
AMENDED IN SENATE MARCH 17,2075

SENATE BILL No. 128

Introduced by Senators Wolk and Monning
(Principal coauthors: Senators Jackson and Leno)

(Principal coauthor: Assembly Member Eggman)
(Coauthors: Senators Block, Hall, Hancocþ Hernandez, Hill,

McGuire, and Wieckowski)
(Coauthors. Assembly Members Chu, Cooper, Frazier, Cristina Garcia,

Quirk, Rendon, andì'Hr-Stone) Mark Stone)

January 20,2015

An act to add Part 1.85 (commencing with Section 443) to Division
I of the Health and Safety Code, relating to end of life.

LEGISLATIVE COUNSEL'S DIGEST

SB 128, as amended, Wolk. End of life.
Existing law authorizes an adult to give an individual health care

instruction and to appoint an attorney to make health care decisions for
that individual in the event of his or her incapacity pursuant to a power

of attorney for health care.

This bili would enactthe End of Life optionAct authorizing an adult

who meets certain qualifications, and who has been determined by his

or her attending physician to be suffering from a terminal illness, as

defined, to make ã request for medication prescribed pursuant to these

provisions for the puipose of ending his or her life. The bill would
èstablish the procedures for making these requests. The bill would also

establish the forms to request aid-in-dying medication and under

specified circumstances an interpreter declaration to be signed subject

to penalfy of perjury, thereby imposing a crime and state-mandated

local program.
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SB 128 -2-
This bill would prohibit a provision in a contract, will, or other

agreement, or in a health care service plan contract, or health benefit
plan contract, from being conditioned upon or affected by a person
making or rescinding a request for the above-described medication. The
bill would prohibit the sale, procurement, o¡ issuance of any life, health,
or accident insurance or annuity policy, or the rate charged for any
policy, from being conditioned upon or affected by the request.

This bill would provide immunity from civil or criminal liability or
professional disciplinary action for participating in good faith
compliance with theaet act, øndwould specifu that the immunities and
prohibitions on sanctions of a health care provider are solely resertted

for conduct provided for by the bill. The bill would provide that
participation in activities authorized pursuant to this bill shall be
voluntary.

This bill would make it a felony to knowingly alter or forge a request
for medication to end an individual's life without his or her authorization
or to conceal or destroy a rescission of a request for medication, if it is
done with the intent or effect of causing the individual's death. The bill
would make it a felony to knowingly coerce or exert undue influence
on an individual to request medication for the purpose of ending his or
her life or to destroy a rescission of a request. By creating a new crime,
the bill would impose a state-mandated local program. The bill would
provide that nothing in its provisions be construed to authorize ending
a patient's life by lethal injection, mercy killing, or active euthanasia,
and would provide that action taken in accordance with the act shall
not constitute, among others, suicide or homicide.

This bill would require the State Department of Public Health to adopt
regulations regarding the collection of information to determine the use
of and compliance with the act, and would require the department to
annually review a sample of certain records and make a statistical report
of the information collected.

Existing constitutional provisions require that a statute that limits the
right of access to the meetings of public bodies or the writings of public
officials and agencies be adopted with findings demonstrating the
interest protected by the limitation and the need for protecting that
interest.

This bill would make legislative findings to that effect.
The Califomia Constitution requires the state to reimburse local

agencies and school districts for certain costs mandated by the state.
Statutory provisions establish procedures for making that reimbwsement.
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3 SB 128

This bill would provide that no reimbursement is required by this act
for a specified reason.

Vote: majority. Appropriation: no. Fiscal committee: yes.

State-mandated local program: yes.

The people of the State of Caliþrnia do enact asfollows:

SECTION 1. Part 1.85 (commencing with Section 443) is
added to Division 1 of the Health and Safety Code, to read:
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PART 1.85. END OF LIFE OPTION ACT

443. This part shall be known and may be cited as the End of
Life OptionAct.

443 .l . As used in this part, the following definitions shall apply:
(a) 'Adult" means an individual 18 years of age or older.
(b)'Aid-in-dying medication" means medication determined

and prescribed by a physician for a qualified individual, which the
qualified individual may choose to self-administer to bring about
his or her death due to a terminal illness.

(c) 'Attending physician" means the physician who has primary
responsibility for the health care of an individual and treatment of
the individual's terminal illness.

(d) "Competentl' means that, in the opinion of a court or in the
opinion-õî an ihdividual's attending physician, consulting
physician, psychiatrist, or psychologist, the individual has the
ability to make and communicate an informed decision to health
care providers, including communication through a person familiar
with the individual's manner of communicating, if that person is
available.

(e) "Consulting physician" means a physician who is qualified
by specialty or experience to make a professional diagnosis and
prognosis regarding an individual's illness.

(f) "Counseling" means one or more consultations, as necessary,

between an individual and a psychiatrist or psychologist licensed
in this state for the purpose of determining that the individual is

competent and is not suffering from a psychiatric or psychological
disorder or depression causing impaired judgment.

(g) "Department" means the State Department ofPublic Health.
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(h) "Health care provider" or "provider" means a person

licensed, certified, or otherwise authorized or permitted by law to
administer health care or dispense medication in the ordinary
course ofbusiness or practice ofa profession, including, but not
limited to, physicians, doctors of osteopathy, and pharmacists.
"Health care provider" or "provider"
ffinr25o.

includes ahealth care facility

lon means a decision by a terminally ill
individual to request and obtain a prescription for medication that
the individual may self-administer to end the individual's life, that
is based on an understanding and acknowledgment of the relevant
facts, and that is made after being fully informed by the attending
physician of all of the following:

(1) The individual's medical diagnosis and prognosis.
(2) The potential risks associated with taking the medication to

be prescribed.
(3) The probable result of taking the medication to be prescribed.
(a) The possibility that the individual may choose not to obtain

the medication or may obtain the medication but may decide not
to take it.

(5) The feasible alternatives or additional treatment
opportunities, including, but not limited to, comfort care, hospice
care, palliative care, and pain control.

fi) "Medically confirmed" means the medical opinion of the
attending physician has been confirmed by a consulting physician
who has examined the individual and the individual's relevant
medical records.

(k) "Physician" means a doctor of medicine or osteopathy
currenþ licensed to practice medicine in this state.

(l) "Public place" means any street, alley, park, public building,
any place of business or assembly open to or frequented by the
public, and any other place that is open to the public view, or to
which the public has access.

(m) "Qualified individual" means a competent adult who is a
resident of Califomia and has satisfied the requirements of this
part in order to obtain a prescription for medication to end his or
her life.

(n) "SelÊadminister" means a qualified individual's affirmative,
conscious, and physical act of using the medication to bring about
his or her own death.
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5 SB 128

I (o) "&g!@illness"means anincurable and ineversible illness
2 that hai6õñãeffiã1y confirmed and will, within reasonable
3 medical judgment, result in death within six months.
4 443.2 (a) A competent, qualified individual who is a

5 terminally ill adult may make a request to receive a prescription
6 for aid-in-dying medication if all of the following conditions are
7 satisfied:
8 (1) The qualified individual's attending physician has

9 determined the individual to be suffering from a terminal illness.
10 (2) The qualified individual has voluntarily expressed the wish
11 to receive a prescription for aid-in-dying medication.
12 (3) The qualified individual is a resident of Califomia and is
13 able to establish residency through any of the following means:
14 (A) Possession of a California driverlhe. Iicense or other
l5 identification issued by the State of California.
16 (B) Registration to vote in Califomia.
17 (C) Evidence that the person owns or leases property in
18 Califomia.
l9 (D) Filing of a California tax return for the most recent tax year.
20 (a) The qualified individual documents his or her request
2l pursuant to the requirements set forth in Section 443.3.
22 (b) A person may not qualify under the provisions of this part
23 solely because of age or disability.
24 (c) A request for a prescription for aid-in-dying medication
25 under this part shall not be made on behalf of the patient through
26 a power of attomey, an advance health care directive, or a

2l conservator.
28 443.3. (a) A qualified individual wishing to receive a

29 prescription for aid-in-dying medication pursuant to this part shall
30 submittwo oral requests, aminimum of 15 days apart, and awritten
3l request to his or her attending physician.
32 (b) A valid written request for aid-in-dying medication under
33 subdivision (a) shall meet all of the following conditions:
34 (1) The request shall be in substantially the form described in
35 Section 443.9.
36 (2) The request shall be signed and dated by the qualified
31 individual seeking the medication.
38 (3) The request shall be witnessed by at least two other adult
39 persons who, in the presence of the qualified individual, shall attest
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1 that to the best of their knowledge and belief the qualified
2 individual is all of the following:
3 (A) Competent.
4 (B) Acting voluntarily.
5 (C) Not being coerced to sign the request.
6 (c) ffiOnly one ofthe two wiûtesses at the time the written
7 request is signed may:
8 (1) Be related to the qualified individual by blood, marriage, or
9 adoption or be entitled to a portion of the person's estate upon

10 ¿eat+,+ufnofUetn death.
1 1 (2) Own, operate, or be employed at a health care facility where
12 the qualified individual is receiving medical treatment or resides.
13 (d) The attending physician ofthe qualified individual shall not
14 be one of the witnesses required pursuant to paragraph (3) of
l5 subdivision (b).
16 443.4. (a) A qualified individual may at any time rescind his
17 or her request for aid-in-dying medication without regard to the
18 qualified individual's mental state.
19 (b) A prescription for aid-in-dying medication provided under
20 this part may not be written without the attending physician
2l offering the qualified individual an opportunity to rescind the
22 request.
23 443.5. (a) Before prescribing aid-in-dying medication, the
24 attending physician shall do all of the following:
25 (1) Make the initial determination of all of the following:
26 (A) Whether the requesting adult is competent.
27 (B) Whether the requesting adult has a terminal illness.
28 (C) Whether the requesting adult has voluntarily made the
29 request for aid-in-dying medication pursuant to Sections 443.2
30 and443.3.
31 (D) Whether the requesting adult is a qualified individual
32 pursuant to subdivision (m) of Section 443.1.
33 (2) Ensure the qualified individual is making an informed
34 decision by discussing with him or her all of the following:
35 (A) His or her medical diagnosis and prognosis.
36 (B) The potential risks associated with taking the aid-in-dying
37 medication to be prescribed.
38 (C) The probable result of taking the aid-in-dying medication
39 to be prescribed.
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I (D) The possibility that he or she may choose to obtain the
2 medication but not take it.
3 (E) The feasible altematives or additional treatment
4 opportunities, including, but not limited to, comfort care, hospice
5 care, palliative care, and pain control.
6 (3) Refer the qualified individual to a consulting physician for
7 medical confirmation of the diagnosis, prognosis, and for a

I determination that the qualified individual is competent and has

9 complied with the provisions of this part.
10 (4) Refer the qualified individual for counseling if appropriate.
I I (5) Ensure that the qualified individual's request does not arise
12 from coercion or undue influence by another person.
13 (6) Counsel the qualified individual aboutthe importance ofall
14 of the following:
15 (A) Having another person present when he or she takes the
16 aid-in-dying medication prescribed pursuant to this part.
17 (B) Not taking the aid-in-dying medication in a public place.
18 (7) Inform the qualified individual that he or she may rescind
19 the request for aid-in-dying medication at any time and in any
20 manner.
2l (8) Otrer the qualified individual an opportunity to rescind the
22 request for medication before prescribing the aid-in-dying
23 medication.
24 (9) Verify, immediately prior to writing the prescription for
25 medication, that the qualified individual is making an informed
26 decision.
27 (10) Ensure that all appropriate steps are carried out in
28 accordance with this part before writing a prescription for
29 aid-in-dying medication.
30 ( 1 1) Fulfill the record documentation that may be required under
31 Section 443.16.
32 (b) If the conditions set forth in subdivision (a) are satisfied,
33 the attending physician may deliver the aid-in-dying medication
34 in any of the following ways.
35 (1) Dispense aid-in-dying medications directly, including
36 ancillary medication intended to minimize the qualified individual's
37 discomfort, if the attending physician meets all of the following
38 criteria:
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(e)

ffi authorized to dispense medicine under
California Inu.

(B) Has a current United States Drug Enforcement
Administration (USDEA) certifi cate.

(C) Complies with any applicable administrative rule or
regulation.

(2) With the qualifred individual's written consent, the attending
physician may contact a pharmacist, inform the pharmacist of the
prescriptions, and deliver the written prescriptions personally, by
mail, or electronically to the pharmacist, who-shall may dispense
the medications to the qualified individual, the attending physician,
or a person expressly designated by the qualified individual and
with the designation delivered to the pharmacist in writing or
verbally.

(c) Delivery of the dispensed medication to the qualified
individual, the attending physician, or a person expressly
designated by the qualified individual may be made by: personal
delivery United Parcel Service, United States Postal Service,
Federal Express, or by messenger service.

443.6. Prior to a qualified individual obtaining aid-in-dying
medication from the attending physician, the consulting physician
shall perform all of the following:

(a) Examine the qualified individual and his or her relevant
medical records.

(b) Confirm in writing the attending physician's diagnosis and
prognosis.

(c) Verify, in the opinion of the consulting physician, that the
qualified individual is competent, acting voluntarily, and has made
an informed decision.

(d) Fulfill the record documentation that may be required under
Section 443.16.

443.7. (a) Unless otherwise prohibited by law, the attending
physician may sign the qualified individual's death certificate.

(U) idual's death certificate
who us
iliness. :
Ã1.5. A qualified individual may not receive a prescription
for aid-in-dying medication pursuant to this part, unless he or she
has made an informed decision. Immediately before writing a
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prescription for aid-in-dying medication under this part, the
attending physician shall verify that the individual is making an
informed decision.

443.9. (a) A request for aid-in-dying medication as authorized
by this part shall be in substantially the following form:

REQUEST FOR MEDICATION TO END MY LIFE IN A HUMANE AND
DIGNIFIED MANNER I, .................. am an adult of
sound mind and a resident of thestate State of Califomia.
I am suffering from ................, which my attending physician has determined

is in its terminal phase and which has been medically confirmed.
I have been fully informed of my diagnosis and prognosis, the nature of the

aid-in-dying medication to be prescribed and potential associated risks, the

expected result, and the feasible altematives or additional treatment

opportunities, including comfort care, hospice care, palliative care, and pain

control.

I request that my attending physician prescribe medication that will end my

life in a humane and dignified manner if I choose to take it, and I authorize

my attending physician to contact any pharmacist about my request.

INITIAL ONE:

I have informed one or more members of my family of my decision

and taken their opinions into consideration.

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

I have no family to inform of my decision.

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

I understand the full import of this request and I expect to die if I take the

aid-in-dying medication to be prescribed.@
My

attending physician has counseled me aboutthis-possi#rt6 the possibility

that my death may not be immediately upon the consumption of the medication.

I make this request@vation: voluntarily, without
reservation, and without being coerced.

Signed:..............

Dated:................

DECLARATION OF WITNES SES

We declare that the person signing this request:

(a) is personally known to us or has provided proofofidentity;
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(b) signed this request in our presence;

(c) is an individual whom we believe to be of sound mind and not under duress,

fraud, or undue influence; and

(d) is not an individual for whom either of us is the attending physician.

......Witness l/Date

......Witness 2lDafe

NOTE: Only one of the two witnesses may be a relative (by blood, maniage,

or adoption) ofthe person signing this request or be entitled to a portion ofthe

person's estate upon death. Only one of the two witnesses may own, operate

or be employed at a health care facility where the person is a patient or resident.

(b) (1) The written language of the request shall be written in
the same translated language as any conversations, consultations,
or interpreted conversations or consultations between a patient and

his or her attending or consulting physicians.
(2) Notwithstanding paragraph (1), the written request may be

prepared in English even where the conversations or consultations
òr interpreted conversations or consultations where conducted in
a language other than English if the English language form includes
an attached interpreter's declaration that is signed under penalty
of perjury. The interpreter's declaration shall state words to the
effect that:

I (INSERT NAME OF INTERPRETER), am fluent in English and (INSEKI

TARGET LANGUAGE).
On (insert date) at approximately{+nse* (insert time),I read the "Request for

Medication to End My Life" to (insert name of individual/patient) in (insert

target language).

Mr./lVfs. @ (insert name of patient/qualified individual) affirmed to me

that he/she understood the content of this form and affirmed his/her desire to

sign this form under his/trer own power and volition and that the request to

sign the form followed consultations with an attending and consulting physician-

I declare that I am fluent in English and (insert target language) and further

declare under penalty ofperjury that the foregoing is true and correct.

Executcd at (insert city, county, and state) on this (insert day of month) of
(insert month), (insert year).

X_Interpreter signature

X-Interpreter printed name

X_Interpreter address
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I (3) An interpreter provided by paragraph (2) shall not be related
2 to the qualified individual by blood, marriage, or adoption or be
3 entitled to a portion of the person's estate upon death. An
4 interpreter provided by paragraph (2) shall be qualified as described
5 in subparagraph (H) of paragraph(2) of subdivision (c) of Section
6 1300.67.04 of Title 28 of the California Code of Regulations.
7 443.10. (a) A provision in a contract, will, or other agreement,
8 whether written or oral, to the extent the provision would affect
9 whether a person may make or rescind a request for aid-in-dying

10 medication, is not valid.
11 (b) An obligation owing under any-eurrent@ng contract
12 in ffict on January l, 2016, may not be conditioned or aflected
13 by a qualified individual making or rescinding a request for
14 aid-in-dyingmedication.
l5 443.11. (a) Thesale,procurement,orissuanceofalife,health,
16 accident insurance or annuity policy, health care service plan
17 contract, or health benefit plan, or the rate charged for a policy or
l8 plan contract may not be conditioned upon or affected by aperson
19 making or rescinding a request for aid-in-dying medication.
20 (b) Notwithstanding any other law, a qualified individual's act
2l of self-administering aid-in-dying medication may not have an
22 effect upon a life, health, or accident insurance or annuity policy
23 other than that of a natural death from the underlying illness.
24 443.12. (a) Notwithstanding any other law, a person shall not
25 be subject to civil or criminal liability or professional disciplinary
26 action for participating in good faith compliance with this part,
27 including an individual who is present when a qualified individual
28 selÊadministers the prescribed aid-in-dying medication.
29 (b) A health care provider or professional organization or
30 association may not subject an individual to censwe, discipline,
3l suspension, loss of license, loss of privileges, loss of membership,
32 or other penalty for participating or refusing to participate in good
33 faith compliance with this part.
34 (c) A request by an individual to an attending physician or to a
35 pharmacist to dispense aid-in-dying medication or provide
36 aid-in-dying medication in good faith compliance with the
37 provisions ofthis part does not constitute neglect or elder abuse
38 for any purpose of law or provide the sole basis for the appointment
39 ofa guardianorconservator.
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I (d) (1) Participation in activities authorized pursuant to this
2 part shall be voluntary. A person or entity that elects, for reasons
3 of conscience, morality, or ethics, not to engage in activities
4 authorized pursuant to this part is not required to take any action
5 in support of a patient's decision under this part, except as

6 otherwise required by law
7 (2) If a health care provider is unable or unwilling to carry out
8 an individual's request under this part and the individual transfers
9 care to a new health care provider, the prior health care provider

l0 shall transfer, upon request, a copy of the individual's relevant
11 medical records to the new health care provider.
12 (e) Nothing in this part shall prevent a health care provider from
13 providing an individual with health care services that do not
14 constitute participation in this part.
15 443.13. A health care provider may not be sanctioned for any
16 of the following.
17 (a) Making an initial determinationpursuant to the standard of
18 care that an individual has a terminal illness and informing him
l9 or her of the medical prognosis.
20 (b) Providing information about the End of Life OptionAct to
21 a patient upon the request of the individual.
22 (c) Providing an individual, upon request, with a referral to
23 another physician.
24 (d) Contracting with an individual to act outside the course and
25 scope of the provider's capacity as an employee or independent
26 contractor of a health care provider that prohibits activities under
27 this part.
28 (e) Notwithstanding any contrary provision in this section, the
29 immtmities andprohibitions on sanctions of a health cøre provider
30 are solely reserved for øctions taken pursuant to this part and
3l those health care providers may be sanctionedþr conduct and
32 actions not included and provided for in this part if the conduct
33 and actions do not comply with the standards and practices set
34 forth by the Medical Board of Californiø.
35 443.14. (a) Knowingly altering or forging a request for
36 medication to end an individual's life without his or her
3l authorization or concealing or destroying a rescission ofa request
38 for medication is punishable as a felony if the act is done with the
39 intent or effect of causing the individual's death.
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1 (b) Knowingly coercing or exerting undue influence on an

2 individual to request medication for the purpose of ending his or
3 her life or to destroy a rescission of a request is punishable as a

4 felony.
5 (c) For purposes of this section, "knowingly" has the meaning
6 provided in Section 7 of the Penal Code.
7 (d) Nothing in this section limits further liability for civil
8 damages resulting from other negligent conduct or intentional
9 misconduct by any person.
10 (e) The penalties in this section do not preclude criminal
l1 penalties applicable under any law for conduct inconsistent with
12 the provisions of this part.
13 443.15. Nothing in this part may be construed to authorize a

14 physician or any other person to end an individual's life by lethal
15 injection, mercy killing, or active euthanasia. Actions taken in
16 accordance with this part shall not, for any purposes, constitute
17 suicide, assisted suicide, mercy killing, homicide, or elder abuse

18 under the law
19 443.16. (a) The State Public Health Officer, in consultation
20 with the State Department of Social Services, shall adopt
2l regulations establishing reporting requirements for physicians and

22 pharmacists pursuant to this part.
23 (b) The reporting requirements shall be designed to collect
24 informationto determine utilization and compliance withthis part.

25 The information collected shall be confidential and shall be

26 collected in a manner that protects the privacy of the patient, the
27 patient's family, and any medical provider or pharmacist involved
28 with the patient under the provisions of this part.

29 (c) Based on the information collected, the department shall
30 provide an annual compliance and utilization statistical report
31 aggregated by age, gender, race, ethnicrty, and primary language
32 spoken at home and other data the department may determine
33 relevant. The department shall make the report public within 30

34 days of completion of each annual report.
35 443.17. A person who has custody or control of any unused

36 aid-in-dying medication prescribed pursuant to this part after the
37 death ofthe patient shall personally deliver the unused aid-in-dying
38 medication for disposal by delivering it to the nearest qualified
39 facility that properly disposes of controlled substances, or if none
40 is available, shall dispose of it by lawful means.
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I 443.18. Any governmental entity that incurs costs resulting
2 from a qualified individual terminating his or her life pursuant to
3 the provisions of this part in a public place shall have a claim
4 against the estate of the qualified individual to recover those costs
5 and reasonable attorney fees related to enforcing the claim.
6 SEC. 2. The Legislature finds and decla¡es that Section I of
7 this act, which adds Section443.16 to the Health and Safety Code,
8 imposes a limitation on the public's right of access to the meetings
9 of public bodies or the writings of public officials and agencies

l0 within the meaning of Section 3 of Article I of the Califomia
I I Constitution. Pursuant to that constitutional provision, the
12 Legislature makes the following findings to demonstrate the interest
13 protected by this limitation and the need for protecting that interest:
14 (a) Any limitation to public access to personally identifiable
1 5 patient data collected pursuant to Section 443 .16 of the Health and
16 Safety Code as proposed to be added by this act is necessary to
17 protect the privacy rights of the patient and his or her family.
18 (b) The interests in protecting the privacy rights of the patient
19 and his or her family in this situation strongly outweigh the public
20 interest in having access to personally identifiable data relating to
2l services.
22 (c) The statistical report to be made available to the public
23 pursuant to subdivision (c) of Section 443.16 of the Health and
24 Safety Code is sufficient to satisfy the public's right to access.
25 SEC. 3. The provisions of this part are severable. If any
26 provision of this part or its application is held invalid, that
27 invalidity shall not affect other provisions or applications that can
28 be given effect without the invalid provision or application.
29 SEC. 4. No reimbursement is required by this act pursuant to
30 Section 6 ofArticle XIIIB of the California Constitution because
31 the only costs that may be incurred by a local agency or school
32 district will be incurred because this act creates a new crime or
33 infraction, eliminates a crime or infraction, or changes the penalty
34 for a crime or infraction, within the meaning of Section 17556 of
35 the Govemment Code, or changes the definition of a crime within
36 the meaning of Section 6 of Article XIII B of the California
37 Constitution.
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says as follows:

1. I live in Oregon

Our law was enacted in
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where physician assisted suicide is

1997 via a ba1lot initi-ative that

4

JEANETTE HALL, being first duly sworn on oath, deposes and

2. In 2000, I hras diagnosed with cancer and told that I had 6

months to a year to live. I knew that our law had passed, but I
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didn't kno¡v exactly how to go about doing it' I tried to ask my

doctor, Ken SLevens MD, but he didn't really answer me. In

hindsight, he was stalling me'

3. I did not want to suffer. I wanted to do our law and I

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

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

chemotherapy and radiation' I am so happy to be alive!

4. This last JuIy, it was 1-3 years since my diagnosis- If Dr'

stevens.had believed in assisted suicide, I would be dead'

Assisted suicide should not be legal'

FURTHER AFFIANT SAYETH NOT.

/ç/ 5¿e a.#ê¿/r4siqnoy'o*a
JEANETTE HALL

SUBSCRIBED AND S'ÍORN TO before me t.his /O4 day of October-

201"3.

5

Nol.l,u-L A-n/z-a-{.L-
Printed Name
Notary Public for the State

P"#

of Oregon
Residj-ttg crL

My Commissi
d2-L

onE xp ires eE
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didn't know exact.ly ho,.d to go about. doing i-t. r tried to ask my

doctor, Ken Stevens IviD¿ but he did.n,t reaLly ansr..rer me. rn
hindsiqrht', he r-as stall_irrg me-

3 ' r did not v¡ant to suf fer. r rvanted to do our -r_av., and T

r+anted Dr- stevens to help me. rnsteadr he encouraged me to not
give up and ultimatery r decided to fight the cancer. r had both
chemotherapy and radíation. i am so happy to be alive!
4- This Ìast Jury, it was 13 years since my diagnosis. rf Dr.
stevens had believed in assisted. suieide, r wourd be dead

Assisted suicide . should not be legral .

. FURTHER AFFIANT SATETfI NOT.

H¡{LL

SUBSCRIBED AND SWORN TO before me th.i s M day of ocrober

2073 -

OFFICIALSEAL
NORMAANDRADE

NOTARY PUBLIC.ORÊGON
coMMrsstoN No.47l0ì2

COMú.{ISSION EXFIRES AUGUST 19. 201 6

\$YYna þrytrivad Ø
Pri nted Name
Notary Public for the State
of Oregon
Residing at
My Com¡nission Ex$ires $lltri P ii, Lu\U-JNÃUà
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Page 14
156 Cal'App'4th 165, 67 Cal.Rptr.3 d l2g, 07 Cal. Daily op. Serv. 12,346,2007 Daily Journal D.A,R 15,920
(Clte ¡s: 156 Cal.App.4th 165,62 Cat.Rptr.gd,l2g)

consonted to defendant's acts, we are
satisfïed from our independent research
ttrat defendant's actions should not be
treated in effect as assisting a suicide. Our
Supreme Court rejected an .,assisted

suicide" argument in people v. Matlock
(1959) 5l Cal.2d 682, 336 p.2d 505 (
Matlock ), stating ', ,where a person
actually performs, or actively assists in
performing, the overt act resulting in
death, such as shooting or stabbing the
victim, administering the poison, or
bolding one under water until death takes
place by drowning, his act constitutes
murder, and it is wholly immaterial
whether this act is committed pursuant to
an agreement with the victim,...' ,' (ld, aÍp.
694,336 P.2d 505, followed ít people v,

Cleaves (1991) 229 Cat.App.3d 367,
376-377,280 Cal.Rprr. 146; but sae In re
Joseph c. (1983) 34 Cal.3d 429, 194
Cal.Rptr. L63, 667 P.Zd Lt76 [making an
exception to Matlock's murder rule when
one of two people engaged in a

simultaneous suicide effort actively
employs the single instrumentalìty
involvedl.)

B, Defenilanr's "Anusual Case" Argument
t10l Defendant argues that she plainly

overcame the presumption against probation
because "this was extremely unusual in the most
basic, fundamental way central to the statutory bar:
Ms. Stuart inflicted great bodily injury or death
upon her mother out of a felt love for and duty to
her. However misdirected those laudable impulses
were, she acted 'from a heartfelt place,' which can
rarely if ever be said about rhe witlfut infliction of
death or great bodily injury." Defendant also asserts
that "[t]he homicide of one's beloved parent
prompted by care and concern for that aged parent
and filial obedience to and honor of that parent's
apparent wishes is a most peculiar manslaughter
indeed, and one that is at the lowest end of the
spectrum**143 of moral opprobrium when

examining the motives of those who willfully inflict
great bodily injury or death.,'We disagree.

As

Furthermore, a killer's subjective belief about
the reason for a crime, including that he or she
acted out of the "compassion and empathy,' that
*183 defendant contends she acted upon here, does
not necessarily mean the case is ..unusual." It is not
particularly unusual for a killer to believe his or her
action was justified; it is, for example, the root of
any vigilantism. Moreover, that defendant believes
she acted out of good intentions has little, if any,
bearing on an objective view of her legal and moral
culpability under the circumstances. It is reasonable
to conclude an adult child who takes it upon herself
tó commit the "mercy kilting " of a very elderly
parent based only on that parent's ,,apparent

wishes" has abused a position of trust and
committed a very serious crime. A court is not
required to conclude such an act rests on a higher
moral plane than any other killing. Indeed, to do so
would potentially expose some of the most
vulnerable in our society to the grave danger of
being killed by "loved ones,,' however
compassionate they may be, who are unable to
resist a temptation that dovetails with their financial
self-interest. as tlie record suggests may have been
thb case here, The trial court acted within its
discretion in rejecting any arguments that
defendant's motivations reduced her moral
culpability, including because, as the trial court
stated, defendant's killing of her mother was
"perhaps the most extreme form that elder abuse
can take."

C. Defendant's "Provocøtion and Duress"
Argument

[11] Regarding rule a.a13(cX2XA), defendant

al .t

could conclude that defendant acted at least

nes defendant's argument that

sent.or

v

a reduced moral culpabiliry.

@2014 Thomson Reuters. No Ctaim to Orig. US Gov. Works,
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Page I
West's Ann.Cal.Health & Safety Code $ 1250.4

Effective: [See Text Amendments]

West's Annotated California Codes Currentness

Health and Safety Code (Refs & Annos)
Division 2. Provisions (Refs & Annos)

ñE (Refs & Annos)

& Annos)

director of health care facilities in department of corrections and youth au-

and report of contagious or infectious diseases; examination of inmates;

comply; involuntary testing and treatment; tuberculosis; AIDS or HIV

(a) As used in this section

(1) "Department" means the Department of Corrections or the Department of the Youth Authority

(2) "Communicable, contagious, or infectious disease" means any disease that is capable of being transmitted

from person to person with or without contact and as established by the State Department of Health Services

pursuant to Section 120130, and Section 2500 et seq. of Title 17 of the California Code of Regulations.

(3) "Inmate or ward" means any person incarcerated within the jurisdiction of the Department of Corrections or

the Department of the Youth Authority, with the exception of a person on parole.

(4) "Institution" means any state prison, camp, center, office, or other facility under the jurisdiction of the De-

partment of Corrections or the Department of the Youth Authority.

(5) "Medical director," "chief of medical services," or "chief medical officer" means the medical officer, acting

medical officer , or the physician designated by the department to act in that capacity, who is

directing the and medical services for all health services and ser-

supporting the health services provided in the

(b) Each health care facility in the Department of Corrections and in Department of the Youth Authority
shall have a medical director in charge of the health care services of facility who shall be a physician and

by the directors of the departments. The

medical director shall direct the medical treatment programs for all health services and services supporting the

health services provided in the facility.

(c) The medical director, chief of medical services, chief medical officer, or the physician designated by the de-

partment to act in that capacity, shall use every available means to ascertain the existence of, and to immediately

investigate, all reported or suspected cases of any communicable, contagious, or infectious disease and to ascer-

tain the source or sources of the infections and prevent the spread of the disease. In carrying out these investiga-

tions, the medical director, chief of medical services, chief medical officer, or the physician designated by the

department to act in that capacity, is hereby invested with full powers of inspection, examination, and quarantine

or isolation of all inmates or wards known to be, or reasonably suspected to be, infected with a communicable,

1. General

+$ 1250.4

@ 2015 Thomson Reuters. No Claim to Orig. US Gov. Works
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Page2

West's Ann.Cal.Health & Safety Code $ 1250.4

contagious, or infectious disease.

(d) The medical director, chief of medical services, chief medical officer, or the physician designated by the de-

partment to act in that capacity, shall order an inmate or ward to receive an examination or test, or may order an

inmate or ward to receive treatment if the medical director, chief of medical services, chief medical officer, or

the physician designated by the department to act in that capacity, has reasonable suspicion that the inmate or

ward has, has had, or has been exposed to a communicable, contagious, or infectious disease and the medical

director, chief of medical services, chief medical officer, or the physician designated by the department to act in

that capacity, has reasonable grounds to believe that it is necessary for the preservation and protection of staff

and inmates or wards.

(e) Notwithstanding Section 2600 or 260I of the Penal Code, or any other provision of law, any inmate or ward

who refuses to submit to an examination, test, or treatment for any communicable, contagioÇóì:ì?ffiììous dis-

ease or who refuses treatment for any communicable, contagious, or infectious disease, or who, after notice, vi-

olates, or refuses or neglects to conform to any rule, order, guideline, or regulation prescribed by the department

with regard to communicable disease control shall be tested involuntarily andgglþe treated involuntarily. This

inmare or ward shall be subject to discipiinary action as described in Title 15 of the California Code of Regula-

tions.

(f) This section shall not apply to HIV or AIDS. Testing, treatment, counseling, prevention, education, or other

procedures dealing with HIV and AIDS shall be conducted as prescribed in Title 8 (commencing with Section

7500) ofPart 3 ofthe Penal Code.

(g) This section shall not apply to tuberculosis. Tuberculosis shall be addressed as prescribed in Title 8.7

(commencing with Section 7570) of the Penal Code.

CREDIT(S)

(Added by Stats.1988, c. 1608, $ 3. Amended by Stats.1994, c.993 (5.8.2025), $ 1, eff. Sept.29, 1994;

Stats.1996, c.1023 (S.8.1497), $ 152, eff. Sept.29, 1996.)

HISTORICAL AND STATUTORY NOTES

2008 Main Volume

Legislative findings, declaration and intent relating to Stats.1996, c. 1023 (S.8.1497), see Historical and Stat-

utory Notes under Business and Professions Code $ 690.

Subordination of legislation by Stats.1996, c. 1023 (S.8.1497), see Historical and Statutory Notes under Busi-

ness and Professions Code $ 690.

Former Notes

Former $ 1250.4, added by Stats.1984, c. 1621, $ 1, operative July 1, 1985, stated legislative findings that freest-

anding skilled nursing facilities provide services for progressively disabled persons, and was repealed by

Stats.1987, c.382, $ l.

West's Ann. Cal. Health & Safety Code $ 1250.4, CA HLTH & S $ 1250.4

O 20i5 Thomson Reuters. No Claim to Orig. US Gov. Works.

A-20



OF
COMPASSION a CHOICES

Non-hofit Organization

US Posage

PAID
Seattle,WA

Permit #1896

Save the Date !

Sat., Octob er 22, 2011 , 1-3 p.m
University Unitarian Church

ó55ó 35th Ave NE
Seattle, WA 98115-7393

WASHINGTON
PO BOX 61369 SEATTLEWA98141

hv THrs lssue

BishopsAttackAutonomy 1

Lorq-Term Care Education 'l

Robb Report 2

Remembering Frans \ÂÞry 3

Essry Contest \Mnners 3

lfr/elæme to New PeopÞ 4

Compassion inAdion 5

lnüodudng Our MedicalDirec{ors 6

Consider a Beqæst 7

C$/ Spotligtrt 8

Researú Roundup I

Derek Humphry to be Keynote Speaker at 2011 Annual Meeting

This year our keynote speaker will
be Derek Humphry, the author of
Final Exít and the founder of the
Hemlock Society USA in 1980.
Derek is generally considered
to be the father of the modern
movement for choice at the end of
life in America.

Derek is a British journalist and author who has lived in the United States
since 1978, the same year he published the book Jean's Way describing
his first wife's final years of suffering from cancer and his part in helping
her to die peacefully. The public response to the book caused him to start
the Hemlock Society USA in 1980 from his garage in Santa Monica. Years
later; the Hemlock Society would become End of Life Choices and then
merge with Compassion ln Dying to become Compassion & Choices.

ln 1991 he publishe d Final Exit Much to his surprise, it became the national
#1 bestsellerwithin six months. Since then it has been translated into 12
languages and is now in its fourth edition.

Although not affiliated with - and sometimes even at odds with - Compassion & Choices, Derek is still actively
involved in the movement. Always interesting and sometimes controversial, Derek will provide our supporters
and their guests with his perspective about the evolution of the movement for choice at the end of life in ,A,merica.

A-22
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SUICIDE KITS SELL DEATH BY MAIL --

SUICIDE KITS SELL DEATH BY MAIL.ffi
Title Annotation: Health; Legistation is being prepared to oulaw sale of helium hoods
Geographic Code: I U?OR
Date: Mar 20, 2011
Words: 3S1S
Publication: Ihe Register-Guard (Eugene, OR)
/SSN; 0739-BSST

Byline: Randi Bjornstad The Register-Guard

His mind was keen, his grin infectious. His passions were politics and sports. He read
voraciously. His humor was prankish, his wit razor-sharp.

Born and raised in Eugene, he adored his parents and four brothers. He graduated from South
Eugene High School and the University of Michigan.

For years, he struggled through bouts of pain and fatigue that defied medical diagnosis and left
him depressed about his inability to carry on normal Oãity activities and fearful thãt he would
never regain normal health.

He had dreams, ambitions, accomplishments and, say many who knew him, vast potential.

But three months ago, in the throes of a flu that upended a period of relatively good health, Nick
Klonoski took his own life.

He had just turned 29

Klonoski did not use any of the com monly known methods of suicide. lnstead, he em
"helium hood kit" that h mail from a two-person company in rn lifornia

The small, white box, measuring 10 by 7 by 3 inches and decorated with a butterfly, holds a
brown paper packet, its edges zigzagged with pinking shears and stitched shut on-a sewing
machine. lnside the packet is a clear plastic bag with an elasticized band sewn to the open end,
to slip over the head and fit snugly around the neck. The box also contains clear plastic tubing,
for hooking up tanks of lethal helium gas.

Manufactured and sold by The d Group, helium hood kit has no other use than to assist
a person contemplating suicid It costs $60 ble only by cash or check. According to Manta,
an online business networking ll-business owners can share information, The
Gladd Group has two employees and estimated annual sales of $98,000 - equal to the pri
1,633 kits.

t\
organizatíon on where to buy it and how to use it - raises complex legal, ethical and em
questi ons about what constitutes helping another person to take his or her own life. AssisÅragS

Selling a "suicide kit" - coupled with detailed instructions from another right-to-suicide

htip:ûl,vww.thefreelibrarv.com/ /orinUPrintArticle.asox?irt=2FÂA373Sfl



another person's suicide vio' the taw in most states, includi, - egon. But definitions ofaiding, promoting, encouraging or assisting are not regaily precise.

No one to date has b-een prosecuted for selling a helium hood kit in the united states. Manypolice agencies, medical examiners, district 
"itorn"ys 

and legislatòrs know litge or nothing about
a:r[lli: $flf 3Jìi"ïtlli,i:jåaware 

of them, staie sen rrävJp,o,"nski, D-EusäÀ", says he,s

The right-to-suicide movement arques that disseminating how-to information about suicide andselling the kits that facilitate the uðt 
"r" 

protected by the free speech clause of the FirstAmendment in the U.S. Constitution.

SUICIDE KITS SELL DEATH BY MAIL. .--

On the afternoon he died, Klonoski drove to a party goods store nof far from his family's Eugenehome. A store receipt police found i n his room shows that at 2:16 p.m., he signed for rental of aarge tank of helium. Retu rning home, with the rest of his family out of the house for theafternoon - all five b rothers had gathered at the family home for the holidays - followed thestructions for usin the helium hood kit as detailed in "F inal Exit," a book written by

úJt¿v lo

pro-su ô an n e

before his family returned.
ngt rme unty resident, Derek Humph ry. He died in his bedroomne

"The company that sells this kit obviously is purpose ly targeting a vulnerable group," said JakeKlononski, a law student at Stanford University "Th made mon off m brother, they gave
him the tools to take his own life without knowing him, without ng anything him. For

Jake Klonoski, at 30 the oldest of the Klonoski brothers, found his next-younger brother,s bodyafter Nick didn't respond to attempts to call him to dinner.

"l know Nick was vulnerable because of the health issues he had been dealing with for years, buthe wasn't terminally ill, and he seemed to have bee.n getting better until the flu thing happened,,,Jake Klonoski said' "He had family and many rrieños to help him through the bad times and thenenjoy the good times with him. Now I know there also are p"opl" ãrt tn"r" ready to persuadepeople like Nick to give up.,'

Nearly 11000 people, including a former governor and a busload of colleagues from one of hismany political projects, packed Temple deth lsrael's h_uge sanctuary - the only place largeenough to accommodate the crowd on a cold sunny aftðrnoon in eády lanuary'- to honor NickKlonoski's life' Although the.family is not Jewish, his brothers wore yarmulkes, bright yellow
imprinted with the blue emblem oi the university of Michigan, in hisîonor. speakers laughedand cried as they chronicled his intellectual brilliance and mischievous nature, and mourned theloss of his immense possibilities.

ovenryhelmed by his death, his mother, U.S. District Court Judge Ann Aiken, declines to speakp-ublicly about it. His father, retired University of Oregon political science professor JamesKlonoski, died two years ago. But two of his brotherJ, Jake and zach Klonoski, are determined tospeak out, to stop what they consider illegal and immoral assisted suicide.

$o0, they blew his life apart. It breaks mv heart."

When it comes to promoting an American's right to die by suicide, all roads lead to DerekHumphrv.Hedescribeshimselfinanonlinea-utobiograpñy,.''"jffihu"
spent the last 30 years campaigning for lawful physiðian-ássisteo oying to be an option t%g;;

http:/Â,vww.thefreelibrary.com/ /pri nVprintArticle.aspx?id=25663735O
)tA



3fâtn15 Oçirircr. 2.211 - PlrysicianAssisted Suicide

AMAË
AMËArcaN utorcar QâÀsfioctATlDN t

Resources - Medicat Ethics . AliACode ofMedicat Ethics " Opinion 2'211

Opinion 2.211 - PhYs ician-Assi
phyaician-assisted suicide occurs when a physician facititates a patient's death by providing the necessary means and/or information to enable the patient t(

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

suicide).

It is understandabte, though tragic, that some patients in extreme duress--such as those suffering from a terminat, painful, debititating iltness--may come t

decide that death is preferabte to [ife. However, attowing physicians to participate in assisted suicide would cause more harm than 9ood. llEiclan-assisted .
suicide is fundamentatty incompatibte with the physician's rote as heater, woutd be difficutt or impossìbte to controt' and woutd pose serious societãl nsKs'

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

once it is determined that cure is impossibte. MuttÍdisciptinary i

famity counseling, and other modalities. Patients near the end

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

nterventions shoutd be sought inctuding speciatty consultation, hospice care, pastoral suppoñ

of life must continue to receive emotional support, comfort care, adequate pain control,

Updated June '199ó.

(cpyfiTl'ìt 19t5'?-V' 5 Àn1ôri(¡n il.ûejica! Àssrciiltjûr) ¡i(: rrlhl:

Ccr:,rcl:i-i!Iklviriis€iY:ìihUi|1llllli9.ìíiJ:ùI¡ffi.l¿fioii¿'; C¡¡iccí'ii'li.:r:r:i!il:ir''ìD
raSrla;fii.

http:lÁ¡ww.ana,assn.org/ama/puflptrysician-resources/medical-ethics/codemedical-ethics/o¡inion2211.page
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Resources " Medicat Ethics " AlvlA Code of Medicat Ethics ' Opinion 2.21

Ognion 2.21 - Et¡thanasia

-such as those sufferíng from a terminat, painfut, debititating ittness--may come t
engage in euthanasia woutd ultimatety cause more harm than good. ,Euthanasia is

difficult or impossibte to control, and woutd pose serious societal risks.

The physician who performs euthanasia assumes unique

to incompetent patients and other wtnerabte populations.

AMAË
aMÉn¡c^f¡ urorcll QâÀssoctA'rroH I

Opinion 2.21 - Euthanasil
Euthanasia is the administration of a tethal agent by another person to a patient for the purpose of relieving the patient's intoterabte and incurable

suffering.

It is understandabte, though tragic, that some patients ìn extreme duress-

decide that death is preferabte to tife. However, permitting ph¡nicians to

fundamentalty incompatibte with the physician's rote as healer, woutd be

i-oi)iÌiihi 1t:!t)\'?.C1\ Ànrerícån M¿dirâ( ÀssÕ(ì?ìtion Àll n9¡;::ì rl¡s¿n'r'j'

(onrâci U') i ârj'fi.iis¿ 
''¡iiì 

Ui I Ïrrr:t; of lsii i !)iìì'li'.' i'a,iav : ír;cl:.rí (-'iìi-r:t I 
"ii:iìì;)

The invotvement of ph)Eicians in euthanasia heightens the significance of its ethical prohibition.

responsibil.ity for the act of ending the patient's [ife. Euthanasia coutd atso readity be extended

lnstead of engaging in euthanasia, physicians must aggressivety respond to the needs of patients at the end of life. Patients shoutd not be abandoned once il

is determined that cure is impossibte. patients near the end of tife must continue to receive emotional support, comfort care, adequate pain controt, respe(

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

lssued June j 994 based on the report "Decisions Near the End of Life." ¿ adoPted June 1 991 (JA¡ A 1 992; 267; 7?.79 -7233\; Updated June 1 996

http:/fuww.ama-assn.org/ama/puffplysician-resources/medical-ethics/codemedical-ethics/opriniut22l.c4Jle'?#
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Seattle Terminal Uncertainty - Seattle Weekly Page I of7

Terminal flncertainty
Washington's new "Death With Dignity" law allows doctors
to help people commit suicide-once they've determined
that the patient has only six months to live. But what if
theytre wrong?
By Nina Shapiro
published: January r4, eoog

She noticed the back pain first. Driving to the grocery stote,
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 rnade her even weaker but eventuaþ built her strength.
Given dodgy prospects with the standard treatments, Clayton
then decidéd to participate in the clinical trial of a new drug
called pemetrexate.

Her response was remarkable. The tumors shrunk, and
atthough they eventually grew back, they shrunk again wþen

she eniolled 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 everythree weeks to see

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

"I just kept going and going," says Clayton. 'You kind of don't
notice howlãngit's been." She is a plain-spoken woman with a
raspy voice, a pink face, and grayish-brown hair that fell out
durìig treatment but grew back newly lustrous. "I had to have

can"ei to have nice hair," she deadpans, putting a hand to her
short tresses as she sits, one day last month, in a Fred

Nina

Maryanne Clayton with her son, Eric, i¡ the F¡ed Hutch
waiting rcom: "I just kept going."

Detaiìs¡

- Study: whyNow? Timing and
Circumstances of Hastened
Deaths

- Dilemmas b)¡ caretakers and other
Oregon studies

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

- Harvard professor Nicholas Christakis

looking at the accuracy of
prognosis.

- JAMAstudy examining the
accuracy ofprognosis.

IIPDATE: "It Felt Like the Big one" Hutchinson waiting
four months to

two to
ona
a tnp

has
serres vacations,
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Ha a tour of the culminated in a visit to the Grand There she rode a

a as it cra out.

"We almost lost her because she was having too much fun, not from cancer," Martins chuckles.

Her experience underscores the difñculty doctors have in forecasting how long_patie¡ts þaye to live-a
difñc¡lty that is about to become even more pertinent as the Washington Death With Digntty 4.J takes

effect Mãrch 4. The law, passed by initiative last November and modeled closeþ on 
_a 

14-year-old law in
Oregon, makes Washingon the only other state in the country to allow terminally ill patients to obtain
lethä medication. As in-Oregon, thè law is tightþlinked 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 humáne thing to do. But there's one thing many on both sides can agtee on. Dr. Stuart
Farber, head of paltiative ðare at the Universþ of Washington Medical Center, puts it this way: "Our

abilþ to predici 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 eigh! Pontls?" asks

Arthur Caplan, director of the Center for Bioethics at the University of Pennsylvania, adding that
medical literature does not define the term "terminaþ ill." The federal Medicare program, however, has

determined that it will pay for hospice care for patients with a prognosis of six months or less. "That's

why we chose six montñs," explains George Eighmey, executive director of Compas.ig"_t Ch_oices of
Orégon, the group that led thé advocacy fór the nation's firs! physician-assisted suicide law. He points

out that doctors are already used to making that determination.

To do so, doctors fill out a detailed checHist derived from Medicare guidelines that are intended to
ensure that patients truly are at death's door, and that the federal gover-nment won't be shelling,out for
hospice .ur" ind.finitetll The checHist covers a patient's ability to gpeak, 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 checHist is likely to be required for patients looking to end their lives in Washington,

however. The state Department of Health, ôurrentþ drafting regulations to 99m¡ùy with the-new law,

has released a prelimii.aryversion of the form that will go to doctors. Virtually identical to the.one used

in Oregon, it simply asks boctors to check a box indicating thgv hlve determined that "the patient has

six molths or les^s io live" without any additional questions about how that determination was made.

Even when applying the rigid criteria for hospice eligibility, doctors often get it wrong, according to
Nicholas ctrristãt<is, a profãssor of medicine ãnd sociolory at Harvard Unìversity and a.pioneer in
research on this subjeót. As a child, his mother was diagñosed with Hodgkin's disease. "When I was six,

she was given a ro pärcent chance of living beyond three weeks," he writes in his 2ooo book, Death

Foretolñ prophecy and Prognosis inMedícal Care. "She lived for nineteen remarkable years...I spent

my boyhood always fearing t"hat her lifelong chemotherapy would stop working, constantly.wondering
whethär my moth-er would live or die, and both craving and detesting prognostic precision-"

Sadl¡ Christakis' research has shown that his mother was an exception. In zooo, Christakis published a

study in the Bnr¿sh Medical Jour¡talthat followed 5oo patients admitted to hospice programsin
Chicägo. He found that only zo percent of the patients died appr_oximateþ when their doctors had

prediðted. Unfortunateþ, most ãi.d soor,er. "B] and large, the physicians were overþ optimistic," says

Christakis.
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In the world of hospice care, this finding is disturbing because it indicates that many patients-aren't

being referred 
"ur$ "oorrgh 

to take fuilãdvantage ofiervices that might easetheir final months- "îtrat's
what"has frustrateá hospiães for decades," says Wayne McCormick, medical director of Providence

Hospice of Seattle, expläining that hospice stâff frequently don't get enough time with patients to do

theirbest work.

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

killing themselîesioo roott based on an erroneous six-month proglosis. "of course, there is the

occasional person who outlives his or her prognosis," says Robb Miller, executive director of
Compassioo t Choi."s of Washington. ectuatty, 17 percent of patients_¿ia:p inthe Christakis study.

ftris roughly coincides with data collectedbythe Nãtional Hospice and Palliative Care Organization,

which ¡izooZ showed that r3 percent of hoipice patients around the country outlived their six-month

prognoses.

It's not that prognostication is completeþ lacking in a scientific basis. There is a reason that you can

pick up a textboät and find a life expectun.y assõ"iated with most medical conditions: Studies have

ioUo*äap opulationsof people wittithese conditions. It's a statistical average. To be p_recise, it's a

median, exptains Martini. "ihat means 5o percent will do worse and 5o percent will do beüer."

Doctors also shade their prognoses according to their own biases and desires. Christakis' studyfound
that the longer a doctor k"Ñ a patient, the more likely their 

-prognosis.was.inaccurate, 
sugg-esting that

doctors whõget 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 orthäpedic Jurgeon and past president of the WashinSon State Medical Association. Rather than

talk aboüt death, ñe says, their attitude is "Hey, one more round of chemo!"

Seattle Terminal Uncertainty - Seattle Weekly Page3 of1

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 inways that are impossible to predict. J.

Randall Curtis, a pulmonary disease specialist and director ofan end-of-life research program at

Harborview Medical Center, recalls treating an older man with severe emphysema a couple of years ago

"I didn't think I could get him offlife support," Curtis saYs. The man was on a ventilator. Every daY

Randall tested whether the patient could breathe on his own, and every daythe patient failed the test.

He had previously made it clear that he did not want to be kept alive by machines, according to Curtis,

and so the doctor and the man's made the wrenching decision to the plug.

But instead of AS to . Curtis doesn't know exactlY whY,

guesses offthe ventilator was 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 betterjudgment because her familyinsisted. "I
trtã"gnrrtrewouldiive äays to weeks," häsays õrtn9 woman, who was suffer;{ng from septic shock and

*Jtipf" organ failure. lnitead she improveã enough to eventuaþleave the hospital and come back for

a visit some six or eight months later.

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

frequently."

Every morning when Heidi Mayer wakes up, at 5 4.ry. as is her habit, she says "Howdy" to her

husbãnd Bud-vãryloudly. "If he says 'Howdy'back, I know he'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 jungte of blackberries offa lot he had bought
adjacent to his secluded ranch house sóuth of Tacoma, Bud came down with a case of pneumonia.

"úeil, no wonder he's so sick," Heidi recalls the chief of medicine saying at the hospital where he was

brought. "He's in congestive heart failure."

Then TS,"hebecame old almost overnight," Heidi says. Still, Bud was put on medications that kept him
going-Jlong enough to have a stroke fivã years later, kidney failure lþ." Vgut after that, and then the

ãor.i of seiere chãst 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 inþct 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 u -iitury hospital, and shares his cigar-Jmoking habit. Bud was a high-flying psychiatrist in the

'8os when he becamô the U.S. Assistant Seðretary of Dèfense, responsible for all Armed Forces health
activities.

After his onslaught of illnesses, Bud says, his owïr prognosis for himself was grim. "Looking at a patient

who had what lúad, I would have been absolutely convinced that my chance of surviving more than a
few months was very slim indeed."

Bud's doctor eventuaþ agreed, referring him to hospice with a prognosis of six months. That was a year

and a half ago. Bud, who ieceives visits from hospice staffat home, has since noJ gottgl Tuc_h 
worse or

much betterl Ahhough he has trouble walking and freeþ speaks of himself as "dying," he looks like any

elderþ grandfathet, iittitrg in a living room décorated with mounted animal heads, stuffing tobacco into
his pipänd chatting aboùt his renewed love of nature and the letter he plans to write to Barack Obama

witË tris ideas for im-proving medical care. Despite his ill health, he says the past fewyears have been a

wonderfrrl, peaceful periodTor him-one that p-hysician-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

Biazina to Mayer's home tõ certi$'that he was still really dyrng. It's something Brazina says he does two

to four times ã week as patients outlirre their six-month prognoses. Someti-9t, Brazina says, patients

have improved so muclihe can no longer forecast their imminent death. In those cases, "we take them

offserviäe"-a polite way of saying thit patients are kicked offhospice care, a standard_procedure at all

hospices due tó Medicaie rulei. gut graiina found that May_er's heart condition was still severe enough

to riarrant another six-month prognosis, which the retired doctor has just about outlived again.

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

What's going on with him is a little different than what happened t9 Ran$3ll Curtis' patients_or to
Maryanîe Ctu¡ott. Rather than reviving from near death or surviving a disease that normally kills
quiJpy, vrayei is suffering from chronið diseas"s that typically follow 

_an 
unpredictable course- "People

can be 1rery.i"k b.rt go atõng fine and stable," Brazina explains. "But then they'll haye a1 39ute attack."

The problém for proþosis iî ttrat 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, ieuri fuilot., and severe liver disease-they found that many more peop,ig outlived their
prognosis than in the Christakis study. Fully 7o percent of the 9oo patients eligiblefor hospice care

Îiveã longer than six months, according to a 1999 paper pubtished in the Journal of the American
MedicalAssociation.

Seattle Terminal Uncertainty - Seattle Weekly Page 4 of7
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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), 17 did so between six months and two
years after getting their prescription, according to state epidemiologist Katrinalledberg. Ofcourse,

ihere's tto tã[ittgiow loñg any of the 34r would have lived had they not killed themselves. The

Department of Éealth doãs nót record how long people have lived after getting prescriptions they do not
,69, ro there's no telling, either, whether those zoo people outlived their prognosis. Compassion &
Choices of Oregon, which independentþ keeps data on the people whom it hglpg navigate_ the law, says

some have liveã as long as eigrtt't years aher 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 spoüy 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 atlow patients aõcess tó hospice services, he says, and quite another to do so for the purpose of
enabling patients to kill themselves. t'The consequences of being wrong are pretby 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 thet 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 ñear the end of your life." He says he has watched people ma\e peace

with loved ones oi forin wonderfrrl 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 aãifferent kind of speech: 'You have to understand that this prognosis

could bãwrong. Vou may have more than six months to live. You may be cutting off some usefrrl 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 offon it [writing a prescription]-just to be sure." Instead, he'll suggest that
doctors wait until they think a patient has only one or two months to live.

The UWs Farber leans toward a different approach. While he says he hasn't yet decided whether he

himself will write fatal prescriptions, he plani at least to refer patients to others who will. Given that
prognostic precision is impossible, he says, "I personally just let go 9f thg six months." Instead, he says

ile ñould twto meet what^he sees as the-"spirit of the law" by assessing that someone is "near" the end

of their tife, 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

,orrr.ottõ "has räached the point wliere their life is filted 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 norrn. But the cancer cells had come back in an

even more virulänt form and had spreadio 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 chesi would of its own volition go into what Nancy calls a "tent position," rising up from
his arms. "He'd justbe screaming in pain."
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Randy would have liked to move to Oregon to take advantage of the Death With Dignþ Act there,
accorãing 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 qrpic{Y p"oPl" are only
*""Ls ot days away from death when they want to kill themselves. Oregon's experience with people

hanging onto theiimedicine for so long, rather than rushing to use it as soon as they g9t a_six-month
prognoiis, 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 careat tle
Seattle õuncer 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
theybrought about their own demise mostly either by refusing to eat or drinkor by:obtaining
meãication illegaþ, 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
otre ãf ihese patients before she took her life. Suffering from a congenital malformation of the spine, she

said it had reãched the point that her spine or neck could be injured even while siüing. "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 itress, unbearable pain, and the knowledge that it will never be any better."

Under the law, she would not be eligible for tethal medication. Her case was not considered "terminal,"
according to the paper. But for patiõnts like her, the present is still unbearable. Former governor Booth

Gardner, the state'Jmost visiblè champion of physician-assisted suicide, would have preferred a law
that appiied to everyone who viewed their suffering this way, regardless of ho¡,v long they were expected

to live. He told The Ne u York Times Mag azine, for a Decemb er 2oo7 story, that the six-month rule was

a compromise meant to help insure the passage of Initiative 1ooo. Gardner has Parkinson's disease, and

tto* cãtr talk only haltingþby 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
own end.

"It comes down to more existential issues," says Back. For his study of Washington and Oregon patients,

he interviewed one woman who had been a successñrl business owner. "That's what gave her her zest for
life," Back says, and without it she was readyto die.

Maryanne Clayton says she has never reached that point. Still, she voted for the Death With Dignitf Act.

"Why force mé to sufier?" she asks, adding that if she were today in as much pain as she was when first
diagiosed with lung cancer, she might consider taking advantage of the new law. But for now, she still
enjõys hfe. Her 35-year-old son Erið shares a duplex with her in the Tri-Cities. They like different food.

nut ävery night Éê ðooks 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 @ seattleweekl]¡. com
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she said.
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PHOENIX - Arizona Gov. lan Brewer has signed a bill that aims to
make it easier to prosecute people who help someone comm¡t
suic¡de.

Republican Rep. Justin Pierce of Mesa says his bill will make ¡t easier
for attorneys to prosecute people for manslaughter for ass¡st¡ng in

su¡cide by more clearly def¡ning what ¡t means to "assist."

House Bill 2565 defines assisting ¡n su¡cide as providing the physical
means used to commit suicide, such as a gun. The bill originally also

defined assisted suicide as "offering" the means to commit suicide,
but a Senate amendment om¡tted that word.

The proposal was prompted by a difficult prosecution stemming from
a 2007 assisted suicide in Maricopa County.
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Idaho Strengthens Law Aga inst Assisted-Suicide

By Margaret Dore

On April 5, 2011, Idâho
into law.[1] The bill ex

Butch otto signed senate B¡ll 1070
provides that causing or aiding a

su¡cide is a fe

Senate b¡ll 1070 supplements exist¡ng ldaho law, which already
¡mposed civil and cr¡minal liability on doctors and others who cause
or aid a suicide.[3] The bill's "Statement of Purpose" says: "This
legislation will supplement ex¡sting common law and statutory law by
confirming that it is illegal to cause or assist ¡n the suicide of
another."[4]

The bill was introduced ¡n response to efforts by Compassion &
Choices to legalize physic¡an-assisted suicide in ldaho. The issue

came to a head after that organ¡zat¡on's legal director wrote art¡cles
claiming that the practice, wh¡ch she called "aid ¡n dying, was

already legal in ldaho. Compassion & Choices was formerly known
as the Hemlock soc¡ety.[5]

The legal director's articles ¡ncluded "Aid ¡n Dying: Law, Geography
and Standard of Care in ldaho," published in lhe Advocate, the
off¡cial publicat¡on of the ldaho State Bar.[6] Respond¡ng letters to
the editor stated that the article was "a gross misunderstanding of
Idaho law" and that "[f]alse claims about what the law of Idaho
actually ¡s, published in The Advocate, cannot possibly benefit public
debate on th¡s issue."

These letters and other letters can be viewed here, here and here. A

d¡rect rebuttal to the art¡cle can be viewed here.

The vote to pass the new bill was overwhelming: the Senate vote
was 31 to 2; the house vote was 61 to 8.[7] The new law will be

codified as Idaho Code Ann. Section 18-4017 and 9o into effect on

July 1,2011.[8]

***

[1] Bill Stôtus 51070, entry for April 5,201.1.

[2] See here for bill text.
[3] Then existing civil law included Cramer v. Slater, 146 ldâho 868,

878,2O4 P.3d 508 (2009), which states that doctors "can be held

liable for [a] patient's suicide." Ex¡sting law also included a common
law crime in wh¡ch an "aider and abettor" of suicide is guilty of
murder. Assisted suicide can also be statutorily charged as murder,
See Margaret K. Dore, "Aid in Dy¡ng: Not Legal in ldaho; Not About
Choice," The Advocate, official publication of the ldaho State Bar,
Vol. 52, No. 9, pages 18-20, September 2010 (describing existing law
pr¡or to the new bill's enactment); and The Hon. Robert E. Bakes,

Retired Chief Just¡ce of the ldaho Supreme Court, Letter to the
Editor, "Legislature rejected euthanâsia," The Advocate, September
2010 ("¡n both the Idaho criminal statutes as well as I.C.6-1012, the
Idaho legislature hâs rejected physic¡an-assisted su¡c¡de"). Entire
issue, available here:
http ://www. isb. ida ho. gov/pdfladvocate/¡ssues/adv1osep. pdf

[4] Revised Statement of Purpose, RS20288.

[5] ian Dowbiggin, A CONCISE HISTORY OF EUTHANASIA:
LIFE. DEATH, GOD AND MEDICINE, Rowman & LittIEfiEId PUbIIShCTS,
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Georgia enerat .rSS€mblv

H8 1114 2011-2012 Regular Session .

2OLL-2OL2 Regular Session - HB
ring to assist in commission of su

srons

LLL4
icide; repeal certainH cide; offe

Sponsored By

(1) Setzler, Ed 35th
(4) Pak, B.J. 102nd

(2) Golick, Rich 34th
(5) Lindsey, Edward 54th

(3) Ramsey, Matt 72nd
(6) Rice, Tom 51st

Sponsored In Senate By

Ligon, Jr., William 3rd

Committees

HC: Judiciary Non-Civil SCr Judiciary

Fîrct Reader Summary

A BILL to be entitled an Act to amend Article 1 of Chapter 5 of TiUe 16 of the relating to homicide, so as torepeal certain provisions regard ing offering to assist in the commission of a it assisted su toprovide for definiti ons; to provide for criminal penalties; to provide for certain s;top e n reportingrequirements with respect to being convicted of assisting in a suicide; to am 51 of the O.C.G.A., relating to torts,so as to provide for civil liab ility for wrongful death caused by assisted suic to pr e for definitions; to provide aneffective date; to repeal conflicting laws; and for other purposes

c.G.

l4ay/0U20I2 - Effective Date
May/O7/ZOt2 - Act 639

L/20L2 -
Ap - House Sent to Governor
Mar/29/2O72 - Senate Agreed House Amend or Sub
Mar/29/2012 - House Agreed Senate Amend or Sub As Amended
Mar/27/2012 - Senate passed/Adopted By Substitute
Mar/27/20L2 - Senate Third Read
Mar/22/2012 - Senate Read Second Time
Mar/22/2O12 - Senate Comm¡ttee Favorably Reported By Substitute
Mar/07/2072 - Senate Read and Referred
Mar/07/2A12 - House Immediately Transmitted to Senate
Mar/07/20t2 - House Passed/Adopted By Substitute
l4ar/07/20t2 - House Third Readers
Fe6/28/2012 - House Committee Favorably Reported By Substitute
Feb/B/2AIZ - House Second Readers
Feb/22/20t2 - House First Readers
Feb/2t/20t2 - House Hopper

Footnotes

3/7 /2ot2 Modified Structu red Rule; 3/7 /2012 Immed iately transmitted to Senate ; 3/Zg/2otz House ag rees to the Senare
Substitute as House amended; 3/29/2012 Senate agreed to House amendment to Senate substitute A-36
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Oregon Revised Statute

Chapter'127

Note: The division headings, subdivision headings and leadlines for 127.800 to
127 .890, 127 .895 and '127 .897 were enacted as part of Ballot Measure 16 (1994) and
were not provided by Leg¡slative Counsel.

Please browse this page or E download the statute for printing - (or read the statute at
httos://wwworcqon leg islatu re.gov)

Contact Us

d\ /da.info@state.or.us

127.80O s.1.01. Definitions.

The following words and phrases, whenever used in ORS 127.800 lo 127 .897 , have the following meanings:

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

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

(3) "Capable" means that in the opinion of a court or in the opinion of the patient's attending physician or consulting

òtrys¡ciån, psychiatrist or psychotogist, a patient has the ability to make and communicate health care decisions to health

äie provlders, including commun'rcation through persons familiar with the patient's manner of communicating if those

persons are available.

(4) "Consulting physician" means a physician who is qualifìed by specialty or experience to make a professional

diagnosis and prognosis regarding lhe patient's disease.

(5) "Counseling" means one or more consu¡tations as necessary between a state l¡censed psychiatr¡st or psychologist

and a patient fór 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, certifìed or otherwise authorized or permitted by the law of this

ètáte to administer health care or dispense medication in the ordinary course of business or practice of a profession,

and includes a health care facility.

(7) "lnformed decision" means a decision by a qualified patient, to request and obtain a prescription to en_d his or her life

in'a humane and dignified manner, that is based on an apprec¡ation of the relevant facts and after be¡ng fully informed

by the attend¡ng physician of:

(a) His or her medical diagnosis;

(b) His or her prognos¡s;

(c) The potential r¡sks associated with taking the medication to be prescribed;

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

(e) The feasible alternatives, includ¡ng, but not lim¡ted to, comfort care, hospice care and pain control.

(8) ,'Medically confirmed" means the medical opinion of the attend¡ng physician has been confirmed by a consulting
physician wtro 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

ãaminers for the State of Oregon.

"Qualified patient" means a capable adult who is a resident of Oregon and has satisfied the requirements of ORS
a humane and dignified

(12) "Term¡nal disease" means an incurable and irreversible d¡sease that has been medically confìrmed and will, within

ieasonable medical judgment, produce death within six months. [1995 c.3 s.1.01; 1999 c.423 s.1l

(Section 2)

127,8O5 s.2,01. Who may initiate a written request for med¡cation'

(1) An adult lvho is capable, is a resident of Oregon, and has been determined by the attending physician and

http//p-{Cic.hedth.oregon.gwlProviderParfprResources/EvaluationResearclr/Deatlw¡thD¡gn¡tyAcvPages/ors.aspx
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Oregon Public Health Division

Oreeon's Death with Dienitv Act*2014

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

obtain and use prescriptions from their p ns for self-administered, lethal doses of medications.

The Oregon Public Health Division is required by the DWDA to collect compliance information and to

issue an annual report. The key findings lrom 201,4 are presented below. The number of people for

whom DWDA prescriptions were written (DWDA prescription recipients) and the resulting deaths from

the ingestion of prescribed DWDA medications (DWDA deaths) reported in this summary are based on

paperwork and death certificates received by the Oregon Public Health Division as of February 2,2O75.

For more detail, please view the figures and tables on our web site: http://www.healthoregon.orgldwd.

As of February 2,2O15, prescriptions for lethal medications were written for 155 people during 2014

under the provisions of the DWDA, compared to 121 during 2013 (Figure L). At the time of this

report, 105 people had died from ingestingthe medications prescribed during 2014 under DWDA.

This corresponds to 31.0 DWDA deaths per 10,000 total deaths.l

a

t 
Rate per 10,000 deaths calculated using the total number of Oregon resident d

recent year for which final death data are available.

http://pu blic.health.oregon.gov/ProviderPa rtnerResources/Evaluation Research/

Deathwith DignityAct/Docu ments/yea r17. pdf

in 2013 (33,931),

b roo
ll
Es0
Z80

70

60

50

40

30

20

10

0

Figure 1: DWDA prescr¡pt¡on rec¡p¡ents and deaths*,
by year, Oregon, L998-2OL4
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Oregon Public Health Division

Since the law was passed in !997, a total of 1.,327 people have had DWDA prescriptions written and

859 patients have died from ingesting medications prescribed under the DWDA.

Of the 155 patients for whom DWDA prescriptions were written during 2OI4,94 (60.6%l ingested

the medication; all 94 patients died from ingesting the medication. No patients that ingested the

medication regained consciousness.

Eleven patients with prescriptions written during the previous years (2012 and 2013) died after

ingesting the medication during 2014.

Thirty-seven of the 155 patients who received DWDA prescriptions during 2Ot4 did not take the

medications and subsequently died of other causes.

lngestion status is unknown for 24 patients who were prescribed DWDA medications in 2014. For all

ofthe 24 patients, both death and ingestion status are pending (Figure 2).

a Of the 105 DWDA deaths during 2014, most (67.6%l were aged 65 years or older. The median age at

death was 72years. As in previous years, were commonly white and well-

educated (47.6%h east a baccalaureate degree)

a While most patients had cancer, the percent of patients with cancer in 201,4 (68.6%l was lower than

in previous years (79.4%), and the percent with amyotrophic lateral sclerosis (ALS) was higher

(16.2%in201"4, compared to7.2% in previous years).

While similar to previous years that most patients had cancer (68.6%), this percent was lower than

the average for previous years (79.4%); in contrast, the percent of patients with ALS was higher in

2074 (1.6.2%) than in previous years (7.2%1.

a

a

a

ifi:Ë['
W- ,*ciP

Tî:þ '

a

Most (89.5%) patients died at home, and most (93.0%) were enrolled in hospice care either at the

time the DWDA prescription was written or at the time of death. Excluding unknown cases, all

(100.0%) had some form of health care insurance, although the number of patients who had private

insurance (39.8%l was lower in 20'1,4 than in previous years (62.9%). The number of patients who

had only Medicare or Medicaid insurance was higher than in previous years (60.2% compared to

3s.s%).

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

autonomy (91..4%1, decreasing ability to participate in activities that made life enjoyable (86.7%1,

and loss of dignity (71,4%1.

Three of the 105 DWDA patients who died during 2014 were referred for formal psychiatric or

psychological evaluation. Prescribing physici ans were present at the time of death for 74 patients

(13.9%l during 2014 compared to 15.9% in previous years

http://pu blic.hea lth.oregon.gov/ProviderPa rtnerResou rces/Eva luation Resea rch/

Deathwith DigniWAct/Documents/year1,7. pdf

(4tclvv noþ
(,r 5r¿ ^(5 14r-"#).
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Oregon Public Health Division

A procedure revision was made in 2010 to standardize reporting on the follow-up questionnaire.

The new procedure accepts information about the time of death and circumstances surrounding

death only when the physician or another health care provider was present at the time of death.

Due to this change, data on time from ingestion to death is available for 20 of the 105 DWDA deaths

during 2014. Among those 20 patients, time from ingestion until death ranged from eleven minutes

to one hour.

Eighty-three physicians wrote 1"55 prescriptions during 201-4 (1,-I2 prescriptions per physician)

During 20L4, no referrals were made to the Oregon Medical Board for failure to comply with DWDA

requirements.

http://pu blic.health.oregon.gov/ProviderPartnerResources/Eva luation Research/

DeathwithDignityAct/Docu ments/yea r17.pdf

Figure 2: Summary of DWDA prescriptions wr¡tten and medicat¡ons ingested tn2Ot4,
as of February 2,zOLs
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Oregon Public Health Division

Table 1. Characteristics and end-of-life care of 857 DWDA patients who have died from ingesting a lethal
dose of medication as of February 2,20t5, by year, Oregon, L998-20L4

20L4
(N=10s)

1998-2013
(N=754)

Total
(N=859)Characteristics

Sex

Male (%)

Female (%)

Age at death (years)

78-34 (%)

3s-44 (%)

4s-s4 (%)

ss-64l%)
6s-74 (%)

7s-84 {%)

85+ (%)

Median years (range)

Race

White (%)

African American (%)

American lndian (%)

Asian (%)

Pacific lslander (%)

other (%)

Two or more races (%)

Hispanic (%)

Unknown

Mar¡tal Status

Married (%)2

Widowed (%)

Never married (%)

Divorced (%)

Unknown

Education

Less than high school (%)

school graduate (%)

Some col

Baccalaureate or higher (%)

Unknown

Residence

Metro counties (%)3

Coastal counties (%)

Other western counties (%)

East of the Cascades (%)

Unknown

End of life care

Hospice

Enrolled (%)a

N {%)1 N (%)' N (%)'

s6 (s3.3) 397 (s2.7\ 4s3 (s2.71

4s (46.7) 3s7 (47.31 406 (47.31

r, (1.0) 6 (0.8) 7 (0.8)

2 (1.e) 76 (2.r) 18 (2.1)

3 (2.e) s8 (7.7) 6r (7.71

28 (26.7) 1,s6 (20.7) 184 (21.4)

2e (27.6) 218 (28.e) 247 (28.81

23 (2L.9\ 206 (27.3\ 229 (26.7)

1e (18.1) 94 (r2.s\ 113 (13.2)

72 (29-96\ 71, (2s-e6) 7L (2s-s6)

100 (9s.2) 73]-(97.31 831 (97.1)

o (o.o) 1 (0.1) 1 (0.1)

o (o.o) 2 (0.3) 2 (0.2)

1 (1.0) 8 (1.1) s (1.1)

o (o.o) 1 (0.1) 1 (0.L)

2 (1.e) 1 (0.1) 3 (0.4)

1 (1.0) 2 (0.3) 3 (0.4)

1 (1.0) s (0.7) 6 (0.7)

0 3 3

48 (4s.7) 341 (46.2) 3ss (46.1)

26 (24.8\ 172/22.9) L98 (23.1)

6 (s.7) 63 (8.4) 6s {8.1)
2s (23.8) 1.69 (22.s1 r94 (22.71

0 3 3

6 (s.7) 4s (6.0) s1 (6.0)

23 2L.9 t64 787 1.9

26 (24.81 1e8 (26.4) 224 (26.21

50 342 392 45.9

0 5 5

46 (44.7) 31s (41.9) 361 (42.3)

6 (s.8) s7 (1.6) 63 (7.4)

40 (38.8) 32s (43.3) 36s @2.71

11 (10.7) s4 (7.2) 6s (7.6)

2 3 5

s3 (s3.0) 6s4 (90.0) 747 (90.31

80 (9.7)

32

489 (60.2)

311 {38.3)
12 (1.s)

Not enrolled (%) 7 (7.O1 73 (10.0)

Unknown 5 27
lnsu rance

Private (%)s 37 (3s.8) 4s2 (62.91

Medicare, Medicaid or Other Governmental (%) s6 (60.2) 2ss (3s.s)

None (%) 0 (0.0) 12 (L.71

Unknown 12 35

http://public.health.oregon.gov/ProviderPartnerResources/Eva luationResearch/Deathwith DignityAct/Documents/year17. pdf
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Oregon Public Health Division

Characteristics
2014

(N=105)
1998-2013

(N=754)
Total

(N=859)

illness

Malienant neoplasms f %)

Luns and bronchus (%)

Breast (%)

Colon (%)

Pancreas (%)

Prostate (%)

Ovarv (%)

Other (%)

lateral sclerosis

Chronic lower respiratory disease (%) 49h (¿

Heart Disease

Hrv/ArDs (%)

Other illnesses (%)6

Unknown

DWDA process

Referred for psvchiatric evaluation (%)

Patient informed family of decision (%)7

Patient died at

Home (patient, family or friend) (%)

Long term care, assisted living or foster care facility (%)

Hospital(%)

Other (%)

Unknown

Pentobarbital

Other

End of life concernss

Losine autonomv (%)

Less able to ensase in activities makine life eniovable (%)

Loss of dignity (%)10

Losins control of bodilv functions (%)

Burden on family, friends/caregivers (%)

Financial implications of treatment (%)

Health-care

When medication was ingestedlz

Prescribine Þhvsician

Other provider, prescribing phvsician not present

No provider

Unknown Ão t^51^(^'
At time of death

Prescribin ician

Other provider, prescribing physician not nt

72 (68.61 s96l7s.4l 668 (78.0)

r-6 (1s.2) r.39 (18.s) 1ss {18.1)

7 (6.71 s7 (7.6) 64 (7.s)

s (4.8) 4e (6.s) s4 (6.3)

s (8.6) 47 (6.3) s6 (6.s)

2 (1.e) 33 (4.4) 3s (4.1)

s (4.8) 28 (3.71 33 (3.e)

243 271. 1.1

54 71 (8.3)

34 38

14 (1.e) 77 (2.01

e (t.21 e (1.1)

s (8.6) 44 (s.s) s3 (6.2)

0 3 3

3 (2.e) 44 (s.e) 47 (s.s)

ss (so.s) 634 (s3.6) 72s (s3.2)

94 (8s.s) 716 (9s.3) 810 (s4.6)

8 (7.6) 2e (3.e) 37 (4.3)

o (o.o) 1 (0.1) 1 (0.1)

3 (2.s) s {0.7) 8 (o.e)

3 3

63 (60.0) 403 (s3.4) 466

4r- (39.0) 344 (4s.61 38s (44.8)

8 (o.s)

6.

(0.0)

228

t7
4

3

0

7

1, 7

(N=105) (N=754)

96 191.4) 686 (e1.s)

91 (86.7) 667 (88.s)

7s (77.41 so4 (80.6)

s2 (49.s\

ll=

t4

s7e (7s.31

376 (s0.1) 428 (s0.1)

300 40 342

178 (23.7) 21-L {24.1)
22 27

(N=684)

119 133

238 244

76

25L 332

4.8)

(N=859)

782 (s7.sl

7s8 (88.7)

507

329

6

0

0

4

87

0

0

80

14 {r-3.9) 107 (1s.s) 12r
2696 I 263

301 (44.9) 382 (49.

L7

(N=859)

22

0

15.

34.

No der 81

Unknown 4 13

ComPlicat¡ons12 (N=105) (N=754)

Regurgitated 22

Seizures

Other

None 20 487

Unknown 85 244

Other outcomes

Regained consciousness after ingesting DWDA medications13

1

0

6

1

6

Sc>
^t>' /2r rr|

rl_lcoLethal medication

secobarbital (%)

n control or concern about itI nad

http://publìc.health.oregon.gov/ProviderPa rtnerResources/Eva luation Resea rch/Deathwith D¡gnityAct/Documents/yearLT.pdf Pase !pf-64 3



Oregon Public Health Division

20L4 1998-2013 Total
€haracteristics N=7

Duration (weeks) of patient-phvsician relationshipla
Median 19 72 13

Range 7-1312 0-1905 0-1905

Number of patients with informotion ovoiloble 705 752 857

Number oÍ potients w¡th informotion unknown

Duration (days) between 1st request and death

Median 43 48 47

Ranse 15-439 15-1009 15-1009

Number of patients with informotion avoilable 1_05 754 859

Number of ootients with information unknown

Minutes between ingestion and unconsciousnesstt' tt

Median 5 5 5

Range 2-75 1-38 1-38

Number of patients with information ovailable 20 487 507

Number of potients with information unknown 85 267 352

Minutes between ingestion and deathll'12
Median 27 25 25

Range (minutes - hours) 11mins-1hr lmin-1O4hrs lmin-104hrs
Number of potients with informotion ovoiloble 20 492 s12

Number of patients with information unknown 85 262 347

Unknowns are excluded when calculating percentages.

lncludes Oregon Registered Domestic Partnerships.

Clackamas, Multnomah, and Washington counties.

lncludes patients that were enrolled in hospice at the time the prescr¡pt¡on was wr¡tten or at time of death.

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

6 Includes deaths due to and uncertain neoplasms, other respiratory diseases, diseases ofthe nervous system (includìng multiple

sclerosis, disease), musculoskeletal and connective tissue diseases, cerebrovascular disease, other
vascular I diseases, and liver disease.

7 First then, 37 patients (4.7%) have chosen not to inform their families, and 16 patients (2.0%) have

had no one unknown case in 2002, two in 2005, one in 2009, and 3 in 2013.

Other includes co of secobarbital, pentobarbital, phenobarbital, 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 l05patientsin2Ot4,625patientsbetweentggS-ZOt3,andT30patientsforall years.

11 The data shown are for 2001-2014 since information about the presence of a health care provider/volunteer, in the absence of the
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 t¡me of death and circumstances surrounding death only when the physician or another health care provider is

presentatthetimeof death. Thisresultedinalargernumberof unknownsbeginningin2010.
13 Therehavebeenatotal ofsixpatientswhoregainedconsciousnessafteringestingprescribedlethal medications.Thesepatientsarenot

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

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

these deaths.
1a Previous reports listed 20 records missing the date care began with the attending physician. Further research with these cases has

reduced the number of unknowns.
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diabetes mellitus,

disease and
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llargarel K. l)ur:e

!nÍ415 Law Offices of Margaret K. Dore, P.S. Mail - leüer to editor, Na , Haren Register

Margaret Dore < margaretdore@margaretdore.com>

Letter to editor, New Haven Register
1 message

Wi I liam Toffler <toffler@ohs u. edu>
To: " letters @nhregister. com " < letters @nhregister. com>

Sun, Feb 23,2014 at7:23 PM

Dear Editor,

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 "terminal" patients who are predicted to have less than six months to live. ln practice, this
idea of terminal has recently become stretched to include people with chronic conditions such as "chronic lower
respiratory disease" and "diabetes". Persons with these conditions are considered terminal if they are

on their medications, such as ve. are n s unless
r ons persons, treatment, could otherwise have years or even

to live.

This illustrates a great problem with our law-it encourages people with years to live, to throw away their lives. I

am also concerned, that by starting to label people with chronic conditions "terminal," there will be an excuse to
deny such persons appropriate medical treatment to allow them to continue to live healthy and productive lives.

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

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

To read a commentary on the most recent Oregon govemment assisted-suicide report, which lists chronic
conditions as the "underlying illness" justifying assisted suicide, please go here: http://www.
noassistedsuicideconnecticut.org/2O14102loregons-new-assisted-suicide-report.html

To read about some of my cases in Oregon, please go here: http://www.choiceillusion.org/p/what-people-
mean 2S.html

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

\flilliam L. Toffler MD
Professor of Family Medicine
3181 SWSam Jackson Park Road
Portland, OR 97239
543494-5322
503494-8573 (patient care)
5034944496 (fax)
toffler@ohsu.edu
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A¡'FIDAVIT OF .TOHN NORTON IN OPPOSITION TO
ASSISTED SUICIDE AI{D EUTHA}TASIA

THE UNDERSIGNED, being first duly s\^/orn on oath, STATES:

1. I l-ive in Florence Massachusetts USA. When f was eighteen

years o1d and in my first year of coJ-J-ege, I was diagnosed with

Amyotrophic Lateral Sclerosis (ALS) by the University of fowa

Medical School. ALS is commonJ-y referred to as Lou Gehrig's

disease. I was told that I would get progressively h¡orse (be

CAI{ADA

PROVTNCE DE QUEBEC
D]STR]CT DE TROIS_R]VIÈRES
No. : 400-17-002642-110

strength, especially in my hands.

3. The ALS diagnosis lvas conf irmed by

Rochester Minnesota. I was eighteen or

AFFIDA\/IT OF JOHN NORTON- Page 1

\\server\Dox\AsE Files\Leblanc\,fohn Norton Affidavit.wpd

COUR SUPÉNTEURE

GINETTE LEBT,AÀTC,
demanderesse

PROCI'REUR CÉTÉNAT, DU CAI{ADA,
défendeur

et
PROC{TREUR eÉrVÉne¡, DU QUÉBEC,

mis-en-cause

devastating

extremely

including

my physical

the Mayo Cl-inic j-n

nineteen years old at the

paralyzed) and die in three to five years.

2. I was a very physical person. The diagnosis h/as

to me. I had played football in high school and was

active riding bicycles. I also performed heavy labor

road construction and farm work. I prided myself for

A-46



time. By then, I had twitching in both hands, whích were also

getting weaker. At some point, I lost 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, I woul-d have taken that opportunity.

4. Six years after my initial dj-agnosis, the disease

progression stopped. Today, my condition is about the same. I

still- can't grip with my hands. Sometimes I need special help.

But, I have a wonderful l-ife. I am married to Susan. We have

three chil-dren and one grandchild. I have a degree in Psychology

and one year of graduate school. I am a retired bus driver (no

gripping required) . Prior to driving bus, I worked as a parole

and probation officer. Vlhen I was much younger, I drove a school

bus. We have wonderful friends. I enjoy singing tenor in

amateur choruses. I help other peopJ-e by working as a volunteer

driver.

5. I will be 15 years old this coming

suicide or euthanasia had been available

September. If

to me in the

assisted

1950's, I

to come.would have missed the bulk of my l-ife and my life yet

hope that Canada does not legalize these practices.

AFFIDAVIT OF JOHN NORTON- Page 2

I

\\server\Dox\Ã.sE Files\Leblanc\John Norton Affidavit,wpd

¡I-47



ø8/2ø12øtZ g?: 53 4135

SWORN BEI'oRE ME aT
IYIASSACIIUSETTS, USÀon,A{usf Ltn-, zot2

NA¡{E: Ituroì
Irl¡^.t .

rxlvt\c-
A nota ry in and for the
State of t+ashjrrgtun Ìt/HÍ,ftrft1^S%ffi<,

KARUTH/PELKA PAGE ø3

)

)

)

)
)

)

)

I
)
)
.,

)

)

)
)

r
)

)

,! f
.-.-".*^'-'*:-.{þ

ü'
t.

ADDRESS: sT-
h^4 ototo-?-

EXPIRY oF coMMrsSIoN;l[&n¿ z.Lr UAI
PLACE

tFDrDAvrT OF .IOHN NonTON_ page 3

\\8. 3'..¡id.¡râtt g¡ ¡cr\LÞ¡.ôÊ I je(r tl ç j ¡oD À: ¡¿day¡ :.. r¡¡l

VS m4rrr
?Wanc"

A-48



9t1912014 Jerry Large I Planning for old age at a premium I Seattle Times Newspaper

úleSeaüteOlmæ
\\¡inncr of ¡..iru: PulitzLrr Irri;¿cs

Columnists

Originaþ published Wednesday, March T,2oL2 at 6:46 PM

Planning for old age at a prerniurn
Preparing for longterm care is difñcult - even for those who can

Jerry Large

Seattle Times staff columnist

\\n,,*t- Yo r5.âY 
-O'*^: 
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l/a,"L tra LnJ ^hi^SY.-ø-
Sl*le r 4'? oÍ:'
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afford insuraff 
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Monday, I suggested exploring long-term health insurance as a way to deal with the
cost of assisted living.

x enough money to see you through your old age, you
thatMonday's column, some readers were unsympathetic, a few

At

But no wayto cleal with
something so

S-a
V",l
5

t
So here's the deal. If you are rich, it's not a probìem. 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 tuns out, and then Medicaid will step in.

Insurance for long-term care is supposed to provide some security for people who are not quite

,þ
t

a couple mentioned euthanasia as a solution.

were glad the topic was raised. Out of sight, out of

httpj/seattbtimes.conlhÍnujenylargel20l 769t023jdl08.html - ,!. t't t, ú j. ,et Þ, !-¿
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?8th OREGON ASSEMBLY--2O15 Regular Session

Bill 3337
Sponsored

KENY
by Representatives GREENLICK, LININGER, Senator STEINER IIAYWARD; Representatives

-GUYER, READ

SUMMARY

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

(2) "Attending physician" means the physician who has primary responsibility for the care of the

patient and treatment of the patient's terminal disease.

(3) "Capable" means that in the opinion of a court or in the opinion of the patient's attending

physician [or], consulting physician, psychiatrist or psychologist, a patient has the ability to make

and communicate health care decisions to health care providers, including communication through

persons familiar with the patienfs manner of communicating if those persons are available.

(4) "Consulting physician" means a physician who is qualifìed by specialty or experience to

make a professional diagnosis and p¡ognosis regarding the patient's disease.

(5) "Counseling" means one or more consultations as necessary between a state licensed psy-

chiatrist 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.

(6Xa) "Health care provider" means a pelson licensed, certifred or otherwise authorized or

permitted by the [ø¡¿] laws of this state to administer health care or dispense medication in the

oralinary course of business or practice of a professionl and includes a' health. care facilítyJ.

(b) 'Ilealth care provider" includes a health care facility.
(?) "Informed decision" means a decision made by a qualified patient, to request and obtain a

prescription to end lhis or herf tLLe patient's life in a humane and dignifìed manner' that is based

on an appreciation of the relevant facts and that is made after being fully informed by the attend-

ing physician of:

(a) [IIis or heri The patient's medical diagnosis;

(b) Ffis or heri The patient's prognosis;

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

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

(e) The feasible alternatives to taking the medication to be prescribed, including, but not

NOTE: Matter in boldfaced type in an amendeil section is new; matter fitalic and brachetedl is eústing law to be omitted'

New sections a¡e in boldfaced type.
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limited to, comfort care, hospice care and pain control.

(8) "Medically confrrmed' means that 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) uPatient'means a person who is under the care of a physician.

(10) "Physician" means a doctor of medicine or osüeopathy licensed to practice medicine by the

Oregon Medical Board.

(11) "Qualifred patient" means a capable adult patient who is a resident of Oregon and has

satisfied the requirements of ORS 127.800 to 727.897 in order to obtain a prescription for medication

to end lhis or herl t}ne patientts life in a humane and dignifred manner.

(12) "Terminal disease" means an incurable and irreversible disease that has been medically

confirmed and will, within reasonable medical judgment, þroduce) result in death within [si*
rnonths) one year.
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Instructions for Medical Examiners, Coroners, and Prosecuting Attorneys:
Compliance with the Death with Dignity Act

Wash n's Death with Di 70.245 states "...the patient's death
ce cate...sh " The act
also states Actions taken in accordance with this chapter do not, for any pulpoqe,
constitute suicide,ãssiated suìcide, mercy killinq, or homicide , under the law."

lf you know the decedentgd the Death with Dignity Act, you must comply with the
strict requirements of the lawwhen completing the death record:

1. The underlying terminal disease must be listed as the cause of death.

2. The manner of deathrylbu marked as "Natural."

3. The cause of death section may not contain any language that indicates that the
Death with Dignity Act was used, such as:

@
Physician-assisted suicide
Death with Dignity
l-1000
Mercy killing
Euthanasia
fecob-arËfi'al or Secona I

Pentobarbital or Nembutal

Washi State istrar will ect death certificate th not
Act. cl certifi co

any cetoa ons m indicate use of the , 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", 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 shall carefully examine the certificates received monthly
from the local registrars, county auditors, and clerks of the court and, if any are incomplete or
unsatisfactory, the State Registrar shall require such further information to be furnished as may be
necessary to make the record complete and satisfactory." RCW 43.70.160.

a.
b.
c.
d.
e.
f.
g.
h.
i.

Suicide

NSthementsul

Revised April 8, 2009
P,-52



CRAIG D. CHARLTON
CHARLTON LAV{ FIRM, PLLC
31-4 N. Last Chance Gulch,
Helena, MT 59601-
(406) s02-1274
craigG charltonlawmt . com
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q{.Suite 309

Attorneys for Petitioner

MONTANA FrRST JUDrCrAf. DTSTRTCT COURT,
LEÍTIS AI{¡D CLARK COUNTY

MONTANANS AGAINST ASSISTBD
SUICIDE & FOR LIV]NG WITH
DIGNITY, a Montana NonProfit
Public Benefit CorPoration, AI'FIDAVIT OF KENNETH R.

STE\ZENS' ':fR. ' MD
PETITIONER,

VS.

BOARD OF MBDICAL BXAMINERS,
MONTANA DEPARTMENT OF LABOR &

INDUSTRY,

RESPONDENT.

STATE OF OREGON
ss.

COUNTY OF CLACKAMAS

KENNETH STEVENS, MD, being first duly sh/orn on oath, deposes

and says as foll-ows:

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

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

Department of Radiation Oncology, Oregon Heal-th & Science

University, Portl-and, Oregon. I have treated thousands of

Affidavit of Kennett¡ Stevens, Jt. ' MD - page 1

F:\ASE Flles\Montana Board\Affj-davit Kenneth Stevens MD'wpd

Appendix, Tab 6, Affidavit of Kenneth Stevens, MD

Ca.use No. .ADV-2012-LO57
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patients with cancer.

2. On December 5, 2017, I submitted a letter to the Board of

Medical Examiners, which is attached hereto as Exhibit A.

3. The instant affidavi-t updates that letter to reflect currenL

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

rule described ín my letter has been replaced with the

prioritization scheme described below.

4. In Oregon, our assisted suicide 1aw applies t.o patients

predicted to have less than six months to live. I write to

clarify that

dying.

5. In 2000,

this does not necessarily mean that patients are

I had a cancer patient named Jeanette HalI.

Another doctor had

to a year to Iive,

gr_ven

which

her a terminal. diagnosis of six months

was based on her not bei-ng treated for

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

6. At our first meeting, Jeanette told me plainly that she did

not want to be treated and that r¡ias going to \\dor¿ our law, i.e.,

kiI1 herself with a lethal dose of barbiturates. It hras very

much a settled deci-sion.

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

suicide. f also believed that her cancer r^/as treatable and that

her prospect.s were

treatment. She had

good. She was not, however, j-nterested in

made up her mind, but she continued to see

me.

Affidavit of Kenneth Stewens, Jr., MD - page 2
F:\ASE Files\Montana Board\Àffj-davit Kenneth Slevens MD.wpd

Appendix, Tab 6, Affidavit of Kenneth Stevens, MD
Paoe 2 of 10
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B. On the third or fourth visit, I asked her about

and l-earned that. she had a son.

her p1an.

is stillto be treated and she

I asked her how he

her family

would feel if

she agreed

she is

(Medicaid) ,

One

Appendix, Tab 6, Affidavit of Kenneth Stevens, MD

A.St PaseBoõÐ

she went through with Shortly after that,

alive today. Indeed,

thrilled to be alive. It's

9. For Jeanette, the mere

had steered her to suicide.

been thirteen years.

presence of legaI assj-sted suicj-de

10. Today, for patients

there are also financial

under the Oregon Hea1th Plan

incentives to commit suicide.

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

"statements of Intent for the April 1-, 2012 Prioritized List of

Hea1th Servicesr " states

It is the intent of the [Oregon Health
Servicesl Commission that services under ORS
127.800-127.897 (Oregon Death with Dignity
Act) be covered for those that wish to avail-
themselves t.o those services.

Attached hereto as Exhibit B, page SI-1.

11. Under the Plan, there is also a financial incentive towards

suicide because the Plan wilI not necessarily pay for a patient's

treatment. As an example, patients with cancer are denied

treatment if they have a "less than 24 months median survj-val

with Lreatment" and fit other criteria. Thi-s is the Plan's

"Guideline Note 72." (Attached hereto as Exhibit B , page GN-4).

with12. The term, "fess than 24 months median survival

treatment, " means that statistically half the patienLs receiving

Affidavit of Kenneth Stevens, Jr. r MD - page 3
F:\ASE Files\Montana Board\Affldavit Kenneth Stevens MD.wpd



treatment will live less thran 24 months (two years) and the other

half wil-l l-ive longer than two years.

13. Some of the patient.s living longer than two years will-

Iikely live far longer than two years, âs much as five, ten or

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

there are always some people who beat the odds.

L4. All such persons who fit within "Guidelíne Note 72" will

nonetheless be denied treatment, Their suicides under Oregion's

assisted suicide act will be covered.

15. f afso write to clarify a dj-fference between physician-

assisted suj-cide and end-of-life palliative care in which dying

patients receive medication for the intended purpose of relieving

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

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

which death is j-ntended for patients who may or may not be dying

anytime soon.

16. The Oregon Hea1th Pl-an is a government health pl-an

administered by the State of Oregon. If assisted suicide is

legalized in Montanar /our government heal-th plan could follow a

similar pattern. Private health plans could also follow this

pattern. If so, these plans would pay for you and/or your family

to die, but not to live.

Affidavit of Kenneth Stevens, JÍ. r MD - page 4

F:\ASE Fíles\Montana Board\Affj-davit Kenneth Stevens MD.wPd
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FURTHER AFFIAT.IT SAYETH NoT.
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KENNE TH STEVENS, JR MD.
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of Oregon
Residing at
My Comnrissi

Ãffidawit of Kenrreth Stevens, Jr-. MÐ - page 5

Pr ted Name
Notary public for the State

on Expi res

Appendix, Tab 6, Affidavit of Kenneth Stevens, MD
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ols l,r

From: Kenneth Stevens [ma llto : ken nethstevensjr@ gmall.com]
Sent: Monday, December 05, 2011 10:52 PM

To: Marquand,Ian; Connor, Maggle; DU BSD MedlcalExamfners; bbddburke@gmall.com
Subjeck Physlclan asslsted sulclde dangers

Re: Physician-AssÍsted Suicide: A Danger to Patients; Don't Let Patients be
Steered to Suicide

Dear Montana MedicalExaminer 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 legalization and prloritized
medical care based on prognosis has created a danger for my patients on the
Oregon Health Plan (Medicaid).

The Plan límits medícal care and treatment for patients with a likelihood oÍ a 50/s

or less 5-year survival. My patients in that category, who say, have a good
chance of livíng another three years and who want to live, óannot receive
surgery, chemotherapy or radiatíon therapy to obtaln that goal. The Plan
guidelines state that the Plan will n'ot cover "chemotherapy or surgical
interventions wíth the primary lntent to prolong life or alter disease progression."
The Plan WILL cover the cost of the patient's sulcide.

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

In Oi'egon, ihe me¡'e píesence of içgai assisierj-suicide steers paiienis 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 yêars later she is
thrllled to be alive. Please, don't let assisted suicide come to Montana.

[Support for this letter regarding Barbara Wagner and Randy Stroup can be
found in these articles: htto://www.katu.com/news/261 1 9539.html &
htto://abcnews.go.corn/Health/story?id=5517492&paqe=1- My patient's letter in
the Boston Globe describ her being alive 11 years later can be read here:

Kenneth R.Stevens, Jr., MD
13680 SW Morgan Rd Sherwood, OR 97140
Professor Emeritus and former Chair, Radiation Oncology Department, Oregon
Health & Scionce Universlty, Portland, Oregon
503 625 5044 503 481 8410

Appendix, Tab 6,



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

STATEMENT OF INTENT 1: PALLIA.TIVE CARE

It is the intent of the Commission that palliat¡ve care services be covered for patients w¡th a life-threatening illness or severe

ãdvanced ¡llness expected to progresó toward dying, regardless of the goals for medical treatment and with services available

acÆord¡ng to the pat¡ent's expected length of life (see examples below).

palliative care is comprehensive, specialized care ideally proviclecl hy an interrliscipl¡nary team (which may inclt¡rle hr¡t is not limited

to physicians. nurses, social workeis, etc.) where care ¡s part¡cularly focused on alleviating suffering and promoting quality of life.

Suth interdisciptinary care should include assessment, care planning, and care coordinat¡on. emotional and psychosocial 
-

*uÀtè¡ng ¡or batients and famílies, assistance accessing services from other needed community resources, and should reflect the

patient and family's va¡ues and goals.

Some examples of pall¡ative care services that should be available to patients with a life-threatening/limiting illness,

A) without regard to a pat¡ent's expected length of life:
. lnpatient palliative care consultation: and,
. Outpatient palliative care consultation, ofüce visits'

B) witn an expected median survival of less than one year, as supported by the best available published evidence:

. Home-based pall¡ative 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 is quality of l¡fe (hospice services to be def¡ned by DMAP)-

It is the intent of the Commission that certain palliative care treatments be covered when these treatments carry the primary goal to

alleviate symptoms and improve quality of life, without intending to alter the trajectory of the underlying disease.

Some examples of covered palliative care treatments include:
A) Ràdiation therapy for painful bone metastases with the ¡ntent to relieve pain and improve quality of life.

Bi Surgical decompression for malignant bowel obstruction-

Ci Meõication theràpy such as cheñotherapy with low toxicity/low side effect agents with the goal to.decrease pain from

bulky disease or biher identified complicaiions. Cost of chemotherapy and altemative med¡cation(s) should also be

considered.
D) Medical equipment and supplies (such as non-motorized wheelchairs, walkers, bandages, and catheters) determ¡ned to
' 

be medicaily appropriate foi completion of basic act¡v¡t¡es of daily living, for management of symptomatic complications or

as required for sYmPtom control.
E) Acupuncture with intent to rel¡eve nausea.

Cancer treatrnent with intent to palliate ¡s not a covered service when the same pall¡ation can be achieved with pain medicat¡ons or

other non-chemotherapy agents.

It is NOT the intent of the commission that coverage for palliative care encompasses those treatrnents that seek to prolong

despíte substantial burdens of treatment and limiteã chance of benefit. See Guideline Note 12: TREATMENT OF CANCER

LITiLE OR NO BENEFIT PROVIDED NEAR THE END OF LIFE.

life
WTH

STATEMENT OF INTENT 2: DEATH WITH DIGNITY ACT

It is the intent of the Commission that services under ORS '127 -BOO-127 .897 (Oregon Death with Dígn¡ty Act) be covered for those

that wish to avail themselves to those services. Such services include but are not limited to attending physician visits, consulting

physician confirmation, mental health evaluaüon and counseling, and prescription medications.

STATEMENT OF INTENT 3: INTEGRATED CARE

Recognizing that many individuals w¡th mental health disorders receive_care_predominantly from mental health. care providers, and

,u*g"ni.inginut integiating mental and physical health services for suih individuals promotes Patient-centered care' the Health

Evidãnce ñeview Co-mmis-sion endorses the incorporation of chronic d¡sease health management support with¡n mental health

service systems. Although such supports are not part of the mental health benef¡t package, mental health organizations (MHOs)_that

elect to provide these sãrvices ruy i"port them using psychiatric rehabilitation codes which pair with mental health diagnoses- lf
MHos choose to provide tobacco áesiat¡on supports-, ihéy shoutd report these services using 99407 for individual counsel¡ng and

S9453 for classes.

Appendix, Tab 6, Affidavit of Kenneth&Þrëús, MD
Paoe B of 10" A-63
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GUIDELINE NOIES FORTHE APRIL 1, 2012 PRIORITIZED LIST OF HEALTH SERY/CES

GUtDELINE NOTE 9, WIRELESS CAPSULE ENDOSCOPY (CONTD)

b) suspected crohn's disease: upper and lower endoscopy, small bowel follow through
Radiological ev¡dence of lack of stricture
Only covered once during any episode of illness
FDA approved dev¡ces must be used
Patency capsule should not be used prior to procedure

GUIDELINE NOTE IO, CENTRAL SEROUS RETINOPATHY AND PARS PLANITIS

Line 413

Central serous ret¡nopathy (362.41) is included on this line only for treatment when the condition has been present for 3 months or

longer. Pars planitis (363.21) should only be treated in patients with 20/40 or worse vision..

GUIDELINE NOTE I1, COLONY STIMULATNG FACTOR (CSF) GUIDELINES

Lines 79,102,103,105,123-125,131,144,159,165,166,168,170,181,197,198,206-208,218,220,221,228,229,231,243,249,252,27*
27 8,280, 287, 29 2,3 1 0-3 1 2, 3 1 4, 320, 339 -34 1, 3 56,4 59, 622

CSF are not indicated for primary prophylaxis of febrile neutropenia unless the primary chemotherapeutic regimen is known to
produce febrile neutropenia at leãst 20% of the time. CSF should be considered when the primary chemotherapeutic regimen

is known to produce febrile neutropenia 1O-2Oo/o of the time; however, if the r¡sk is due to the chemotherapy regimen, other

alternatives such as the use of less myelosuppressive chemotherapy or dose reduction should be explored in this situation.

For secondary prophylaxis, dose reduction should be cons¡dered the primary therapeutic option after an episode of severe or

febrile neutroþénia eicept in the setting of curable tumors (e.g., germ cell), as no disease free or overall survival benefits have

been documented us¡ng dose maintenance and CSF.
CSF are not indicated in patients who are acutely neutropenic but afebrile.

CSF are not indicated in ihe treatment of febrile neutropenia except in pat¡ents who received prophylactic filgrastim or

sargramostim or in high risk patients r'vho did not receive prophylactic CSF. High ísk patients include those age >65 years or
witñsepsis, severe neutropenia with absolute neutrophil count <100/mcl, neutropenia expected to be more than 10 days ¡n

duratioà, pneumonia, invasive fungal infectíon, other clinically documented infections, hospitalization at time of fever,.or prior

episode of febrile neutropenia.
C'SF are not ¡nd¡cated to¡ncrease chemotherapy ctose-intensity or schedule, except in cases r¿vhere improved outcome from

such increased ¡ntensity has been documented in a clínical trial.
CSF (other than pegfilgrastrim) are ¡nd¡cated in the setting of autologous progen¡tor cell transplantat¡on, to mob¡lize peripheral

blood progenitor cells, and after their infusion-
CSF aie ÑOT ind¡cated ¡n patients receiving concomitant chemotherapy and radiation therapy.

There is no ev¡dence of clinical benefit in the routine, continuous use of CSF in myelodysplastíc syndromes. CSF may be

ind¡cated for some patients with severe neutropenia and recurrent infect¡ons, but should be used only if significant response is

documented.
CSF is indicated for treatment of cycl¡c, congenital and ¡diopathic neutropenia.

GÜiDÊL¡ÑE NOTÊ Í2, TRÊÂTfoîE¡úT OF CÂ¡.¡CER, ïÏiT¡i L¡TîLE OR NO AEÑEF¡T PROVIDED NEAR THE END OF LIFE

Lines 102,103,12T125,144,159,165,166,170,181,197,198,207,208,218,220,221,228,229,231,243,249,252,27*278,280,287,292,
3 1 0-3 1 2, 320,339-34 1, 3 56, 4 59, 586, 622

Th¡s gu¡deline only appliàs to patients with advanced cancer who have less lhan24 months median survival with treatment.

AII pat¡ents receiving end of life care, either with the intent to prolong surv¡val or with the intent to palliate symptoms, should havdbe

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

Treatment with intent to prolong survival Ís not a covered service for patients with any of the following:

. Median survival of less than 6 months with or w¡thout treatment, as supported by the best available published evidence

. Median survival with treatment of 6-12 months when the treatment is expected to improve median survival by less than 50%, as

supported by the best available published evidence
. Median survival with trcaiment of more than 12 months when the treatment is expected to improve med¡an surv¡val by less than

30%, as supported by the best available published evidence
. poor prognos¡s with treatment, due to limited physical reserve or the ability to withstand treatment regimen, as ind¡cated by low

performance status.

Unpublished evidence may be taken into consideration in the case of rare cancers which are universally fatal within six months w¡thout

treatment.

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

requirement on end-of-life treatments, as such measurements are only approximat¡ons and cannot take into account all of the merits of

an individual case. However, cost must be taken into consideration when considering treatment options near the end of life. For

example, in no instance can it be justified to spend $100,000 in public resources to increase an individual's expected surv¡val by three

months when hundreds of thousands of Oregonians are without any form of health insurance.

4-16-2012 Appendix, Tab 6, Affidavit of Kennetlf8ffirÞÉs, MD
Page 9 of 10
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GUIDELINE NOIES FOR THE APRIL 1, 2012 PRIORITIZED L/ST OF HEALTH SERY/CES

GUIDELINE NOTE 12, TREATI'IENT OF CANCER WITH LIfiLE OR NO BENEFIT PROVIDED NEAR THE END OF LIFE (CONTD)

Treatrnent with the goal to pall¡ate is addressed in Statement of lntent 1. Palliative Care.

GUIDELINE NOTE 13, MINIMALLY TNVASIVE CORONARY ARTERY BYPASS SURGERY

Lines 76.195

Minimally invasive coronary artery bypass surgery ind¡cated only for single vessel disease'

GU¡DELINE NOTE 14, SECOND BONE MARROW TRANSPLANTS

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

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

GUIDELINE NOTE I5, HETEROTOP¡C BONE FORMAT|ON

Lines 89.384

Radiat¡on treatment is indicated only ¡n those at high r¡sk of heterotopic bone formation: those with a history of prior heterotopic bone

formation, ankylosing spondyl¡t¡s or hypertrophic osteoarthrit¡s'

GUIDELINE NOTE I6, CYSTIC FIBROSIS CARRIER SCREENING

Lines 1,3,4

cystic fibrosis carrier testing is covered for 1) non-pregnant adults ¡f indicated in the genetic testing algorithm or 2) pregnant women.

GUIDELINE NOTE I7, PREVENTIVE DENTAL CARE

Líne 58

Denta¡ ctean¡ng and fluor¡de treatments are limited to once per 12 months for.adults and h,vice per 12 months for ch¡ldren up to age 19

[oììì0,óìlzõ,orzos, D1zo4,D12o6).Moreftequentdental cteaníngsand/orfluor¡detreatmentsmayberequíredforcertainhigher
risk populat¡ons

GUIDELINE NOTE 18, VENTRICULAR ASSIST DEVICES

Lines 108,279

ventriculaf assist devices are covered only in the following circumstances:

A) as a bridge to cardiac transplant;
Bi as treatrnänt for pulmonary hypertension when pulmonary hypertension is the only contraindication to cardiac transplant and

the anticipated outcome ¡s cardiac transplant; or'
C) as a bridge to recovery-

Ventrìcular assist dev¡ces are not covered for destination therapy'

ventricular assist devices are covered for cardiomyopathy only when the ¡ntent¡on is bridge to cardiac transplant-

GUIDELINE NOTE 19, PET SCAN GUIDELINES

L¡nes 125,144,165,166,170,182,207,208,220,221,243,276,278,292'312,339

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

For diagnosis, pET is covered only when it will avoid an invasive diagnostic procedure, or will assist in determining the optimal anatomic

location to perform an invasive diagnostic procedure.

PET scans are covered for the initial staging of the following cancers:

. Cervical cancer only when initial MRI or CT is negative for extra-pelvic metastasis

. Head and neck cancer when initial MRI or CT is equivocal

4-16-2012 Appendix, Tab 6, Affidavit of Kenne{tf,@þQëfis, tllþ
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Death Drugs Cause Uproar ¡n Oregon
Terminally lll Denied Drugs for Life, But Gan opt for suicide

By SUSAN DONALDSON JAMES

Aug. 6, 2008 -
The news from Barbara Wagner's doctor was bad, but the rejection letter from her insurance company
was crushing.

The 64-year-old Oregon woman, whose lung cancer had been in remission, learned the disease had
returned and would likely kill her. Her last hope was a $4,000-a-month drug that her doctor prescribed
for her, but the insurance company refused to pay.

What the Oregon Health Plan did agree to cover, however, were drugs for a physician-assisted death.
Those drugs would cost about 950.

"It was horrible," Wagner told ABCNews.com. "I got a letter in the mail that basically said if you want to
take the pills, we will help you get that from the doctor and we will stand there and watch you die. But
we won't give you the medication to live."

Critics of Oregon's decade-old Death With Dignity Law -- the only one of its kind in the nation -- have
been up in arms over the indignity of her unsigned rejection letter. Even those who support Oregon's
liberal law were upset.

The incident has spilled over the state border into Washington, where advocacy groups are pushing for
enactment of Initiative 1000 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 dying as a cost-saving measure. They say it steers those with úmited finances
toward assisted death.

"News of payment denial is tough enough for a terminally ill person to bear," said Steve Hopcraft, a
spokesman for Compassion and Choices, a group that supports coverage of physician-assistèd death.

Letter's Impact'Devastating'

"Imagine if the recipient had pinned his hope for survival on an unproven treatment, or if this were the
first time he understood the disease had entered the terminal phase. fne impact 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. 
A_ 66

"f'm not too good today," said \üagner, a Springfield great-grandmother. "But I'm opposed to the
http://abcnews.go.com/Healtlr/pri nt?id=55'1 7492 1t4
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fassisted suicide] law. I haven'. .nsidered it, even at my lowest poinu

A lifelong smoker, she was diagnosed with lung cancer in 2005 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, giving her another four to six months to live.

But under the insurance plan, she can the only receive "palliative" or comfort care, because the drug does

not meet the "five-year,5 percent rule" -- that is, a 5 percent survival rate after five years.

A 2005 New England Journal of Medicine study found the drug erlotinib, marketed as Tarceva, does

marginally improve survival for patients with advanced non-small cell lung cancer who had completed

standard chemotherapy.

The median survival among patients who took erlotinib was 6.7 months compared to 4.7 months for
those on placebo. At one year,3l percent of the patients taking erlotinib were still alive comparedto 22

percent of those taking the placebo.

"It's been tough," said her daughter, Susie Muy, who burst into tears while talking to ABCNews.com' "I
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 stay brave for her-"

"I've talked to so many people who have gone through the same problems with the Oregon Health Plan,"

she said.

Indeed, Randy Stroup, a 53-year-old Dexter resident with terminal prostate cancer, learned recently that

his doctor's réquest fãr the drug mitoxantrone had been rejected. The treatment, while not a cure, could

ease Stroup's pain and extend his life by six months.

Playing With 'My Life'

"What is six months of life worth?" he asked in a report in the Eugene Register-Guard. "To me it's worth

a lot. This is my life they're playing with."

The Oregon Health Plan was established in 1994 and the physician-assisted death law was enacted in

lgg7.The state was recently hailed by a University of Wisconsin study as having one of the nation's top

pain-management policies.

The health plan, for those whose incomes fall under the poverty level, prioritizes coverage -- from

prevention first, to chronic disease management, treatment of mental health, heart and cancer treatment.

"It'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 say it is a good use of taxpayer's dollars," she said. "It may be expensive, but if it

does wonders, \À/e cover it."

The state also regularly evaluates and updates approvals for cancer treatments. "'We look as exhaustively

as we can with good peer review evidence," she said. A-67
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Letter noting assisted suicide raises qnestions
BysusanHordinsandKATUWebstoTllublished:JuI 3o,2oo8at6:30PMPDT(zoo8oT-grTr:go:oz) lLastupdated:oct30,2013at7:35AMpDT(2og-ro-3oTr4:35:oZ)

SPRINGFIELD, Ore. - Barbara Wagner has one wish
- for more time.

"f'm not read¡ I'm not ready to die," the Springfield
woman said. "IVe got things I'd still like to do."

Her doctor offered hope in the new chemotherapy
drug Tarceva, but the Oregon Health plan sent her a

approved

Barbarawagnet 
Instead, the letter said, the plan would pay for

comfort care, including "physician aid in dying," better known as assisted suicide.

"I told them, I said, 'Who do you guys think you are?'You know, to say that you'll pay for my
dylng, 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 caìls 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-7 0



Saha said state health ofñcials 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 chemotherapy, said Dr.
David Fryefield of the Willamette Valley Cancer Center.

Even for those with advanced cancer, new chemotherapy drugs can extend life.

Yet the Oregon Health Plan only offers coverage for chemo that cures cancer - not if it can prolong
a patient's life.

"We are looking at today's ... 2oo8 treatment, but we're using 1993 standard.s," Fryefield said.
"When the Oregon Health Plan was created, it was 15 years ago, and there were not all the
chemotherapy drugs that there are today."

Patients like Wagner can appeal a decision if they are denied coverage. Wagner appealed twice but
lost both times.

However, her doctors contacted the pharmaceutical company, Genentech, which agreed to give her
the medication without charging her. But doctors told us, that is unusual for a company to give
away such an expensive medication.

A-7 1



NEWS RELEASE
Date: Sept.9,2010

Christine Stone, Oregon Public Health lnformation Officer; 971ô73-1282, desk;
Gontact 503-602-8027, cell; christlne.l.stone@state.or.us.

Rising suicide rate in Oregon reaches higher than national
average:
World Sulcide P¡evention Dav ls Sepfember 10

The rate ls 15.2 suicides per 100,000
to the I rate of 11.3 per 100,000. ( {- ?oo?)

After since to a new
"Sulcides ln Oregon: Trends and Rlsk from report also detalls

recommendations to prevent the number of suicides in Oregon.

'Suicide ls 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 sulcide and 1,800
people are hoepitalized for non-fatal attempts," sald Lisa Millet, MPH, principal investigator, and manager of
the lnjury Prevention and Epidemlology Sectlon, Oregon Public Health.

There are likely many reasons for the state's rising suicide rate, according to Millet. The slngle most
identifiable risk factor associated with suiclde is depresslon. Many people can manage their depression;
however, stress and crisis can overwhelrn their ablllty to cope successfully.

Stresses such as from job loss, loss of home, loss of famlly and friends, llfe transitions and also the stress
veterans can experience returning home from deployment - all increase the likelihood of euicide among those
who are already at risk.

"Many people ofren keep thelr depression a secret for fear of discrimination. Unfortunately, farnllies,
æmmunitles, buslnesses, schools and other institutions often discriminate against people with depression or
other mental illness. These people wlllcontinue to dle needlessly unless they have support and efiectlve
community-based mental health care,' said Mlllet.

The report also included the following findings:

o 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 respectlvely.

t

Oregon Health Authori$ )l'ons
\ Oregon Depanment of I'
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Suicides in Oregon
Trends and Risk F'aetors
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Executive Summary

$¡;åq:iffif5üîîïþffîd,rîîr,i#îîdin$ïr.t 
' 

limpaots of suicide on family members and the broader community are devastating and
long lasting' This rcport provides the most cr¡rent suioide statistics in Oregon ttrai caninlll nrwention programr, pollcy, and planníng. We analyzed monalityãata from lggl
üo 2010 and 2003 to 2010 data of the oregon Viotent DeattrReporting slasæm
(ORVDRS). This rcport prescnts ûndings of suicide treods and risk factors in Orogon.

Key Flndlngs

In 2010, the age-adjustcd suicide rato among oregonians of lT.t per 100,000 was 41
P=
The rate of suiside among Oregonianr has b€€n inoreasing sinoe 2000.

luicide rates among adults ages 45-64 rose approximately 50 percent ftom lg,l per
100,000 in 2000 to 27.1pcr 100,000 in 2010. The mte inscased more among \r,omen
agæ 45-64 than among men of the same sge during the past l0 years.

Suícide rates amoug men ages 65 and older decroased approximately 15 percent ftom
nearly 50 per 100,000 in 2000 to 43 per 100,000 in 2010,

Msnwere 3.7 times rnore likely to díe by suicide tüan women. The highest suicide rate
ooourred among men ages 85 and over (76. I per 100,000). Non-Hispanic whitp males had
the highest euicide rate among all races / ethnioity (27 ,l per 100,000). Firoar¡ne were tbe
dominant mechanism of men who died %),

Approximately 26 percent of suicides oc¿urred among veterans, Male veterans had a
hígher suicide ¡ate than no¡-veteran males (44.6 vs. 31.5 per 100,000). Signifioantly
higher suicide rates were identified among male veterans ages lB-24, ¡s-44 an¿ +s-s4
when oompared to non-veteran males. Veteran suicide victims were reported ûo have
more physical health problems than non-vete¡an males.

Psychologiccl, behavioral, and health problems co-occur and are known to inorease
zuicide rielc Approxímately 70 percenr of euicide victims had a diagnoeed mental
disorder, alcohol and /or substance use problems, or dqnessed mood at time of death.
Despitc the high prevalence of mental health problems, less than one third of male
victíms and about 60 peroent of female victims were receiving troafinøt for mental
health probloms at tt¡e time of death.

Eviodon/loss of home rryas a facûor associated with 75 deaths by suicide Ín 2009-2010,

I
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Introducdon

Suicide is an imporùantpublio health problem in Oregon. Health sury€ys conducted in
2008 and 2009 sbow that approximately 15 percent of þons and fourpercent of adults
ages 18 and oldu had s€rious thoughts of zuicide during the past year; and about ffve
percørt of tpens aûd 0.4 percent of edults made a suioide attønpt in the past yoarl,2. In
2010, lhero were 685 Oregonians who d-icd by suicide and more than 2,000
hospitalizations duç to suícide attcmptsr'r.. Suicide is the ¡ocond teading cause of death
among Orogonians agcs 15-34, and the 8* leading causç of dcath among all ages in
Orcgon'. Thc cost of euicide is enormous. In 2010 qlons, self-inflist€d iqiury

"Suicide is a multidimensional, multi-determined, and multi-factorial behavior, The risk
factors associated with suicidal behaviors include biological, psychologioal, and social
faotors"6. This re,port provides the most cunent suicide Etatistlcs in Oregon, provides
suioide prcvention progfams and planners a detailcd dæoription of suicide, cxa¡nÍnes risk
factors assosÍated with suicide and generates public health information and prevention
strategies. We anal¡,zed mortality data from 1981 to 2010 and 2003 to 2010 data Aom thc
Oregon Violent Death Reporting Systetn (ORVDRS), ftis report presents findings of
suicide hends and risk factors in Orcgon,

1 Oregon Hcrltþ Tccns 20(B -t lrl'Gr¡dc Rc¡ult¡,
hlto.,//public.hcnllh.orcqon.¡rov/Bi¡thDcolhC!ili[r-$f.rgs/$urrcys/Orcgrrnl{cr'lllty.I.curtdr('sults/2(,0

EÊo¡¡heqtdu.ldf
2 Crorby A.E , Han 8,, Ortcga L.A.G., Park S.8., et al, Sulcidal Thoughts end Bohavior¡ Amo¡g Adulta
agd > 18 Yoar¡ - Unlted Statcs, 2008-2009. MM\ryR, 20ll;ó0:13.

I Orogon Vial Stoti¡tics Armu¡l RcporÇ Vol. 2,2010. Orogou Hcath Authorlty.

{ WrigbtD., Mitlct L, ot al, Oregot Injury and Violonoc Prevøtion Prognm Report for 201I Dats ye¿r.
OrogonHoath Authorit¡

t Cono P.S., Morcy J.4,, Simon T.R., et al, Medisat Coets and Productivlty Lorser Due !o lnterperronal
md Self-Directed Violei¡co in thp Unitcd Statc¡,
Am J Prcv Mcd . 2007,32(6)t47 Ç482,

t Meti¡ R.14r,, Ber¡n¡n 4.L., Sllverman A.M. (2000). Comprohenrlvo Textbook of suicidology, New York:
The Oullford Pres¡.
(p378)

A!
11ê5f

$hospitalization oharges exceeded 4l million dollars; and the estimats of total lifetime cost
of suicide in Oregon was over 680 million dollare 3i'5, The loss to familles and
communities broadone the impact of each death.

3
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Death by request in switzerrand: posttraumatic stress disorder and
complicated grief after witnessing assisted suicide
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'll¡,lvcrtlty Cllt tc lor Psycttother?,w ond psfrcttosontottc Medtdt e, ltnlvers¡ty Hospltdt lßlpztg; Scmrnclwelsstr. tO, o4tOJ Lelpztg, Getmanyo Depaftment ol-Èydttoay, unlvcrstty Hospttd zu*n, cuinnlnitr, e,'ioil zuarh, s.wttor,nra- ucpannaß oI r!/chor{thob8J ond ctlnlcdt lntcrucntlon, lJnlverslty olzurkt¡ Blnzilüht str l4lrz, goso zurtch, swt'crtønd

Avallable onllne at
- ¡'o2

"jr lici::,i rr: .;,i1i,1,ç¡
wurusclenced¡reolcom

Elsevler Messon Frånce

EMf consulte
wyvw.em-consulte.comLI.SEVIEII

ÍvlAS.SON

ÂRTICLE INFO

A¡ddc hki.f,f,/:
Rlcclvrd Z Autust ZolO
ßccclvcd i¡ rcvl¡ed form ? Dccember 2010
Ac(.pted l¡ DcÊcmber ZOlo
¡lv¿ll¡blc onllne tl Fêbruary 20ll

Keyvnrds:

^sslsÈd 
sulclde

E¡¡ahånà¡là
Cornpllc¡ted grlêf
PosB¡:um¡¡1. stresr dlsorder
Deprcsslon

1. lntroductlon

ABSTRACT
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Assisted suicide and eurhanasia for terminally ill patienrs are
punlshable by law atmost everywhere except Switierland, the
Netherlands, Belglum and the U.S. states of Oregon and Washing_
ton. Assisted sulcide ls generally deôned as the prescribhg õr
supplylng of drugs with the explicit intention of enabling the
pat¡ent to end his or her own life. ln euthanasia, in contrast, it ls the
physlcian who admi¡isters the lethal drug, Ín the Netherlands and
Belgium, physicion-assí¡ted euthanasiJ is lcgally permited.
meaning th¡t physicians are ailowed to admfnister drugs to end
a petienfs life at his or her request ln Switzerl¡nd, ín contrast,
euthanas¡a ls punishable by lmprlsonment (Anlcte 114 of the
Su,lss penal code), It is only in the absence of setf-serving motives
that assist¡ng another person's suicide is permissible. physicians in
Switzerl¡nd are therefore allowed to prescribe or suppiy a lethal
dose of befblturares with the explic¡t intention oi enabling a
patlent tbey have examined to end his or her own life. However,
most ass¡sted sulcides in Swltzerland are conducted with the
assistance of non-profit organisations 123t. These right-to_die

organÍsatlons offer personat guldance to members sufferlng
diseeses w¡th "poor outcome,' or experienclng ,,unbearable
suffering" who wlsh to die.

The two largest right-to-die organisations in Switzerland are
Exit DeutscheSchweiz and Dign¡tas. Membersh¡p of Exit Deutsche
Schweiz is available only for people livingin Swli¿erland, whereas
Dignitas is also open to peopte from abroad. Exlt Deutsche
Schwelz has about 50000 members, and between 100 and 150
people die each year with the organisation,s assistance. In
compar-lson, Dlgnltas has about 6000 lr¡embers, most of whom
live abroad. A member who decides to die must first undergo a
medical examination. The physician then prescribes a lethal dose
of b.arbiturates. and the drugs ¡re stored aì the Exit headquarters
until the day ofuse. Usually, the suicíde takes ptace atthe pat¡ent,s
home. On the day the member decides to die, an Exit vãtuntcer
collects the medication and tekes ¡t to the pât¡ent's home. There,
he or she hands the patlent the fluid ¡o swàllow. If the påtient ¡s
incapable of swallowing the barb¡turàte, it can be self-admlnis-
tgred by gâstrostomy or intr¡venously [4]. After rhe perlent hâs
died, the Exir volunteer notifies the police. All assisted iuicides are
reported to the åuthor¡ties. Deaths through assisted suicide are
recorded ¡s unnatur¡l deaths and investigated by the Institute of
Legal Medicine.

' Cot.responding ¿urhor. Tel,: +49 34.l 9718861.
E-m¿ll ad¡lr¿ss: blrglt.wagner@tnedlz¡n,unl-le¡pzigdÊ (8, Wagner.),

0924-9338/t - seÈ front m¡ûer C 20lO Elsevler M¡sson SAS, All rlgh¡s rescrved.
dol:1 0,1 0l6rJ.€urÞsy¿ot o,l 2.oog
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Oregon - Click photo to
read her story d<
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Friday, March 29,2013

Physician-Assisted Suicide Part of Elder Abuse
Fraud

On March 26, 2013, Philip Tummarello, a ret¡red
police Sergeant Inspector, testif¡ed before the Montana
Senate Judiciary Comm¡ttee on on behalf of HB 505. His
testimony included the Thomas Middleton case in which
physician-assisted suicide had facilitated the defrauding of
an elderly man. An article from KTVZ.com states:

"State and court documents show Middleton, who
suffered from Lou Gehrig's disease, moved into
Sawyer's home in July 2008, months after naming
her trustee of his estate, The Bulletin reported
Saturday. Middleton deeded his home to the
trust and directed her to make it a rental until the
real estate market improved,

Instead, Sawyer signed documents that month to
list the property for sale, two days afrer Middleton
died by physician-assísted suicide. The property
sold in October of that year for more than
$200,000, the documents show, and it was
deposited into an account for one of Sawyer's
businesses, Starboard LLC, and $90,000 ofthat
was transferred to two other Sawyer companies,
Genesis Futures and Tami Sawyer PC."
(Emphasis added).

To read the entire article, go here:
http ://www. ktvz. com,/news/Sawyer-Arraig ned-on-State-
Fraud -Charges/ - / 4L3I92l 61944A / - / view / prinll -/ lw 9ly3z/ -
/index.html

Posted byAdmin at7i32PM /
iãî n""o.r"na th¡s on Google

Labels: Elderabuse, HB 505, Physician-assisted suicide
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To learn more about
problems with legal
assisted suicide, go to
Qu¡ck Facts About
Assisted Suicide.

Some healthcare
providers already
misuse and/or abuse
pall¡ative care. If
assisted suicide is
made legal, providers
will have even more
power to abuse
pat¡ents and/or take
away patient choice, To
learn more, cl¡ck herèii
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Sensationalizing a sad case cheats the pubtic of sound debate

Posted by fattig November 2ì,2W819:30PM

In the crucial períod leading up to 'Washingfon Statds vote
n€vrspaper published a story feafi¡ring Barbara'tffagner. A
Oregon's Medicaid progranì, it completely missed fhe deeper guestions cnæial to public understanding of end-
of-lífe care and o¡¡r national healthcare debate.

( o* 49l t LL\ 4

on anOregon-stylo Ðeath with Dignity ldw, this
sensational story, an easy media "gotcha,' ön, .

0
CU 9\ c-8¿ J

he 0rcs* /4 ì.o iJ
Or.>' SJ'(n yt-.

ì. ^ol

as /,-II

û !.\ ¡ tlt

Coombs Lee 6 evh'?"K.
Readers will recall'IVagner as a 64-year-otd Springfield resident with end stage lung oancer, a life-long smoker
enrolled in the Oregon Health Plan (OHP). Over several yers *re OÍIP had paid ficr extensive ca¡rcer treaûnent
and it continuedto pay for Wagoer's healthcare until her deatt¡-

lillhen itbeca¡ne clear that first and second-line therapies had failed andherproguosis was grirr" Àlfs. lVagner's
oncologist recommefrded a coitþ, third-line canaer drrrg calted Tarceva. Reserch indicates that 8 percent of
ad.varrced lung cancers respond to Tarcev4 with a chance to extend life from arr avçrage of 4 months to 6
months. The likelihood of no restrtons€ to the drug is 92 perce'lrt, yet L9 peroent of patients develop toxic side
effects like diarrhea and ¡ash. Based on the low indicators'of effectiveness, Oregon Health Plan denied
covefage.

The irresistible ingredients of sens¿tionalism included a distraught patient, a dootor deeply opposed to Þeath
with Dignity and an insensitive leüer of palurent denial. The media was called in and the rest is history.

As a publicly fi¡nded sonrice, Oregon Healttr Plan aims to do the gxeatest good it can. It assigns a highpriority
to preventive carg health mainterranoe, and treatrnents that oftbr a near-cer[ain cure. Elective, cosmetic or
ineffective, ufutile" care is not covered, Futile care is defined as ary treatme¡rt without ¿t least a 5 percent
chance of 5 year srrrvival. "We can't cover everything for weryone," saidthemedical director of OHP.

"Taryayer dollars are limitod for publicly ñrnded programs. IVe try to cottre up with policies that provicle the

most good for the mostpeople."

The OHP letter delrying one ineffective treatment did not close the door on all care. It included a long list of
appropriate end-of-life care that OIIP would pay foç includinq hospr¡e, medical equipment palliativ_e services

airã state-of-the-art pain anó symptom rnanagemenl Yæ, the list included medication prescrited uu{ep the

Oregon Deaftr with Diprty Aot.The media juxtaposed de'rial of Tarcevalvith coverage- for aid in dying in a
sens--ational, e¡notional-mauner, suggesting the two were related. Mary stories ensued about zupposedly callous

bu¡eaucrats refusing to prolong life but agreeing to shorten iL It made for a catchy story ... but not tnlfttful
journalism.

'lVas it tn¡e that Ms- Wagner was harmed in any manner? Or that Tarceva was an efficacious option?

21t612009htþ://blog.oregonlive.com/opinion_impastl20ü8lfl/sensationalizing-a-sadr-case-cllprint'htn1 -
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Ms. 'Wagner 
received Târceva, an5n/vay, when the drugis manufacfiter, Genenteoh, responding to the media

ñrestorm and provided it at no cost. News stories never medtionecl tbat when Wagner bet on the remote ohance
to prolong life, she probably tumed her back on hosplce care, widely recognized as the gold standard for end-oË
life care. Sadly, it n¡rned out Tarceva didn't heip ì#agner and she lived only a short time after starting the drug.

While the media widely reported OHP's denial of this expensive e4perimental treafmen! r¡ve worry tff¡¡æ$ia
missed the important issuos inherent in the story.

'What do patients like tffagner really understand about the "last hope" tr€afments their doctors offer? Do doctors
infonn patients of the true statistical chance these therapies wiil prolong life, or thc chance of foxic side effecæ
that diminish the quality of the short life that remains? Might lV'agner have been better served, and perhaps oven
lived longer, if her doctors had referred her to hospice instead of recommending a drug so toxic and so unlikely
to extend her life? How many times do patients lose out on the real hope and comfort hospice offeæ because
they are encouraged. to grasp for the small hope of largeþ ineffective chemotherapy? Do financial incentives
play a role in whether physicians recornmeud comfort care?

While the OHP decision was closoly sorutinized, there was no scrutiny of realistic options considerod or
buming health policy question is wbether we inadvertently

patients ûo act against their own self interest, chase an unattainable dream of cure, and foreclose the
of acceptance that curatíve care has been exhausted and the time for comfort care is at hand. Such

serves neither pafients, families, nor the public.

Barbara Roberts, Oregon's wise and gentle for¡ner gove¡ror, tells in her first book the story of how she and her
husband Frank reâcted to tbe news th¿t he had entered the terminal stage of prostate caûcsr. She descn'bes how
immediateþ after disclosing the grim prognosís, the tloctor a¡mounced he w¿s setting r¡p an appoinùnent for
chemotberapy! Frank asked two cmcial questions, "Will this treaûnent extend my life?" and "For how lo¡g."
And when the answers, balanced against the likety toxic side effects, didn't add up to how Fra¡¡k envisioned his
last days on earth, he decliuod the dootor's recommended treatrrrent

Roberts writes ttmt chemoiherapy seemed, "a medioal rnisjudguaent erncouragod by a culûre in dEnial and a

mcdical profession equally in denial arrd r¡nwilling to treat death as normal." Frank said "no" to treatment. But
he said "yes" to life and bêgan the "hard work of accoptarroe" of what is means to be mortal.

In order for society to overcome iæ collestive denialof mortality, we desperately need apublic dialogue that
shuns superfi.cial sensation¿lism æld leads us to, and through, the hard questions. 'We're 

Oregonians. We can
handle it.

C-oombs Lee is præí.dent oîthe group C*mpassion & Choíces.

C-ategories:

Comments

LetDocDecide says.-

My wife was diagnosed with Suge IIIb lung cancer (which really shouldtavo beorr stage IV) in April200-6.

The diaguosing surgeon anounced fhat fhete \{¡as no hope, and that my wife would only live u tlqrt time. In

f*t" Ét"-p*gnãsis for my wifo suggested she haó a LYo-ZTa chance of suwiving 2 yea:s. Thanldtrlly, we had an

ænbitious Oncologist that thought the surgeon's opinicnwaswrorlg.

htþ:iiblog.oregonlive.com/o,pinion-íøpactl2008ll1/sensationalizing-a-sad-case-ctfprinthtml. .''rrcn$Og
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While it is easy to amrchair quarterback the appropriateness of health oare ûeaûnents. You can be tlrc one fhat
tells I and 10 year old sons that their mofher should not receive Taroeva

aÍe poor. chemo freatnent
wife received had a35Yo ükelyhood of a Thatwas 2

years and 
-8. 

mooths ago Herresponse aû
- in a significaiFtffictiõ-nõIthêffitlffiber of ürrnors in her remaining right

trealrnent faìted 3 rnontbs ago, Tarceva is the reason ls me and

that
and

my bo¡rs. In fact, I expect that
ñöffi. Anyone witha loved

a
one with a terrninal diseasewould 4preciate the added time.

On the topic of cost and side effects, tbe side-effects of Tarceva (rash and d.iahrea) are nothing compared to tbe
side effects of the Taxane or platinum cbemotherapy drugs (severe anemi4 .reduced white blood counts and
plateletlevels, severe nausia, body PÂIN, etc.).

In addition to these benefits, the cost of Tarceva (about $4000lmonth) is NOT HIGHER than the

I believe that the costs health care are not caused by the compassionate wíth
terminal diseases-'The real culprits are l)the fact that to many individuals that have no health insurance use
em€rgeficy care at a huge cost premium over preventative care; 2) People have had no incentive to use healthy
lifestytes as a preventative; 3) Many people with insurance are not smart shoppers when it comes to health care.
This leads to people baving expensive diagnostic procedures like MRt and CT scans inappropriately.

We need to wakoup, do a little research into the available treatmer¡ts forour ailmeuts, and determine if the
inoreased pubtic cost for not insuring everyone and using more preventafive health care.

Respectfully
Bob

Posted ortL2l25lAB at 12:l6Alvf
Footer

ínaag

a positíve response to of

the author of this news story is appealing for tho dsnial of all cancer treatrnents, or just Tarceva- If
that is the case, they can tell the fanrity of the next Stage Ilfb/IV lung cancer patient thattreatuent is not.worth

cost, What the heli, perhaps we should just Euthanize all cancer pationts at the time of dianosis tò save a

tois unolear

little money.

htþ:/lblog.oregonlive.conr/opinion-impacl2008l11/sensationalizin8;a-ca,i'-case-ch/printb
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Be frlends tô

ù care and lurally as Chief Petitioner for Oregon's Death wÌth Dignity Act, she has championed initiatives that enable
ñ¡ll

range ofchoÍces and be firll participants in their health cre decisions.

@l
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Blog Entries by Barbara Coombs Lee

Five States Give Patiqpts Choice

Posted September 27,2A10 | I l:33 AM (EST)

"There's nothÍng more we can do." For too long, for too many, medical p'rofessionals have used thæe words when they believe they ca¡¡not cure
their patients. Facing, æ each of us mus! the noamess of deatl¡, terrrinally Í11 patíents too often spøk of abandonment by-..

Re¿d Post

Medical Society of Nery York Fighß Palliative Care Information Act Despite_Mounting Evidence

2 Comments I Posted September 3, 2010 | 04:33 PM (EST)

The ink of Govemor Paterson's sþature is barely dry on New York's Palliative Care Information Act (PCIA), draûed and sponsored by
Comoassion & Chg!çgs and its New York afEliate. yet evidence mounts daily for its vast and dramatic impact on end-ofJife care, I predict this
biu...

Read Post

New Yorhrs Palli?tiye Care Informatign Act: A Sea C.þange in End-of-Life Ç.sre

2 Comments lPosted Augusr 19,2010 | 07;01 PM @SQ

Word carne Sunday night from Compassion & Choices NEw York that GovErnor Paterson had signed our bill, the Palliative Care Informatíon Act,
(PCIA) and it would take effect in 180 days. Hooray!! rü/e hope and nust this event marks the beginning of the end for endemic medical habits
that...

Read Post

Compassion * Choices Membership: Somethinç to be Proud Of

Posted July 14,2010 | 03:15 PM (EST)

Recently Capitol Hill staffers pulled Compassion & Choices into federal politics, suggesting the new Adrninistrator of the Cenærs for Medicare
and Medicaid Servioes, Donald Berwick. should beglled before 9o.4gress to answer accusations that he is amember, or affliatcd somehow with
C&C- "Areyounow,...

rcn1201,0
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Compassion & Choices has a New Campaign to
Reduce Patient Choice: Be Careful What you
Sign.

By Margaret Dore, Esq., MBA

Last week, the deceptively named euthanasia promotion group,
Compassion & Choices (C & C), announced a new campaign to
reduce patient choice in healthcare.*

C & C wants to increase the enforceability of health care
directives, but only for those that refuse treatment, C & C wants
a health care provider who doesn't follow the directive, to not
get paid. The problem is that you could get stuck with what you
thought that you wanted and not be allowed to change your
mind. Consider this example:

You signed a health care directive stating that you do not want
"artifìcially-provided" food and drink, for example, via an IV,
nasal tube or stomach tube.

You're in an accident, which renders you unable to personally
direct your health care and unable to eat and drink. The
healthcare facility and the family member in charge of your care
want to give you food and water through "artificial" means. The
facility thinks that you will need it for a short time and then
recover

But, if the healthcare facility does this under C & C's proposal, it
will not get paid.

A few years ago, the owner of an elder care facility told me
about one of its residents. He was an older gentleman who was
a slow eater, but he had never choked or aspirated on his food.
His doctor arranged for a swallow test, which he failed. To
prevent aspiration, the doctor said "Nothing by mouth." The
man had previously signed a health care directive saying that he
would not want artificially provided food or water. So this meant
nothing at all. Moreover, the man's son sided with the doctor.

Over the next few days, the man said that he was hungry and
that he wanted something to eat, until he got too weak to say
anything at all.

He was not allowed to change his mind and it was a horrible
awful death.

So much for compassion and choice

Margaret Dore: Compassion & Ctrices has a Neur Campaign to Reduce Patient Clrice: Be Carefri What yal Sü9.

ABOUT THE AUTHOR

Margaret Dore is President of Choice is
an lllusion, a nonprofit 501(cX4) human
rights organization opposed to ass¡sted
suicide and euthanasia. She is also an
attorney in Washington State where
assisted suicide is legal. See
www.margaretdore.com and
www.choicei ll usion.org
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"A right to medically assisted suicide
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LIsSdBe careful what you sign.

Advance directives are dangerous when used to refuse
treatment or care. It's better to leave that up to your trusted
agent to make decisions in the moment. Margaret Dore is an
attorney in Washington State and President of Choice is an
Illusion.

* C & C's new campaign "to put a stop to unwanted medical
treatment. "

Posted by Admin at 7:46 PM E
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"I found myself wondering, 'Where does all the lobby
money come from?'If it really ¡s about a few term¡nally
ill people who might seek help end¡ng their suffering,
why was more money spent on promoting ass¡sted
suicide than any other ¡ssue in Montana?"

By Senator Jenn¡fer Fielder

Choice ¡s an Illus¡on g¡ves
you a voice against assisted
suic¡de, euthanasia and
palliat¡ve care abuse. Please
donate now. ï',

The magnitude of money in government
attracts far more folks who want to be
on the rece¡ving end than it does those
who just want fair and functional
government. Unt¡l that ratio improves,
it may be impossible to rein in
unnecessary regulat¡on and spending.

FOLLOW OUR NEWSFEED

Spec¡al interest groups spent over g6
m¡llion dollars on lobbyists to pressure
Montana legislators during the 2013
session, Seems like a lot of money,
until you compare it to the billions of
taxpayer dollars at stake. Does the
average taxpayer stand a chance
aga¡nst organized forces like that?

As your Senator one of my main duties
is to sort out who wants your money, or
a change in a law, and why. Getting to
the bottom of it takes work. It would
certainly help if well-intent¡oned citizens
would do a little more research before

Click banner to view

clamoring onto any particular bandwagons as well
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Beware of Vultures: Senator Jennifer Fielder on
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HELP US HELP YOU

Click on the photo to fÌnd
out more about the battle
to prevent assisted suic¡de
from becoming legal in
Montana ,ç',
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As we wrangled through the budget this spring, the beautiful state
cap¡tol began to feel like a big, ripe carcass with a dark cloud of
vultures circling about.

Senator Jennifer F¡elder

FOLLOW US ON FACEBOOK
VOICES AGAINST
ASSISTED SUICIDE AND
EUTHAI{ASIA ß

"I was ôfra¡d to leave my
husband alone"

"This is how society will
pay you back? With non-
voluntary or involuntary
euthanas¡a?"

"It wasn't the father
saying that he wanted to
die"

"l-le made the mistake of
ask¡ng for information
about assisted su¡cide"

"If Dr. Stevens had
believed in ass¡sted
suic¡de, I would be dead"

"Mild stroke led to
mother's forced
staruat¡on" ,g'.
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We have to be careful not to be fooled by catchy slogans, shallow
campa¡gn propaganda, biased media reports, or plays on our
emotions wh¡ch, too often, conceal a multitude of hidden agendas.

For example, ¡t seems odd that the top lobby spender ¡n Montana this
year was Compassion and Choices, a "nonprofit" group that spent
$160,356 advocating for legal¡zation of assisted suicide. The second
b¡ggest spender was MEA-MFT, the teachers and public employees
union who spent $120,319 pushing for state budget increases.

I earned a reputation for asking a lot of questions. I certainly didn't
take this job to rubber stamp anything. It's my duty to determine
whether a proposal relates to an essential, necessary service of fair

CJ Posts

[J comments

MARGARET DORE BLOG

WELCOME

Assisted su¡c¡de proponents
claim that legalization will
give you "choice." But
whose choice will ¡t be?

In Oregon where ass¡sted
su¡cide is legal, that state's
Medicaid program uses
coveft¡ge incentives to
steer pat¡ents to suicide.
See here,

In Oregon and Washington
State, where assisted
su¡c¡de is legal, there ¡s no
oversight over
administrat¡on of the lethal
dose, Even ¡fthe pat¡ent
struggled, who wouldMAJOR TOPICS

lr{argæet Dore
SF¿ ¡rJ slmu¡r.
¡b{û ¡!!iüe.l iErldÊ'
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and functional government, or if it is motivated by piles of money to
be ga¡ned from ill-advised government dec¡s¡ons.

U.S, Overview

Canada Overview

The Oregon and
Wash¡ngton Assisted
Su¡c¡de Laws

ldaho Strengthens its
Law Aga¡nst Assisted
Suicide

New Hampshire Defeats
Ass¡sted Su¡cide Again

Hawa¡¡ AG Rejects Claim
That Ass¡sted Su¡c¡de ¡s
'Already Legal"

What People Mean When
They Say They Want to
D¡e

NO ASSISTED SUICIDE

Demonstration at
University of Washington ,
Hospital - Seattle WA J".
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know? See here.

Legal¡zation especially
¡nvites abuse of seniors, for
example, in an ¡nheritance
s¡tuat¡on. See here,

Jurisd¡ctions without legal
assisted suicide already
have a signifìcant problem
w¡th palliative care abuse
by some doctors and
nurses, See e.g, here. If
you can't control the abuse
now, when ass¡sted su¡c¡de
is not legal, why would you
g¡ve these doctors and
nurses even more power to
abuse pat¡ents by legaliz¡ng
It?

Be¡ng steered to su¡c¡de,
killed and/or abused ¡s not
"cho¡ce,"

"Choice" is an illusion 1.

ARTICLES AGAINST
ASSISTED SUICIDE

ïerminal Uncertainty
Preventing Abuse and
Explo¡tation : A Personal
Sh¡ft in Fæus

A¡d in Dy¡ng; Not Legal
in Idaho; Not About
Choice

'Death with Dign¡ty':
What Do We Advise Our
Cl¡ents?

Assisted Su¡c¡de: A
Reciæ for Elder Abuse
and the lllusion of
Peßonal Cho¡ce

Assisted-Su icide Report
Lacks Informat¡on about
Consent

. Death w¡th D¡gnity:
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MASS AGAINST ASSISTED
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Click on the banner to
learn about how we won in
Massachusetts! ëa,

CONNECTICUT AGAINST
ASSISTED SUICIDE

You see, there is so much money in government that almost
everything in government is about the money. The usual tactic ¡s to
disguise a ploy as "the humane thing to do". . . .

Some groups work very hard to provide factual information about
their issue. Others stoop to the lowest of lows to invoke heart
wrenching emot¡ons, tw¡sted half-truths, or outright l¡es. You really
have to look carefully for all the angles.

Assisted su¡cide is another issue that can be h¡qhly emotional. There
are deep and valid concerns on both s¡des of this life and death
debate. But I found myself wondering, "Where does all the lobby
money come from?" 7f it really ¡s about a few terminally ill people
who might seek help ending their suffering, why was more money
spent on promoting ass¡sted suicide than any other ¡ssue in Montana?

Could it be that convincing an ill person to end their life early will
help health insurance companies save a bundle on what would have
been ongoing medical treatment? How much would the government
ga¡n ¡f it stopped paying soc¡al security, Medicare, or Medicaid on
thousands of people a few months early? How much financial relief
would pension systems see? Why was the proposed law to legalize
assisted su¡cide ISB 220] wr¡tten so loosely? Would vulnerable old
people be encouraged to end thelr life unnecessarily early by those
seeking financial gain?

When considering the financial aspects of ass¡sted suicide, it is clear
that m¡ll¡ons, maybe billions of dollars, are intertwined with the ¡ssue
being marketed as "Compassion and Choices". Beware.

Public issues are not easy, and they are not always about money. But
often t¡mes they are. If we want fair and funct¡onal government, we
need to look deeper than most people are willing to look.. . .

Published as Communication from Your State Senator, "Beware of
Vultures," by Montana State Senator Jennifer Fielder. Sanders County
Ledger, http://www.scledger.net, page 2, 6-4-13. Senator
Fielder lives ¡n Thompson Falls MT, representing Montana State
Senate D¡strict 7.
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Lawsuit: Sisters Have Hospital Kill Multi Millionaire Father For tnheritence

10,2012 lawmed

Victorino Noval, 78, entered a Kaiser hospital in Southem Califomia on April 28, 2010, with a diagnosis of aspiration pneumonia. He was intubated, placed on a
mechanical ventilator, and sedated. His med¡cal history included early stages of Parkinson's, and COPD. Noval was totally independent prior to his
hospitalization. He lived in his ovvn home, drove his own car, performed his own daily living activities, managed his own finances and investments, and had an
annual income of $3 Million. He was worth an est¡mated $60 Million. He never left the hospital alive and a lawsuit filed by his son in Riverside County, Califomia,
alleges some very serious shenanigans. And here are the highlights, according to the complaint which is available in full below:

On May 7th,2010, despite exhibiting improvement in his pneumonia and having a positive prognosis for recovery, Kaiser staff removed Noval from his ventilator,
extubated him, and then administered large doses of morphine with the sole intention being to bring about his cleath. They succeeded. And this was all done
without consulting his son, Hector Noval, despite the fact that Kaiser had an executed durable power of attomey (DPOA) for health care naming Hector and his
sister, Lourdes Frost, as co-attomeys in fact. Under Califomia law the hospital would be requ¡red to consult with both of them regarding any med¡cal decisions if
the elder Noval was incapacitated, and would have to receive unanimous approval in order to gain consent for any changes in treatment. Bd Frost and their other
sister, Tania Noval, apparently conspired to convince hospital staff that their father sr¡ffered from dementia, had a very poor quality of life and poor baseline
health, and had made it clear he never wanted to be on mechanical ventilation for any period of time. All of this was untrue according to Hector. The motivation of
the sisters? To hasten their fathe/s death in order to collect the inheritance.

On February 2,2012, Hector Noval filed suit in Riverside County Superior Court naming Kaiser Foundation Hospitals, Dr. Richard Bradbume , social woker
Anthony Tapia, hospital b¡oeth¡cs specialist Dan Wilson, and 50 unnamed "Does", and alleging, among other things, negligence, wrongful death, fraud, elder
abuse, lack of informed consent and medical battery. The details of the events alleged in the complaint are so disturbing that, if true, could give rise to criminal
charges of manslaughter against the named defendants. The death of Michael Jackson at the hands of his physician pales in comparison to the death of Noval,
which was consciously and purposely planned, and brought about with specif¡c, intentional, overt, targeted actions.

According to the complaint filed with the court by Hector Noval, the following took place: On the very first day of Noval's admission, h¡s son Hector requested he
be transfened to Cedads Sinai Hospital. For reason's unknown, Ka¡ser refused. On May 3, Frost provided Kaiser with a copy of the DPOA, but Hector was
unaware that he was named co-attomey in fact, and was also unaware of his powers and responsibilities in that role. Kaiser at no time informed Hector that they
had received the DPOA. that it even existed, or that he was named as attomey in fact. AIso on May 3, Frost and her sister met with defendants Bradbume and
Tapia and falsely claimed that Noval had a history of "advanced" Parkinson's Disease and that he had 'declined functionally" over the past "six months," suffering
from "problems with gait and balance." Despite being aware of the DPOA, the defendants only discussed Noval's medical history and plan of care with the two
s¡sters, and never approached Hector Noval, even while being aware he had come to the hospital on multiple occasions expressing an interest in be¡ng involved in
the decisions regarding the care of his father.

On May 3, Dr. Bradbume also prescribed an additional 1-2 weeks of aggressive treatment for the elder Noval. Yet the next day the two sisters met again with
Tapia and informed him that the entire family had discussed their fathefs situat¡on and agreed that the proper course of action should be 'terminal extubation",
mean¡ng the breathing tube should be removed, the vent¡lator shut off, all treatment withdrawn and Victorino Noval should be atlowed to die. They went so far as
to ask the social worker to call a Catholic priest to administer the last rights, which Tapia did. He also conveyed the "unanimous" wishes of the family to the other
defendants.

The sisters set about convincing the hospital staff that their brother was a drug addict and sr¡ffered from mental illness. Tania Novel had a previous relationship
with Tapia and it is alleged she used this existing familiarity with him to her and her siste/s advantage. He even made notations in the medical record regarding
the unfavorable characterization of her brother, which were read by the other treatment providers. On May 5th when Hector came to the hosp¡tal to visit his father,
Tapia, without explanation, met him at the entrance with a security guard who searched h¡m forweapons. Tapia then took Hectorto a conference room and told
him that 'Terminal extubation" was going to take place the following day, also withoú explanation of why the change in care was taking place. Hector again asked
that his father be transfered and also that the extubation be delayed. This would be the ONLY discussion he had with hospital staff about extubation. Hector left
the hosp¡tal and retained an attorney.

A- 90
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Parkman Alicia A, 08:57 AM 11412012, RE. Death with Dignity Act Page I of2

Delivered-To: margaretdore@margaretdore.com
Authentication-Results: mx.google.com; spf=pass (google.com: domain of alicia.a.parkman@state.or.us designates
159.121.109.42 as permitted sender) smtp.mail=alicia.a.parkman@state.or.us
X-Server-U uid : 3 D3B 1 A2D-8003-42 D E-B 1 64-4998078 I C0A0
From: "Parkman Alicia A" <alicia.a.parkman@state.or.us>
To: "Margaret Dore" <margaretdore@margaretdore. com>
cc: "BU RKOVST<AIA Tamara V" <tamara.v. burkovskaia@state.or. us>
Subject: RE: Death with Dignity Act
Thread-Topic: Death with Dignity Act
Thread-lndex: AQHMybnOizWl +UB22EuMxHXcl nSLESXSXnZw
Date:Wed, 4 Jan201215:57:18 +0000
Accept-Language: en-US
X-MS-Has-Attach:
X-MS-TN EF-Correlator:
x-originating -ip: 117 0.1 04.73.2371
X-TMWD-Spam-Summary: TS=201201041 55349; lD=1 ; SEV=2.3.1 ;

DFY =820120 I 04 I 5; I FV= NA; AIF =8,201 201 041 5; RPD=5.03. 00 1 0 ; ENG= NA;
RPDID=7374723D30303031 2E3041 3031 303230382E34463034373645342E303031442C73733D31 2C6667733D30;
CAT=NONE; CON=NONE; SIG=AAABAEUgWH0=

X-WSS-ID: 631 A49802N034901 242-01 -01

Thank you for your email regarding Oregon's Death with Dignity Act. For all of your questions, the answer is no. Since our office is charged
with maintaining absolute confidentiality, our policy is to never release identifying information. We can neither confirm nor deny
participation of any individual patient or physician. We have been contacted law enforcement legal representat¡ves in the past, but+-

in source documentation onhave not provided identfyine information of any type. enSure our does not mainta
participants.

Please let me know if you have further questions.

Thank you,

Alicia

Alicia Parkman
Mortality Research Analyst
Center for Health Statistics
Oregon Health Authority
Ph: 971-673-1150
tax:971-673-t201

From: Margaret Dore [mailto: margaretdore@margaretdore.com]
Senù Monday, January 02,20L2 5:4tl PM
To: alicia.a.parkman@state.or.us
Subject Death with Dignity Act

Thank you for answering my prior questions about Oregon's death with dignity act.

I have these follow up questions:

1. Would your office release copies of completed reporting forms, e.g., a doctor's completed "Oregon Death with Dignity
Act Attending Physician Follow-up Form," in response to a civil subpoena?
2. Would your ofñce release copies of completed reporting forms in answer to a request by law enforcement?
3. Would your office confirm to law enforcement whether a person had in fact died under Oregon's Death with Dignity
Act?

Margaret Dore
Law Offices of Margaret K. Dore, P.S

A- 91
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OREGON DEPARTMENT OF HUMAN RESOURCES
HEALTH DTVISION

(503) nr-44r2
FAX (503) 731-4084

TDD-Nonvoice (503) 731-403f

December 12, L997

TO:
FROM:

Center for Health Stadstics
P.O. Box 14050
Portland, OR 97293-0050

County Vital Records Registrars and Deputies
Sharon Rice, Manager, Registration Uni¡ Center for
Health Statistics

SUBJECT: CONFIDENTIALITY-DEATH WITH DIGNITY

This rnemo is to insure your continued support of the Vital Records
strict code o[confidentialiry on all birth and death certificates.

You received a memo dated November 18, 1997 from Edward

Johnson, lI. State Registrar. ln this memo he discussed the necessity of
protecting the privacy of all parties when a death occurs by means of
Oregon's death w¡th digniry law.

I have received several calls from differen¡ counties asking for more
information. After discussing these concerns with the Registrar and
physicians within the Health Division the following rules will apply to all
physician assisted deaths.

You will neither confirm nor deny if a death has occurred in your
county. lf this question is asked by employees within your o\¡/n Health
Department, those calls should be referred to Edward Jchnson, lI, State
Registrar (503) 731-4109 or Katrina Hedberg, M.D. (503) 731-4024.If you
are asked for information from any other source on this specific topic, those
callers will be referred to Katrina Hedberg, M.D., Oregon Heal¡h Division,
(503) 73I-4024. Do not refer callers to me as I am not at liberty to discuss
thís topic, and I would only have to refer the caller again.

333
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\Me will begin asking funeral direcrors to direcr reporr all physicians
assisted death cenificaÌes ro this office rhus eliminating rhe registrarion
through the county office. This will assist in maintaining the confïdendality
in your office. Only limited staff in records will be aware of this type of
death, as these records will not be handled rhrough regular channels. We
will also be controllÍng the issuance of certified copies making sure the
family is aware of rhe new abbreviared copies and recommending rhey
receive this type of certified copy.

If che funeral home chooses to forward the death record to your offìce,
you may forward ir ro rhis office for registration. You should not mainrain a
white copy of rhe dearh record for six monrhs nor should you issue certifîed
copies.

lf you do register the death locally then you may nor maintain a six-
month copy of the death record. Before issuing any certified copies of rhe
death record you will need ro conracr rhis office for special permission to do
so. There are three people in rhis office that cân granr that permission:

Edward Johnson, Il-Sr,ate Regisrrar (503) 73 1-4t09
Carol Sanders, Manager, Cenificarion Unit 731-+4L6
Sharon Rice" Manager, Regisrration Unit 73L-+4Lz

Since we do not anticipate a large number of these cases, the different
rules for the handling, rhese deaths should not adversely affecr your work.
You may never have rhis rype of dearh occur within your county_

IÞou haven't by 1ow derermined rhe seriousness of this, let me add
one additionãl starcment so flou üll frow-ñõw señouil[rhis mãtrerls

the HeaIth Division, An within the Center for
are not authorized toHealth Statistics thar reveals any ¡

term county
regisûar commissions

immediately revoked, thus eliminaring you from having any contacr \¡r¡irh
viul records within your county.

Remember i[ you are asked if any physician assisred dear.hs have
occurred in your county you may neither confirm nor deny rheir
occurrence. This may pur you in a difficuk posirion if you are being asked
from Personnel within your own health department. Again, you will need to
explain that you have been rold you are not to discuss this topic with
anyone, and refer the caller as mentioned earlier in this memo.
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Ch¡ldren around the world kill themselves after watch¡ng televised ¡mages

¡þ Arwia*cnms

updaled 1114l2OO7 3:36:28 PM ET

Ç¡189..S'Cnl - The bop deaths - scattered in the United States, in Yemen, in Tirrkey and elsewhere in seemingly isolated horror - had one

thing in conmon: They hanged themselves after watching televised images of Saddam Hussein's execution.

Ofücials and relatives say the children appeared to be the former dictator's Dec. 3o hanging, shown both on a sanitized Iraqi
government tape and explicit clandestine videos that popped up on Web sites and some TV channels.

The leaked videos, apparently taken by cell phone cameras, set off international outrage over the raucous scene at Saddam's execution, but some

experts are more concerned about the images of the deposed Iraqi leader dropping through the gallows floor and his body swinging at the end of a

rope.

The experts say such graphic images can severely affect youngsters who do not yet understand the consequences of death and violence - especially

because Saddam's death received intense international attention.

"They see how ifs done, but they dont think it's horrific, and they're more likely to imitate it," said Hisham Ramy, an associate professor of
psychiatry at Ain Shams University in Cairo.

FromTexas to Turkey
A day after Saddam's execution, a ro-year-old boy in Texas hanged himself from a bunk bed after watching a news report on the execution. Police

in the Houston suburb of Webster said the boy, Sergio Pelico, tied a slipknot around his neck while on the bed but had not mean to kfll himself.

"I dont tlink he thought it was real," Julio Gustavo, Sergio's uncle, said afterward. "They showed them putting the noose around his neck and

everything. Whyshowthat on TV?"

Something similar occurred in Tirrkey, where te-year-old Alisen Akti hanged himself Wednesday from a bunk bed after watching TV footage. His

father, Esat Akti" told a newspaper in the southeastern province of Mus that his son bad been affected by the televised images.

"After watching Saddam's execution he was constantly asking 'How was Saddam killed?' and 'Did he suffer?"'Alcti was quoted as saþg. 'Ihese
television images are responsible for my son's death.'

Nine-year-old Mubassahr Ali, from the eastem Pakistan town of Rahim Yar Khan, died hours after Saddam when he also mimicked the ousted

le¿der's e¡<ecution, local police ofücial Sultan Ahmed Chaudhry said.

"The ill-fated boy used a long piece of cloth, tied it with a ceiling fan and wrapped its other end around his neck. Then he stood on a chair and fell
down," Chaudhrysaid.

In Yemen and Saudi Arabia
In Yemen, at least two young bol,s died and another was injured in apparent imitations of Saddam's hanging.

One of the cases involved a 4-year-old junior high school shrdent who hanged himself after watching Saddam's execution on television, a Yemeni

security ofñcial said.

When the boy's family returned to their home outside the capital, San'a, on Wednesday, they found him hanging from a tree wearing a traditional
Arab headdress, said the boy's cousin, Yahya al-Hammadi.

In Saudi.A'rabia, a u-year-old boy was found by his brother hanging from an iron door with a rope around his neck, the newspaper Okaz reported.
The boy, Sultan Abdullah al-Shemmeri, lived with his family in the province of Hafr al-Baten, near the Iraqi border.

"The child was just 12 years old and didnt really know whether the execution of Saddam was something good or bad," a Saudi Interior Ministry
ofEcial said Saturday. The official spoke on condition of anonl'rnity because he was not authorized to speak to the press. A_ 9 4
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Otlrers reported
local media in Algeria and India also have reported other mimicking deaths, but these could not imrnediateþbe confirmed.

Ramy, the professor in Eg¡pt, said children are prone to imitating violence they encounter on television, the Internet and movies, but uzually they

act out agains't anottrer person. Mimicking a hanging or suicide is unusual, but perhaps in this case it is unsurprising, he said.

Because "some people have said Saddam is a hero and mart5r and have glorified his death, this has affected children," Ramy said.

But Jasem Hajia, a child psychologist in Kuwait City, cautioned against placing all the blame on video images. "This is extreme, and I think there

were physiological disorders as well wittr the children," Hajia said.

@ 2o4 The Associdd. Prcs. ,{ll nþlrts ræ awed. Ihis matqiol may not be published, brmdrct, rurittm or redistríbuted-
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The National lnstitute of Mental Health: http://wrarw.nimh.nih.gov/health/topics/suicide-prevention/recommendations-for-
report i ng-on-s ui c i de. s htm I

Recommendations for Reporting on Suicide
Suicide is a public health issue. Media and online coverage of suicide should be informed by using
best practices. Some suicide deaths may be newsworthy. However, the way media cover sùicide 

-
can influence behavior negatively by contributing to contagion or positively by encouraging help-
seeking.

Download the PDF (2 pages)

lmportant Points for Covering Suicide

More than 50 research studies worldwid e have found that certain types of news coverage
can increase the likelihood of suicide in vulnerable individuals. The magnitude of the increa
is related to the amount, duration and prominence of coverage

icides increases when the story
uses dramati

onalizes or glamorizes a death

describes the suici

SC

,

,canchangepublicmisperceptionsandcorrectmyths,
which can encourage those who are vulnerable or at risk to seek help.

This table is scrollable by touch on mobile devices.

lnstead of This: Do This:
Big or sensationalistic headlines, or lnform the audience without sensationalizing the suicide
prominent placement (e.9., "Kurt Cobain and minimize prominence (e.g., "Kurt Cobain Dead at
Used Shotgun to Commit Suicide"). 27").
lncluding photos/videos of the location or, ,^^ ^^L-

il:li:i"il*lm:ã"i,õ 
rä,¡ry, rl"¡"n0,;,i::,ä[T:åi:i[iJffiilv,photo; incrude hoiline roso or

Describing recent suicides as an
"epidemic],, ,,skyrocketing,,, or other g:I"]lY investigate the most recent CDC data and use
stiong terms. ---"'v' non-sensational words like "rise" or "higher."

Describing a suicide as inexplicable or Yl-I;jjlnot all, people who die by suicide exhibit
"without r,üarnins " H:l;TilälüË;Jtr'Jlå1iïi,.":?iffiÌpÅ1_iìd 

"what to

"John Doe left a suicide note saying...,,. "1.]îF^lom 
the deceased was found and is being''v"' ' reviewed by the medical examiner."

lnvestigating and reporting on suicide 
Report on suicide as a public health issue.similar to reporting on crimes.

Quoting/interviewing police or first
responãers about the causes of slicio". Seek advice from suicide prevention experts.

Referring to suicide as "successful," Describe as "died by suicide" or "completed" or "killed
"unsuccessful" or a "failed attempt." him/herself."

Suicide Contagion or "Copycat Suicide" occurs when one or more suicides are reported in êvfQf
hþ:/rlttrww.nimh.nih.gdtreaftMoprics/suicidepreventiorlrecommendatiøs-for-reportirçorÞsuicide.shtm | il6


