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Arizona Strengthens its Law Against Assisted
Suicide

http ://www. ka nsascity.com/2014/ 04/ 30/ 4993778/brewer-signs-bi ll -
ta rget¡ ng-assisted. html

PHOENIX - Arizona Gov. Jan Brewer has signed a bill that aims to
make it easier to prosecute people who help someone commit
suicide,

Republican Rep. Justln Pierce of Mesa says his blll will make it eas¡er
for attorneys to prosecute people for manslaughter for assisting in
suicide by more clearly defining what it means to "assist."

House Bill 2565 defines assisting in sulclde as providing the phys¡cal
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 dlfflcult prosecution stemming from
a 2007 assisted suicide in Maricopa County,

Brewer signed the bill on Wednesday,
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Asslsted suiclde proponents
claim that legalization will
glve you "cholce," But
whose choice will it be?

In Oregon where assisted
sulclde ls legal, that state's
Medlcald program uses
coverage incent¡ves to
steer patlents to suicide.
See here,

In Oregon and Washlngton
State, where assisted
su¡cide ¡s legal, there is no
overslght over
admin¡stration of the lethal
dose. Even if the patlent
struggled, who would
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MONÞAY, JULY 4, 2011

Idaho Strengthens Law Against Assisted-Suicide

By Margaret Dore

On April 5, 2011, Idaho Governor Butch Otto signed Senate Bill 1070
into law,[1] The bill explicitly provides that causing or aid¡ng a

suic¡de is a felony.[2]

Senate bill 1070 supplements ex¡st¡ng Idaho law, which already
imposed civil and criminal liability on doctors and others who cause
or aid a suicide.[3] The bill's "Statement of Purpose" says: "This
legislation will supplement existing common law and statutory law by
confirming that it is illegal to cause or assist ¡n the su¡cide of
another."[4]

The bill was introduced in response to efforts by Compass¡on &
Choices to legal¡ze physician-assisted suicide in ldaho. The issue
came to a head after that organization's legal director wrote articles
claiming that the practice, which she called "aid in dy¡ng, was
already legal in ldaho. Compassion & Choices was formerly known
as the Hemlock Soc¡ety,[5]

The legal director's art¡cles included "Aid in Dy¡ng: Law, Geography
and Standard of Care in ldaho," published in lhe Advocate, the
official publication of the Idaho State Bar.[6] Responding 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 ldaho
actually is, published in The Advocate, ca.nnot possibly benefit public
debate on this issue."

These letters and other letters can be viewed here, here and here. A
direct rebuttal to the article can be vlewed 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 ldaho Code Ann. Section 18-4017 and go ¡nto effect on
July 1,2011.[8]

*,i,i

[1] Bill Status S1070, entry for April 5, 2011.

[2] See here for bill text,
[3] Then existing civil law included Cramer v. Slater, 146 ldaho 868,
878t 2O4 P,3d 508 (2009), which states that doctors "can be held
liable for [a] patient's suicide," Existing law also included a common
law crime in which an "aider and abettor" of suicide is guilty of
murder. Assisted suicide can also be statutorily charged as murder.
See Margaret K. Dore, "A¡d in Dying: 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
prior to the new bill's enactment); and The Hon. Robert E. Bakes,
Retired Chief Justice of the ldaho Supreme Court, Letter to the
Editor, "Legislature rejected euthanas¡a," The Advocate, September
2010 ("¡n both the ldaho crim¡nal statutes as well as LC,6-1012, the
Idaho legislature has rejected physician-assisted su¡clde"). Entire
issue, available here:
http ://www. isb. lda ho.govlpdf/advocate/issues/advl0sep, pdf

[4] Revised Statement of Purpose, RS20288.

[5] Ian Dowbiggin, A CONCISE HISTORY OF EUTHANASIA:
llFE, DEATH, GOD AND MEDICINE, Rowman & Uttlef¡eld Publishers,
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Georgia General Assembly

àOLL-ãOLZ Regular Session - HB tLL{
Homicide; offering to assist in commission of suicide; repeal ce¡tain

provrsrons

Sponsored By

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

Sponsored In Senate By

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

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

Ligon, Jr., William 3rd

Committees

HC: ludiciary Non-Civil SC: Judiciary

Fí¡st Reader Summary

A BILL to be entitled an Act to amend Article 1 of Chapter 5 of Title 16 of the O relating to homicide, so as to
repeal certain provisions regarding offering to assist in the commission of a suici
provide for definitions; to provide for criminal penalties; to provide for certain ; to provide for certain reporting
requirements with respect to being convicted of assisting in a suicide; to 51 of the O.C,G,A., relating to torts,
so as to provide for civil liability for wrongful death caused by assisted suicide; to provide for definitions; to provide an
effective date; to repeal conflicting laws; and for other purposes,

Sûatus Hisf,ory

May/OI/20L2 - Effective Date
May/Ot/2OL2 - Act 639
May/OLl2OL2 - House Date Signed by Governor
Apr/LA/2At2 - House Sent to Governor
Mar/29/2Ot2 - Senate Agreed House Amend or Sub
Mar/29/2O72 - House Agreed Senate Amend or Sub As Amended
Mar/27/2012 - Senate Passed/Adopted By Substitute
Mar/27/20t2 - Senate Third Read
Mar/22/2OI2 - Senate Read Second Time
Mar/22/20L2 - Senate Committee Favorably Reported By Substitute
Mar/O7/2072 - Senate Read and Referred
Mar/07/2012 - House Immediately Transmitted to Senate
ltlar/l7/2012 - House Passed/Adopted By Substitute
Mar/07/2012 - HouseThird Readers
Feb/28/2Ot2 - House Committee Favorably Reported By Substitute
Feb/23/20t2 - House Second Readers
Feb/22/2AL2 - House First Readers
Feb/2L/20L2 - House Hopper

Footnotes

3/7/20L2 Modified Structured Rule; 3/7/2012 Immediately transmitted to Senate; 3/29/20L2 House agrees to the ftnÐs
Substitute as House amended; 3/29/2012 Senate agreed to House amendment to Senate substitute
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Associated Press

Tuesday, April 24, 2012 at I :37 a.m.

Modified: Tuesday, April 24,2012 at 8:37 a.m.

ROUGE - The House unanimously backed a proposal Monday to strengthen Louisiana's ban on
and assisted suicide.

e Bill 1086 by Rep. Alan Seabaugh, R-Shreveport, would spell out that someone authorized to
medical procedures for another person may not approve any procedure that would be considered
suicide. That prohibition also would be extended to include surgical or medical treatment for the

disabled or nursing home residents who may be unable to make their own medical

already has a prohibition in criminal law against euthanasia and assisted suicide. But Seabaugh
he wanted to make sure it was clear in the state's medical consent law.

comments posted to this article may be published in our print edition. All rights reserved. This
material may not be re-published without permission. Links are encouraged. -À--25_-=-
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The right-to-die group Final Exit Network lnc. was convicted Thursday of
assisting in the suicide of a M¡nnesota woman who took her life in 2007
after years of suffering with chronic pain, marking the first time the group
has been found guilty of such a charge.

Jurors also convicted the group of interfering with a dead body or death scene. lt faces a

maximum fine of $33,000, its lawyer said, when sentenced in August.

Defense attorney Robert Rivas said he intends to ãppeal, and called the case a "direct violation of
the Flrst Amendment." He said the group, whose members have faced charges in Georgia and
Arizona, does nothing illegal and the verdict won't affect how it carries out its activ¡tles.

Final Exit Network, founded in 2004, is a nonproflt ¡ncorporôted in Georgia that says it has about
3,OOO members. lt is run by volunteers who believe mentally competent adults have a right to
end their lives if they suffer from unbearable pain. For people who meet certain cr¡ter¡a, "Exit
Guides" provide informôtion and support. Former group president Thomas Goodwin testified that
Final Exit Network provides services to those who are dying or on a "dying trajectory."

The group was charged in M¡nnesota in the death of Doreen Dunn, 57, of Apple Valley, who had
been living with intense pain for more than a decade after she had a reôction to a medicðl
procedure. Prosecutors argued that Dunn didn't know how to take her life until agents of Final
Ex¡t Network provided her with a "blueprint."

"They go beyond simply advocating a person's rlght to choose," Dakota County prosecutor Phil
Prokopowicz told jurors. "This is an organization that directly connects to its members and
provides them with the knowledge and means to take their own life. And in the state of
Minnesota, that is where the line is crossed."

Rivas had argued that the group provides people who choose to end the¡r lives with emotional
and phllosophical support, and lets them know "they've got a fr¡end."

To convict the group, jurors had to find that agents of Final Exit Network intentionally assisted
Dunn ônd enabled her to take her life through their physical conduct or speech. Last year,
Minnesota's Supreme Court narrowed the state's ôssisted suicide law and found that speech isn't
considered assisting if someone is sharing a viewpoint or providing support, but it can be
assisting if ¡t's aimed at giving a specifìc person instruct¡ons on how to end his or her life.

According to trial testimony, Dunn's husband arrived home on May 30, 2007, to find his wife
dead, from apparently natural causes. But information uncovered during a 2009 investigation in

Georgia revealed that Dunn had joined F¡nal Exit Network and that two members - Jerry Dincin
and Dr. Lany Egbert, the group's former medical director - were her "Exit Guides." Equipment
she used to tôke her life by helium ðsphyx¡at¡on, the group's preferred method, had been
removed from the scene.

A Minnesota grand Jury indicted Final Exit Network, Egbert, Dincin, Goodwin and another member
in 2012, but the Minnesota trial was against the group alone. Dincin has died, Egbeft was granted
immun¡ty so he could be called as a witness, charges against Goodwin were dismissed and a
fourth member is too frail to stand trial.
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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 l6 (1994) and
were not provided by Legislative Counsel.

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

Contact Us

dwda. info@state.or.us

127.800 s.1.01. Def¡nltions.

The following words and phrases, whenever used in ORS 127.800 to 127.897, have the following meanings:

(l) "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 patient's manner of communicating if those
persons are available.

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

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

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

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

(a) His or her medical diagnosis;

(b) His or her prognosis;

(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, including, but not limited to, comfort care, hospice care and pa¡n control.

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

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

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

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

(12) "Terminal disease" means an incurable and irreversible disease that has been medically confirmed and will, within
reasonable medical judgment, produce death within six months. [1995 c.3 s.1.01; 1999 c.423 s.1]

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

(Section 2)

127,805 s,2.01. Who may initiate a written r€quest for medication.

(1) An adult who is capable, is a resident of Oregon, and has been determined by the attending physician and
¡r-28



Oregon Public Health Division

Oreson's Death with Dignitv Act--2014

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

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

The Oregon Public Health Divísion is required by the DWDA to collect compliance information and to
issue an annual report. The key findings from2014 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 2,2OI5.
For more detail, please view the figures and tables on our web site: http://www.healthoreeon.oreldwd.

a As of Februa ry 2,20L5, prescriptions for lethal medications were written for 155 people during 2014

under the provisions of the DWDA, compared to 121 during 2013 (Figure 1). At the time of this

report, 105 people had died from ingesting the medications prescribed duri 2014 under DWDA.

This corresponds to 3L.0 DWDA deaths per L0,000 total death: \r

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

recent year for which final death data are available,

(33,931), the

http://pu blic. hea lth.orego n.gov/ProviderPa rtnerResources/Eva luation Resea rch/
Deathwith Dign ityAct/Docu ments/yea r17. pdf

Figure 1: DWDA prescr¡pt¡on rec¡p¡ents and deaths*,
by year, Oregon, L998-2Ot4
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Oregon Public Health Division

Since the law was passed in 1997, a total of L,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 2014,94 (60.6%, 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 20L4 did not take the

medications and subsequently died of other causes.

lngestion status is unknown for 24 patients who were prescribed DWDA medications in 2Ot4. For all
of the 24 patients, both death and ingestion status are pending (Figure 2).

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, decedents were commonly white (95.2%l and well-

educated (47.60/o had a least a baccalaureate degree).

a While most patients had cancer, the percent of patients with cancer in 20L4 (68.6%l was lower than

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

(16.2% in 2074, compared to 7 .2% in previous years).

a 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

2Ot4 (76.2%) than in previous years (7.2%1.

a Most (89.5%) patients died at home, and most (93.0%l 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 in2014 than in previous years 162.9%). The number of patients who

had only Medicare or Medicaid insurance was higher than in previous years (60.2% compared to
3s.s%1.

As in previous years, the three most frequently mentioned end-of-life concerns were: loss of
autonomy (9L4%), decreasing ability to participate in activities that made life enjoyable (86.7%1,

and loss of dignity (71.4o/ol.

a Three of the 105 DWDA patients who died during 2014 were referred for formal psychiatric or
psychological evaluation. Prescribing physicians were present at the time of death for 14 patients

(13.9%l during 20L4 compared to L5.9% in previous years.

http://pu bl ic. hea lth.oregon.gov/ProviderPa rtnerResources/Eva luationResea rch/

DeathwithDignityAct/Documents/yea r17, pdf

a

Page 2 of 6 A-30
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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.

a

a

Eighty-three physicians wrote 155 prescriptions during 201.4 (3,-12 prescriptions per physician).

During 2014, no referrals were made to the Oregon Medical Board for failure to comply with DWDA

requirements.

http://pu blic. health.oregon.gov/Provid erPa rtnerResources/Eva luation Resea rch/
Deathwith DignityAct/Docu ments/yea r17. pdf

Figure 2: Summary of DWDA prescriptions wr¡tten and medicat¡ons ingested in2OL4,
as of February 2,z0ts

155 people had prescriptions
written during 2014

24 ingestion and
death status

unknown

94 ingested
medication

11 people with
prescriptions written

in previous years
ingested medication

during 2014

37 did not ingest
medication and

subsequently died
from other causes

105 ingested
medication

105 died from
ingesting

medication

0 regained
consciousness after

ingesting medication;
died of underlying

illness
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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 2,20L5, by year, Oregon, L998-2014

20L4
(N=105)

1998-2013
(N=754)

Total
Characteristics

Male (%)

N

s6 (s3.3) 397 (s2.71 453 (52.71

Female

t8-34MI

49 357 7.3 406 47

1 (1.0) 6 (0.8) 7 (0.8)

3s-441%l 2 (1.s) t6 (2.1) 18 (2,1)

4s-s4 (%l 3 (2,9) s8 (7.7) 67 (7.71

ss-641%l 28 (26.71 ts6l2o.7l 184121.41
6s-74 (%l 29 (27.6) 218 (28.s) 247 128.81
7s-84 (%) 23 (21.91 206 (27.31 229 (26.71

8s+ (%) 1s (18.1) s4 (72.s1 113 (13.2)

Median (ra

White (%)

72 7t 7t

100 (9s.2) 737 (97.31 831 (97.1)

African American l%) 0 (0.01 1 (0.1) 1 (0.1)

American lndian (%) 0 (o.o) 2 (0.3) 2 (o.21

Asian (%) 1 (1.0) 8 (1.1) e (1.1)

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

Other (%) 2 (1.s) 1 (0.1) 3 (0.4)

Two or more races (%) 1 {1.0) 2 (0.3) 3 (0.4)

Hispanic (%) 1 (1.0) s (0.7) 6 (0.7)

Unknown 0 3 3

Married (%)2 4814s.71 347 (46.21 39s (46.1)

Widowed (%) 26 (24.81 t72 (22.s) 1s8 (23.1)
Never married (%) 6 (s.7) 63 (8.4) 6e (8.1)

Divorced (%) 2s (23.8) 769 (22.s1 r94 Q2.71
Unknown 0 3 3

Less than hieh school (%) 6 (s.7) 4s (6.0) s1 (6.0)

Hish school eraduate l%l 23 (2t.s) 164 (2t.sl t87 (2L.91

Some college (%) 26 (24.81 1e8 (26.4) 224 (26.21

Baccalaureate or hieher (%) so ø7 .6) 342 (4s.7\ 392 (4s.s)
Unknown 0 5 5

Metro counties f%ì3 46 ø4.71 31s (41.9) 367142.31
Coastal counties (%) 6 (s.8) s7 (7.61 63(.7.41
Other western counties l%) 40 (38.8) 32s (43.3) 36s (42.71

East of the Cascades (%) 1r. (10.7) s4 (7.21 6s (7.6)

Unknown 2 3 5

Hospice

Enrolled f%ìa 93 193.01 6s4 (90.0) 747 ß0.31
Not enrolled (%) 7 (7.01 73 (10.0) 80 (e.7)

Unknown 5 27 32
lnsurance

Private (%ls 37 (39.8) 4s2 (62.e1 489 (60.2)

Medicare, Medicaid or Other Governmental l%l s6 (60,2) 2ss (3s.s) 311 (38.3)

None (%) 0 (0.0) t2 (t.7) 12 (1,s)
Unknown 12 35

http://public,health.oregon.gov/ProviderPartnerResources/Eva luation Research/Deathw¡th DignityAct/Documents/year17.pdf
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characteristics ("Iåor, tt'i:;ttiit 
,^ÏJli,

Malignant neoplasms (%) 72168.61 s96 (79.4) 668 (78.0)

Lung and bronchus (%) 16 (1s.2) 139 (18.s) 1ss (18.1)

Breast (%) 7 (6.71 s7 0.61 6417 s)

Colon (%) 5

9 (8,6)
49

47 ß.31

54 6.3

s6 (6.s)
6

Pancreas (%)

Prostate (%) 2 11.91 33 14.4) 35 (4.1)

Ovary (%) s (4.8) 28 (3.7) 33 (3.9)

Chronic lower res disease

Other

Hrv/ArDs

Other illnesses

Unknown

Referred for psychiatric evaluation (%)

2243

54

34

t4
9

44

2628

L7

4

3

0

9

271 31.

77

38

t7 (2.01

9

53

3

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

30

Patient informed familv of decision l%17 9s 190.5) 634 (93.6) 729 193.21

Patient died at
Home (patient, familv or friend) (%) 94 (89.s) 716 (ss.3) 810 (94,61

Long term care, assisted living or foster care facility (%) 8 (7.6) 29 (3.9) 37 (4.3)

Hospital(%) o (o.o) 1 (0.1) 1 (0.1)

other (%) 3 (2.e) s (0.7) 8 (o.e)

Unknown 0 3 3

Lethal medication

secobarbital (%) 63 (60.0) 403 (s3.4) 466 ß4.21

Pento

Losi

Less a

Loss of 10

Losi control of bod functions (%)

Burden on fam

Financial im of treatment

When medication was ingested12

P

Other rovider,
No provider

4T

t
344 385

782
758

s7s (7s.31

428

342 (

2'J"7

27

133

244

504

300

778

22

7)(86.

96

91

75

52

42

33

5

686

667

I7

l"376
40.0)

9

t4 119

238
76

ician not nt 6

4 80

8

Y"f
ãee in activities making life enjoyable (%) - nñ

lnad in control or concern about it

Unknown 81 251 332

At time of death

Prescribing physician (%) 14 (13.9) 107 (1s.9) 721(ts.7l
other provider, prescribing phvsician not present (%) 6 ls.9) 263139.2 269 {34.8)

No provider (%) 81 (80.2) 301 (44.s) 382 {49.s)

Unknown 4 13 17

Regu rgitated 0 22 22

Seizures 0 0 0

Other 1t0

None 20 487 507

Unknown 32924485

Reeained consciousness after ingesting DWDA medications13 60

http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResea rch/DeathwithD¡gnityAct/Documents/year17,pdf
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Character¡st¡cs
20L4

(N=105)
1998-2013

(N=754)
Total

(N=859)

Duration (weeks) of patient-phvsician relationshipra

Median 19 72 13

Ra

Number of potients with informotÍon avoiloble

t-r3r2
705

0-1905 0-1905

857752

Number of patients with ìnformotion unknown 20 2

Duration (davs) between 1st request and death
Median 43 48 47

Range 15-439 15-1009 15-1009

Number of patients with information ovoíloble 105 754 859

Number of potients with information unknown 000

Minutes between ingestion and unconsciousnesstt' t'
Median 5 5 5

Range 2-75 1-38 1-38

Number of patients with informotion ovoiloble 20 487 507
Number of potients with informotion unknown 85 267 352

Minutes between ingestion and deathll'12
Median 27 25 25

4

5

7

8

Range (minutes - hours) 11mins-1hr lmin-104hrs lmin-1O4hrs
Number of patients with information qvoilqble 20 492 572
Number of potients 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 prescription was written or at time of death.

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

lncludes deaths due to benign and uncertain neoplasms, other respiratory diseases, diseases of the nervous system (including multiple
sclerosis, Parkinson's disease and Huntington's disease), musculoskeletal and connective tissue diseases, cerebrovascular disease, other
vascular diseases, diabetes mellitus, gastrointestinal diseases, and liver disease.

First recorded beãin'iíñã'Ïñãõõ'flSince then, 37 patients 14J%l I'ravechosen not to inform their families, and 16 patients (2.0%) have

had no family to inform. There was one unknown case in 2002, two in 2005, one in 2009, and 3 in 2013.

Other includes combinations of secobarbital, pentobarbital, phenobarbital, and/or morphine.

e Affirmative answers only ("Don't know" included in negative answers). Categories are not mutually exclusive. Data unavailable for four
patients in 200L.

10 Firstaskedin2003.Dataavailableforall 105patientsin2074,625patientsbetween1998-2013,and730patientsforall 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 report¡ng on the follow-up questionnaire. The new procedure accepts

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

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.
14 Previous reports listed 20 reco¡ds missing the date care began with the attending physician. Further research with these cases has

reduced the number of unknowns.

A-34
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ì\I:trgirrul li. l)orr: Margaret Do re < m argaretdore@m argaretd ore. com>

Letter to editor, New Haven Register
1 message

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

Dear Editor,

Sun, Feb 23, 2014 at7:23 PM

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

Our law applies to "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 thev are

They are unlikely die in lesffiìiTiÏioÎIlS untesson their medications, such as insulin to
r med persons, wit treatment, could othenruise have years or even decades

to live.

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

am also concemed, 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, wtrich lists chronic
conditions as the "underlying illness" justifying assisted suicide, please go here: http://www.
noassistedsuicideconnecticut.org/2014102loregons-new-assisted-suicide-report.html

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

I hope that Connecticut does not repeat Oregon's mistake

\Mlliam L. Toffler MD
Professor of Family Medicine
3181 SWSam Jackson Park Road
Portland, OR 97239
503494-5322
503-494-8573 (patient care)
503494496 (fax)
toffler@ohsu.edu

5
C

A-35



C.A}IADA

PROVTNCE DE QITEBEC
DTSTRTCT DE TROIS-RIVIÈRES
No. : 400-1,7-002642-LI0

COUR SUPERIEURE

GINETTE LEBI,AI{C,
demanderesse

c.
PROCI'RET'R EÉ.NÉNAT, DU CAI{ADA,

défendeur
et
PROCTTRELR eÉUÉner, DU QUÉBEC,

mis-en-cause

AFFIDAVIT OF iIOHN NORTON IN OPPOSITION TO
ASSISTED SUICIDE A¡TD EUTTIA}TASIA

THE UNDERSIGNBD, being first duly sworn on oath, STATES:

1. I live in Florence Massachusetts USA. When I was eighteen

years ol-d and in my first year of college, I hras diagnosed with

Amyotrophic Lateral Sclerosis (ALS) by the University of Iowa

Medical School. ALS is commonly referred to as Lou Gehrig's

disease. I \^/as told that I would get progressively worse (be

paralyzed) and die in three to five years.

2. f was a very physical person. The diagnosis hras devastating

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

active riding bicycles. I al-so performed heavy labor including

road construction and farm work. I prided myself for my physical

strength, especially in my hands.

3. The ALS diagnosis r^ras conf irmed by the Mayo Cl-inic in

Rochester Minnesota. I was eighteen or nineteen years old at the

A¡'FIDAVIT OF ,'OHN NORTON- Page 1

\\server\Dox\r\sE Files\Leblanc\.lohn Norton Affidavit.wpd
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time. By then, I had twitching in both hands, which \^/ere 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 told that my depression was rational and that

I shoul-d take an easy way out with a doctor's prescription and

support, I would have taken that opportunity.

4. Six years after my initial diagnosis, the disease

progression stopped. Todayr my condition is about the same. I

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

But, f have a wonderful- Iífe. I am married to Susan. We have

three children and one grandchild. I have a degree in Psychology

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

gripping requì-red). Prior to driving bus, I worked as a parole

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

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

amateur choruses. I help other people by working as a volunteer

driver.

5. I will be 15 years old this coming September. If assisted

suicide or euthanasia had been available to me in the 1950's, I

would have missed the bul-k of my life and my life yet to come. I

hope that Canada does not legalize these practices.

AE'FIDAVII OF .IOHN NORTON- Paqe 2

\\server\Dox\AsE Files\Leblanc\John Noxton Affidavit.wpd
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CRAIG D. CHARLTON
CHARLTON LAI/I FIRM/ PLLC
314 N. Last Chance Gu1ch, Suite 309
Helena, MT 59601-
(406) 502-L2t4
craigG charltonlawmt . com

Attorneys for Petitionet

MONTANANS AGAINST ASSISTED
SUICTDE & FOR IIVING V{ITH
DIGNITY, a Montana NonProfit
Pub1ic Benefit Corporation.

PETITIONER,

vs.

BOARD OF MEDTCAL EXAMTNERS,
MONTANA DEPARTMENT OF LABOR &

INDUSTRY,

RESPONDENT.

MONT¡III¡A FIRST i'I'DICIAI. DISTRICII COURÍ,
LEIÍIS AI'ID CLARK COUNTY

STATE OF OREGON

COUNTY OF CLACKAMAS

Cause No. ÃDV-2012-105?

.A¡'FIDAVIT OF KENNEIH R.
sÍE\lENS, ürR., MD

Appendix, Tab 6, Affidavit of Kenneth Stevens, MD
Page 1 of 10
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KENNETH STEVENS, MD, being fírst duly sworn on oath, deposes

and says as follows:

i-. I am a doctor in Oregon where physician-assisted suÍcide is

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

Department of Radiation Oncology, Oregon Health & Science

University, PortIand, Oregon. I have treated thousands of

Affidavit of, Kennettr Steveng, JÊ. ' MD - page 1
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patients with cancer.

2. On December 5, 20Lt, T.

Medical ExamÍners, which is

3. The ínstant affidavit

submitted a letter to the Board of

attached hereto as Exhibit A.

updates that letter to reflect current

Oregon practice. Specifically, the "five year, five percent"

rule descríbed

prioritizatíon

4. In Oregon,

in my letter has been replaced with

scheme described below.

our assisted suicide 1aw applies

six months to live.predicted to have less

clarify that this does

dying.

5. In 2000, I had a

the

to patients

I write to

patients are

than

not necessarily mean that

cancer patient named .ïeanette HalI.

six months

treated for

Another doctor had gíven her

to a year to I1ve, which was

cancer. I understand that

6. At our first meeting,

a terminal diagnosis of

based on her not beÍng

he had referred her to me.

She

,Jeanette told me plainly that she did

not want to be treated and that was going to \\do" our 1aw, i,e.,

kill herself with a lethal dose of barbiturates. It r/ras very

much a settled decisíon.

7, Tt personally, did not and do not believe in assj-sted

suicide. I also believed that her cancer hras treatable and that

was not, however, interested inher prospect.s rl¡ere good.

treatment. She had made

me.

up her mind, but she continued to see

Appendix, Tab 6, Affidavit of Kenneth Stevens, MD
Page 2 of 10
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8. On the thi-rd or

and learned that she

she went through with

to be treated and she

thrilled to be aIive.

fourth visÍt, I asked her about her famlly

had a son. I asked her how he would feel if

her plan. Shortly after that, she agreed

is stÍIl alive today. Indeed, she is

ft's been thirteen years.

there

ST-1.

a financial-

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

had steered her to suicide.

1-0. Today, for patients under the Oregon Health Plan (Medicaid),

there are also financial incentives to commit suicide. One

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

"Statements of Intent for the Apri} 1-, 20L2 Prioritized List of

Health ServÍces," states:

It is the intent of the [Oregon Health
Servicesl Commission that services under ORS
L27,800-L27.897 (Oregon Death with Dignity
Act) be covered for those that wj-sh to avail
themselves to those services.

Attached hereto as Exhibit Bt page

is alsoLl-. Under the PIan,

suicide because the

incentive towards

Plan will not necessarily pay for a patlent's

treatment. As an example, patients with cancer are denied

treatment if they have a "less than 24 months median survivaL

with treatment" and fit other criteria. This is the PIan's

"Guideline Note L2.t' (Attached hereto as Exhibit B, page GN-4).

L2. The term, 'tless than 24 months median survival with

treatment, " means that statistically half the patients recelving

Àffidavit of Kenneth Stevens, "T¡., LID - page 3
F:\AsE Flles\Montana Board\Affidavlt Kenneth Slevens MD.wpd
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treatment will live less than 24 months (two years) and the other

half witl live longer than two years.

13. Some of the patíents living longer than two years will

lÍkely live far longer than two yearsr âs much as five, ten or

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

there are always some people who beat the odds.

L4. All such persons who fit withín "Guideline Note 1-2" will-

nonetheless be denied treatment. Their suícídes under Oregont s

assisted suicide act wilI be covered.

15. I al-so write to clarify a dif f erence bet.ween physician-

assisted suicide and end-of-life pallíative care j-n which dying

patíents receive medication for the intended purpose of relieving

pain, whj-ch may incidentally hasten death. ThÍs is the principle

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

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

anytime soon.

16. The Oregon Health Plan is a government health plan

administered by the State of Oregon. If assisted suicide is

legalized in Montana, your government health plan could follow a

similar pattern. Private health plans could also follow this

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

to die, but not to l-ive.

Aff,idavít of Kenneth Stevens, Jr., MD - page 4
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2013.

FURTHER AFFTANT SAYETH NOT.

s 3¿¿ atfâ¿.,4¿.4 g P.r-
KENNETH STEVENS, JR., MD.

SUBSCRIBED AND SI^IORN TO before me this day of October,

5 A"-ì A crte-.'
Pr nted Name
Notary Pub1ic for the State

5

My commission nrþires Oi/oí//ø

-ì-

Affidavit of Kenneth Stevens, Jr.' MD - page 5
\\Sef,ver\Root\DOX\ASE flles\Montana Board\Affldavlt Kenneth Stevens MD'lePd
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t"

FURTHER AFFIANÎ SAYETH NOT.

tøD
TH JR.., MD,.,

SUBSCRIBED AND SWORN TO before me rhis /¿ day of October,
2013

ame
Notary public for the StaÈeof Oregon
Residing at
My Commissi on Exp

ì

i

j

I
i

Àff,idavÍt of Kenr¡eth Stevens , ilÊ. , MD - page 5
l':'', .t
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From: Kenneth Stevens [mallto:kennethstevensjr@gmall.com]
Sent: Monday, December 05, 2011 10:52 PM
To: Marquand Ian; Connor, Maggle; DIJ BSD MedlølExamlners; bbddburke@gmall,com
Subject: Physlclan asslsted sulclde dangers

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

Dear Montana Medlcal Examlnlr Board member:

I understand that the Montana Medical Examlner Board wlll bo voting on
physician-ass¡sted sulcide. I have been a cancer doctor ln Oregon for more than
40 years, The combinatlon of asslsted-suicide legalizatlon and prloritÞed
medical care based on prognosls has created a danger for my patlents on lhe
Oregon Health Plan (Medlcaid).

The Plan lfmlts medlcal care and treatment for patlents wlth a likelihood of a 5%
or less 5-year suryival, My patlents ln that category, who say, have a good
chance of livlng another threo years and who want to live, éannot receive
surgery, chemothorapy or radiatlon therapy to obtaln that goal. The Plan
gufdelines state that the Plan will n'ot cover "chemotherapy or surglcal
lnterventlons w¡th the prlmary lntent to prolong llfe or alter disease progresslon.'
The Plan WILL cover the cost of the patient's sulclde.

Under our law, a patient is not supposed to be eliglble for voluntary sulcide untll
they are deemed to have slx 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 sulclde, The Plan, nonetheless, offered them suiclde.

ln Oregon, the mere presence of lçgal asslsted-sulcide steers patients to suicide
even when there is not an issue of coveiqge.Qne of my patlents was adamant
she would use the law. I convinced her to be treated. Eleven yäars later she ls
thrllled to be allve. Please, don't let asslsted suiclde come to Montana.

[Support for this letter regardlng Barbara Wagner and Randf Stroup can be
fou nd ln these artlcles: þtto ://wV[W. t<atu. com/ryews/261 1 9539. html &
htto://abcnews.go.com/Health/story?ld=5517492&paqe=1- My patlent's letter ln
the Boston GIobe describ her alive 11 years later can be read here:

Kenneth R.Stevens, Jr., MD
13080 SW Morgan Rd Sherwood, OR 97140
Professor Erneritus and former Chair, Radiation oncology Department, oregon
Health & Science Unlverslty, Portland, Oregon
503 625 5044 -503 481 8410

Appendix, Tab 6,
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SJ"AIEMENTS OF INTENT FOR THE APRIL 1, 2012 PRIORITIZED LIST OF HEATIH SERY/CES

STATEMENT OF ¡NTENT t: PALLIATIVE CARE

It is the intent of lhe Commiselon that palliative care serv¡ces be covered for patients with a life{hreatening
advanced ¡llness expecled to progress towerd dying, regardless of the goals for medical treatment and lvlth
accordlng to lhe patient's expected length of life (see examples below).

lllness or severe
services available

Palliative care ls comprehenslve, speclalizecl care lc'leally provldscl hy an lnlerllsÇlnlinary leam (whlch may innlurle bt¡t l,ì nnf llmlted
to physiclans, nurses, soclal workers, etc.) where care is particularly focused on alleviatlng sufferlng and promotlng qualfty of llfe.
Such inlerdisciplinary care should lnclude assessment, care plannlng, and care coordinatlon, emotional and psychosociai
counseling for patlents and families, asslstance accessing services from other needed community resources, and should reflect the
patient and famlly's values and goals.

Some examples of palllative care serv¡ces that should be available to patients with a life-threatenlng/limltlng llhess,
A) without rogard to a patient's expected length of life:

r lnpatient pallialive care consultationi and,
. Outpatient palliative care consultatlon, office vlsits,

B) wlth an expected medlan survival of less than one year, as supported by the best available published evidence:
. Home-based palliatlve care services (to be defined by DMAP), with the expectatlon that the pat¡ent wlll move to home

hosplce care.
C) wlth an expected median survlval of six months or less, as supported by peer-reviewed lilerature:

. Home hosplce care, wñere the primary goal of care is quality of llfe (hosplce services to be defined by DMAP).

ll ls the lntent of the Commlssion that certain pall¡ative care treatments be covered when these treatments carry the prlmary goal to
alleviate symptoms and improve quality of life, without intending to alter the trajectory of the underllng disease.

Some examples of covered palliative care trealments include:
A) Radlation therapy for painful bone metastases wilh lhe lntent to relieve pa¡n and lmprove qual¡ty of life.
B) Surglcal decompresslon for mallgnant bowel obstruction.
C) Med¡cation therapy such as chemotherapy wlth low toxlci$ow side effect agents with the goal to decrease paln from

bulky disease or other identified complicatlons. Cost of chemotherapy and alternat¡ve medlcation(s) should aloo be
considered,

D) Medlcal squ¡pment and supplies (such as non-molorlzed wheelcha¡rs, walkers, bandages, and catheters) determlned to
be medically appropriate for completlon of baslc actlvltles of dally llving, for management of symptomatic complications or
ss requlred for symptom control.

E) Acupuncture wlth lntent to relieve nausea.

Cancer trealment w¡lh intent to palliate ls not a covered seMce when the sarne palliation can be achleved with pain medicatlons or
other non-chemotherapy agents.

It ls NOT the lntenl of the Commlsslon that coverage for palliative care encompasses those treatments that seek to prolong
desplte substantial burdens of treatment and limited chance of benefit. See Guldellne Note '12: TREATMENT OF CANCER
LITTLE OR NO BENEFIT PROVIDED NEAR THE END OF LIFE,

l¡fe
WTH

STATEMENT OF INTENT 2: DEATH W¡TH DIGNITY ACT

It ls the intent of the Commission that services under ORS 127.800-127.852 (Oregon Death wlth Dlgnity Act) be covered for those
that wish to avail lhemselves to those services. Such servlces include but are not l¡mited to attending physician visits, consulting
physlcian conlirmatlon, mental health evaluation and counseling, and prescription medications.

STATEMENT OF INTENT 3: INTEGRATED CARE

Recognizing that many lndividuals with mental health disorders receive care predominantly from mental health care provlders, and
recognizing that lntegrat¡ng mental and physlcal health services for such lndividuals promotes patient-centered care, the Health
Evldence Revlew Commisslon endorses lhe ¡ncorporat¡on of chronic disease heallh management supporl wilhin mental health
serv¡ce systems. Although such supports are not part of the mental heâlth benef¡t pâckage. mental health organ¡zations (MHOS) that
elect lo provlde these serv¡ces may report them using psychlatric rehabilllation codes whlch pair wllh mental health dlagnoses. lf
MHO9 choose to provide lobacco cessatlon supports, they should report these servlces using 99407 for individual counseling and
S9453 for classes.
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GUIDELINE NOTES FOR THE APRIL 1, 2012 PRIORITIZED LIST OF HEATTH SERY/CES

GUIDELÍNE NOTE 9, WIRELESE CAPSULE ENDOSCOPY (CONTD)

b) Suspected Crohn's dlsease: upper and lower endoscopy, small bowel follow through
2t Radiological evldence of laok of striclure
3) Only covered once duÍing any episode of lllness
4) FDAapproved devices mustbe used
5) Patency capsule should not be used prlor to procedure

GUIDELINE NOTE IO, CENTRAL SEROUS RETINOPATHY AND PARS PLANITIS

Line 413

Cenlral serous retinopathy (362,41) ls included on thls line only for treatment when the condition has been present for 3 months or
longer. Pars planltls (363.21) should only be heated ln patlents with 20140 or worse vlslon..

GUIDELINE NOTE I1, COLONY STIMULATING FACTOR (CSFI GU¡DELINES

Llnes 79,102,103,105,123-125,131,144,159,165,166,168,170,181,197,198,206-208,218,22O,221,228,229,231,243,249,252,27&
27 8,280,2 87,292,3 1 0-s I 2, 3 1 4, 320, 339-341, 356,4 59, 622

CSF are not indlcated for primary prophylaxls of febrile neutropenla unless the pr¡mary chemotherâpeut¡c regimen is known to
produce febriÞ neutropenla at least 20olo of the time. CSF $hould be consldered when lhe primary chemotherapeutic regimen
¡s known to produce febrile neutropeila 1A-2Oo/o of the üme; howover, lf the rlsk ls due to the chemotherapy regimen, other
alternatlves such as the use of less myelosuppressive chomotherapy or dose reductlon should be explored ln this situation.
For secondary prophylaxis, dose reducllon ehould be consldered the pr¡mary therapeutlc optlon after an eplsode ofsevere or
febrlle neutropenia except ln the setting of curable tumors (e.9., germ cell), as no disease free or overall survlval benefits have
been documênted uslng dose malntenance and CSF.
CSF are not lndlcated ln patlents who are acutely neutropenic but afebrlle,
CSF are not lndicated in the treatmenl of febrile neutropenla except in patl€nts who received prophylact¡c filgrastlm or
sargramostim or ln high rlsk pat¡ents who dld not receive prophylactlc CSF, Hlgh rlsk patlents lnclude lhose age >ô5 years or
wlth sepsis. severe neutropenla wlth absolute neutrophll count <100/mcl, neutropenla expected to be more than 'l 0 days ln

duration, pneumonia, invasive fungal infectlon, other cllnlcally documented lnfectlons, hospltalizatlon at t¡me of fever, or prior
eplsode of febrile neutropenla.
CSF are not lndlcated to increase chemotherapy doseJntensity or schedule, except ln cases where ¡mproved outcome from
such lncreased lntensity has been document€d ln a cllnlcal trial.
CSF (other than pegf¡lgrastrim) are indicated ln lhe setting of autologous progenltor cell transplantation, to mobllize perlpheral

blood progenltor cells, and after their infuslon.
CSF are NOT lndlcated ln patienls receivlng concomltant chemotherapy and radiatlon therapy.
There ls no evidence of clinical benef¡t ¡n the routlne, oontlnuous use of CSF ln myelodysplastic syndromes. CSF may be
lndlcated for some patients with severe neutropenla and recurrent lnfectlons, but should be used only if significant response is

documenled.
CSF is indicated for treatment of cyclic, congenital and ldlopalhlc neutropenla.

GU|DEL|NE NOTE 12, TREATMENT OF CANCER WTH LITTLE OR NO BÊNEF¡T PROVIDED NEAR THE EriD OF LIFE

Llnes 102,103,123-125,144,159,165,166,170,181,197,198,207,208,218,220,221,228,229,231,243,249,252,275-278,280,287,292,
3 1 0-31 2, 320, 3s9-341,s56,4 59, 586,622

This guideline only applies to patients w¡th advanced cancer who have less lhan 24 months median survlval with treatment.

All pat¡ents receiving end of life care, either with the lntent to prolong survival or w¡th the lntent to palliate symptoms, should have/be
engaged with pelliotivc carc provldoro (for example, havo a palliat¡ve care consult or be enrolled in a palliâtive care program),

Treatment with ¡ntent to prolong survlval ls not a covered service for patlents wlth any of the following:
o Median survlval of less than 6 months with or wlthout treatment, as supported by the best available publlshed evidence
. Median survival with treatment of 6-12 months when the treatment ls êxpected to improve medlan survival by less than 50%, as

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

30%, as supported by the best avallable published evldence
. Poor prognosis wilh treatment, due to limited physical reserve or thô ability to withstand treatment regimen, as indicated by low

performance status.

Unpublished evldence may be taken into conslderatlon ln lhe case of rare cancers which are universally fatal within six months without

heatment.

The Heatth Evidence Review Commission ls reluctant to place a strict $/QALY (quality adjusted life-year) or $/LYS (life-year saved)

requirement on end-oflife treatments, as such measurements are only approximations and cannot take into account all of the merits of
anindividual case. However, cost must be laken lnto conslderation when considering treatment optlons near the end of life. For

example, in no lnstance can it be Justified to spend $100,000 ln public resources to lncrease an individual's expected survival by three

months when hundreds of thousands of Oregonians are wÌthout any form of health lnsurance,

A)

B)

c)
D)

E)

F)

G)
H)

|)
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GUIDELINE /VOTES FOR THE APRIL 1,2012 PRIONTIZED LIST OF HEATTH SERY/CES

GUIDELINE NOTE I2, TREATMENT OF CANCER WTI.{ LITTLE OR NO BENEFIT PROVIDED NEAR THE END OF LIFE (CONTD)

Treatmenl wilh the goal lo palllate is addressed in Statement of lntent I, Palliative Care,

GUIDELINE NOTE 13, MINIMALLY INVASIVE CORONARY ARTERY BYPASS SURGERY

Llnes 76,195

Minimally invaslve coronary artery bypass surgery lndicated only for single vessel disease.

GUIDELINE NOTE 14, SECOND BONE MARROW TRANSPLANTS

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

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

GU¡DELINE NOTE I5, HETEROTOPIC BONE FORMATION

LÍnes 89,384

Radlation treatment ls lndlcated only ln lhose at hlgh rlsk of heterotopic bone formation: those with a history of prlor helerotop¡c bone
formatlon, ankyloslng spondylltls or hypertrophic osteoarthrltis.

GUIDELINE NOTE I6, CYST|C FIBROS¡S CARRIER SCREENING

Llnes 1,3,4

Cystic flbrosls carrler testlng ls covered for l) non-pregnant adults if Indlcated in lhe genetlc test¡ng algorithm or 2) pregnant women.

GUIDELINE NOTÊ.I7, PREVENTIVE DENTAL CARE

Llne 5E

Dental cleanlng and Ruor¡cle treatments are llmlted to onco per 12 months for adults and twice perl2 months for children up to age 19
(D1110, D1120, D1203, D1204, D1206). More frequent dental cleanlngs and/or fluoride treatments may be requlred for certaln higher
rlsk populations

GUIDELINE NOTE 18, VENTRICULAR ASSIST DEVICES

Lines 108,279

Ventrlcular assisl devlces are covered only in the following circumstances:
A) as a bridge to cardiac transplant;
B) as treatment for pulmonary hypertension when pulmonary hypertension ls the only contralndication to cârdlac transplant and

the anticlpated outcome ls cardiac transplant; or,
C) as a bridgo lo recovery.

Ventricular asslst devices are not covered for destination therapy.

Ventrlcular assist devices €re covered for cardiomyopathy only when the intention is bridge lo cardiac transplanl.

GUIDELINE NOTE I9, PET SCAN GUIDELINES

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

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

For diagnosis, PET ls covered only when it will avoid an invasive diagnostic procedure, or will assist in determining the optimal anatomic
locatlon to perform an invas¡ve d¡agnostic procedure.

PET scans are covefed for the initial slaglng of the following cancers:
e Cervlcal cancer only when initial MRI or CT ¡s negatlve for extra-pelvic melastasis
. Head and neck cancer when in¡tlal MRI or CT is equ¡vocal
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