge hears assisted suicide
arguments

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

Monta na ns Aqa I nst AssisteC

sulcldelhttp://www.montanansagalnstasslstedsr¡lcide.orq/) is argulng that

a policy position by the Monþna Board of Medlcal

lmplies that physician asslsted suicide may be legal'

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

such thlng. Mlchael Fanning says the group bñnghg the lawsuit has no real

caso ls trying to þrce the issue to the Montana Suprcme Court.

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

þ6ard would handle complaints rclated to asslsted suiclde on a caseby{ase
basls as it would other cases.

Mamaret Dot€, an attomey for MAAS, sald the paper o\ersteppecl the

Board's auth-iltJt and lmplled to many that assisted suiclde was legal ln

Montana.

'They are a board that ls comprised of 11 docto¡s and two members of the
public,' she sald. "lt has no expertise to be maklng a pronouncement, that aid

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

they are neither.'

She said that such an understanding had huge lmplications in demluing the

lires of the sick and elderly.

on paper - in to the lawsult - has since been rescinded

by the court action was

still needed to prerent the Board from relnstatlng such a position.

She repeatodly asked Distdct Judge Mlke Menahan to welgh in on a

Montana Supreme Court ruling known as Baxter, that enlisions potentlal

deËnses to doctors charged wlth homicide br assisting with suiclde.

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

Supreme Court order.

Michael Fannlng, an attomey frcr the Board, said MAAS had no standing to

bring the lawsuit, has suftred no damages ñom the Board's resclnded position

and was slmply jockeylng to get the case befure the Montana Supæme Court

in hopes of owrturning the Baxter ruling.

"Thls most certalnly is a politlcal questlon, a phllosophlcal question or an

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

case. lt was contriræd simply to bring this matter bebre you."

Menahan dld not lmmediately rule on the case-

e- gte
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FOR: IMMEDIATE RELEASE, February Il,2014
FROM: MONTANANS AGAINST ASSISTED SUICIDE (MAAS)
CONTACT: MARGARET DORE, ATTORNEY FOR MAAS, 406 662l2I7

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 thelegalization of assisted suicide in Montana. The lawsuit was dismissed after the
Board voluntarily discarded a position statement implying that assisted suicide "may" be legal in
Montana. Without MAAS's appeal, there would be nothing to stop the Board from re-issuing a
similar statement in the future.

"The only reason the Board of Medical Examiners abandoned their position paper was to get rid
of our lawsuit," said Margaret Dore, Attorney for MAAS. "That's not good enough. They're just
going to come back again with a new angle in the future that they hope will get around the

legislature. The position paper was a significant 'toe in the door' to the attempted backdoor

legalizationof assisted suicide in Montana. The Board will attempt to do it again using another

angle."

Appeal will also allow MAAS to continue its ongoing challenge to the decision in Baxter v.

State, which suicide proponents claim legalized assisted suicide in Montana. A MTN News

article describes the situation, as follows:

[The] position paper - in response to the lawsuit - has since been

rescinded by the Board and scrubbed from its website. But

[MAAS's attorney, Margaret] Dore said court action was still
needed to prevent the Board from reinstating such a position.

She repeatedly asked District Judge Mike Menahan to weigh in on
a Montana Supreme Court ruling known as Baxter, that envisions
potential defenses to doctors charged with homicide for assisting
with suicide.*

Problems with legalizing assisted suicide include that it encourages people with years to live, to
throw away their lives. Legalization also creates new opportunities for elder abuse, for example,

when there is an inheritance involved. In Oregon, legalization has enabled that state's health
plan (Medicaid) to offer the "treatment" of suicide in lieu of desired treatments (to improve the

quality of life, to extend life or to cure).**

For Bradley Williams, President of MAAS, preventing assisted suicide legalization is up front
and personal. He says, "I'm 64 years old. I don't want a doctor or anyone else telling me or my
wife that we should go kill ourselves."
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MAAS is a single issue group that welcome everyone opposed to assisted-suicide regardless of
their views on other issues. ln2013, MAAS and its allies easily defeated Senate BiIl220, 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 afücle, go here:
http://www.kxlf.com/news/montana-judge-hears-assisted-suicide-arguments/

** To view a copy of "Quick Facts Against Assisted Suicide," go here:
htþ://www.montanansagainstassistedsuicide.org/p/quick-facts-about-assisted-suicide.html

###
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Mont¡anans Against Assisted Suicide: SB 220 Defeated
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SB 220 Defeated

On February 13, 20L3, an Oregon-style assisted suicide bill,
SB 220, was defeated and tabled in the Senate Judiciary
Committee's executive session,

It's great to b€ allvel Don't let
asslstod Bulcldo 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 #

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 p ress. com/ 20 13 / O2/ ml-
no-on -sb-220_00 1 1, pd f
* * To view the bill's information page, go here.
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Court of Montana,
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WHY WE 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 Suicide.

Some healthcare
providers already
misuse and/or abuse
palliatlve care, If
assisted suicide is
made legal, providers
will have even more
power to abuse
patients and/or take
away patient choice. To
learn more, cl¡ck here.
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alone"
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With non-voluntary
or involuntary
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. "If Dr. Stevens had
believed in assisted
suicide, I would be
dead "

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

. "He made the
mistake of asking
about ass¡sted
suicide" È:

Subscribe to: Posts (Atom)
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Oregon Revised Statute

Get the Facts about Ebola
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Oregon Revised Statute

Ghapter 127

Note: The division headings, subdivision headings and leadlines Íot 127 .80O to 127.890, 127 .895 and 127 .897 were
enacted as part of Ballot Measure 16 (f 994) and were not provided by Legislative Counsel.

Please browse this page or Ël download the statute for printing - (or read the statute at
https://www.oreqon leq lslatu re.q ov)

127.800 s.1.01. Deflnltions.

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)
the

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

(3) "Capable" means that in the opinion of a court or in the opinion of the palient's attending physician or consulting
physician, psychiatrist or psycholog¡st, a pat¡ent has the ability to make and communicate health care decisions to health
care providers, including communication through persons fam¡liar with the pat¡ent's manner of communicating if those
persons are available.

(4) "Consulting physician" means a physician who is qualified 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 practic€ 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 relevantfacts 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 prescr¡bed;

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

(e) The feasible alternat¡ves, 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.

(1 1) "Qualified patient" means a capable adult who is a resident of Oregon and has satisfied the requirements of ORS
127.8O0 to 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 irrevers¡ble disease that has been medically confirmed and will, within
reasonable medicaljudgment, produce death within six months. [1995 c.3 s,1.01; 1999 c.423 s.1]

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

(Section 2)

127,805 s.2.01, Who may initiate a wrltten request for medication.

(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 requestfor medication for the purpose of ending his or her life in a humane and dignified manner in

accordance with ORS 127.800 lo '127.897.

(2) No person shall qualify under the provisions of ORS 1 27.800 to 127 .897 solely because of age or disab¡lity. [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/EvaluationResearclVDeathwithDignityAcUPages/ors.aspx

A-40
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Oreeon's Death with Dienitv Act--2013

Oregon's Death with Dignity Act (DWDA), enacted in late 1997, t€rminally-

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 20L3 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 January 22,20L4.

For more detail, please view the figures and tables on our web
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Oregon Public Health Division -2073 DWDA Report

As of January 22,2Ot4, prescriptions for lethal medications were written for

L22 people during 2OI3 under the provisions of the DWDA, compared to LL6

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

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

deaths. l

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

prescriptions written and752 patients have died from medications

prescribed under the DWDA.

Of the t22 patients for whom DWDA prescríptions were written during 2013,

63 (51.6%) and died from the medication. Eight (8) patients with

prescriptions written during the previous years (20tI and 2}t2l died after

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

Twenty-eight (28) of the 122 patients who received DWDA prescriptions

during 2Ot3 did not take the medications and subsequently died of other

causes.

lngestion status is unknown for 31 patients who were prescribed DWDA

ns in 2013. Seven (7) of these patients died, but follow-up
questionnaires indicating status have not yet been received. For the

rema¡ning 24 patients, both death and ingestion status are pending (Figure 2).

o Of the 71 DWDA deaths durin 2013, most (69.0%l were a 65 ears or

o

o

o

O

older; the median e was 7L ars 2 -96 ea rs . As in previous years,

a

most were white (94.4%1, well-edu cated 535% cca la u reate

degree), and had cancer (64.8% ). ln 201-3, fewer patients had cancer $a.8%l
d to previous years (8o,4%), and more patients had chronic lower

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

Most (97 .2%) DWDA patients died at home, and most (85,7%l were enrolled in

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

time of death. ExcludÍng unknown cases, most (96J%l had some form of

t 
The rate per 10,000 deaths is calculated using the total number of Oregon resident deaths in 2Ot2 (32,4751,Lhe

most recent year for which final death data are available'

http://public.hea lth,orego n,gov/P rovid erPa rtnerResou rces/Eva I uatio n Research/

DeathwithDignityAct/Documents/year16.pdf Page 2 of 7 A-42
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Oregon Public Health Division - 2Ot3 DWDA Report

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

(43,5%) was lower in 2013 than in previous years (64.7%1, and the number of

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

previous years (53.2% compared to33J%).

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

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

that made life enjoyable (S8.7%), and loss of dignity (73.2%).

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

(It. %l during 201.3 compared to 16.5% in previous years.

o

o

O

o

o

a

A procedure revision was made mid-year in 20L0 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 2013. Among those 11 patients, time from

ingestion until death ranged from 5 minutes to 5.6 hours'

Sixty-two (62) physicians wrote lhe L22 prescriptions provided during 2OI3

(range 1-L0 prescriptions per physician).

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

to comply with DWDA requirements.

http://pu blic. hea lth,orego n,gov/Provide rPa rtnerResources/Eva I u ationResea rch/

DeathwithDignityAct/Documents/yearl6.pdf Page 3 of 7 A-43



v ú

Oregon Public Health Division - 2OI3 DWDA Report

http://publ ic. hea lth.orego n.gov/Provid e rPa rtnerResources/Eva I u ation Research/

Deathwith Dign ityAct/Docu ments/yea r15. pdf

ú

Figure 2: Summary of DWDA Prescriptions Written and Medicat¡ons lngested in 2013,

as of January 22,2OL4
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d
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Oregon Public Health Division - 2013 DWDA Report

Tabte 1. Characteristics and End-of-life Care of 752 DWDA Pat¡ents who Died from Ingesting a Lethal Dose

of Medication as of January L7,2014, Oregon,1998-2013 -
2013 t998-20t2 Total

Characteristics (N=7

Male
Female

44

27

352 1.

329

396

356 47.3

6 10.8)

2

18-34 (%l 0 (0,0) 6 (0,e)

3s-44 %l 1 (1.4) ts (2.21 16 (2,1)

4s-s4l%l 6 (8,s) s2 (7,61 s8 0.71

ss-641%l L5 (21.t\ t4t 120.71 1s6 (20,7)

65-741%l 23 (32.41 r94128 .s) 2L7 Q8s1

75-84 (%l t7 123.91 189 (27,8) 206127 .4)

8s+ (%) 9 (r2.7) 84 (12,3) s3 ft2.41

Median rs 77 7t 7I

White (%) 67 (94.41 662 þ7.61 729 (97.31

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

American lndian 7 í.41 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) 0 (0.0) 1 (0,1)

Two or more races (%) 2 (2.81 o (0.0) 2 (0.3)

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

Unknown 0 3 3

Married (%)2 36 (s0.7) 310 (4s.7) 346 Ø6.21

Widowed (%) 13 (18.3) 1s8 (23.3) !77 Q2.81

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

Divorced (%) t4 Í9.71 1ss (22.9) !69 Q2.61

Unknown 0 3 3

Less than high school (%) 2 Q.8l 42 (6.2) 44 (s,9)

Hieh school l%l 10 (14.1) ts4 Q2.81 764 Q2.Ol

Some college (%) 2t (2e.61 t77 ('26.21 198 (26.s)

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

Unknown 0 5 5

Metro counties (% )3 2s 135.21 28s {42.61 3L4 øts\
Coastal counties (%l s (7.0) s1 (7,s) s6 l7.s)

Other western counties l%l 33 (46.s) 292 (43.t1 32s 143.41

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

Unknown 0 3 3

Hos tce

Enrolled 60 593

62 (9.s)
653

72 (9,91Not enrolled (%) 10 (14,3)

Unknown 1 26 27

I nsurance

Private (%)s 27 (43.5\ 424 ß4.7\ 4s1 (62.s)

Medicare, Medicaid or Other Governmental (%) 33 (s3.2) 221(33,71 2s4 ßs.4\

None (%) 2 ß.21 10 (1.s) t2 ß,71

Unknown 9 26

http://public.health.oregon.gov/ProviderPartnerResou rces/EvaluationResearch/DeathwithD¡gnityAct/Documents/year16. pdf
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Oreson Public Hpalth Division - 2O13 DWDA Reoort
2013 1998-2012 Total

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

Malignant neoplasms (%) 46 (64.81 s4s 180.41 s91 (78.91

Lung and bronchus (%) 10 (14.1) 12s (1s.0) 13s (18.6)

Breast (%) L (1.4) s6 (8.3) 57 (7.61

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

Pancreas (%) 2 (2.81 4s (6.6) 47 (6.3\

Prostate (%) 2 (2.81 31 (4.6) 33 14.4)

Chronic lower res disease

Ova L

24 33

s (7.01

0

27

2t4

42 (6.21

28

238

s4 (7.21

34

L4 1.

9

47 3

3

44 (s.9)

L

Other

Heart Disease

Hrv/ArDs

Other lllnesses

Unknown

hic lateral sclerosis

27

13

9

35

7

1

0

t2

49 (7.21

3

1.

Referred for psvchiatric evaluation (%) 2Q .8)

Patient informed family of decision (%)7 62 (9L.2) s7o (93.e) 632 (e3.8)

Patient died at

Home (patient, family or friend) (%) 69 |.97.21 64s (9s.1) 71-4 (9s.3)

Long term care, assisted living or foster care facility (%) 2 (2.8\ 27 (4.01 2s (3,s)

\ Secobarbital (%) U
Pentobarbital (%) )

Hos ita I

Other

0

0

1

5

7

5

7

7

Unknown 0 3 3

Lethal medication
396 403 (s3.6)

342
rÀ

66 618 684

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

Loss of dignity (%)10 s2 .73.21 4s2 (81,s) s04 (80.s)

278

7

7

64

0 7 9

Losing control of bodily functions (%) 26 (36.6) 3s0 (s1.7) 376 {s0.3)

Burden on fa f riend

ln ate control or concern about it
Financial i of treatment

When medication was in

Prescribi

Other der rescribin not

Unknown

At time of death

6)

264 299

r57 23. 177 23.7

t8 (2.71 22 (2

1I1
23s
73

192

779

76

238

No

ð

3

3

57 249

Prescribing physician (%) 8 (1-1.4) 99 (16.5) 107 (16.0)

Other provider, prescribing physician not present (%) s 17,1) 2s8 (43.1) 263 (39.3)

No provider (%) s7 (81.4) 242 (40.41 2ss (44.71

Unknown 1 12 13

Regurgitated 22220

Seizures 0 0 0

Other 11 0

None 10 477 487

Unknown 59 L82 241.

Regained consciousness after ingesting DWDA medicationsl3 o 6 6

http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/DeathwithDignityAct/Documents/year16.pdf Page 6ffJ { $



Orpgon Puhlir Hpalth Diviçion - 7O1? DWDA Rpnort
20L3 1998-2012 Total

Characteristics

Duration (weeks) of pat¡ent-physician relationshipla

N

Median 13 t2 t2
Range L-719 0-190s 0-190s

Number of potients with informotion ava¡loble 71 679 750

Number of potients with informatíon unknown 220

Duration (days) between 1st request and death

Median 52 46 47

Range 1,5-692 15-1009 15-1009

Number of patients with inÍormotion availoble 71 68L 752

Number of potients with information unknown 000

M¡nutes between ingestion and unconsciousn"srtt
Median 555

Range 2-25 1-38 1-38

Number of patients with information available 11 476 487

Number with

M¡nutes between ingestion and deathll

unknown 60 20s 265

Median 15 25 25

Range (minutes - hours) 5min-5.6hrs Lmin-104hrs Lmin-104hrs

Number of patients with informotion ovoiløble 11 481 492

Number of patients with informotion unknown 60 200 260

T

2

3

4

5

Unknowns are excluded when calculating percentages.

lncludes Oregon Reg¡stered Domestic Partnerships.

Clackamas, Multnomah, and Washington counties.

lncludes patients that were enrolled in hospice at the time the prescription was wr¡tten 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 and uncertain 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 disease
7 Firstrecordedbeginningin200L. Sincethen,3lpatients(4.6%lhavechosennottoinformtheirfamilies,and12patients(1,8%) have

hadnofamilytoinform. Therewasoneunknowncasein2002,twoin2005,onein2009,andthreein2013.
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 for four
patients in 2001.

10 Firstaskedin2003.Dataavailableforall 71 patientsin2013,552patientsbetweenI99S-20t2,and623patientsforall years.

11 ThedatashownareÍor20Ot-20I3sinceinformationaboutthepresenceofahealthcareprovider/volunteer,intheabsenceofthe
prescribing physician, was first collected in 2001.

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

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

present at the time of death, This resulted in a larger number of unknowns beginning in 2010.
13 There have been a total of six patients who regained consc¡ousness after rescribed lethal medications. These pat¡ents are not

included in 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 Previousreportslisted20recordsmissingthedatecarebeganwiththeattendingphysician.Furtherresearchwiththesecaseshas

reduced the number of unknowns.

http://public.health.oregon.gov/Prov¡derPa rtnerResources/EvaluationResearch/Deathwith Dign ityAct/Documents/year16. pdf Paee 7 Dl+ 47
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11t11t20'14 Law Offices of Margaret K. Dore, P.S. Mail - Letter to editor, New Haven Register

M arg aret Dore < m arg a retdo re@m arg aretdore. com >Þl;t r'.qiu-tl li. lln¡'t:

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 stretched to include people with chronic conditions such as "chronic lower

respiratory disease" and "diabetes" these conditions are considered terminal if are

on their medications such as insulin to are un S unless
they ons persons, treatment, could otherwise have years or even decades
to live

This illustrates a great problem with our law-it encourages people with years to live, to throw away their lives. I

am also concerned, that by starting to label people with chronic conditions "terminal," there will be an excuse to
deny such persons appropriate medical treatment to allow them to continue to live healthy and productive lives

These factors are something for your legislators to consider. Do 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/2014l02loregons-new-assisted-suicide-repoft.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
503494-8573 (patient care)
5034944496 (fax)
toffler@ohsu.edu
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CRAIG D. CHARLTON
CHARLTON LAW FIRM/ PLLC
314 N. Last Chance Gulch'
Helena, MT 59601-
(406) 502-1214
craigG charl-tonlawmt . com

Attorneys for Petitioner

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

Suite 309

MONTAI{A FrRST .tuDrcrAl DrsTRrcT couRT'
LEWIS AI{D CLARK COI'NTY

Cause No . ADV-2O]-2-1057

AI'FIDAVIT OF KENNETH R.
STE\ZENS, ,JR., MD

PETITIONBR,

vs.

BOARD OF MBDICAL EXAMINERS'
MONTANA DEPARTMENT OF LABOR &

TNDUSTRY,

RESPONDBNT.

STATE OF ORBGON
SS.

COUNTY OF CLACKAMAS

KENNETH STEVENS, MD, being first duly s\^¡orn on oath, deposes

and says as follows:

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

tegal. I am also a Professor Emeritus and a former Chair of the

Department of Radiation oncology, oregon Heal-th & science

University, Portland, Oregon. I have treated thousands of

Àffidavit of Kenneth Stevens, JÊ. r MD - page 1

E:\ASE Eiles\Montana Board\Affidavit Kenneth Stevens MD'wPd

Appendix, Tab 6, Affidavit of Kenneth Stevens, MD
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patients wit.h cancer.

2. On December 5, 2OlL, I submitted a l-etter to the Board of

Medical Examiners, which is attached hereto as Exhibit A.

3. The instant affidavit updates that letter to reflect current

Oregon practice. Specifically, the "five year, five percent"

rule described in my letter has been replaced with the

prioritization scheme described bel-ow.

4. In Oregon, our assisted suicide law applies to patjents

predicted to have less than six months to live. I write to

clarify that this does not necessarily mean that patients are

dying.

5. In 2OOO, I had a cancer patient named Jeanette HalI.

Another doctor had given her a terminal. diagnosis of six months

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

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

6. At our f irst meet j-ng, Jeanette tol-d me plainly that she did

not want to be treated and that was going to \\do/' our law, i.e.,

kil-l hersel-f with a lethal dose of barbiturates. It was very

much a settled decision.

1. Tt personally, did not and do not believe in assisted

sui-cide. I also believed that her cancer was treatable and that

her prospects were good.

made

She \^Ias noL, however, interested in

but she continued to seetreaLment. She had up her mind,

me

Affidavit of Kenneth Stevens, Jr.r MD - page 2
F:\ASE Files\Montana Board\Affidavit Kenneth Stevens MD.wPd

Appendix, Tab 6, Affidavit of Kenneth Stevens, MD
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8. On the third or fourth visit' I asked her about

her how he

her famiJ-y

woul-d feel ifI asked

Shortly

and learned that she had a son.

she went through with

to be treated and she

thrill-ed to be alive.

her p1an.

is still

after that, she agreed

is

9. For Jeanette, the mere

had steered her to suicide.

10. Today, for patients

there are also fi-nancial-

alive today. Indeed, she

It's been thirteen years.

presence of Iega1 assisted suicide

under the Oregon Health Plan (Medj-caid) ,

incentives to commi-t suicide. One

there

"l-ess than 24 months median survival-

other criteria. This is the Pl-an' s

Exhibit B, page GN-4).

survival- with

the patients receiving

incenti-ve is that the Plan covers the cost. The PIan's

"statements of Intent for the April t, 2012 Priorj-tized List of

Health Services," states:

It is the intent of the fOregon Health
Servj-cesl Commission that services under ORS

I27.800-127.897 (Oregon Death with Dignity
Act) be covered for those that wish to avail-
themsel-ves to those services.

Attached hereto as Exhibit B, page SI-1.

is also a financial incentive towards11. Under the Plan,

suicide because the Plan wil-I not necessarily pay for a patient's

treatment. As an example, patients with cancer are denied

treatment if they have a

with treatment" and fit

"Guideline Note 12." (Attached hereto as

L2. The term, "less than 24 months median

treatment, " means that statistically hal-f

,?2
.Affidavit of Kenneth Stevens, .Tr., MD - page 3
F:\AsE Files\Montana Board\Affidavit Kenneth Stevens MD.wPd
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treatment will li-ve less than 24 months

half wiII l-ive longer than two years.

13. Some of the pati-ents living longer

(two years) and the other

than two years will

five, ten or

people

who fit wit.hín "Guideline Note 12" will

treatment. Their suicides under Oregon's

likely

twenty

there

14. All such

Iive far longer than two yearsr âs much as

years depending on the type of cancer.

who beat the oddsare always some

This is because

persons

deniednonethel-ess be

assisted suicide act will be covered.

l-5. I also 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, whj-ch may j-ncidentally hasten death. This is the principle

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.

16. The Oregon Health Pl-an is a government health plan

administered by the State of Oregon. If assisted suicide is

legalized in Montana, your government health plan could fol-l-ow a

simil-ar pattern. Private heal-th plans could also fol-low this

pattern. If so, these plans would pay for you and/or your family

to die, but not to 1ive.

Àffídavit of Kennettr Stevens, JE., MD - page 4
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FURTHER AFFIANT SAYETH NOT.

/s 3¿e a-tf¿-¿l¿l 9¡ Pg^-
KENNETH STEVENS, JR., MD.

SUBSCRIBED AND SWORN TO before me this day of October'

20L3.

s

5/t.-ì A.trr-køn
Printed Name
Notary Publ-ic for the State
of Oreqon
Residing at t-l-¡tl s bo rz, a,?
My Commission Expires Ct"/O3/'t

AffidaviÈ of Kenneth Stevens , 'Jt.' l4D - page 5
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FURTHER AFFIANT SAYETH NOT.

l^ nn [)
KENNET H STEVENS, JR., MD

SUBSCRTBBD AND SI/ùORN TO before me this /{ day of October,

Pr nted Name
Notary Public for the State
of Oregon
Residing at
My Commissi on Expi res

-Affidawit of KennoLh Stewens, Jr- ¡ MD - page 5

Appendix, Tab 6, Affidavit of Kenneth Stevens, MD
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Fro¡n: Ken neth Stevens [ma llto: ken nethstevensJr@gmall.com]
Sent: Monday, December 05, 2011 10:52 PM

To: Marquandr lan; Connor, Maggle; DLt BSD Medlcal Examlners; bbddburke@gmall,com

Subjecti Physlctan asslsted sulclde dangers

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

Dear Montana Medical Examiner Board member:

I understand that the Montana Medical Examiner Board will 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 prloritlzed
medical care based on prognosis has created a danger for my patients on the
Oregon Health Plan (Medlcaid),

The Plan limits medlcal care and treatmont for patients wlth a likelihood of a 50/o

or less 5-year surv¡val. My patlents in that category, who say, have a good
chance of living another three years and who want to live, cannot receive
surgery, chemotherapy or radiation therapy to obtaln that goal. The Plan
guidelines state that the Plan will n'ot cover "chemotherapy or surgical
ínterventions with the prlmary 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 deomed 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 Plan, nonetheless, offered them suicide.

[Support for this letter regarding Barbara Wagner and Randy Stroup can be
fo u nd in these a rticles : http ://www. katu.corn/news/261 1 9539. htm I &
htto://abcnews.go.com/Health/story?ld=5517492&paqe=1- My patient's letter in
the Boston Globe describln g her being alive 11 years later can be read here:

l

Kenneth R.Stevens, Jr.., MD
13680 SW Morgan Rd Sherwood, OR 97140
Professor Erneritus and former Chair, Radiation Oncology Depadment, Oregon
Health & Science Universlty, Portland, Oregon
5036255044 503 481 8410.

ln Oregon, the mei'e p¡'esence of lçUai assisied-suicide steers patients io suicicie
even when there is not an issue of coveiage. Qne of my patients was adamant
she would use the law. I convinced her to be treated. Eleven years later she is
thrllled to be alive. Please, don't let assisted suiclde come to Montana.

//



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 services be covered for patients with a life-threatening

advanced ¡llness expected to progress toward dying, regardless of the goals for medical treatment and with

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

hy an interrlisci¡linary team (which may inclt¡rle ht¡t is not limited
ly focused on alleviating suffering and promoting quality of life.

:1n," ilff : ti:::!i1iliffilìì;T:lål,iJ"x::i:i.iï'5'renec,,he
patient and family's values and goals.

Some examples of palliative care services that should be available to patients with a life-threatening/limiting illness,

A) without regard to a patient's expected length of life:
. lnpatient palliative care consultation: and,
. Outpatient pall¡ative care consultat¡on, ofüce visits.

B) with an exp'ected median surv¡val of less than one year, as supported by the best available published evidence:

. Home-based palliative care services (to be defined by DMAP), with the expectation that the patient will move to home

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

. Home hospice care, where the primary goal of care ¡s luality of life (hospice services to be defined by DMAP)'

It is the intent of the Commissíon 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 exa
A) the intent to relieve Pai

Bi ction.

C) tox¡city/low side effect pain from
t ofchemotherapy and also be

considered.
D) lrléJ¡cal equipment and supplies (such as non-motorized wheelchairs, walkers, bandages, and catheters) determined to
' be medicaily appropr¡ate foi 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 intent of the Commission that coverage for palliative care encompasses those treatments that seek to prolong life 
.

ðeipite substantial burdens of treatment and limited chance enefit. See Guideline Note 12: TREATMENT oF cANcER WTH

LITTLE OR NO BENEFIT PROVIDED NEAR THE END OF

STATEMENT OF INTENT 2: DEATH WITH DIGNITY ACT

It is the intent of the Comm¡ssion that services under oRS 127.Boo-127 .897 (oregon Death with Dignity Act) be covered for those

that wish to avail themselves to those services. Such services include but are not lim¡ted to attending physician visits, consulting

physician confirmation, mental health evaluation and counseling, and prescr¡ption medications'

illness or severe
services available

STATEMENT OF INTENT 3: INTEGRATED CARE

Recognizing with mental health disorders receive care predominantly from mental health care providers'.and

recogáizingl and physical health services for such individuals promotes Patient-centered care, the Health

Evidence Re orseé the incorporation of chronic disease health management support within mental health
t part of the mental health benefìt package, mental health organizations (MHOs)lhat
using psychiatric rehabilitation codes which pair with mental heatth diagnoses. lf
ports-, ihéy shoul( report these services using 99407 for individual counseling and

S9453 for classes.

Appendix, Tab 6, Affidavit of Kenneth&þtëÍts, MD
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GUIDELINE NOIES FOR THE APRIL 1, 2012 PRIORITIZED L/ST OF HEALTH SERY/CES

GUIDELINE NOTE 9, WRELESS CAPSULE ENDOSCOPY (CONT'D)

b) nd lower endoscopy, small bowel follow through

2) Radi
3) OnlY illness

4) FDA
5i Pate to Procedure

GUIDELINE NOTE IO, CENTRAL SEROUS RETINOPATHY AND PARS PLAN]TIS

Line 413

Central serous retinopathy (362.41) is included on this line only for treatment when the condition has been present for 3 months or

fongài. prrt ptanitis 1'SOS.'Zì) should only be treated in patients with20l4O orworse vision.'

GUIDELINENOTEll,COLONYSTIMULATINGFACTOR(CSF)GUIDELINES

L¡nes 79,102,103,105,123-125,131 ,144,159,165,166,168,170,181 ,197,198,206-208,218,220,221 ,228,229,231 ,243,249'252'27*
27 8,280,287,2s2,3 1 o-3 I 2,3 I 4, 320,3s9-341'356,459,622

nia unless the primary chemotherapeutic regimen is known to
d be considered when the pÍ¡mary chemotherapeutic regimen

owever, if the risk is due to the chemotherapy regimen' other
aPY be exPlored in this situat¡on'

thé n after an ePisode of severe or
erm or overall survival benef¡ts have

c but afebrile.
or
5 years or
days in
r,.or Prior

ity or schedule, except in cases where improved outcome from
ial.
autologous progenitor cell transplantation, to mobilize peripheral

radiation therapY.
in myelodysplastic syndromes. CSF may be
but should be used only if signifìcant response is

documented.
Il òSF ¡s ¡noicated for treatment of cyclic, congenital and idiopathic neutropenia.

GijiDÊL¡NE NOTE f 2, TREATME¡{T OF cAt¡cER ivlTH LITTLE OR NO AEäEFIT PROV|DED NEAR THE END CF LiFÉ

Ltnes 102,103,123-125,144,159,165,166,170,181,197,198,207,208,218,220,221,228,229,231,243'249'252'275-278,280'287'292'
3 1 o-31 2, 320, 339-34 1, 356,4 59, 586'622

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

All patients receiving end of life care, e¡ther w¡th the intent to prolong survival or with the intent to palliate symptoms' should have/be

"ngæ"á 
witn paltiatìve 

"ur" 
öãuioãir (for example, have a pälliative care consult or be enrolled in a palliative care program).

Treatment with intent to prolong survival is not a covered service for patients with any of the following:

. Median survival of less thãn 6 months with or without treatment, as supported by the best available publlshed ev¡dence

. Median survival with treatment of 6-12 months when the treatment is expected to improve medían survival by less than 50%, as

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

30%, as supported by the best available published evidence
. poor prognosis w¡th treatment, due to timiteo physical reserve or the ability to withstand treatment regimen, as ¡ndicated by low

performance status.

unpublished evidence may be taken into consideration in the case of rare cancers which are universally fatal wlthln six monttls wilhoul

treatment.

life-year) or $/LYS (life-year saved)
not take into account all of the merits of
options near the end of life. For
individual's expected survival by three

rm of health insurance.

4-16-2012 Appendix, Tab 6, Affidavit of Kennetlf8b$4tñs, MD
PagnQSf 10
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GU IDELINE NOTES FOR THE APRIL 1, 201 2 PRIORITIZED L/ST OF HEALTH SERY/CES

GUIDELINE NOTE I2, TREATMENT OF CANCER WITH L¡TTLE OR NO BENEFIT PROVIDED NEAR THE END OF LIFE (CONTD)

Treatment with the goal to palliate is addressed in Statement of lntent 1, Palliative Care.

GUIDELINE NOTE 13, MINIMALLY INVASIVE CORONARY ARTERY BYPASS SURGERY

Lines 76,195

Minimafly invasive coronary artery bypass surgery indicated only for single vessel disease'

GUIDELINE NOTE 14, SECOND BONE MARROW TRANSPLANTS

Lines 79,1 03, 1 05, 1 25, 1 3 1,1 66, 1 70, 1 98,206'231'280'31 4

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

GUIDELINE NOTE I5, HETEROTOPIC BONE FORMATION

Lines 89,384

Radiation treatment is indicated only in those at high r¡sk of heterotop¡c bone formation: those w¡th a history of pr¡of heterotop¡c bone

formation, ankylosing spondylitis or hypertrophic osteoarthr¡tis'

GUIDELINE NOTE I6, CYSTIC FIBROSIS CARRIER SCREENING

Lines 1,3,4

cystic fibrosis carrier testing is covered for 1) non-pregnant adults if indicated in the genetic testing algorithm or 2) pregnant women'

GUIDELINE NOTE 17, PREVENTIVE DENTAL CARE

Line 58

Dental cleaning and fluoride treatments are limited to once per l2 months for.adults and twice per 12 months for children up to age 19

loi ìì0, óì I àõ, D1203, oiziii, olzoø¡ More frequent ¿ental cleanings and/or fluoride treatments may be required for certain higher

r¡sk populations.

GUIDELINE NOTE I8, VENTRICULAR ASSIST DEVICES

Unes 108,279

Ventricular assist devices are covered only in the following circumstances:

A) as
B) as ion when pulmonary hypertension is the only contraindication to cafdiac transplant and

the nsplant; or'
C) as a bridge to recovery.

Ventricular assist devices are not covered for destination therapy'

Ventricular assist devices are covered for cardiomyopathy only when the intention is bridge to cardiac transplant.

GUIDELINE NOTE 19, PET SCAN GUIDELINES

L¡nes125,144,165,166,170,182,207,208,220,221,243,276,278'292'312'339

PET Scans are covered for diagnosis of the following cancers only:
. Solltary pulmonary nodules and non-small cell lung cancer

. Evaluát¡àn 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 stag¡ng of the following cancers:

. Cervical cancer only when initial MRI or CT is negative for extra-pelvic metastas¡s

. Head and neck cancer when initial MRI or CT is equivocal

4-16-2012 Appendix, Tab 6, Affidavit of Kenneflf@rþs$déÉs, lvlþ
Page{09þ10
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PROVINCE DE QUEBEC
DISTRICT DE TROIS-RIVIÈRES
No. : 400-1,1-002642-LI0

COUR SUPERIEURE

GINETTE LEBI,.AI{C/
demanderesse

PROCUREUR eÉUÉna¡ DU CANADÀ,
défendeur

et
PROCUREUR eÉrÉner, DU QmiBEC,

mis-en-cause

CAIi¡ADA

ÀT'FIDAVIT OF JOHN NORTON IN OPPOSITION TO
ASSISTED SUICIDE AI{D EUTHAI{TASTA

THB UNDERSIGNBD, being first duly s\^/orn on oath, STATES:

1. I l-ive in El-orence Massachusetts USA. When I was eighteen

years ol-d and in my first year of college, I was diagnosed with

Amyotrophic Lateral- Scl-erosis (ALS) by the University of Iowa

Medical- School-. ALS is commonly referred to as Lou Gehrig's

disease. I was told that I would get progressively \^iorse (be

paralyzed) and die in three to five years.

2. I was a very physical person. The diagnosis l¡/as devastating

to me. I had played f oot.ball- in high school- and was extremely

active riding bicycJ-es. I al-so performed heavy labor including

road construction and farm work. I prided myself for my physical-

strength, especially in my hands.

3. The ALS diagnosis \^ias conf irmed by the Mayo Clinic in

Rochester Minnesota. T was eighteen or nineteen years ol-d at the

AFFIDAVIT OF .IOHN NORTON- Page 1
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time. By then, I had twitching in both hands, which were al-so

getting weaker. At some point, I l-ost the ability to grip in my

hands. I became depressed and was treated for my depression. If

instead, I had been tol-d that my depression was rational and that

I should take an easy way out with a doctor's prescription and

support, f woul-d have taken that opportunity.

4. Six years after my initial- diagnosis, the disease

progression stopped. Today, ily condition is about the same. f

still 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 children and one grandchild. I have a degree in Psychology

and one year of graduate school. I am a retired bus driver (no

gripping required) . Prior to driving bus, I worked as a parole

and probation officer. When I was much younger, T drove a school-

bus. Vrle have wonderful- friends. I enjoy singing tenor in

amateur choruses. f help other peopJ-e by working as a volunteer

driver.

5. I wil-l- be 15 years old this coming September. If assisted

suicide or euthanasia had been availabl-e to me in the 1950's, I

woul-d have mj-ssed the bulk of my l-ífe and my lif e yet to come. f

hope that Canada does not legalize these practices.

AI'FIDAVTT OF JOHN NORTON- Page 2
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OriginaþpublishedWednesday, March 7,2oL2 at 6:46 PM

Planning for old age at a prefnrufn
Preparing for longterm care is difficult - even for those who can 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.

o

/ enough money to see you through your old age, you
Monday's column, some readers were unsympathetic, afew

At

But no way to deal with t
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 in.

a I

Insurance for long-term care is supposed to provide some security for people who

ff"a

,)-ù

were glad the topic was raised. Out of sight, out of

a couple mentioned euthanasia as a solution.

http://seattletimes.com/html{errylarge/201 7693023Jdl08,hlml - {\1 ov y,,¿+Þo v= q. 1t2
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ingest - Definltlon of ingest at Yo¡uDlctlonãry.com

Dtctlo rlaly ËlornÊ: Ð 
. D lçtþ na'r,y Dçf f f',ttloh 9' Þ I rt g est

'r'bEFlgnar!¿ Defrnltlbns-
. Íhgqèurus gvJîoñ.Yn¡g

. Sentence. ExalrnPle3

est defi¡ifie¡1 r::S

Yaga I or ¿

. Ilggltlivg ln'ges"tlve adteúIvø
websreÉs N6w-world colleoê:DlqllqflarY copyrlght @ 2010 by wlley Pub]lshlng, Inc" cleveland' ohlo'

Úsed by arrangern.ôt wlth John Wlley & Sons, Inc'

in.ge$t (fn-jëst')

transltlva verb ln.gest.êd ¡ I n'gest'ing, ln' gests

1. To take lnto the body by the mouth for dlgestlon or absorptlon, see synonyms åt€l'
2. To take f n and absorb as food: ,,Marlne clilates ,,, can be observed ... ingestlng other slngle'celled
-' ;tàîui"t ina iiüeùng thelr chloroplasts" (C'aro[ Kaesuk Yoon)'

OrlEln: Latin tngere re, ingest' z ln', ln¡ see !g' + gerere' to carry'

verb
to take dru ln

O¡'lgln: < L Ingestus' PP. of lngerere, to carry, lnto < fn-, lnto + gererq to carry

Related Forms!
. |¡ggg!!g¡1 ln.ges"tiott noun

Related Forms:
e ln.gest'l'blø adJeúlve

' lngggt!-U in'ges'tlon nolJn

' l¡gggltYg ln'ges'tlve adlectlve
4lh edltlon copyrlght @ zolo by Houghton Mlfflln l'larcourt
puUttshlns comÉany, All rlghh resewed'

.9e5,t (inn

http//www,yourdíctíonary.com/ingest
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lnstructions for Medical Examiners, Goroners, and Prosecuting Attorneys:
Compliance with the Death with Dignity Act

Washington's Death with Dignity Act (RCW 70.245) states that "...the patient's death
certificate...shall list the underlying terminal disease as the cause of death." The act
also states that, "Actions taken in accordance wi an
constitute suicide, ass SU , mercy ng, or homicide, under the law."

lf you know the decedent used the Death with Dignity Act, you must comply with the
strict requirements of the law when completing the death record:

1. The underlying terminal disease must be listed as the cause of death

2 The manner of death trsfne marked as "Natural."

The cause of death ,ffi t"u n ?^n,,unguage that indicates that the
Death with Dignity Act was used as:

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

3

The Washington State Registrar will reject any death certificate that does not properly

adhere to thé 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 observance of its provisions and the maintenance of a perfect

system of registration. ... The State Registrar shallcarefully examine the certificates received monthly
from the local registrars, county auditors, and clerks of the court and, if any are incomplete or
unsatisfactory, the State Registrar shall require such further information to be furnished as may be

necessary to make the record complete and satisfactory." RCW 43'70.160.

Revised AprilS, 2009
A-64
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OPINION

Assisted suicide is not legal, not the ans\Mer
GUEST GOtUMl{

By BRADLEY WILLIAMS

f takeexceptionto the
I opinionbytwo
I members of the former

Hemlock Society, now
knownas "Compassion&
Choices." The opinion of
liyzS implies that
assísted suicide is legal in
Montana, which is not
úue.

I amthepresident of
Montanans Against
Assisted Suicide.'We are in
litigation against the
MontanaMedical
Examiners Board. As part
of that litigation, we got
the boa¡d to remove a
positionpaper fromits
websíte implyingthat
assisted suicide is legal.
Assisted suicide is not
legal.

The'treatment"
of suicide

As part of our litigatíon
with the bqard, we aI

obtained. an afficlavit from
Dr. Ken Stevens, of
Oregon, whichis one of
the few states in which
assisted suicide is legal.
His affidavit describes
how, in Oregon, that
state's Medicaid program
uses legal assisted suicide
to steer patients to suicide.
This is through coverage
i¡centives. 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 displaced with the
r¡treatment" of suicide.

Backing the
establishment

Theformer Hemlock
Soeiety, Compassion&

e
great promoter of
individual choice. But if

you take a closer look, Íts
actual mission is to back
the medicel- government
establislunent.

Consider thewell-
publicized case of Oregon
cancer patient Ba¡bara
Wagner. In 2OO8, Oregon's
Medicaidprogram
declined to cover
t'Tarcevartt a cancer drug
recommendedbyher
doctor, and offeredto
cover he¡ suicide instead,
terming it "aid in dying."
Wagnerwas devastated.

"It was horriblej'
Wagnertold
ABCNews.com. The
drug's manufacturer
subs equently gave Tarceva
to'Wagner without charge.
She, nonetheless, died a
short time later.

I recently asked
Stevens about Tarceva. He
toldmethat some of his
patiènts had taken it and
that for some of themit

was beneficial. This was in
terms of sr:¡vivaland
better quality of life. He
also told me that it canbe
difficult to knowhow a
particular cancer patÍent
will do onaparticular
c¿mcer drug. He saidthat
there a¡e always some
patients who live longer
tharr expected, sometimes
1O or even Z0 years longer,
depending on the ty¡re of
cancer. He said, "This is
because there are always
some people who beat the
odds." Barba¡aW'agner
wantedtobe one of
people.

After Wagner's
Compassion& Choices

itstrue 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 Iæe argued
that Wagner should have
insle¿d given up hope
acceptedher penrìing
death. But, this was not
'Wagner's choice.

InaKATUTV
(ka
rcports/2611
Wagner had saj.d: "I'm not
ready, I'm not ready to die
... I've got things I'd still
ïke to dol'

A

would
presumably be tlrough
coverage incentives. For
example, she said: "The
burning public policy
question is whether we
inadvertently encourage

thei¡ own self - interest,
chase anunattainable
dream of cure, and
foreclose the path of

legislation- Don't be.fooled
by their double-speak.

Wílliamsis
of Montanans

Assisted Suicide
(montanansagainstasskte 

-

dsuicide. or g ), a gÍ as sr oot s
group andaMontana
nonpr of it public b enefit
association. MAAS
welcomeseveryone
opposed to assrsfed
suicíde regardless of their
uiews on other Íssues.to act against

I got a letter in the mail ihat basícaþ said if you want to Íake the pílls, we will help you get thaÍ from the doctor and we wíll stand

there and watch you die. But we won't Sive yoLI the medication ta live.

- oregon cancer þatient Barbara wasner who was 
t,l1"#.gir:i:;":?:lfJ:TiJ,3-fffl"'l;Ì,i!1i;iJå3ü:ä*

Coombs Lee is aformer
ttmana$ed care executive.tt
See (maesdocuments.
f ile s. w or dp r e s s. c o m./
2O14,/o8/coombslee

been

bio.pdf.)
Your choice

piece also argued for a
publicpolicy change to

cures
oprnrg¡1Leets

discourage
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Death Drugs Cause Uproar in Oregon HOT RIGHT NOW

Aug.6,2008

By SUSAN DONALDSON JAMES
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3 Comments

The news from Barbara Wagner's doctor was bad, but the rejection letter from her insurance
company was crushing.

@Nrws xoue lvrDEo I us.iwoRLD I poltrcs ENTERTA,ß$JHEÉjijËFcH I H

What the Oregon Health Plan did agree to cover, however, were drugs for a physician-assisted
death. Those drugs would cost about $50.

"lt was horrible," Wagner told ABCNews.com, "l got a letter in the mail that basically said if you
wðnt 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 give you the medicat¡on to l¡ve."

Critics of Oregon's decade-old Death With Dign¡ty Law - the only one of its kind ln the natlon -
have been up in arms over the ind¡gnity 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 10O0 in November, legalizing a similar assisted-death law.

Opponents say the law presents all involved with an "unacceptable conflict" and the impression
that insurance companies see dylng as a cost-saving measure. They say it steers those with
limited finances toward assisted death,

"News of payment denial is tough enough for a terminally ill person to bear," said Steve Hopcraft,
a spokesman for Compasslon and Cholces, a group that suppoÉs coverage of physiclan-asslsted
death.

Letter's lmpact'Devastatlng'

"lmagine ¡f the recipient had plnned his hope for survival on ôn unproven treatment, or if this were
the first time he understood the dlsease had entered the terminal phase. The lmpact of such a

letter would be devastating," he told ABCNews.com.

Wagner, who had worked as a home health care worker, a waitress and a school bus driver, is

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 Springfìeld great-grandmother. "But I'm opposed to the

fassisted suicide] law. 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, according to Wagner.

The cancer went into remission, but in May, Wagner found it had returned. Her oncologist
prescribed the drug Tarceva to slow its growth, givlng her another four to slx months to live.

But under the ¡nsurance plan, she can the only rece¡ve "palliative" or comfort care, because the
drug does not meet the "five-year, 5 percent rule" - that ls, a 5 percent survival rate after five
years.

A 2005 New England Journal of Medicine study found the drug erlotinib, marketed as Tarceva,

2
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does marginally improve survivalfor patients w¡th advanced non-small cell lung cancer who hacl

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,31 percent of the patients taking erlotinib were still alive
compared to 22 percent ofthose taking 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 got the letter," said May, 42. "While I was telling
her, 'Mom, it will be ok,' I was crying, but trying to stôy brave for her,"

"l've talked to so many people who have gone through the same problems with the Oregon
Health Plan," she said.

lndeed, Randy Stroup, a 53-year-old Dexter resident with terminal prostate cancer, learned
recently that his doctor's request for the drug mitoxantrone had been rejected. The treatment,
while not a cure, could ease Stroup's pain and extend his llfe by six months.

Playing WithrMy Llfe'

"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 ln '1994 and the physician-assisted death law was
enacted in l997, The state was recently hailed by a University of Wisconsin study as havlng one
of the nation's top pain-management pol¡cies.

The health plan, for those whose incomes fall under the poverty level, prioritizes coverage - from
prevention flrst, to chronic disease management, treatment of mental health, heart and cancer
treôtment

"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 Office of for Oregon's Health Policy and
Research staff.

"We need evidence to sêy it is a good use of taxpayer's dollars," she said. "lt may be expensive'
but lf it does wonders, we cover it."

The state also regularly evaluates and updates approvals for cancer treatments. "We look as

exhaustively as we can w¡th good peer review 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 paln 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 sensitiv¡ty and clarity," Sellers told ABCNews.com "Not only is
the patient receiving had news, but ¡nsensit¡vity on top of that. This is something that requires the
human touch."

Sellers said that from now on insurance officials will likely "pick up the phone and have a

conversatlon," he said.

But a 1998 study from Georgetown Un¡versity'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 lt legal to do so.

The study warns that there must be "a sobering degree of caution in legalizing fassisted death] in
a medical care environmentthat is charôcterized by increas¡ng pressure on physicians to control
the cost of care."

Cancer drugs can cost anywhere from $3,O00 to $6,000 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 benefìts but not health
caÍe côn be perceived as a cost-cutting, "respectable studies" say otherwise

http://abcnews.go.com/HealtlVstory?id=5517492&page= 1&singlePage=true
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Letter noting assisted suicide raises questions
By Susan Hardírry and KATT.I Web sral/ | Published: Jul 3o, 2ooB at 5:go PM PST (2oo8-o 7-grTr.gozoZ) | Last Updated: Oct 30, 2013 at 6:35 AM PST (2013-

ro-SoTr4:35: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

ffi1tuptëätlhuftBñ'\åRÏBtc=Ð
approved

Barbarawagner 
nstead, the letter said, the plan would pay for

comfort care, including "physician aid in dytng," 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 interp retation?

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.

A- 58
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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,ce\l; ch risti ne. l.stone@state.or. us

Rising suicide rate in Oregon reaches higher than national
average:
World Suicide Prevention Day rc Sepúember 10

peop

After

o 's suici The rate is 15.2 suicides per 100,000
compared to the national rate of 11.3 per 100,000. ( A- ?o"T)

been SI SI nifica since 2000 rding to a new
so details, "Suicides in Oregon: Trends and Risk Factors," 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 second Ieading cause of death among órêgonians ages 15-34, and the 8tr'

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 culrent 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. I per

100,000 in 2000 to 27.I per 100,000 in 2010. The rate increased more among women

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 15 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 males had

the highest suicide rate among all races / ethnicity (27.1per 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). Signiflrcantly
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 go-occur and are known to increase

suicide risk. Approximately 70 percent of suicide victíms 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

victims and about 60 percent 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 in 2009-2010.
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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 18 and older had serious thoughts ofsuicide dudng the past year; and about frve

percent of teens and 0.4 percent of adults made a suicide atternpt in the past y"arl'2. In
20l0,,there were 685 Oregoni ans who died by suicide and more than 2,000 ('p
hospitalizatiou,s due to suicide attempts

3,4 Suicide is the second leading cause of death cê
among Oregonians ages 15-34,
Oregon'. The cost of suicide is

and the 8th leading cause of death among all ages in
enormous. In 2010 alone, self-inflicted injury

hospitalization charges exceeded 4l million dollars; and the estimate of total lifetime cost

of suicide in Oregon was over 680 million dollars

communities broadens the impact of each death.

3'a's. The loss to families and

,,Suicide is a multídimensional, multi-determined, and multi-factorial behavior. The risk

factors associated with suicidal behaviors include biological, psychological, and social

factors"6, This report plovides the most cunent suicide statistics in Oregon, provides

suicide prevention programs and planners a detailed description of suicide, examines risk

factors ãssociated with suicide and generates public health information and prevention

strategies. We analyzed mortality data from 1981 to 2010 and 2003 to 2010 datafrom 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 ltl'Grade Results,

ments/mentall I.p-df

2 Cr.osby A.E., Han 8,, Ortega L.A.G., Park S,E,, et al, Suicidal Thoughts and Behaviors Among Adults

aged >= l8 Years - United States, 2008-2009. MMWR, 2011;60:13'

3 oregon vital statistics Annual Report, vol, 2, 2010, Oregoû Heath Authority.

a Wright D., Millet L,, et a[, Oregon Injury and Violence Prevention Program Report for 20ll Dalayeat,

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-Directed Violencc in the United States'

Am J Prev Med.2007;32(6):474482,

6 Maris R.W,, Berman 4,L,, Silverman A,M, (2000), Comprehensive Textbook of suicidology, New York:

The Guilford Press.
(p378)
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Death by request in Switzerland: Posttraumatic stress disorder and
complicated grief after witnessing assisted suicide

B. Wagnera'*, J. Müllerb, A. Maercker'
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ARTICLE INFO ABSTRACT

Background: Despite continuing political, legal and moral debate on the subject, assisted suicide is

permitted in only a few countries worldwide. However, few studies have examined the impact that
witnessing assisted suicide has on the mental health of family members or close friends.
Metllods: Across-sectional surveyofS5familymembersorclosefiiendswhowerepresentatanassisted
suicide was conducted in December 2007. Full or partial Post-Ttaumatic Distl'ess Disorder (PTSD; Impact
ofEvent Scale-Revised), deplession and anxiety symptorrìs (BriefSymptom lnventory) and complicated
grief (lnventory of Complicated Grief) we|e assessed at 14 to 24 montlìs post-loss.

Resulfs: Of the 85 participants, .13% met the criteria for full PTSD (cut-off > 35),6.5% met the criteria lor
subthleshold PTSD (cut-off> 25), and 43% met the criteria for complicated grief. The prevalence of
depression was '16%; the prevalence of anxiety was 6%.

Conclusion: A higher prevalence of PTSD and depression was found in the present sample than has been

reported for the Swiss population in general. Howevet', the prevalence of complicated glief in the sample
was comparable to that reported for the general Swiss population. Therefote, although there seemed to
be no complications in the griefp[ocess, about 20% of respondents experienced full or subtlÌreslìold PTSD

l'elated to tlre loss of a close person through assisted suicide.
@ 201 0 Elsevier Masson SAS. All rights reserved.

organisations offer personal guidance to members suffering
diseases with "poor outcome" or experiencing "unbearable
suffering" who wish to die.

The two largest right-to-die organisations in Switzerland are

Exit Deutsche Schweiz and Dignitas. Membership of Exit Deutsche
Schweiz is available only for people living in Switzerland, whereas
Dignitas is also open to people from abroad. Exit Deutsche
Schweiz has about 50000 membet's, and between 100 and 150
people die each year with the organisation's assistance. Iu
comparison, Dignitas has about 6000 members, most of whon.t
live abroad. A member who decides to die must first undergo a
medical examination. The physician then prescribes a lethal dose
of l¡arbiturates, and the drugs are stored at the Exit headquarters
untiltl.re day of use. Usually, the suicide takes place at the patient's
home. On the day the member decides to die, an Exit volunteer
collects the rnedication and takes it to the patient's home. There,
he or she hands the patient the fluid to swallow, If the patient is
incapable of swallowing the barbiturate, it can be self-adminis-
tered by gastrostomy or intravenously [4]. After the patient has
died, the Exitvolunteer notifies the police. All assisted suicides are
reported to the authorities. Deaths through assisted suicide are
recolded as unnatural deaths and investigated by the lnstitute of
Legal Medicine.
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l- Introduction

Assisted suicide and euthanasia for terminally ill patients are
punishable by law almost everywhere except Switzerland, the
Netherlands, Belgium and the U.S. states of Oregon and Washing-
ton. Assisted suicide is generally defined as the prescribing or
supplying of drugs with the explicit intention of enabling the
patient to end his o¡'her own life. In euthanasia, in contrast, it is the
physician who administers the lethal drug. ln the Netherlands and
Belgium, physician-assisted euthanasia is legally permitted,
meaning that physicians are allowed to administer drugs to end
å patient's life at his ol her request. ln Switzerland, in contrast,
euthanasia is punishable by imprisonment (Article 114 of the
Swiss penal cocle). lt is only in the absence of self-serving motives
that assisting another person's suicide is permissible. Physicians in
Switzerland are therefore allowed to prescribe or supply a lethal
dose of balbiturates with the explicit intention of enabling a

patient they have examined to end his or her own life. However,
most assisted suicides in Switzerland are conducted with the
assistance of non-profit organisations [23]. These right-to-die
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