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LHÇ

TStÂTIVH INFORNIÂTiON
AB-15 End of life.

(zors-zoro)

SECrTON 1. part 1.BS (commencing with Section 443) is added to Div¡s¡on
read:
PART 1.85. End

/u3.

Th¡s

part

/t49.1. As used

i.'

l

of the Health and Safety Code, to

of Life Option Act

shatt be known and may be cited as the End of Life

option Act.

in this paft, the following deftnitions shall apply:

(a) "Adutt" means an individual 78 years of age or older'

(b) "Ai!-A:4yn7-dÍW:-neptL1_dryg letermined and prescribed by a physician for a qualified individual'
the qualified ¡nd¡vidual may choose to self-administer to bring about

wþ!9þ

his or her death due to a terminal d¡sease.

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

(d) "Attending physician checklist and compliance form" means a form, as described in Section 443'22'
identifying each and every requirement that must be futfilted by an attending physician to be in good faith
compliance with this part shoutd the attending physician choose to part¡c¡pate.

(e) ',Capacity to make medicat decisions" means that, in the opinion of an individual's attending physician,

consult¡ng physician, psych¡atr¡st, or psychologist, pursuant to Section 4609 of the Probate Code, the individual
has the abitity to understand the nature and consequences of a health care decision, the ab¡lity to understand
to
its significant benef¡ts, risks, and alternatives, and the ability to make and communicate an informed dec¡s¡on

health care providers, including communication through
commun¡cat¡ng, if that person is available.

a person familiar with the

ind¡v¡dual's manner of

,'Consulting physician" means a physician who is independent from the attending physician and who is
qualified by specialty or experience to make a professional diagnosis and prognosis regarding an individual's
terminal disease.

(f)

(g) "Depaftment" means the State Department of Public Health.

(h) ,,Health care provider" or "provider of health care" means any person licensed or certified pursuant to
person licensed pursuant
D¡v¡s¡on 2 (commencing w¡th section 500) of the Business and Professions code; any
to the osteopathic Initiative Act or the chiropractic Initiative Act; any person ceftified pursuant to Division 2.5
(commencing w¡th Section 1797) of this code; and any clinic, heatth dispensary, or health facility lícensed
pursuant to Division 2 (commencing with Section 1200) of this code.

',Informed decision" means a decision by an individual with a terminal d¡sease to request and obtain a
prescription for a drug that the individual may self-adm¡nister to end the individual's l¡fe, 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:

(i)

(1) The individual's medical diagnosis and prognosis'
(2) The potent¡at risks associated with taking the drug to be prescribed'

(3)

The probable result

(4) The possibitity that

of taking the drug to be prescribed'
the individual may choose not to obta¡n the drug or may obta¡n the drug but may decide

not to ¡ngest ¡t.

(S) The feasible alternat¡ves or additionat treatment opportunit¡es, including, but not limited to, comfort care,
hospice care, palliative care, and pain control,
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of the attending physician has been
a consulting physician who has examined the individual and the individual's relevant medical

"Medically confirmed" means the med¡cal diagnosis and prognosis

confirmed by
records.

(k) "Mental health specialist assessment" means one or more consultat¡ons between an individual and a mental
health specialist for the purpose of determining that the individual has the capac¡ty to make medical decisions
and is not suffering from impaired judgment due to a mental disorder.
(l) "Mental health specialist" means a psych¡atr¡st or a licensed psychologist.
(m) "Physician" means a doctor of med¡cine or osteopathy currently licensed to practice medicine in this state.

(n) "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 v¡ew, or to which the public has access.

(o) "Qualified individual" means an adult who has the capac¡ty to make medical decisions, ¡s a res¡dent of
California, and has satisfied the requirements of th¡s part ¡n order to obtain a prescr¡pt¡on for a drug to end his
or her life.

(p) "Self-administer" means a qualified individual's affirmative, conscious, and physical act of admin¡stering and
ingesting the aid-in-dying drug to bring about his or her own death.

(q) "Terminal disease" means an incurable and irreversible disease that has been medically confirmed and will,
within reasonable medical judgment, result in death within six months.

43.2. (a) An individual who is an adult with the capacity to make medical dec¡s¡ons and w¡th a term¡nal d¡sease
may make a request to rece¡ve a prescr¡pt¡on for an aid-in-dying drug if all of the following cond¡t¡ons are
satisfied:

(1)

The

(2)

The individual has

individualb attending physician has diagnosed the individual with a term¡nal disease.

(3) The ìndividual is
means:
(A)

voluntarily expressed the wish to receive a prescription for an aid-in-dying drug.

a resident of California and is able to establish residency through any of the following

Possession of a California

driver l¡cense or other identìfication issued by the State of California.

(B) Reg¡stration to vote in California.
(C) Evidence that the person owns or leases property in California.
(D) Filing of a California tax return for the most recent tax year.

(4) The individual documents his or her request pursuant to the requirements set forth in Section 443.3.
(5)

The individual has the physical and mental

ability to self-admin¡ster the aid-in-dying drug.

(b) A person shall not be considered a "qualified individual" under the provisions of this part solely because of
age or d¡sab¡l¡ty.
(c) A reguest for a prescript¡on for an aid-in-dying drug under this part shall be made solely and directly by the
individual diagnosed with the term¡nal disease and shall not be made on behalf of the pat¡ent, including, but not
limited to, through a power of attorney, an advance health care directive, a conservator, health care agent,
surrogate, or any other legally recognized health care dec¡s¡onmaker.

43.3. (a) An individual seeking to obtain a prescription for an aid-in-dying drug pursuant to this part shall
submìt two oral requests, a minimum of 15 days aparí and a wr¡tten request to his or her attending physician.
The attend¡ng physician shall directly, and not through a des¡gnee, receive all three requests required pursuant

to this sect¡on.

(b) A valid written request for an aid-in-dying drug under subdivision (a) shall meet all of the following
conditions:

(1)

The request shall be

in the form described in Sect¡on 443.11.

(2) The request shall be signed and dated, in the presence of two witnesses, by the individual seeking the
aid-in-dying drug.
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(3) The request shall be witnessed by at least two other adult persons who, in the presence of the individual,
shall attest that to the best of their knowledge and belief the individual is all of the following:
(A) An individual who is personally known to them or has provided proof of identity.
(B) An individual who voluntarily signed this request in their presence.
(C) An individual whom they believe to be of sound mind and not under duress, fraud, or undue influence.

(D)

Not an

individual for whom either of them is the attending physician, consulting physician, or mental health

specialist.

(c) Only one of the two w¡tnesses at the t¡me the wr¡tten request is signed may:

(1) Be related to the qualified individual by blood, marriage, registered domest¡c partnership, or adopt¡on or be
ent¡tled to a port¡on of the individualþ estate upon death.

(2) Own, operate, or be employed at a health care facility where the individual ¡s receiving medical treatment or
resides,
(d)

The attending physician, consulting physician, or mental health specialist

of the individual shall not be one of

the witnesses required pursuant to paragraph (3) of subdivision (b).

43.4. (a) An individual may at any time withdraw or rescind his or her request for an aid-in-dying drug, or
decide not to ingest an aid-in-dying drug, without regard to the individual's mental state.

(b) A prescription for an aid-in-dying drug provided under this part may not be written w¡thout the attending
physician directly, and not through a designee, offering the individual an opportunity to withdraw or rescind the
/

Y
/\

reauest.

z:=---

( *r.o.l"ìà"for"

prescrib¡ng an aid-in-dying drug, the attending physic¡an shalt do atl

of

the following:

(1) Make the initial determination of all of the following:
(A) (¡) Whether the request¡ng adult has the capac¡ty to make medical decis¡ons.

(ii)

If

there are indications of a mental disorder, the physician shall refer the individual for a mental health

specia I ist a ssessment,

(iii) If a mental health special¡st assessment referral is made, no aid-in-dying drugs shall be prescribed until the
mental health specialist determines that the individual has the capac¡ty to make medical dec¡sions and ¡s not
suffering from impaired judgment due to a mental disorder.

(B) Whether the requesting adult has a terminal disease.
(C) Whether the requesting adult has voluntarily made the request for an aid-in-dying drug pursuant to Sect¡ons
443.2 and 443.3.

(D) Whether the request¡ng adult is a qualified individual pursuant to subdivision (o) of Section 443.1.
(2) Confirm that the individual

¡s making an informed decision by discussing with

him or her all of the following:

(A) His or her medical diagnosis and prognosis.

(B) The potential r¡sks assoc¡ated w¡th ingesting the requested aid-in-dying drug.
(C) The probable result of ¡ngesting the aid-in-dying drug.
(D) The poss¡b¡lity that he or she may choose to obtain the aid-in-dying drug but not take it.
(E) The feasible alternatives or additional treatment options, including, but not limited to, comfort care, hospice
care, palliative care, and pain control.

(3) Refer the individual to a consult¡ng physician for medical confirmation of the diagnosis and prognosis, and
for a determinat¡on that the individual has the capac¡ty to make medical decisions and has complied with the
provisions of this part.

(4) Confirm that the qualified ind¡v¡dual's request does not arise from coerc¡on or undue influence by another
person by discussing with the qualified individual, outside of the presence of any other persons, except for an
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¡nterpreter as required pursuant to this part, whether or not the qualified individual is feeling coerced or unduly
by another person,
qualified individual about the importance of all of the following:

Counsel

another person present when he or she ingests the aid-in-dying drug prescribed pursuant to this

(A)
part.

(B)

Not ¡ngest¡ng

the aid-in-dying drug in a public place.

(C) Not¡fy¡ng the next of kin of his or her request for an aid-in-dying drug. A qualified individual who declines or
is unable to notifu next of k¡n shall not have his or her request denied for that reason.
(D) Participating ¡n a hospice program.
(E) Maintaining the aid-in-dying drug in a safe and secure locat¡on unt¡l the t¡me that the qual¡fied individual will
¡ngest it.

(6) Inform the individual that he or she may withdraw or rescind the request for an aid-in-dy¡ng drug at any
time and in any manner,

(7) Offer the individual an oppottun¡ty to withdraw or rescind the request for an aid-in-dying drug before
prescribi ng the a id - i n -dyi ng d rug.

(8) Verifu, immediately before writing the prescript¡on for an aid-in-dying drug, that the qualified ¡nd¡vidual is
making an informed decision,
(9) Confirm that all requirements are met and all appropriate steps are carried out in accordance w¡th th¡s part
before writing a prescr¡pt¡on for an aid-in-dying drug.
(10) Fulfill the record documentation required under Sect¡ons 443.8 and 443.19.

(11) Complete the attend¡ng physician checklist and compliance form, as described in Section 443.22, include it
¡n the individual's medical record, and submit it to the State Department of Public Health.

(b)

If

the cond¡tions set forth in subdivision (a) are satisfied, the attending physician may deliver the

aid-in-dying drug in any of the following ways:

(1) Dispensing the aid-in-dying drug d¡rectly, including ancillary medication intended to minimize the qualified
individual's discomfort, if the attending physician meets all of the following criter¡a:
(A) Is authorized to dispense med¡c¡ne under California law.
(B) Has a current United States Drug Enforcement Adm¡n¡strat¡on (USDEA) certificate.
(C) Complies with any applicable administrative rule or regulation.

(2) With the qualified individual's wr¡tten consent, contacting a pharmacist, informing the pharmac¡st of the
prescriptions, and delivering the written prescript¡ons personally, by mail, or electronically to the pharmacist,
who may dispense the drug to the qualified individual, the attend¡ng physician, or a person expressly designated
by the qualified individual and with the designation delivered to the pharmacist ¡n writing or verbally.
(c) Delivery of the dispensed drug to the qualified individual, the attend¡ng physic¡an, or a person expressly
des¡gnated by the qualified individual may be made by personal delivery, or, w¡th a s¡gnature required on
delivery, by United Parcel Service, Un¡ted States Postal Service, Federal Express, or by messenger service.
/t43.6. Before

a qualified individual obtains an aid-in-dying drug from the attend¡ng physician, the consulting

physician shall perform all of the following:

(a) Examine the individual and his or her relevant medical records.
(b) Confirm in writing the attending physician's diagnosis and prognosis.

(c) Determine that the individual has the capacity to make medical decis¡ons, is act¡ng voluntar¡ly, and

has

made an informed dec¡s¡on.

(d)

If

there are indications of a mental disorder, refer the individual for a mental health specialist assessment.
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(e) Fulfill the record documentation required under this part.
/u3.7. LJpon referral from the attending or consulting physician pursuant to th¡s part, the mental health specialist
shall:
(a) Examine the qualified individual and his or her relevant medical records.

(b) Determine that the individual has the mental capac¡ty to make medical decisions, act voluntarily, and make
an informed decision.
(c) Determine that the individual is not suffering from impaired judgment due to a mental disorder.

(d) Fulfill the record documentation reguirements of this part.
/U3.8. All

of the following shall be documented in the individual's medical record:

(a) All oral requests for aid-in-dying drugs.
(b) Ail written requests for aid-in-dying drugs.

(c) The attend¡ng phys¡c¡an's diagnosis and prognosis, and the determination that a qualified individual has the
capacity to make medical decisions, is acting voluntarily, and has made an informed decision, or that the
attending physician has determ¡ned that the individual is not a qualified individual.

(d) The consulting phys¡cian's diagnosis and prognosis, and ver¡f¡cat¡on that the qualified individual has the
capacity to make medical decisions, ¡s act¡ng voluntarily, and has made an informed decision, or that the
consulting physician has determined that the individual is not a qualified individual.

(e) A repoÌt of the outcome and determ¡nations made during a mental health special¡st's assessment,

if

performed.

(f)

The attending physician's offer to the qualified individual

to withdraw or rescind his or her request at the

time of the individual's second oral request.

(g) A note by the attending physician indicating that all requirements under Sections 443.5 and 443.6 have
been met and indicating the steps taken to carry out the request, including a notation of the aid-in-dying drug
prescribed.

(a) Within 30 calendar days of writing a prescr¡ption for an aid-in-dying drug, the attend¡ng physician
shall submit to the State Department of Public Health a copy of the qualifying patient's written request, the
attend¡ng physician compliance form, and the consulting phys¡cian compliance form.
tu3.g.

(b)

W¡th¡n 30 calendar days following the qualified individual's death from ingest¡ng the aid-in-dying drug, or

any other cause, the attending physician shall submit the attending physician followup form to the State
Depa¡tment of Public Health.

tus.l0. A qualified individual may not receive a prescr¡ption for an aid-in-dying drug pursuant to this part unless
drug
he or she has made an informed decision, Immediately before writing a prescription for an
under this part, the attending physician shall verify that the individual is
ru3.11. (a) A request for an aid-in-dying drug as authorized by this part
REQUEST FOR AN AID-IN-DYTNG DRUG TO END MY LIFE IN A HUMANÊ AND

be in the following form:
MANNER

I,

I am an adult of sound m¡nd and a res¡dent of the

I am suffer¡ng from .,,,....,,......, which my attend¡ng physic¡an

has determined ¡s

in its term¡nal phase and which has

been medical ly confirmed.

I have been fully informed

of my dìagnosis and prognosis, the nature of the aid-¡n-dy¡ng drug to be prescr¡bed and
potent¡al associated risks, the expected result, and the feas¡ble alternatives or additional treatment options, including
comfort care, hospice care, palliat¡ve care, and pa¡n control.

I

request that my attendÌng phys¡cian prescr¡be an a¡d-in-dy¡ng drug that w¡ll end my life in a humane and dignif¡ed
manner if I choose to take ¡t, and I author¡ze my attend¡ng physician to contact any pharmacist about my request.
INTTIAL ONE:

I

have informed one or more members of my family of my decis¡on and taken the¡r op¡nions into

cons¡derat¡on.
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I

have decided not to inform my fam¡ly of my dec¡sion.

I have no fam¡ly to inform of my

I
I

understand that

I

dec¡sion.

have the r¡ght to w¡thdraw

or rescind th¡s

request at any t¡me.

undeßtand the futl import of this request and I expect to d¡e if I take the a¡d-¡n-dy¡ng drug to be prescribed. My
attend¡ng phys¡c¡an has counseled me about the possib¡t¡ty that my death may not be immed¡ately upon the

consumption of the drug.

I

make th¡s request voluntarily, without reservat¡on, and wìthout be¡ng coerced'

Dated

:....,,..........

DECLARATION OF WITNESSES
We declare

that the person signing th¡s request:

(a) is personatty known to us or has provided proof of ¡dentity;

(b) voluntar¡ty signed this request in our presence;
(c) is an individuat whom we bet¡eve 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, consutt¡ng physician, or mentat health

spec¡alist,

.......Witness l/Date
.......Witness 2/Date
NOTE: Only one of the two w¡tnesses may be a relative (by btood, marr¡age, registered domestic partnership, or
adoption) oiTFã person signing thís request or be ent¡tled to a port¡on of the pe¡son's estate upon death. Only one of
patient or
the two w¡tnesses may own, operate, or be emptoyed at a health care facility where the person ¡s a
res¡dent.

(b) (1) The written language of the request shall be written in the same translated language as

anY

conversat¡ons, consultations, or ¡nterpreted conversations or consultat¡ons between a pat¡ent and his or her

attend¡ng or consult¡ ng physicians'

(2)

Notwithstanding paragraph

(1), the wr¡tten request may be prepared in

English even when the

conversayons or consultat¡ons or interpreted conversations or consultat¡ons were conducted in a language other
than Engt¡sh if the Engtish language form includes an attached ¡nterpreter's declarat¡on that is signed under
penatty of perjury. The ¡nterpreter's declarat¡on shall state words to the effect that:

I,

(INSERT NAME OF INTERPRETER), am fluent ¡n Engl¡sh and (INSERTTARGET LANGUAGE).

On (¡nsert date) at approx¡mately (insert time),

I read

the "Request for an Aid-In-Dying Drug to End My L¡fe" to (insert

name of ¡nd¡v¡dual/patient) ¡n (¡nseft target language).
Mr./Ms. (insert name of patìent/qualified individual) affirmed to me that he/she understood the content of th¡s form
and atrirmed h¡s/her des¡re to s¡gn th¡s form under his/her own power and vol¡t¡on and that the request to sign the
form fottowed consultations with an attending and consult¡ng physician.

periury that the
dectare that I am fluent in Engt¡sh and (¡nsert target tanguage) and further dectare under penalty of
forego¡ng ¡s true and correct'

I

Executed at (¡nsert c¡ty, county, and state)

on th¡s (inse¡'t day of month) of (insert month), (¡nsert year)'

nte r p rete r g a tu re
x-I
X-Interpreter pr¡nted name
x-Interpreter address
s¡

n

(3) An ¡nterpreter whose services are provided pursuant to paragraph (2) shall not be related to the qualified
individuat by blood, marr¡agq reg¡stered domestic partnership, or adoption or be entitled to a pottion of the
person's estate upon death, An interpreter whose sentices are provided pursuant to paragraph (2) shall meet
the standards promulgated by the Catifornia Healthcare Interpret¡ng Assoc¡ation or the National Counc¡l on
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Interpret¡ng in Health Care or other standards deemed acceptable by the department for health care providers
in California.
tu3.12. (a) A provision ¡n a contract, will, or other agreement executed on or after January 7, 2076, whether
written or oral, to the extent the provision would affect whether a person may make, withdraw, or rescind a
request for an aid-in-dying drug is not valid.

(b) An obligation ow¡ng under any contract executed on or after January 7, 2076, may not be conditioned or
by a qualified individual making, withdrawing, or rescinding a request for an aid-in-dying drug.
/u3.
(1) The sale, procurement, or ¡ssuance of a life, health, or annu¡ty policy, health care service plan
contract, or health benefit plan, or the rate charged for a policy or plan contract may not be conditioned upon or
affected by a person making or rescind¡ng a reguest for an aid-¡n-dying drug.

(2) Pursuant to Section 443.78, death result¡ng from the self-administrat¡on of an aid-¡n-dying drug is not

'--'sltcide, and therefore health and ¡nsurance coverage shall not be exempted on that bas¡s.

(b) Notwithstanding any other law, a qualified individual's act of self-administer¡ng an a¡d-in-dying drug shall
not have an effect upon a life, health, or annuity policy other than that of a natural death from the underlying
disease,

(c) An insurance carr¡er shall not provide any informat¡on in communications made to an individual about the
availability of an aid-in-dying drug absent a request by the individual or his or her attending physician at the
behest of the individual. Any communication shall not include both the denial of treatment and informat¡on as to
the availab¡lity of aid-in-dying drug coverage. For the purposes of this subdivision, "insurance carrier" means a
health care service plan as defined in Section 1345 of this code or a carrier of health insurance as defined in
Section 106 of the Insurance Code,
tU3.14. (a) Notwithstanding any other law, a person shall not be subject to civil, cr¡m¡nal, administrat¡ve,
employment, or contractual liability or professional disciplinary action for part¡c¡pat¡ng in good faith compliance
with this paft, including an individual who is present when a qualified individual self-administers the prescribed
aid-in-dying drug.

(b) A health care provider or professional organization or association shall not subject an individual to censure,
discipline, suspension, loss of license, loss of privileges, loss of membership, or other penalty for part¡c¡pat¡ng ¡n
good fa¡th compliance with this part or for refusing to paÌticipate in accordance with subdivision (e).
(c) Notwithstanding any other law, a health care provider shall not be subject to c¡vil, criminal, adm¡n¡strative,
disciplinary, employment, credentialing, professional disc¡pl¡ne, contractual liability, or med¡cal staff action,
sanction, or penalty or other liability for part¡c¡pat¡ng in this part, including, but not l¡mited to, determ¡n¡ng the
d¡agnosis or prognos¡s of an individual, determining the capacity of an individual for purposes of qualifying for
the act, prov¡ding information to an individual regarding th¡s part, and providing a referral to a physician who
partic¡pates in this part.

(d) (1) A request by a qualified individual to an attending physician to provide an aid-in-dying drug in good fa¡th
compliance with the provisions of this part shall not provide the sole basis for the appointment of a guardian or
conservator,

(2) No actions taken in compliance with the provisions of this part shall constitute or provide the basis for any
claim of neglect or elder abuse for any purpose of law.
(e) (1) Partic¡pat¡on in activities authorized pursuant to th¡s paft shall be voluntary. Notwithstanding Sections
442 to 442.7, inclusive, a person or ent¡ty that elects, for reasons of conscience, morality, or ethics, not to
engage ìn activities authorized pursuant to th¡s part ¡s not required to take any act¡on in support of an
individual's decision under this part.

(2) Notwithstanding any other law, a health care provider ¡s not subject to civil, criminal, administrative,
disciplinary, employment, credentialing, professional discipline, contractual liability, or medical staff action,
sanction, or penalty or other liability for refusing to paft¡c¡pate in activities authorized under this part, including,
but not l¡m¡ted to, refusing to inform a pat¡ent regarding his or her rights under th¡s paft, and not referring an
individual to a physician who participates in activities authorized under this part.

(3) If a health care provider is unable or unw¡ll¡ng to carry out a qualified individual's request under th¡s part
and the qualified individual transfers care to a new health care provider, the individual may request a copy of
his or her medical records pursuant to law.
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tu3.15. (a) Subject to subdivision (b), notwithstand¡ng any other law, a health care provider may proh¡bit its
employees, independent contractors, or other persons or entities, including other health care providers, from
participating ¡n act¡vit¡es under this part while on premises owned or under the management or direct control of
that prohibiting health care provider or while acting within the course and scope of any employment by, or
contract with, the prohibiting health care provider.

(b) A health care provider that elects to prohibit its employees, independent contractors, or other persons or
entities, including health care providers, from part¡c¡pating in act¡vities under this part, as described in
subdivision (a), shall f¡rst give not¡ce of the pol¡cy prohibiting part¡cipat¡on under this part to the individual or
ent¡ty. A health care provider that fails to prov¡de notice to an individual or ent¡ty in compliance with this
subdivision shall not be entitled to enforce such a policy aga¡nst that ¡nd¡vidual or entity.

(c) Subject to compliance with subdivision (b), the prohibiting health care provider may take action, including,
but not l¡mited to, the following, as applicable, aga¡nst any ¡nd¡vidual or ent¡ty that violates this policy:

(1)

Loss

of privileges, loss of membership, or other action author¡zed by the bylaws or rules and regulations of

the med¡cal staff.

(2) Suspension, loss of employment, or other action authorized by the policies and practices of the prohibit¡ng
health care provider.
(3) Termination.of any lease or other contract between the prohibiting health care provider and the individual or
ent¡ty that violates the policy.
(4) Imposition of any other nonmonetary remedy provided for in any lease or contract between the prohibit¡ng
health care provider and the individual or ent¡ty in v¡olation of the policy.

(d) Noth¡ng ¡n this sect¡on shall be construed to prevent, or to allow a prohibiting health care provider to
proh¡bit, any other health care provider, employee, independent contractor, or other person or entity from any
of the following:
(1) Participating, or entering into an agreement to part¡c¡pate, ¡n act¡v¡t¡es under this part, wh¡le on prem¡ses
that are not owned or under the management or direct control of the prohibiting provider or while act¡ng outs¡de
the course and scope of the participantb duties as an employee of, or an independent contractor for, the
prohibiting health care provider.

(2) Part¡cipating, or entering into an agreement to participate, in activities under this part as an attending
physician or consult¡ng physic¡an while on prem¡ses that are not owned or under the management or direct
control of the prohibiting provider.
(e) In taking act¡ons pursuant to subdivision (c), a health care provider shall comply with all procedures
required by law, its own policies or procedures, and any contract w¡th the individual or entity in violation of the
policy, as applicable.
(f) For purposes of th¡s section:

(1) "Notice" means a separate statement in writing advising of the prohibiting health care provider pol¡cy with
respect to part¡cipat¡ng in activities under this part.

(2) "Participating, or enter¡ng into an agreement to participate, in activities under this pa¡t" means doing or
entering into an agreement to do any one or more of the following:
(A) Performing the duties of an attending physician as specified in Section 443.5.
(B) Performing the duties of a consulting physician as specified in Section 443.6.
(C) Performing the duties of a mental health specialist, in the circumstance that a referral to one is made.

(D) Delivering the prescr¡ption for, dispensing, or delivering the dispensed aid-in-dying drug pursuant to
paragraph (2) of subdivision (b) of, and subdivision (c) of, Sect¡on 443.5.
(E) Being present when the qualified individual takes the a¡d-¡n-dy¡ng drug prescribed pursuant to th¡s part.

(3) "Pafticipating, or entering into an agreement to part¡c¡pate, in activities under this part" does not ¡nclude
doing, or enter¡ng ¡nto an agreement to do, any of the following:
(A) Diagnosing whether a pat¡ent has a terminal disease, informing the pat¡ent of the medical prognosis, or
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determ¡n¡ng whether a pat¡ent has the capacity to make decisions'

(B) Providing ¡nformation to a patient about th¡s part'

(C) providing a pat¡ent, upon the pat¡ent's request, with a referral
purposes of part¡c¡pating ¡n the activities authorized by this part'

to another health care provider for

the

(g) Any action taken by a prohibiting provider pursuant to th¡s section shall not be reportable under Sect¡ons

to 809.9, inclusive, of the Business and Professions Code. The fact that a health care provider part¡c¡pates
¡n act¡v¡ties under this part shatt not be the sole basis for a complaint or report by another health care provider
of unprofessional or dishonorable conduct under Sections 800 to 809.9, inclusive, of the Bus¡ness and
BO0

Professions Code.
Noth¡ng in th¡s part shalt prevent a heatth care provider from providing
services that do not const¡tute part¡c¡pation ¡n this part.

(h)

an individual with health

care

/U9.16. (a) A heatth care provider may not be sanctioned for any of the following:

(1) Making an initial determ¡nat¡on pursuant to the standard of care that an individual has a terminal disease
and informing him or her of the medical prognosis'

(2) providing information about the End of Life Opt¡on Act to a pat¡ent upon the request of the individual.
(3) Providing an individual, upon request, with a referral to another physician.

(b) A heatth care provider that prohibits act¡v¡t¡es under this paft ¡n accordance with Sect¡on 443'15 shall not
sancgon an individuat health care provider for contracting with a qualified individual to engage in activities
authorized by this part if the individuat health care provider ¡s act¡ng outside of the course and scope of his or
her capacity as an employee or independent contractor of the prohibiting health care provider'
Notwithstanding any contrary provision ¡n this sect¡on, the ¡mmunities and prohibitions on sanct¡ons of a
health care provider are solely reserved for actions taken pursuant to this part, and those health care providers
may be sanct¡oned for conduct and actions not inctuded and provided for in this part if the conduct and actions
do not compty with the standards and pract¡ces set fotth by the Medical Board of California'

(c)

request for an aid-in-dying drug to end an individual's life w¡thout h¡s
or her authorizat¡on or concealing or destroying a withdrawat or rescission of a request for an aid-in-dying drug
is punishabte as a felony if the act is done with the intent or effect of causing the individualb death.

tU3.17. (a) Know¡ngty altering or forging

a

(b) Knowingty coercing or exerting y9!g_!!fl!g!Sg on an individual to request an aid-in-dying drug for the
purpose of ending his or her life ortldestroy a w¡thdrawal or rescission of a request is punishable as a felony'
(c) For purposes of this section, "knowingly" has the meaning provided in Section 7 of the Penal Code'
(d) Nothing in this section shall be construed to l¡m¡t civil liability.
penatties in this sect¡on do not preclude criminal penalties applicable under any law for conduct
inconsistent with the provisions of th¡s sect¡on'

(e) The

this paft may be construed to authorize a physician or any other person to end an individual's
shall
in accordance with this
life by lethal injection, mercy killing, or active euthanas¡a
law.
under
the
abuse
or
elder
homìcide,
suicide,
purposes,
assisted
su¡c¡de,
const¡tute
.for any
443.1g. Noth¡ng

in

tUJ.l9. (a) The State Department of Pubtic Heatth shall collect and review the information submitted pursuant to
protects
Sect¡on 443.9. The information cottected shalt be confidential and shall be collected in a manner that
patient
pharmac¡st
with
the
involved
the privacy of the patient, the pat¡ent's family, and any medical provider or
to be
or
compelled
discoverable,
under the provisions of this part. The information shall not be disclosed,
proceeding.
produced ín any civil, criminal, administrative, or other
(b) On or before July 7, 2077, and each year thereafter, based on the information collected in the previous year'
the department shalt report the ¡nformat¡on cottected from the attending physician follow-up form' The report
shall inctude, but not be limited to, all of the fottowing based on the information that is provided to the
department and on the department's access to vital stat¡st¡cs:

(1)

The number of people

(2)

The number

for whom an aid-in-dying prescription was written.

of known individuats who died each year for whom aid-in-dying prescriptions were wr¡tten, and
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the cause of death of those individuals.

(3) For the period commenc¡ng January 7, 2076, to and including the prev¡ous year, cumulat¡vely, the total
number of aid-in-dying prescr¡pt¡ons written, the number of people who died due to use of aid-in-dying drugs,
and the number of those people who died who were enrolled in hospice or other palliative care programs at the
time of death.
(4) The number of known deaths in California from using aid-in-dying drugs per 10,000 deaths in California.
(5) The number of physicians who wrote prescriptions for aid-in-dying drugs.
(6) Of people who died due to usíng an aid-in-dying drug, demographic percentages organized by the following
cha

racter¡st¡cs:

(A) Age at death.

(B) Education level
(C) Race.

(D) Sex.
(E) Type of insurance, including whether or not they had insurance.
( F) U nderlyi

ng

iII

ness.

(c) The State Department of Public Health shall make available the attending phys¡cian checklist and compliance
form, the consult¡ng physic¡an compliance form, and the attend¡ng physician followup form, as described in
Section 443.22, by posting them on its Internet Web s¡te.
tU3.20. A person who has custody or control of any unused aid-in-dying drugs prescribed pursuant to this part
after the death of the pat¡ent shall personally deliver the unused a¡d-in-dy¡ng drugs for disposal by delivering it
to the nearest qualified facility that properly disposes of controlled substances, or if none is available, shall
dispose of it by lawful means in accordance with guidelines promulgated by the California State Board of
Pharmacy or a federal Drug Enforcement Adm¡nistration approved take-back program.
t143.21. Any governmental entity that incurs costs resulting from a qualified individual terminating his or her life
pursuant to the provisions of this part in a public place shall have a claim against the estate of the qualified
individual to recover those costs and reasonable attorney fees related to enforc¡ng the claim.

tu3.22. (a) On or before January 7, 2079, the Medical Board of California shall develop, revise, and update an
attending physician checklist and compliance form, a consulting physician compliance form, and an attending
physician followup form, based on those provided in subdivision (b). Upon complet¡on, the State Department of
Public Health shall publish the updated forms on ¡ts Internet Web Site.

(b) Until the Med¡cal Board of California develops and rev¡ses forms pursuant to subd¡v¡sion (a), or January 7,
2079, whichever is later, the attend¡ng physic¡an checklist and compliance form, the consult¡ng physician
compliance form, and the attending
PRINTER PLEASE NOTE' TIP-IN MA

be ¡n the following form:
TO BE TNSERTED

2. The Legislature finds and
of th¡s act, which adds Section 443.19 to the Health
and Safety Code, imposes a limitation on the public's right of access to the meet¡ngs of public bodies or the
wr¡t¡ngs of public officials and agencies within the meaning of Section 3 of Aft¡cle I of the California Const¡tut¡on.
Pursuant to that const¡tut¡onal provision, the Legislature makes the following findings to demonstrate the
interest protected by this limitation and the need for protecting that interest:
SEC.

(a) Any l¡m¡tation to public access to personally identifiable pat¡ent data collected pursuant to Section 443.19 of
the Health and Safety Code as proposed to be added by this act ¡s necessary to protect the privacy rights of the
pat¡ent and his or her family.

(b) The interests in protecting the privacy rights of the pat¡ent and

his or her family

in this situat¡on strongly

outweigh the publ¡c ¡nterest in having access to personally identifiable data relat¡ng to seru¡ces.

(c) The statistical report to be made available to the public pursuant to subdivision (b) of Section 443.19 of the
Health and Safety Code ¡s sufficient to satisfy the public's r¡ght to access.
SEC.

3. The prov¡s¡ons of this part are severable. If any provision of this part or ¡ts application is held invalid,
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that invalidity shall not affect other provisions or applications that can be given effect without the invalid
provision or a pplication.

by this act pursuant to Section 6 of Article XIII B of the California
Constitut¡on because the only costs that may be incurred by a local agency or school distr¡ct will be incurred
because this act creates a new crime or ¡nfract¡on, eliminates a crime or ¡nfraction, or changes the penalty for a
cr¡me or infraction, w¡thin the meaning of Section 17556 of the Government Code, or changes the definition of a
crime within the meaning of Section 6 of Article XIil B of the California Constitut¡on.
SEC. 4. No reimbursement ¡s required
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Opinion 2.21 - Euthanasia
Euthanasia is the administration of a lethat agent by another peÍson to a patient for the purpose
sufferi ng.

of relieving the patient's intoterabte and incurabte

t
It is understandabte, though tragic, that some patients in extreme duress--such as those suffering from a terminat, painfut, debititating ittness--may come
good. Euthanasia is
harm
than
more
cause
uttimately
woutd
physicians
in
euthanasia
permitting
to
engage
preferable
However,
to
[ife.
is
that
death
decide
fundamentalty incompatible with the physician's role as heater, would be diffÍcutt or impossible to controt, and woutd pose serious societal risks.
The invotvement of physicians in euthanasia heightens the significance of its ethicat prohibition. The physician who performs euthanäsia assumes unique
poputations.
responsibitity for the act of ending the patient's life. Euthanasia coutd also readity be extended to incompetent patients and other vutnerabte
once it
Instead of engaging in euthanasia, physicians must aggressivety respond to the needs of patients at the end of life. Patients shoutd not be abandoned
pain
respe(
controt,
adequate
patients
cafe,
comfort
support,
receive
emotional
to
must
continue
end
of
tife
near
the
is
impossibte.
is determined that cure
for patient autonomy, and good communication. (1, lV)
lssued June 1 994 based on the report "Decisions Near the End
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Termínal Llncertarnty
Washington's new "Death With Dignity" law allows doctors
to help people comrnit suicide-once they've determined
that the patient has only six months to live. But what if
they're wrong?
By Nina Shapiro
published: January 14, 2oog

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

Nina

t was almost four years ago.

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

Details:

Studv: whvNow? Timins and
-Circumstances
of Hastened

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

Deaths

-

Dilemmas by caretakers

and other

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

-

Harvard professor Nicholas Christakis

looking at the accuracy of
prognosis.
JAMAstudy examining the
accuracy ofprognosis.

-

UPDATET "It Felt Like the Big one"

Her response was remarkable. The tumors shrunk, and
although they eventually grew back, they shrunk again when
she enrolled in a second clinical trial. (Pemetrexate has since
been approved by the FDA for initial treatment in lung cancer
cases.) She now comes to the Hutch every three weeks to see
Martins, get CT scans, and undergo her drug regimen. The
prognosis she was given has proved to be "quite wrong."
"I just kept going and going," says Clayton. "You kind of don't
notice how long it's been." She is a plain-spoken woman with a
raspy voice, a pink face, and grayish-brown hair that fell out
during treatment but grew back newly lustrous. "I had to have
cancer to have nice hair," she deadpans, putting a hand to her
short tresses as she sits, one day
month, in a Fred
Hutchinson waiting room.
four months to live.
with her children on a
o
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Hawaii, and a tour of the Southwest that culminated in a visit to the Grand Canyon. There she rode a
-air balloon that hit a snag as it descended and tipped over, sending everybody crawling out.
"We almost lost her because she was having too much fun, not from cancer," Martins chuckles.

Her experience underscores the difficulty doctors have in forecasting how long patients have to live-a
difficulty that is about to become even more pertinent as the Washington Death With Dignity Act takes
effect March 4. The law, passed by initiative last November and modeled closely on a 14-year-old law in
Oregon, makes Washington the only other state in the country to allow terminally ill patients to obtain
lethal medication. As in Oregon, the law is tightly linked to a prognosis: Two doctors must say a patient
has six months or less to live before such medication can be prescribed.
The law has deeply divided doctors, with some loath to help patients end their lives and others asserting
it's the most humane thing to do. But there's one thing many on both sides can agree on. Dr. Stuart
Farber, head of palliative care at the University of Washington Medical Center, puts it this way: "Our
ability to predict what will happen to you in the next six months sucks."

In one sense, six months is an arbitraryfigure. "Why not four months? Why not eight months?" asks
Arthur Caplan, director of the Center for Bioethics at the University of Pennsylvania, adding that
medical literature does not define the term "terminally ill." The federal Medicare program, however, has
determined that it will pay for hospice care for patients with a prognosis of six months or less. "That's
why we chose six months," explains George Eighmey, executive director of Compassion & Choices of
Oregon, the group that led the advocacy for the nation's first physician-assisted suicide law. He points
out that doctors are already used to making that determination.
To do so, doctors fill out a detailed checklist derived from Medicare guidelines that are intended to
ensure that patients truly are at death's door, and that the federal government won't be shelling out for
hospice care indefinitely. The checklist covers a patient's ability to speak, walk, and smile, in addition to
technical criteria specific to a person's medical condition, such as distant metastases in the case of
cancer or a "CD4 count" of less than z5 cells in the case of AIDS.
No such detailed checklist is likely to be required for patients looking to end their lives in Washington,
however. The state Department of Health, currently drafting regulations to complywith the newlaw,
has released a preliminary version of the form that will go to doctors. Virtually identical to the one used
in Oregon, it simply asks doctors to check a box indicating they have determined that "the patient has
six months or less to live" without any additional questions about how that determination was made.
Even when applying the rigid criteria for hospice eligibility, doctors often get it wrong, according to
Nicholas Christakis, a professor of medicine and sociology at Harvard University and a pioneer in
research on this subject. As a child, his mother was diagnosed with Hodgkin's disease. "When I was six,
she was given a 10 percent chance of living beyond three weeks," he writes in his 2ooo book, Death
Foretold: Prophecy and Prognosis in Medical Care. "She lived for nineteen remarkable years...I spent
my boyhood always fearing that her lifelong chemotherapy would stop working, constantly wondering
whether my mother would live or die, and both craving and detesting prognostic precision."
Sadly, Christakis'research has shown that his mother was an exception. In 2ooo, Christakis published a
study in the British Medical Journal that followed 5oo patients admitted to hospice programs in
Chicago. He found that only zo percent of the patients died approximateþ when their doctors had
predicted. Unfortunately, most died sooner. "By and large, the physicians were overly optimistic," says
Christakis.
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In the world of hospice care, this finding is disturbing because it indicates that many patients aren't
being referred earþ enough to take full advantage of services that might ease their final months. "That's
what has frustrated hospices for decades," says Wayne McCormick, medical director of Providence
Hospice of Seattle, explaining that hospice stafffrequently don't get enough time with patients to do
their best work.
Death With Dignity advocates, however, point to this finding to allay concerns that people might be
killing themselves too soon based on an erroneous six-month prognosis. "Of course, there is the
occasional person who outlives his or her prognosis," says Robb Miller, executive director of
Compassion & Choices of Washington. Actually, 17 percent of patients did so in the Christakis study.
This roughly coincides with data collected by the National Hospice and Palliative Care Organization,
which in zooT showed that 13 percent of hospice patients around the country outlived their six-month
prognoses.

It's not that prognostication is completely lacking in a scientific basis. There is a reason that you can
pick up a textbook and find a life expectancy associated with most medical conditions: Studies have
followed p opulations of people with these conditions. It's a statistical average. To be precise, it's a
median, explains Martins. "That means 5o percent will do worse and 5o percent will do better."
Doctors also shade their prognoses according to their own biases and desires. Christakis'study found
that the longer a doctor knew a patient, the more likely their prognosis was inaccurate, suggesting that
doctors who get attached to their patients are reluctant to talk of their imminent demise. What's more,
Christakis says, doctors see death "as a mark of failure."
Oncologists in particular tend to adopt a cheerleading attitude "right up to the end," says Brian Wicks,
an orthopedic surgeon and past president of the Washington State Medical Association. Rather than
talk about death, he says, their attitude is "Hey, one more round of chemo!"

But it is also true that one more round of chemo, or new drugs like the one that helped Clayton, or
sometimes even just leaving patients alone, can help them in ways that are impossible to predict. J.
Randall Curtis, a pulmonary disease specialist and director of an end-oflife research program at
Harborview Medical Center, recalls treating an older man with severe emphysema a couple of years ago.
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 day the patient failed the test.
He had previously made it clear that he did not want to be kept alive by machines, according to Curtis,
decision to
the
made the
and so the doctor and the man's

to
better. Curtis doesn't know exactþ why,
the man
pa
was
better than being on it. He was
year afterwards.
lived
for
at
least
a
the
man
says
less
stressed."
Curtis
more comfortable,
But instead of

t guesses

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

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

Every morning when Heidi Mayer wakes up, at S a.m. as is her habit, she says "Howdy" to her
husband Bud-very loudly. "If he says 'Howdy' back, I know he's OK," she explains.
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Republican Rep. Justin Pierce of Mesa says his bill will make ¡t easier
for attorneys to prosecute people for manslaughter for assisting in
suicide by more clearly defining what it means to "ass¡st."
House Bill 2565 defines assisting in suicide as provid¡ng 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 omitted that word.
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Idaho Strengthens Law Against Assisted-Suicide

.

By Margaret Dore
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"If Dr. Stevens

had

believed in assisted
suicide, I would be dead"
"Mild stroke led to
mother's forced

stãrvation"

#

-

ISSUES BY STATE &
CANADA

AK AL AR AZ CA CO CT
DC DE FL

GAHI IA ID

IL IN KS

KY LA MAMD

ME MI MN MO MS MT NC
ND NE NH NJ NM NV NY
OH OKOR PA

RI SC

TN TX UT VA

VI VTWA

On April 5,2011,, Idaho Governor Butch

signed Senâte Bill 1070

into law.[1] The bill explicitly provi
su¡cide is a felony.[2]
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exist¡ng ldaho law, which already
criminal liability on doctors and others who cause
or aid a suicide.[3] The bill's "Statement of Purpose" says: "This
legislatlon w¡ll supplement ex¡sting common law and stâtutory law by
confirming that ¡t is illegal to cause or ass¡st in the suic¡de of
another."[4]
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(1)
Hemlock Society (1)

The bill was introduced ¡n response to efforts by Compassion &
Choices to legalize physician-ass¡sted suicide in ldaho. The issue
came to a head after that organization's legal director wrote articles
claim¡ng that the practice, which she called "a¡d in dying, was
already legal in ldaho. Compassion & Choices was formerly known
as the Hemlock Society.[5]
The legal d¡rector's articles ¡ncluded "Aid in Dying: Law, Geography
and Standard of Care in Idaho," published in lhe Advocate, the
offic¡al publication of the Idaho State Bar.[6] Responding letters to
the ed¡tor 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, cannot possibly benefit public
debate ôn this issue."
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These letters and other letters can be viewed here, here and here. A
direct rebuttal to the article 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 ldaho Code Ann. Section 18-4017 and go into effect on
July 1, 2011.[8]
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[1] tsill Status S1070, entry for April 5, 2011.
[2] See here for b¡ll text.
[3] Then existing civil law included Cramer v. Slater, 146 Idaho

868,

878, 204 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, "Aid in Dying: Not Legal in ldaho; Not About
Choice," The Advocate, official publicat¡on of the Idaho 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,
Ret¡red Chief lustice of the Idaho Supreme Court, Letter to the
Editor, "Legislature rejected euthãnasia," The Advocate, September
2010 ("in both the Idaho crim¡nal statutes as well as I.C.6-1012, the
Idaho legislature has rejected phys¡cian-assisted suicide"). Entire
issue, available here:
http ://www. isb. ida ho. gov/pdfladvocate/¡ssues/adv10sep. pdf
[4] Rev¡sed Statement of Purpose, RS20288.
[5] Ian Dowbiggin, A CONCISE HISTORY OF EUTHANASIA:
UFE, DEATH, GOD AND MEDICINE, ROWMAN & L¡ttIEfiEId PUbIiShCTS,
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Breaking the Silence on Elder Abuse

Breaking the Silence on Elder Abuse
From Washingfon Lawyer, February 2015
By Kathryn Alfisi
The issue of elder abuse made front-page news in 2009 when famed philanthropist Brooke
son, Anthony Marshall, wasjell[iflgçLo n 14 of 16 counts for financially ex ploiting
mother, stealing millions of dollars from her.

slg¡is

fis

A few years earlier in the District of Columbia, a similar case played out on a much
smaller scale and away from the media glare.

D.C. resident Hattie Mae Goode was a housekeeperwho, along with her husband, had
scrimped and saved, bought a house (in which she took great pride), and wanted to be
independent in her elderyears. Several years after her husband died, Goode was
introduced to Reginald Rogers by a mutual friend. Rogers, a lawyer, soon became
indispensable to Goode, taking herto doctor appointments, to the bank, and eventually
obtaining power of attorney over her.
"She trusted him to take care of her and her financial affairs, which turned out to be a very bad idea. He just cleaned
her out," says Goode's niece Alma Robinson, who is executive director of the California Lawyers for the Arts.

"lt was such a honible story. This widow by herself with nobody looking after her, and then he convinces herthat her
family is trying to take advantage of her," Robinson says.
Cases such as Goode's and Astor's are all too common, say experls, yet the issue of elder abuse often goes
unnoticed.

Vulnerable and Exploited
\ryhi le st
tics are
and
states that elder
and financial
one in 24 cases of elder

nt report by the U.S. Department of Justice and U.S. Department of Health
ch includes physical, sexual, and psychological abuse, as well as

about five million Americans each year. According to the
is reported to authorities. [f ] íbar-resou rces/pu bl ¡

not be garnering a lot of public attention, there appears to be growing sensitivity to the issue
among lawyers, says David English, a professor at the University of Missouri School of Law and chair of the American
Bar Association's (ABA) Commission on Law and Aging. English recalls leading an ABA program on elder abuse in
1995 that only about 10 people attended; now such programs are sold out.

\A,hi

Lawyers are likely seeing an increasing number of elder abuse cases for several reasons: There are now more
individuals who are considered elderly; people are living longer than ever before, but are not necessarily in a state of
good health; and the power of attorney is more widely used and, therefore, more likely to be abused.
ln a 2003 report, the National Research Council defined elder mistreatment (both abuse and neglect) as "(a) intentional
actions that cause harm or create a serious risk of harm (whether or not harm is intended) to a vulnerable elder by a
caregiver or other person who stands in a trust relationship to the elder or (b) failure by a caregiver to satisfy the eldefs
basic needs or to protect the elder from harm."[2] (/bar-resources/
201

5+ldersþuse. qfm#tn re.ft)

The Web site of the U.S. Administration on Aging's National Center on Elder Abuse (NCEA) provides statistics and
data that help to paint a picture of the problem. Citing figures from the U.S. Census Bureau, the NCEA states that
people age 65 or older are expected to account for 20 percent of the country's total population by 2050. Currently,
seniors 85 years old and up comprise the fastest growing segment of the U.S. population: 5.8 million as of 2010, a
number that is projected to increase to 19 million people by 2050.
The NCEA also offers various findings that reveal the prevalence of elder abuse. One such finding, from the 2003
report by the National Research Council, showed that only 1 in 14 cases of elder abuse ever come to the attention of
authorities.
Another finding, from a 2011 report on New York State elder abuse prevalence, revealed that major financial
exploitation was self-reported at a rate of 41 per 1,000 older residents surveyed, higher than other forms of abuse. I3l

(/bar-resources/oublicationslw¿shingjlgl:!êtrryerlarticles/febrt{a.ry:2015+lder+buse.cfm#ftnref3}

https:/lwww.dcbar.org/bar-resources/publicationsÂvashington-lawyer/articles/february-2015-elder-abuse.cfm
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Misplaced Trust

Traci Tait often deals with elder abuse cases at her job as assistant Bar counselwith the D.C. Office of Bar Counsel.
Tait handled the Goode case, which in many ways was not that different from the many cases concerning the elderly
that are taken by Bar Counsel. However, thê U.S. Attorney's Office also became involved with the Goode case, and
Tait ended up working collaboratively with the FBl.
The investigation into Goode's attorney started as a cold call by Robins_on,.Goode's niece, to the Office of Bar
Counsel. Nót wanting to jump to conciusions, Tait first suggested that Robinson take certain steps, such as taping a
conversation with Ro-geri lwitn nis permission) with a witness present, before filing a complaint against him. Tait also
advised Robinson to file a complaint with the U.S. Attorney's Office, which agreed to take the case'
Robinson, along with Goode's sister, decided to fly from Califonlia to the District of Columbia when they heard that
Goode was in the hospital. Once in the District, they soon became aware of how much control Rogers had over
Goode's financial affairs.
Following Tait's advice, Robinson set up a meeting with Rogers in which he told her that the books were open and he
had nothlng to hide. But when Robinson and her aunt went to the Oant, they discovered that Rogers had withdrawn all
the remain-ing cash (close to $6,000) from Goode's accounts. Meanwhile, Goode's phone had been disconnected
because the bills weren't being paid, according to Robinson.

Wth Tait's assistance, Robinson was able to terminate Rogers' power of attorney over Goode and bring charges
against him, including intentional misappropriation, within six months of Robinson's initial call.
"The things that will get you disbarment are misappropriation, theft, and dishonesty, depending on how big the

dishonesty is," says Tait.
Goode lost more than g260,000 in savings and was able to only recover $75,000, the most money allowed from the

D.C. Bafs Clients'SecuritY Fund.
Despite the successful outcome of the case, the whole situation was very upsetting to Robinson'
,,lt

was just honible to think that someone would take advantage of her like this when she was so vulnerable," she

says.

The Silent Grime
As upsetting as the case was, at least Goode was able to see the situation resolved. Many elder abuse cases are
nevei reportãd or investigated because there's no family member or loved one involved. And the elderly often make
unreliable witnesses OuJto dementia, making it difficuli to bring a case without a third-party witness. But this is why
the elderly make such easy targets.
elderly are an at-risk group for a lot of reasons, including, but not limited to, diminished capacity, isolation from
family oroihercaregivers,iack of sophisticationwhen it comês to purchasing property, financing, orusing computers,"
says Amy Mix of the AARP Legal Counsel for the Elderly (LCE).
,,The

Mix heads up the Consumer Fraud and Financial Abuse Unit at LCE, which works closely with the D.C. Department of
Human Seruices'Adult protective Services and the Metropolitan Police Department. She has seen cases where, like
with Goode, someone has convinced an elderly person to assign them the power of attorney, and then used that
authority to either take the senior's home--oftén a target of predatory lenders or con artists-or strip their bank
accounts of all their money.
W"rich is what happened to an B6-year-old client of Mix whose case she had been litigating for four years. A family
friend of the clieni had convinced ñer that she was in financial distress and had her sign some papeMork that ended up
being a deed transfening the tiile to her home. The "friend" then took a mortgage out on the property and walked away
with $320,000 in cash.

,A

lot of defendants are family members, lots are friends, often people who befriend a seniorthrough church or some
her
other community group. We had a senior victim who had given her life savings away to some sc,ammer who told
using
victim
the
scammerfound
The
Mix.
says
of
time,"
pay
ahóad
the
taxes
to
have
she,d won the lotiery änd would
information in her husband's obituary.
There are also repeat offenders, according to Mix. "There are people who make a living off of this," she adds.
Mary Ann parker also works for LCE, but as an attomey for the Office of the D.C. Long Term-Care Ombudsman
program, which monitors individuals in long{erm care fácilities in the District, including nursing homes, group homes,
andässisted living facilities, as well as peópte who are getting a high level of service at home through the Mediff!921
waiver.
https:Ílivlvw.dcbar.orgy'bar-resources/publications/washington-lawyer/articles/february-2015-elder-abuse.cfm
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Parker says the program received about 50 complaints within the last year or two concerning elder physical or sexual
abuse or neglect. The complaints take a lot of investigation and, similar to financial exploitation, it can be difficult to
prove that abuse or neglect had taken place.
'Wtren you talk about a vulnerable population that might have cognitive impairment, it's very difficult to find out if there
was abuse. Wren you look at [elderly persons] with a big bruise on their cheek you might think that someone hit them,
but it could be because their medication makes them bruise easily. They may be able to tell you or they may not," she
says.
Parker believes education and training are crucial in combating elder abuse.

"ln our nursing homes and assisted living facilities we advocate for culture change, because if you're not educating
people they may not even understand it. Also, we do a lot of education with the police. We go to their roll calls now just
to talk about the population, about their rights, and also what signs to look for," she says.

Advocating for the Elderly
There are several national programs and initiatives intended to address the issue of elder abuse. ln July 2014lhe
Department of Justice and Department of Health and Human Services published the "Elder Justice Roadmap" as a
guide for teams, communities, states, and national entities to combat elder abuse.
The agencies sought the input of experts and stakeholders from across the country to identify and prioritize actions
that direct services providers, educators, and researchers can take to help the elderly. The report also provides a
roadmap for strategic investment and engagement by policy makers in the public and private sectors at the local, state,
and national levels.

Wlrile many priorities were identified in the report, the top five were awareness, brain health, caregiving, economics,
and resources. Awareness includes increasing public knowledge of elder abuse through a holistic, well-coordinated
response in services, education, policy, and research. Brain health priority calls for research and focus on cognitive
capacity and mental health.
Under caregiving, the report seeks better support and training for both paid and unpaid caregivers. Economics means
quantifying the costs of elder abuse, 'Which is often entwined with financial incentives and comes with huge fiscal
costs to vlctims, families, and society," and resources means strategically investing more in services, education, and
research, and expanding knowledge to reduce elder abuse.

The 1s-memberABA Gommission on Law and Aging examines awide range of legal issues affecting olderpersons.
Among its recent projects is a booklet on elder abuse for law enforcement that was created with the help of the
Department of Justice.

"lt's a handy reference for law enforcement to use when they're investigating incidents," says English.
For another project, the commission worked with the Consumer Financial Protection Bureau to publish four fiduciary
guides to help family members and others who are called to manage someone else's money or benefits.
Although abuse can be a big problem in this area, English says sometimes it's not intentional. "Some people really
don't have an understanding of their responsibilities as an agent or trustee," he says.

A third project saw the commission partner with the lnvestor Protection Trust to create assessment-type educational
materials for lawyers about elder abuse. The two groups, with the lnvestor Protection lnstitute, announced this past
summerthat they were launching the Elder lnvestment Fraud and Financial Exploitation (EIFFE) Prevention ProgramLegal, which will work to develop, test, and implement a model national continuing legal education program to teach
lawyers to recognize clients who may be vulnerable to financial fraud and exploitation due to mild cognitive impairment,
identify signs of such abuse in their clients, and report suspected incidents to authorities.

A survey that was conducted as part of the program showed that more than nine out of 10 attomeys say elder
investment fraud and financial exploitation is a "very serious" or "somewhat serious" problem. ln addition, more than
one out of three attorneys say they are aware that they are or may be dealing with victims of elder investment fraud
and financial exploitation. Roughly nine out of 10 attorneys who responded to the survey were willing to participate in a
continuing legal education program conceming this problem.
DC TROV
Closer to home, a new project was recently established to address elder abuse in the District. Launched in October,
the District's Collaborative Training and Response to Older Victims, or DC TROV, is a joint effort by the Network for
Victim Recovery of DC (NVRDC), Adult Protective Services, the Metropolitan Police Department, LCE, the U.S.
Attorney's Office for the District of Columbia, and the DC Coalition Against Domestic
A-22

Violence.

https://www.dcbar.org/bar-resources/publications/washington-lawyer/articles/february-201Selder-abuse.cfm
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One person who ¡s following the project closely is Bridgette Hardwood, who directs the legal, cr¡minal, and civil legal
services program at NVRDC, which is administering DC TROV.

'At the official launch, it was amazing to [hear] all the perspectives in the room and the excitement about building this
coordinated response. I think it's going to be a great tool for our senior population," Hardwood says.
The three-year project was made possible by a grant from the Department of Justice's Office on Violence Against
Women, with training provided by the National Clearinghouse on Abuse in Later Life.

"DC TROV was established to create a coordinated community response to . . . elder abuse in the District, and we do
that through basically a very formalized collaboration with key partners that may confront this issue in different arenas,"
says Hardwood. "The purpose of the project is essentially to bring all these partners together and . . . train them to
beiter reorganize and respond to elder abuse, but also to create a long, sustainable partnership where we have a
streamlined approach when a case of elder abuse comes up."
ln December, DC TROV trained B0 police officers on how to recognize and respond to elder abuse; more trainings are
planned in early 2015. Training sessions alsowill be conducted forthevictim services team this year.
DC TROV has been working with the District of Columbia Courts as well, building on the courts' own training on
domestic violence in the eldèrty population. |n2014 DC TROV sent five prosecutors to a four-and-a-half day training on
elder abuse, and more will likely be trained in the future.
"The long-term goal of the project is for all of these critical members of the response-law enforcement, prosecutors,
judges, ãnd vict-im advocates-to receive some sort of baseline training and also an advanced level of training in areas
we ve determined are really specific to what the community here needs," says Hardwood.

Year one of the project is focused on getting all the key partners trained, while year two is about implementation.
Assessments amoñg the elderly popuiation and among service providers will be conducted during the first two years of
the project. Money will be set aside for year three to increase the services identified in the assessments.
Contributing writer Kathryn Atfisi can be ¡eached af kilrfsr@mac.com

(ma¡lto:

.
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Arrested for Insurance Fraud
LosAngeles:
contacted

Angeles Police Department is asking the public's help in finding persons who may havebeen
of two women suspected in running a life insurance scam over the past several years. The women
Helen Golay and 73-year-old Olga Rutterschmidt. ¡oth women were arrested today on federal mail

fraud charges.

'These women tend to target homeless men," said LAPD Commander Harlan Ward. "They offer room and board in
return forthe man's signature, then open life insurance policies on the man, making themselves thebeneficiaries."

hit and run last year.
One investigator casually mentioned in the squad room how unusual it was that two women had taken out Iarge tifê
insurance policies on a hit-and-r'un victim, 5o-year-old Kenneth McDavid. Another investigator recalled having a
similar case in Lggg. When they compared notes, they found the beneficiaries in both cases were Golay and
Rutterschmidt, and the hit-and-run victims wereboth homeless men.
Los Angeles policetraffic investigators discovered the scam during the investigation of a fatal

and assigned to Robbery
United States Attorney's Ofñce, the
Service, and the Los Angeles County District

Paul Vados, 73, were

The death investigations of both men, McDavid

involving the

Homicide Division. Investigators formed a task
California Department of Insurance, the United
Attorney.

'The investigation brought us to this point today," said lead LAPD investigator Dennis Kilcoyne. 'While we continue
to investigate the deaths of these two men, we had to put a stop to the women's activity. WeTe watched them make
contact with other men, we believe, for the purposes of setting up more life insurance policies. "
Armed with federal search warrants and a criminal complaint, FBI special agents, Los Angeles police detectives, state
insurance investigators, and postal inspectors searched z locations this morning. Rutterschmidt was arrested at her
home at 1776 N. Sycamore Avenue in Hollywood, and Golay was arrested at the triplex she owns aI 424 Ocean Park
Boulevard, Santa Monica.
¡-24
http//apdblog.typepad.com/lapd blog/2006i05/two-elderly-wom.htm
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Both women were arraigned in a downtown federal court this afternoon.
Special agents from the FBI froze Goiay and Rutterschmidt's assets. Investigators estimated that the women had

collected over $z.z million in life insurance pay outs.

it may be more extensive, the FBI will continue to provide the
in Los Angeles or around the country, to this joint investigation," said J. Stephan Tidwell,
who is the Assistant Director of the FBI in Los Angeles. "All of us in law enforcement share the common goals of
providing justice to the victims and securing the integrity of the insurance system."
"Given the scope of this fraud and the fact that

necessary resources, either

Sixteen policies had been taken out on Kenneth McDavid and three on Paul Vados.
"These two women appeared to be preying and proñting on the most vulnerable persons in our society," said State

fnsurance Commissioner John Garamendi. "ïhe residents of California are also victims in these kinds of schemes
through the higher premiums they pay. I am committed to prosecuting this type of fraud, and others like it, to the
fullest extent."
Since the insurance forms are sent

through the US Postal Service, the United States Postal Inspection Service was

brought into the investigation.
"As members of the federal law enforcement community, the U.S. Postal Inspection Service is committed

to
cooperation between agencies in achieving our ultimate goal, to protect the American public from criminal attack, "
said Keith Tlrner, Assistant Postal Inspector in Charge. Postal Inspectors aggressiveþ investigate those who misuse
our nation's mail system to carr)¡ out their fraudulent schemes."
Detectives believe the women would trade room and board for as long as two years. Detectives found the store at
which Rutterschrnidt would order signature stamps of their targets' signatures. Detectives believe the women used

the rubber signature stamps to complete insurance forms.
According to state law, once a life insurance policy has been in force for z years and a day, the insurance company has
a more difficult time contesting any apparent fraud in the opening of the policy.
Anyone with information in this case is asked to call Detectives Dennis Kilcoyne or Rosemary Sanchez at zr3-485-

ztzg. Onweekendsandduringoff-hours,callthez4-hourtollfreenumberatI-877-IÁ,WFULL(Szq-S8SS),orthe
FBI's hotline ntimber at Sro-477-6565.
May 19, 2006 | Permalink

Comments
Hi,
I thinkthis is

a great effort to

improve communication between the police and the community and an exellent use of tedrnologr.

Perhaps more of this mode of progressive forward thinking can be applied to other areas of policework

Well done.
Posted by: Ilobby I May rq. zoo6 at o6:oo PM
This seems to be very common. In New York City

I had a similiar case years ago. They targeted homeless men that were "accident
prone". Insuled them using "key man" insurance in a non existent company. One victim was struckby ri City Bus and the
insurance cornpany paid one million dollars, no questions asked.
Posted by: Paul Caltabiano I Ma)¡ zo. zoo6 at os:sB AM

Just a comment, this blog is a great idea, I hope that you are successful with this campaign. Gets the public involved and returns
that feeling of safety to "Joe Public." Good Job, keep it up. I hope every other department across America takes a
your

boo\ again ¡ireatjob
Posted by:

\\/illiam Waters I Mav zo. zoo6 at rr:s8 AM

This is great!! Why are there not more of these?? Maybe there should be more of these on Friday and
http//apdbl og.typepad.com/l apd blog/2006/05itwo_elder ly_wom.htm
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RCW 70.245.180: Arfhority of chapter

70.245.170 << 70.245.180

>>

- References
70.245.190

to practices under this chapter

-

Applicable standard of care.

RCW 70.245.180

References to practices
Authority of chapter
-Applicable standard of
under this chapter

-

care.

(1) Nothing in this chapter authorizes a physician or any other person to end a patient's life by lethal
r do not for
with this
ln
injection, mercy killing, or active euthanasia. Actions
killing, or homicide under the law. State reports
any
, constitute suicide, assisted suicide,
all not refer to practice under is chapter as "suicide" or "assisted suicide." Consistent with R
70.245.010 (7), (11), and (12),70.245.020(1), 70.245.040(1Xk), 70.245,06A,70.245.070 ,70.245.090,
7A.245.120 (1) and (2), 70.245.160 (1) and (2), 70.245.170,70.245.190(1) (a) and (d), and70.245.200
(2), state reports shall refer to practice under this chapter as obtaining and self-administering life-ending
medication.
(2) Nothing contained in this chapter shall be interpreted to lower the applicable standard of care for
the attending physician, consulting physician, psychiatrist or psychologist, or other health care provider
participating under this chapter.
[2009 c 1 $ 18 (lnitiative Measure No. 1000, approved November 4, 2008).]
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Instructions for Medical Examiners, Goroners, and Prosecuting Attorneys:
Gompliance with the Death with Dignity Act
Washington's Death with Dignity Act (RCW 70.245) states that "...the patient's death
certificate...shall list the underlying terminal disease as the cause of death." The act
also states that, "Actions taken in accordance with this chapter do not, for any purpose,
constitute suicide, assisted suicide, mercy killing, or homicide, under the law."
lf you know the decedentgg[the Death with Dignity Act, you must comply with the
strict requirements of the law when completing the death record:

1.

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

2.

The manner of death must be marked as "Natural."

3.

The cause of death section

not contain a

WAS

a.
b.
c.
d.
e.
f.
g.
h.
¡.

that indicates that the

AS

Suicide
Assisted suicide
ician-assisted suicide
Death with Dignity
r-1000
Mercy killing

E@ia.
Secobarbital or Seconal

Pentobarbital or Nembutal

State R istrar will re
a
death certificate that does not ro
tns
rements
a eath certificate
any reference to actions that might indicate use of the act, the Local Registrar and
Funeral Director will be instructed, under RCW 70.58.030, to obtain a correction from
the medical certifier before a permit to proceed with disposition will be issued.
The Washi

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

Under 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.
Revised April B, 2009

A-21

8t7t2015

Oregon Revised Statúe

Need a vital record? Walk-in hours limited to 10 AM - 2 PM until mid-September

1TffitrH
Tooics

Ato Z

'Search Public

&
Forms &
Stat¡st¡cs Publications
Data

News &

Advisor¡es

Health... : P'

Licsns¡nq &
Certification

Rules &
Reoulat¡ons

About Us

I

Contact Us

I

Jobs

Public Health
D¡rectory

?ubllc Health > Provlder and Parl¡or Resourcas > EvFluat¡on and Rosearch > 999!tr!!l¡_9!gdglgl > Oregon Rêvised

Statute

Oregon Revised Statute
Chapter 127

Contact Us

Note: The division headings, subdivision headings and leadlines for 127.80O lo
127.890,127.895 and 127.897 were enacted as part of Ballot Measure 16 (1994) and
were not provided by Legislative Counsel.
Please browse this page

or El download the statute

dwda.info@state.or. us

for print¡ng - (or rôad the statute at

httþs://www.oregon leg islatu re.gov)
127.800 s.1.01. Definitions.
The following words and phrases, whenever used in ORS 127.800 to 127.897, have the following mean¡ngs:

(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 ¡n the opinion of the patient's attending physlcian or consult¡ng
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 communicat¡ng if those
persons are available.

(4) "Consulting physician" means a physician who is qualified by specialty or experience to make a professional
diagnosis and prognosis regarding the patient's disease.
(5) "Counseling" means one or more consultations as necessary between a state licensed psychiatrist or psychologist
and a patient for the purpose of determining that the patient is capable and not suffering from a psychiatric or
psychological d¡sorder or depression causing impaired judgment.
(6) "Health care provider" means a person licensed, certif¡ed or otherw¡se authorized or permitted by the law of this
state to administer health care or dispense medicat¡on in the ordinary course of business or practice of a profession,
and includes a health care facility.
(7) "lnformed decision" means a dêcision by a qualified patient, to request and obtain a prescription to end his or her life
in a humane and dignified manner, that is based on an appreciation of the relevant facts and after being fully informed
by the attending physician of:

(a) His or her medical diagnosis;
(b) His or her prognosis;
(c) The potential risks associated with taking the medication to be prescribed;

(d) The probable result of taking the medication to be prescribed; and
(e) The feasible alternatives, including, but not limited to, comfort care, hospice care and pain control.
(8) "Medlcally confirmed" means the medical opinion of the attending physician has been confirmed by a consulting
physician who has examined the patient and the patient's relevant medical records.
(9) "Patient" means a person who is under the care of a physician.
(10) "Physician" means a doctor of medicine or osteopathy l¡censed to practice medicine by the Board of Medical
Examiners for the State of Oregon.
1) "Qualified
27
.897 in

(1

"Terminal d¡sease"
medical

a capable adult who is a resident of Oregon and has satisf¡ed the requirements of ORS

obtain a prescript¡on for medication to end his or her life in a humane and dignified
an incurable and irreversible d¡sease that has been medically confirmed and will, with¡n
produce death within six months. [995 c.3 s.1.0'l; 1999 c.423 s.'l]

Medication to End One's L¡fe in a Humane and Dignified Manner)
(Section 2)
127,805 s.2.01. Who may initiate a written request for medication.
http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/DeathwithDignityAcVPages/ors.aspx
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Oresqn's Dep.th wilh DiFnitv 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 physic¡ans iõEãilid-rinistered, 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 from 2OL4 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 2,20L5.
For more detail, please view the figures and tables on our web site: httpi//www.healthoreFon.ore/dwd

Figure 1: DWDA prescr¡ption recipients and deaths*,
by year, Oregon, 1998-2014
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a

Year

2,20t5

of Februa ry 2,2OI5, prescriptions for lethal medications were written for 155 people during 20L4
under the provisions of the DWDA, compared to I2t during 2013 (Figure 1). At the time of this
report, 105 people had died from ingesting the medications prescribed during 2014 under DWDA.
This corresponds to 31.0 DWDA deaths per 10,000 total deaths.l
As

t

Rate per 10,000 deaths calculated using the total number of Oregon resident deaths in 2013 (33,931), the most
recent year for which final death data are available.

http://public.

hea lth.o

regon.gov/ProviderPa rtnerResou rces/Eva uatio n Resea rch/

DeathwithDign ityAct/Docu ments/yea

I

117.

pdf
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the law was passed in 1997, a total of L327 people have had DWDA prescriptions written and
859 patients have died from ingesting medications prescribed under the DWDA.

a

Sínce

a

Of the 155 patients for whom DWDA prescriptions were

written during 2074,94 (60.6%l ingested
the medication; all 94 patients died from ingesting the medication. No patients that ingested the
medication regained consciousness.

o

Eleven patients

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

ingesting the medication during 2014.
a

Thirty-seven of the 155 patients who received DWDA prescriptions during 2014 did not take the
medications and subsequently died of other causes.
lngestion status is unknown for 24 patients who were prescribed DWDA medications in 20t4. For all
of the 24 patients, both death and ingestion status are pending (Figure 2).

a

Of the 105 DWDA deaths during 2014, most (67 .6%) 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 welleducated (47.6% had a least a baccalaureate degree).
a

While most patients had cancer, the percent of patients with cancer in 2OI4 (68.6%l was lower than
in previous years (79.4%), and the percent with amyotrophic lateral sclerosis (ALS) was higher

(16.2%in2Ot4, compared to7.2% 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 (16.2%) 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%) was lower in 2OI4 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%).
a

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

autonomy (91.4%), decreasing ability to participate in activities that made life enjoyable (86.7%L
and loss of dignity (77.4%).
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
(73.9%) during 2014 compared

1"4

patients

to 153% in previous years.

http://pu blic. hea lth.oregon.gov/ProviderPa rtnerResou rces/Eva
Deathwith Dign ityAct/Docu ments/yea r17. pdf

I

u
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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

a

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

Eighty-three physicians wrote 155 prescriptions during 201,4 (I-72 prescriptions per physician).

a

During 2O!4, no referrals were made to the Oregon Medical Board for failure to comply with DWDA

requirements.

Figure 2: Summary of DWDA prescriptions wr¡tten and medicat¡ons ingested in2Ot4,
as of FebruarY 2,2015
155 people had prescriptions
written during 2014

11 people with
prescriptions written
in previous years
ingested medication
during 2014

37 did not ingest
medication and
subsequently died

94 ingested

medication

24 ingestion and
death status

unknown

from other causes

105 ingested

medication

105 died from

0 regained
consciousness after

ingesting
medication

ingesting medication;
died of underlying
illness

http://publ

ic.

health.oregon.gov/ProviderPa rtne rReso urces/Eva uation Resea rch/

Deathwith Dign ityAct/Documents/yea r17.

I

pdf

Page 3 of 6

A-31

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 Febru ary 2, 2OL5, by year, Oregon, L998-2Ot4
20L4

1998-2013

Total

Characteristics
N

s6

Male (%)

(s3.3)

49 (46.71

Female (%)
'Age at death (years)

1 (1.0)
2 (1.s)
3 (2.e)
28

t8-34 (%l
3s-44 (%l
4s-s4(%l
ss-64 (%l
6s-741%l
7s-841%l

(26.71
2s (27.61
23

(zr.sl

85+ (%)

r,e (18.1)

Median years (range)

72 (29-96\

(s2.71

397
357 (47.31

4s3 ls2.7l
406 (47.3)

6 (0.8)

7 (0,8)

16 (2.1)

18 (2.7)
61.17.u

s8 (7.7)

rs6

(20.71
(28.s)

218
206
e4 (r.2.s)

127.31

7r

l2s-s6)

784{-27.41

247
22s

.28.81
.26.71

113 (13.2)

7t

l2s-96)

lRace

100 (es.2)

White (%)
African American (%)
American lndian (%)

73t

1 (0.1)
2 (0.3)

831 (e7.1)
1 (0.1)
2 (0.2)

8 (1.1)

e (1.1)
1 (0.1)

(e7.31

Asian (%)

o (o.o)
o (o.o)
1 (1.0)

Pacific lslander (%)

o (o.o)

other (%)
Two or more races

2 (t.sl

1 (0.1)
1 (0.1)

1 (1.0)
1 (1.0)

s

(%)

Hispanic (%)

Unknown
:Mar¡tal Status

0

48
26

Married (%)2
Widowed (%)
Never married (%)
Unknown

(0.7)

3

(4s.71
(24.81

6 (s.7)
2s (23.8)

Divorced (%)

2 (0.3)

3

(46.2)
772 (22.e1

347

63 (8.4)
76s

(22.s1

3

0

3 (0.4)
3 (0.4)
6 (0.7)

39s (46.r.)
1e8 (23,1)

6e (8.1)

rs4

(22.71

3

,Education

than high school (%)
High school graduate (%)

Less

Some college (%)
Baccalaureate or higher

(%)

Unknown

6 (s.7)
23 (27.e1
26 (24.8)

164 (27.e1

re8126.41

s1 (6.0)
r87 (zr.sl
224 .26.21

s0 (47.6)
o

342
5

392 45.9
5

'Residence

Metro counties

(44.71

46
6 (s.8)
40

(%)3

Coastal counties (%)

(38.8)

Other western counties (%)
East of the Cascades (%)
Unknown
.End of life care

r"r" (r"0.7)

2

4s (6.0)

31s

s7
32s

s4

(41.e)
17.61

(43.3)
(7.21

3

36r. (42.3)
63 (7.41

36s (42.71

6s (7.6)
5

Hospice

s3 (e3.0)
7 (7.0)

Enrolled (%)a
Not enrolled (%)
Unknown
I

6s4 (e0.0)
73 (10.0)
27

747 (90.31
80 (s.7)

37 (3e.8)

4s2 (62.s1

48e (60.2)

s6 (60.2)
o (o.o)

2ss (3s.s)

311 (38.3)
12 (1.s)

5

32

nsurance
Private (%)s

Medicare, Medicaid or Other Governmental
None (%)

Unknown

(%)

12

72 (1.7\
35

47
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2074
(N=105)

Characteristics
,Underlvins illness

72 (68.61

Malignant neoplasms (%l
Lung and bronchus (%)

16 (r.s.2)

Breast (%)

7l 6.71

Colon (%)

s

(4.8)

Pancreas (%)

e (8.6)

Prostate (%)

2 (L.s)

Ovary (%)

s

(4.8)

28 (26.71
L7 lL6

Other
Chronic lower

disease

AIDS

Other illnesses

t
e.

1998-2013
(N=754)

Total
(N=859)

se6 (7e.4)
13s

668 (78.0)

s7 17.61
4s (6.s)

64 (7 s)

47
33 (4.4)
28 (3.7)

s6 (6.s)
3s (4.1)

(r"8.s)
(6.31

3

L4

33 (3.e)

7t

54
34

s4 (6.3)

27r (3t.71

243

4

1ss (18.1)

38
L

L7

0

9 L

9

I

44 (s

53

3

3

0

1

process
Referred for psychiatric 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

634 (93.6)

s4 (8s.s)
8 (7.6)
0 (0.0)

716 (es.3)
2e (3.s)
1 (0.1)

3 (2.9)

(%)

0

Unknown
Lethal medication
Secobarbital
Pentobarbital

(0.7)

s

(3e.0)

47 ls.sl
729 p3.21
810 (e4.6)
37 (4.3\

1 (0.1)

8(0 .e)
3

3

(60.0)

63
41

Other (%)8

44 (s.e)

3 (2.e)
es (eo.s)

403 (s3.4)

466 (s4.21

344 (4s.61

38s (44.8)

L (1.0)

7 (o.e)

8 (0.9)

e6 (e1.4)
e1 (86.7)

686 (e1.s)
667 (88.9)

782 (97.s1
7s8 (88.7)

7s l7t.4l
s2 (4e.s)

s04 (80,6)
376 (s0.1)
300 (40.0)

s79 179.3)
428 (s0.1)

(23.71

211(24 7\
27 (3 2l

life concernse
Losing autonomy (%)
Less able

to engage in activities making life enjoyable

Loss of dign itv
Losing

(%)

(%)10

control of bodily functions (%)

42 (40.0)
33 (31.4)

Burden on familv, friends/caregivers (%)

lnadequate pain control or concern about it (%)
Financial implications of treatment (%)

s

lHealth-care

(4.8)

r78

22lz.sl

342 (40,01

(N=789)

(N=105)

{N=684}

I4

119

133

6

238

244

Whe n medication was ineested12
Prescribing phvsician

Other provider, prescrib ing phys ician not present
No provider
Unknown
At time of death
Prescribing physician (%)
Other provider, prescribing physician not

Nop rovider

4

76

80

81

251"

332

1"4 (13.e)

resent (%)

(%)

6 (s.e)
81 (80.2)

107 (1s.9)
263 (3e.2)
30r, (44.e)

t2r lrs.7l
269 (34.8)
382 {49.s)

4

13

17

Regurgitated

0

22

22

Seizures

0

0

0

Other

0

7

1

Unknown
72

None

Unknown
Other outcomes
Rega ined consciousness

after ingesting DWDA medications

http://pu blic.health.oregon.gov/ProviderPartnerResou rces/Eval uation

Resea

20

487

507

85

244

329

0

6

6
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1998-2013

Total

t-L3t2

0-1905

0-1905

105

752

857

0

2

2

2014
N=I.05)

Characteristics
Duration
Median

n relationshi

Ra

Number of potients with informqtion
Number of potients with information unknown
Duration (davs) between 1st reouest and death
Median
Range

Number of poüen ts with information ovoilable
unknown
Number of potients with
Minutes between ingestion and unconsciousnesstt'
Median
Range

Number of potients with informatíon available
Number of potients with informotion unknown
Minutes between ineestion and deathll'12
Median
Range (minutes - hours)
Number oÍ potients with information ovqiloble
Number oÍ potients with information unknown

1
2
3
a

43

48

47

15-439

15-1009

705

15-1009
754

0

0

0

859

5

5

5

2-75
20

1-38

1-38

507

85

487
267

27

25

11mins-lhr lmin-1O4hrs

352
25

lmin-104hrs

492
262

20
85

512

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 t¡me of death.
Private insurance category includes those with private insurance alone or in combination with other insurance

6
7
8
e

lncludes deaths due to benign and uncertain neoplasms, other respiratory diseases, diseases ofthe 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 ¡ug¡*¡tU-*T7õõl Since then, 37 patients (4.7%l have chosen 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.

Affirmative answers only ("Don't know" included in negative answers). Categories are not mutually exclusive. Data unavailable for four
pat¡ents in 2001.

10 Firstaskedin2003.Dataavailableforall 105patientsin2O74,625patientsbetween1998-2013,and730patientsforallyears.
11 Thedatashownarefor200l-2014sinceinformationaboutthepresenceofahealthcareprovider/volunteer,intheabsenceofthe
prescribing physician, was first collected in 2001.

12 A procedure revision was made mid-year in 2010 to standardize reporting on the follow-up questionnaire. The new procedure accepts
information about time of death and circumstances surrounding death only when the physician or another health care provider is
presentatthetimeofdeath, Thisresultedinalargernumberof unknownsbeginningin2010.
13 Therehavebeenatotal ofsixpatientswhoregainedconsciousnessafteringestingprescribedlethal medications.Thesepatientsarenot
included in the total number of DWDA deaths. These deaths occurred in 2005 (1 death), 2O7O (2 deaths), 201I 12 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

14

these deaths,
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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argaret Dore < m argaretd

o

re@m argaretdore. com>

Letter to editor, New Haven Register
1 message

Sun, Feb 23,2014 at7:23 PM

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

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
inal
respiratory disease" and "diabetes"
six months unless
They are unlikely die in less
on their
suc
Suc h persons, with treatment, could othenruise have years or even decades
don't receive their medic

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 yotl."

To read a commentary on the most recent Oregon government assisted-suicide report, which lists chronic
conditions as the "underlying illness" justifying assisted suicide, please go here: http://www.
noassistedsuicideconnecticut.org/2014102loregons-new-assisted-suicide-report.html
To read about some of my cases in Oregon, please go here: http://wnv.choiceillusion.org/p/what-peoplemean 2S.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
503494-8573 (patient care)
5034944496 (fax)
toffler@ohsu.edu
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CAÌ{ADA
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D]STRICT DE TROIS-RIVIÈRES
No. z 400-17 -002642-1,10
PROVTNCE

GINETTE LEBI,A}IC,
demanderesse
PROCT'REI'R EÉITÉNET, DU CA}IADA,

défendeur

et
PROCTTRETTR

eÉUÉner, DU QrniBEC,

mis-en-cause

AI'FIDAVIT OF iTOHN NORTON IN OPPOSITTON
ASSISTED SUICIDE AI{D EUTHAI{ÀSIA
THB UNDERSIGNED,

1.

being f irst duly

s\^¡orn

I live in Fl-orence Massachusetts USA.

years ol-d and in my first

year of college, I

TO

on oath,

STATES:

When

I was eighteen

\^/as

diagnosed with

Amyotrophic Lateral Sclerosis (ALS) by the University of Iowa
Medical- School-. ALS is commonJ-y referred to as Lou Gehrig's

disease. I

\^/as

told that I would get progressively \^Iorse (be

paralyzed) and die in three to five years.

2.

I was a very physical person. The diagnosis

h/as devastating

to me. I had played football in high school- and was extremely
active riding bicycles. I also performed heavy labor including
road construction and farm work. I prided myself for my physical

strength, especially in my hands.
3.

The ALS diagnosis \^/as conf j-rmed by

the

Mayo

Clinic in

Rochester Minnesota. I was eighteen or nineteen years ol-d at the
ÀI'FIDAVIT OF ,IOHN NORTON- Page

1
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time. By then, r had twitching in both hands, which r^¡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 tol-d that my depression was rati-onal and that
r shoul-d take an easy way out with a doctor's prescription and
support, f would have taken that opportunity.
4. Six years after my initial diagnosis, the disease
progression stopped. Today, ñy condition is about the same. f

can't grip with my hands. Sometimes T need special help.
But, I have a wonderful life.
I am married to Susan. We have
still

three children and one grandchild. r have a degree in psychology
and one year of graduate school. I am a retired bus driver (no
gripping requíred) . Prior to driving b.r=, I worked as a paroÌe
and probation officer.
when r was much younger, r drove a school
bus. Vüe have wonderful friends. f enjoy singlng tenor in
amateur choruses. r help other people by working as a volunteer

dri-ver.

5.

I will be 75 years old this coming September. If assisted
suicide or euthanasia had been available to me in the 1950's, I
the bulk of my life and my life yet to come. f
does not legalize these practices.

woul-d have missed

hope that Canada

A¡'FIDAVIT OF JOHN NORTON- Page

2

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

A-37

ø8/2ø12øI2

02:53

4135861852

/a{u,Sf Ltn- I

)
)

2Ot2

)
)

¡,¡nME:

A3

)

BEI'ORE ME et
MASSACHUSETTS, USA
SVüORN

on,

PAGE

KARUTH/PELKA

kfgtp', p{u.tzyvttr-

.4

{

,-.*-"-,"'t"{l

l'¡
1:.

)

L{t^'t t 1-*
A notary in and for the
Slate of lfashå*rrgt^nn l,l{1,#ttr*SrLffi\

I
)

)
I

)

ADDRESS

95
-

)

f'AÂl.,/t ST"

?Wvnt¿- h^'+

EXprRy 0F coMMrssIoN;fþn¿

olotø-?'

)

)

zàtZt)\ )

I
PLACE

)
)

rfDIDÀvIr OF tolcl

I¡ORTON- Þage

3

\\!a3v¡.1¿E¡\^t, l¡¡G!\¡ab¡.^rì\Jtili ¡{9:loD åit¡dlv¡:. rpo

A-38

CRAIG

D.

CHARLTON

FIRM, PLLC
314 N. Last Chance Gulch,

CHARLTON LAVI

Helena, MT 59601
(406) 502-t2t4
craí90 charltonlawmt

Suite

309

. com

At,torneys for Petitioner
MONTA¡.IA

EIRST i,UDICIAI, DISTRICE

COURIÍ,

LEWIS AND CI^ARK COUNTY

MONTANANS

AGAINST ASSISTED

E FOR T,TVING VüTTH
DIGNITY, a Montana Nonprofit
Pub1ic Benefit Corporation,

Cause No. ADV-2012-1057

SUTCIDE

AT'FIDAVIT OF KENNETH R.
STEVENS' ,tR. MD

'

PETITIONER,

vs.
BOARD OF MEDTCAL EXAMINERS,
MONTANA DEPARTMENT OF LABOR
INDUSTRY,

&

RESPONDENT.

STATE OF OREGON

:)

COUNTY OF CLACKAMAS

')

KENNETH

) ss.

STEVENS,

MD,

being first duly sworn on oath,

deposes

and says as follows:

a doctor in Oregon where physicían-assisted suicide is
Iega}. I am also a Professor Emeritus and a former Chair of the
Department of Radiation Oncology, Oregon Health & Science

1.

I

am

University, Portland, Oregon. I have treated thousands of
Affídavit of Kenneth Stevens , ,Jr. ¡
F¡\ASE ftles\Monlanã Board\Affldavlt

MD

- page 1

Kenn€lh Stevens MD.wPd

Appendix, Tab 6, Affidavit of Kenneth Stevens, MD
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patients with cancer.
2. on December 5, zarLt r submi-tted a retter to t,he Board of
Medicar Examiners, which is attached hereto as Exhiblt e.
3. The instant affidavit updates that l-etter to reflect current
oregon practice. specÍficarly, the ..fíve year, fÍve percent.,
rure described in my Letter has been repraced with the
priorÍtization scheme descrÍbed be1ow.
4.

rn oregon, our assísted suicíde Iaw apprÍes to patients
predi-cted to have ress than six months to IÍve. r write to
clarify that this does not necessarily mean that patÍents are
dying.

5.

rn 2000, r had a cancer patient named Jeanette Hatr.
Another doctor had given her a terminal diagnosis of six months
to a year to Iive, whj-ch was based on her not being treated for
cancer. I understand that he had referred her to me.
6. At our first meeting, JeaneLte tord me plainly that she dÍd
not hrant to be treated and that r^¡as going to *do/, our law, i.e.,
kirr herself with a l-ethar dose of barbiturates. rt was very
a settled decision.
7. r, personally, did not and do not berieve in assisted
suÍcide. I also believed that her cancer hras treatable and that

much

her prospects were good. she was not, however, int,erested in
treatment. she had made up her mind, but she continued to see
me

Affidavit of Kenneth Stevens, ,Jr.,
Fr\ÀSE Fi¡es\Monlana

MD

Board\Affldðv1t Kenneth Scevens

- page

2

MD.wpd
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8.

on the third or fourth vj-sit, r asked her about her family
and learned that she had a son. r asked her how he would feel if
she went t.hrough with her pran. shortry after that, she agreed

to be treat,ed and she is st,íIl aLive today. rndeed, she is
thrilled to be alive. It's been thirteen years.
9. For Jeanette, the mere presence of regal assisted suícide
had steered her to suicíde.
10. Today, for patients under the Oregon Health PIan (Medicaid)
there are al-so financiar incentives to commit suicide.
incentive is that the PIan covers the cost. The PLan/ s

,

one

"Statements of Intent for the April L, 20L2 Prioritized List of

Health Servicesr" states:

It is the intent of the fOregon Health
ServÍcesl Commission that services under ORS
L27,800-L27.897 (Oregon Death with Dignity
Act) be covered for those that wish to avail
themselves to those services.
Attached hereto as ExhibÍt Bt page SI-1.

11. Under the Plan, there Ís also a financial incentive towards
suÍcide because the Plan will not necessarily pay for a patient, s
treatment. As an example, patients wíth cancer are denied
treatment if they have a "Iess than 24 months median survival

with treatment" and fit other criteria.
"Guideline Note !2."

This is the Planrs

(Attached hereto as Exhibit B, page GN-4).

t2, The term, "less than 24 months median survival wíth
treatment, " mearìs that statistically harf the patients receiving
Àffidavit of Kenneth Stevens, Jr .,
F¡\ÀSE Flles\!¿ontana

MD

Board\Affldavlb !(enneth Stevens

- page

3

MD.wpd
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treatment will IÍve less than 24 months (two years) and the other

half wiLl Iíve longer than two years.
13. some of the patients riving ronger than two years wilr
likery live far longer than two years, as much as five, ten or
twenty years depending on the type of cancer. Thís is because
there are always some people who beat the odds.
L4, All such persons who fit wit,hín "Guideline Note !2" wirl
nonetheless be denied treatment. Theír suicides under Oregon,

s

assisted suicÍde act wÍll be covered.

15. r arso write to clarify a difference between physicianassisted suicÍde and end-of-life palliative care in which dying
patients receive medication for the Íntended purpose of relieving
pain, whÍch may incidentarry hasten death. This Ís the prÍncipre
of double effect. This is not physician-assisted suicide in
whÍch deat,h is intended for patíents who may or may not be dying
anytime soon.

L6. The Oregon Health PIan is a government healt.h plan
administered by the state of oregon. rf assisted suj-cide is
legalized in Montana, your government health plan could follow a
simirar pattern. Private hearth ptans could arso folrow this
pattern. rf sor these plans wourd pay for you and/or your famiry
to díe, but not to live.

Àffidavit of Kenneth Stevens, Jr.,
P¡\ÀSE Flles\Montanð

MD

Board\Affldavtt Kenneth Stevens

- page
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FURTHER AFFTANT SAYETH NOT.

3¿¿

attø¿.í¿,( ê

KENNETH STEVENS,

SUBSCRIBED AND SWORN TO

,JR.,

before me this

MD.

_

fur^

day of October,

20L3.

/s/
5/'u¿i

A.A.køn

Notary PubLic for the State
of Oregon
ResidÍng at tl-¡tts bor?, oP
My CommÍssíon

Affídavit of Kenneth Stevens, Jt.,

Expíres On/ogriø

-

page 5
MD
\\Servsr\Roog\DOX\ASE Flles\Mont,ana Board\Affldavlt Kenneth stev€ns MD'lrpd
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FURTHER ÀFFIANT
SAYETH NOT.

Å,ffi,

KENNE H STEVE
NS, JR. .

SUBSCRIBED .A,ND SüIORN
TO
2

befo¡e me this

013

E

n

t^ [)

¡'ID.

JI-

day or ocrober,

Name

Notary pubLic for the Stat,e
of Oregon
Residing at
My Cornmissi on Expí

I

Àffidavit..of

Ke-nr¡eth Stevens, ,Itr.r MD _ page

5
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nlrltt
Frorn: Kenneth Stevens [ma llto: kennethstevensJr@gmall.com]

Sent! Mondãy/ Decernber 0S, 2011 10:52 pM
lo¡ f4a1qu-a.nd,.Ian; connor, Maggle; DLI BsD Medtcal Exðmtners; bbddburke@gmall,com

Subjeck Physlclan asslsted sufclde ctangers

Re:

Physicían-Asslsted suioido: A Danger to pailents; Don't Let patlents be
Steered to Suicide
Dear Montana Medlcal Examlner tsoard member:
I understand that the Montana Medlcal Examlner Board will be voting on
physician-asslsted sulcide. I have been a cancer doctor ln Oregon fõr more than
40 years, The comblnatlon of asslsted-suicide legalizatlon and prlori¡zed
medical care based on_proglosls has created a dãnger for my patlents on lhe
Oregon Health Plan (Medlcaid),

The Plan llmlts medlcal care and treatmsnt for patlents wlth a likelihood of a 6%
or less 5-ygqr survival. My patlents ln that category, who say, have a good
chance of livlng another threo years and who want to live, ðânnot rece-ive
surgery, chemotherapy or radiatlon therapy to obtaln that goal, The plan
gufdelines state that the Plan wlll nbt cover "chemotherapy or surglcal
lnterventions with the prlmary lntent to prolong llfe or alterdiseasõ progrosslon.,'
The Plan WILL cover the cost of the patlent's sulclde.
Under our !aw, a. patient is not supposed to be eligiblo for voluntary sulcide unilf
deomed to have slx months or less to live, ln the well pubiicized cases
of Barbara wagner and^ Randy Qt¡oup, nelther of them had suóh dlagnoses, nor
had they asked for sulclde, The Plan, nonetheress, offered them suiùde.

th-ey are

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

ln

Kenneth R.Stevens, Jr., MD
13680 $W Morgan Rd Sherwood, OR gT14O
Professor Emeritus, and former chair, Radiation oncology Department, oregon
Health & Science Unlverslty, Portland, Oregon
503 625.504{. 503 481 8410
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STATEMENJ"S OF INTENT FOR THE APRIL 1, 2012 PRIORITIZED
LIST OF HEATTH SERY/CES
STATEMENTOF INTENT 1: PALLIATIVE CARE
It ls the inlent of lhe commlsslon that palllative care
servlces be covered for pailents wilh e ltfe-thrsatsnlng
lllness o¡ sovere
edvanced llhees expeôtêd
!o-trglq:: l:r,a¡{!y]ng,-iegarofess.of.the goarsîoì meãical treatment and wfth servtces evâleble
aooordlnglothepattent,sexpectdolengthofltfejseiefamptesUelow)."-"-

-'"'-'

Pellletivq Care lS Comprehonrlve, :peclallzecl care lcleeily provtdÊct.ny.ân
lntêrdl,qnlfilinnry leam (whlch may lnchtrte hut ts nnt l|ml,Aft
to phyolclons, nurses, soctal.worreis,.etc.¡ *nere cEre ti
Èarticularlyioori.j on äfiåîrutlns suffertng and iromoilng quatily of ilfe.
such lnterdisciplinary care Elroulcl lnclude'assessmãni, cirè
birÁ"i'ig,-ãÃãää'cîJù¡nalon, emo¡onal and psychosootat
counsellng for patlents and families, assislance accesilns servtces
17óm ouràr nãeã;
re'ecr rhe
patienl and famlly's values and goals.

;ilüiry;äää"r:;åi,houtd

some examples of palllat¡ve care servlcos that should bo- avallable to patients
with a tife-threatenlng/llmltlng lilness,
without regard lo a palient's expected tength of ilfe:
r lnpatient palllåilve carê consultallon; and,
_. ¡ Oulpatient palliative care consultaflon, offlce vlslts.
wlth an expected medlan survlval of less than
_one.y.earj gs lupported by lhe best available published evidence:
o Home'based palliatlve care servlces (to be deflned
by DMAP), w¡trr1ñe äipectaüon that thelaiiuni

A)
B)

uulirov"

hosplce care.

to

c) wlth an expected median survlval of six months or less, as supporled by peer-reviewed llterature:
' Home hosplce care, wfiere the prlmary goal of care ls quatity äi l¡re tr¡oéplce servlces to ue oeinåo by DMAp).

nor"

It ls the lntent of lhe commlsslon thât.certaln palllative care treatments
bo covered when these treatments carry the prlmary goal to
atteviate symproms and

rmprove quariry ornfe, wrthout inrendins

rô;iiãr

rdtraj;;öõ;;irËï¿;ryìöä'üÄi

"

Some examples of covered palllative care treatments lncludo:
Radlation therapy for painful bono metastases.with the ¡nlent to relteve patn and lmprove quality
of llfe.
Surglcat decompresslon for mallgnant bowel obstrucüon.
Medicatlon therapy such as chemotherapy wlth lowtoxlcity/low slde effect agents
w¡th the goal to deorease paln hom
or orher identirled compticäûons. cost or chämorhurápv unì àiru..nãrü #;Ëãrd;(Jiir¡äun

ål
q)
c)

D)
E)

::jly,j#å:.

arso ue

Medlcal equipment and supplies (such as non-molorlzed wheelchairs, walkers, bandages,
and catheters) determlned to
be modlcally approprlate for completlon of baslc actlvltles of dalfy ltvlng, iói management
of symptomagc complicat¡ons or
as requked for symptom control.

Acupunclure wlth lntent to relieve nausea,

Cancer trealment wilh inlent to palliate ls not a covered servlco whon the same palllailon
can be achleved with paln medicaüons or
other non-chemotherapy agents.
It ls NoT the lntent of the commlsslon that coverage for palliallve care encompasses
those lreatments that seek to prolong l¡le
desplle substantial burdens of treatment and llmite? chance of beneñt. see ori¡ãÁilné Note l2: TREATMENT
oF cANcER WTH
LITTLE OR NO BENÊFIT PROVIDED NEAR THE END OF LIFE.

STATEMENT OF INTENT 2: DEATH WITH DIGNITY AcT
ll ls the intent of lhe commission lhat services under oRS. 127 .80.0-127.8g7 (oregon Death
w¡th Dlgnlty Act) be covered for lhose
that wish to avail lhemselves to lhose servlces. such services include but ard noli¡mneo
to attenoin'g fíryii,iÍ* uiirtr, consul¡ng
physician confìrmatlon, mental health evaluation and counsellng, and prescrþtioñ
mòc¡cut¡0n..
STATEMENT OF INTENT 3r TNTEGRATED CARE
Recognlzlng lhat many lndlvlduals with mental health dlsorders receive care predominanily
from mental health care provlders, and
legognlzlng th€t lntegraling mental and physlcal health services for such lndiüiduàlJ promotes palient-centered care, the Health
Evidence Revlew commlsslon.endorses the lncorporation of chronlc d¡sease health management
support wllhin menlal health
servlce svstems. Although such supports aro not
þart of tho mentat heatth beneìi paôxage: m;tãiñëáih ,;öäi;ätions (MHos) that
elect to provlde these seNlces may report them using psychlatrlc rehabilltatiòn coáðs wnlcn parr
wrtn-mãÀuineätñ oragnoses. tr
lobacco cessatlon supports-, ihéy shouto reporr these serv¡õer usinþ sscoz ror ¡náiv¡oìàì'couñselns
and

$*?å ilff::Jo¡rovide

4-1 6-201 2
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GUIDELINE NOTES FOR THE APRIL 1, 2012 PRIORITIZED

GUTDELTNE NOTE 9,

WRELESS CAPSULE ENDOSCOPy (cONlD)

Suspected Crohn's-dlseas-e: u.pper and lower endoscopy,
^2't q)
Radlotoglcat evtctence of lack of strl'ciufe
9) Only covered onoo durlng any eplsode of lllness
4)
FDA approved devlces musl bê used
5) petency cepsutê shoutd not be Used prlOr to prooedure

GUIDELINE NorE

t/SrOF HEALTH SERY/CES

l0'

CENTRAL

small bowel follow through

sERous RËTINOPATHY AND PARS PLANtrls

Lîne 413

cenlralserous retlnopathy (3ô2,41) ls lncluded on thls

line. only for treatment when the condition has been present for
3 months or
longer. Pars plsn¡tis (363.21) shoutd onty be treated ln pailentó with zol+o oiworie viston,.

GUIDELINE NOTE 11, COLONY srrMuLATtNc FACTOR (CSF) GUTDELTNES
Llnas 79,102,105,10s,123-125,151,144,1ã9,165,166,160,1T0,1A1,197,19e,206-20A,218,220,221,22A,22g,231,24g,24g,252,27f-

278,280,287,292,310"312,314,320,339_341,356,459,622
..

A) CSF are not lndlcated for prlmary prophylaxls offebrlle_neutropenla
B)
C)
D)

E)

F)
G)
H)

l)

unless the prlmary chemotherapout¡c reglmen is known to
produce febrlle neulropenla at least 20% of the time. CSF shóuH be constdered whÀá
rhã ùñ;tlñðmornãrapeuric iegimen
is known to produce febrlle neutropenla 10-20% of the tlme; however, If the rlsk ts due to tt¡'e ctrerñoi¡rèrapy
regtmen. other
alternatlves such as the use of less myelosuppressive chemolherapy or dose reducilon should be
expiored ln this sltuation.
For secondary prophylaxls, dose reductlon thould be conslderêd tÈé primary mJrãpàütið ò-ptrðn ãnËi'añ'eptsooe
of severe or
febrllo neutropenla except ln the setting of ourable tumors (e.g.. germ'cell), as no disease free or overall
survlval benelitg have
been documenled uslng dose malnlenanco and CSF.
CSF are not lndlcated in pat¡ents who are acutely neutropenic but afebrile,
CSF are not lndicatod ln the treatmenl of febrllo iroutrop€nia except ln patlents who received prophylactlc
nþrasilm or
sargramostlm or ln hlgh Ilsk patlents who dld not recolv.e prophyla-ctlc CSF. Htgh rlsk paüents inðfuäe úrose-age >65 years
or
with sepsis. severe. neutropenla wlth absolute neutrophiliouirt :l0o/mcl, neutrõpenla'expeci"o tã Ue diär"
thãn i o dáys ln
durallon, pneumonla, lnvaslve fungal lnfectlon, other cllnlcally documented lnfecilons, tro'spfianiatf on ai-ìime
of tever, oi prior
eplsode of febrile neukopenla.
csF aro not lndlcated.toìncrease chemotherapy dose-intenslly or schedule, except ln cases rvhere improved outcome from
such lncreased lntenslty has been document€d ln a cllnlæl triâ|.
C€F (other than peglìlgrastrim) are lndlcated ln lhe settlng of autologous progenltor cell transplantailon, to mobilize perlpheral
blood progenltor cells, and alter thelr lnfuslon.
CSF are NOT lndlcated ln patlents receiving concomltant chemotherapy and radiation therapy.
There ls no evidenco of clinical benetit ln the routlne, conllnuous use óiCSf ln myelodyspla'siic
syndromes. CSF may be
lndicated for sorne patients with sovere neutropenla and recurrent infecttons, out éhoulá óe t¡s€d ilty li;ignifÌcànt
reípõnse ts

documenled.
csF is indicaled for treatment of cycl¡c, congenltal and idtopalhlc neutropenia.

GUIDELINE NOTE I2, TREATMENT OF CANCER WITH LITTLE OR NO BËNEFIT PROVIDED NEAR THE ETiD OF LIFE
L,lnes 102,103,123-125,144,159,165,166,170,181,197,198,207,208,218,220,221
3 1 0-31 2,320, 339-341,3 56, 4 59, 586,622

,228,22g,2g1,243,24g,252,275-278,280,287,2s2,

This guideline only appliäs to patienls with advanced cancer who have less lhan 24 months medlan survival with
treatment.
All patlents.recelvìng end of life care, either with the lntent to pr.olong survlval or with the ¡ntent to palliale symptoms,
should have/be
engaged with pelliolivc carc providero (for example, havo a palllatlve care consult or be onrolled ¡ir a pal¡iãúuáiãie prngram¡.
Treatment with intent to prolong survlval ls not a covered servlce for patlents wlth any of the followlng:
Medlan survlval of l€ss than 6 months wlth or wllhout treatment, as supported by tne best avaltãuþ publlshed
evidence
Median sufvival wilh treatmenl of 6-12 monthg when the treatment ls expected t,o improve medlan survlval uy
tess rran 50%, as
supporled by the best available published evidence
Median survlval with lreatment of more lhan 12 months when the treatmenl is expected to lmprove median survival
by less than
30%, as supporled by the best available published evldence
Poor prognosls w¡th treatment, due to limiled physlcal rêserve or the abilily lo w¡thstand treatment regimen,
as indicated by low
performance status.

'
'
'
'

Unpublished evidence may be taken lnto conslcleratlon ln the case of rare cancers which are universally fatal wlthin
six months without
treatment.
The Heallh Evidence Review commlssion ls reluctant to place a strict $/QALY (quality adjusted life-year) or
$/Lys (life-year savect)
requ¡rement on end-oÊlife trealments, as such measurements are only approxlm'atioris arid cannot tåt<e ínto âccount all'of the
medts of
an individual case. HoweveÍ, cost must be laken lnto conslderatlon when considerlng treatment options near lhå-ãnO ot t¡f". fot
example' in no lnstance can it be Justifled lo spend $100,000 ln public resources to lñoreaso an ¡n'divldual's expåcieO survivat by lhree
months when hundreds of lhousands of Oregonians are wilhout any form of health lnsurance.
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GUIDELINE NOrES FOR THE APRIL 1, 2012 PRIORITIZED
LIST OF HEATIH SERY/CES

GUIDELINE NOTE 12, TREATMENT OF CANCER

WlrH LlrrLE oR NO BENEF|T pRovtDEO NÊAR THE END
OF LIFE (CONI'D)

Treatmenl wlth th€ goat lo pslilale ls oddre¡sed ln Slatement
of lntent 1, psillailVe Cåre.

GUIDELINE

NorE l3r MINIMALLY lNVAstvE ooRoNARy ARTERY BypAss
suRGERy

Llnes 76,195
Minimally ¡nvasrve coronary artery bypass surgery
rndrcated onry for singre vesser disease.

GUIDELINE NOTE 14, SECOND BONE MARROW TRANSPLANTS
Llne s 79, 1 05, I 05, I 25, 1 g i, I 66, 1 ZO, I gB,2O6,Zs 1,2A0,31
4

second bone mafrow lransplants aro not covered except for landem
autologous transplants for mulilple myeloma,
GUIDELINE NOTE

I5, HETEROTOPIG BONE FORMATION

Línes 89,384
Radlation treatment ls lndlcated only ln those at hlgh rlsk of.helerotoplc
bone formation: lhose w¡th a h¡story of prlor heterotoplc
bone
formatlon, ankytoslng spondylltls or hypertrophlc oËteoãrfnrltts,
GUTDELINE NOTE 16,

cysTlc FlBRosls

GARRIER SCREENTNG

Llnes 1,3,4

cystlc f¡brosls carrler testlng ls covered for 1) non-pregnant adults if
lndlcated ln lhe genetlc lesting algorllhm or 2) pfegnant
women.
GUIOELINE NOTE 17I PREVENTIVE DENTAL CARE
LIno 58

Dental cleanlng and Ruoride trealments are llmlled to onco per 1 2 months

for,adulls and twice per 12 monlhs for chlldren up to age 19
(D1 110. D1120, D'12o3, D12o4, D1206), More frequonl
derirtal cleanlngJãno¡or fiuor¡oe tieaimãÃir ñåy be requirod
for certaln higher

rlsk populations.

GUIDELINE NOTE 1Û, VENTRICULAR ASS¡ST DEVICES
Lines 108,279

Vonklcular asslst devices are covered onry rn the foilowing circumstances:
as a brldge to cardlac transplani;
as treatment for pulmonary hypertenslon when
Pulmonary hypertension ls lhe only contraindication to cardiac transplant and
lhe antlclpated outcome ls caidiac transptant; or,
as a brldgo to rocovery,

ô)
B)
C)

Ventrlcular asslst devices are not covered for destinailon therapy.
Ventrlcular assisl devices are covered for cardiomyopathy only when
lhe lntentlon is bridge ro cardiac lransplant.

GUIDELINE NOTE 19, PET SCAN GUIDELINES
Llnos 125,144,165,166,170,1A2,207,20A,220,221,243,276,278,2g2,512,ggg
PET Scans are covered for dlagnosls of the following cancers only:
. Solitary_pulmonary nodules and non-small cell lung cancer
Evaluation of cervical lymph node metastases wnen cr or MRI do not
demonstrate an obvious pr¡mary lumor.

'

For diagnosls, PET is covered only when lt will avoid an lnvasive
diagnostic procedure, or will assist in deterrnining the optimal
anatomic
location to perform an invasive diagnostic procedure.
PET scans are covered for the inltial slaging of lhe followlng cancers:
. cervlcal cancer only when initial MRI or cr ls negailvã for extra-pelvic metastasis
. Head and neck cancer when lniflal MRI or CT is equivocal
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SUPÉNTEURE

COUR

CA}IADA

PROVINCE DE QÎ'EBEC
DISTRTCT DE TROIS-R]VTÈRES

No. :

GINETTE LEBIJA}IC,
demanderesse

400-17'002642-LL0

c.
PROCTTREITR

et

eÉ¡rÉn¡¡ Du
défendeur

CÀ¡IAD¡|,

PROCr,lìErrR eÉuÉnar, DU QuÉBEc,

mis-en-cause

AFE

IDAVIT OF ,IEA¡IETTE IIAÏ"L

OPPOSINC ASSISEED SUICIDE

THE UNDERSIGNED,

being first

duly sl¡rorn under oath' states:

I live in Oregon where physician-assisted suicide is legal.
that I voted
Our law was enacted in ]-991 via a baIlot initiative
l-.

for.
2.

In 2000, I was diagnosed with cancer and told that I had

months to a year to live.

6

I knew that our law had passed, but I

didn't know exactly how to go about doing it.

I tried to ask my

doctor, Ken stevens MD, but he didn't really anshter me. Ïn
hindsight, he was stalling
3.

me.

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 ultimatefy I decided to fight the cancer. I had both
chemotherapy and radiation.

Affidavit

I am so happy to be al-ive!

of ,feanette HalI * Page l-

\\server\Root\Dox\AsE
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Jeanette Hall Af f ídavit'

wpd
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4.

This ,JuIy, it was 12 years since my diagnosis. Tf Dr.

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

Assisted suicide should not be lega1.
Dated this l'16 duv of

Augus

*xÆ"-'\r#f[-

,J.b.Þnette

rïarr

t

2OL2

4i*fL-

)

SWORN BEFORE

ME aT

)

oREGON, USA
orì I

Êuõ\ff \-l ¡

)

zoLz

)
)
,)

NAME:

ðnnr¡b,i¡Ar,u

)
)

A notary in and for the

State of

.]EANETTE TIÀTL

)

Oregon

)
)
)

ADDRESS

: tShr¡S

î:{^v'd,

EXPIRY OÈ

S\N \\rr\n¡ñ¿
ù9'q?aÈ{t

)

)

COUTUTSSTON:

$e.{ \¿.^'lrÊ¡/ }s,

)

:¡.tg

)

PLACE SEAL HERE:

)
)

@

SHEENA TARIE LESLIE
NOTARY PUEIIC. ORFGON

coilMls8loil t{0,

Affidavit of

102203

,.Teanette Ha1l

-
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Jerry Large I Planning for old age at a premium I Seattle Tlmes Newspaper
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Planning for old age at a premium
Preparing for longterm care is difficult

-

çå,iäfi":i'e
'r)*,,"'o*t
in ou'r

PM

even for those who can

fffi,*aû,a,.sio\
t
afford in.o.uf.[[h."

*"*ffii;r##,*g

Jerry Large

fqdrta t" otJ

Seattle Times staff columnist

é"yb.

Monday, I suggested exploring long-term health insurance as a way to deal with the
cost of assisted living.

afew

Monday's column, some
enough money to see you

At

a couple

But
something so

that

,2
Y
v.
vaÞ

mentioned euthanasia as a solution
were glad the topic was raised, Out of sight, out of

So here's the deal. If you are
for a nursing home.

rich, it's not

a

no way to deal with

problem. If you are poor, Medicaid will pick up

If you are somewhere in the middle, you may want what the rich have, but be able to afford only
what the poor get - and only until your money runs out, and then Medicaid will step in.
Insurance for long-term care is supposed to provide some security for people who
ht{pr/Ëêattletimos.com/html/iorrylargo1201?693023jd108.h1m
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BE¡.ORE AEE LEGIST¡ATURE OE' TAE

STATE OF CAI.IFORNIA

DECT,ARATION OF KENNETS
STE\ZENS, MD

In Re SB 3"28

f, Kenneth Stevens, declare the following under penalty of

perjury.

1.

I

a doctor in oregon where physician-assisted suicide is
I am alSO A Professor Emeritus and a former chair of the

am

legal.

DepartmentofRadiationoncology,oregonHealth&science
university, Portland, oregon. I have published articles in
medical journals and written chapters for books on medícal
topics. This has been for both a national and internatíonal

audience. f work in both hospital and clinical settíngs. I
treated thousands of patients with cancer'
2. In Oregon, our assisted suicj-de law appties to patients
predicted to have less than six months to live. I write to
clarify that this does not necessarily

mean

have

that patients are

dying.

In 2000, Ï had a cancer patient named Jeanette HalI'
months
Another doctor had. given her a terminal diagnosis of six
3.

toayearto].ive,whichwasbasedonhernotbeingtreatedfor
Af,fidavit
\\gede!\M\ÀgE

of Kennet!¡ Steveng, ilr"

r1¡.¡\c.ìtlor¡1â2\f€n¡'tb

6ic1€¡c

MD

- page
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cancer. I understand that he had referred her to me.
4. At our first meeting' Jeanette told me plainly that she did
not want to be treated and that was going to \\do" our Iaw, i.e.,
kitl herself with a lethal" dose of barbiturates.
much

It was very

a settled decísion.

f, personally, did not and do not believe in assi-sted
suicide. I also believed that her cancer v¡as treatable and that
her prospects Ì^lere good. She was not, however, interested in
5.

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

see

me.

the third or fourth visit, I asked her about her family
and learned that she had a son. I asked her how he would feel if
she went through with her plan. shortly after that' she agreed
to be treated and she is stil-l alive today. Tndeed, she is
6.

On

thrilled to be alive. It's been fífteen years.
7, For Jeanette, the mere presence of legal assisted suicide
had steered her to suicide.

8. I also write to clarify a difference between physicianassisted suicide 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
This is not physician-assisted suicide in
which death is j-ntended for patients who may or may not be dying

of double effect.
anytime soon.

Stevens, Jr.,
effidavít of, Kennetlt
stgvdt,D D€c¡¡iàtion'ryd

MD

- page 2
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g. FÍnall-y, I have been asked to comment on gienerally accepted
medical practice regarding the administration of prescrj-pt'ion
drugs to a Patient

-

10. Generally accepted medical practice alLows a doctor ¡ oT a
person acting under the direction of a doctor, to administer
prescription drugs to a patient. common exampl-es of persons
acting under the d.irection of a doctor, include: nurses and other
healthcare professionals who act under the directj'on of a doctor
to administer drugs to a patient in a hospital setting; parents
who act under the direction of a doctor to administer drugs to
their chíldren in a home setting; and aduLt children who act
under the direction of a doctor to administer drugs to their
parents in a home setting.
signed under penalty of perjüry, this

*rL

| | -auy or June 20L5

þttT)
Kenne t

t :¡t',
Aff,idavit of, KennethtDStevens
ecl!¡¡tlon'ryd

MD

Stevens, Jr ,MD
Sherwood' Oregon
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Westfaw"
Page
West's Ann.Cal.Welf.

1

& Inst.Code $ 15610.70

c
Effective: January 01, 2014
West's Annotated California Codes Currentness
Welfare and Institutions Code (Refs & Annos)

Division 9. Public Social Services (Refs & Annos)
Part 3. Aid and Medical Assistance (Refs & Annos)
rs6 Chapter 11. Elder Abuse and Dependent Adult Civil Protection Act (Refs
& Annos)
n¡¡ Article 2. Definitions (Refs & Annos)

-r$

15610.70. Undue influence

(a) "Undue influence" means excessive persuasion that causes another person to act or refrain from acting by
overcoming that person's free will and results in inequity. In determining whether a result was produced by undue inflnence, all of the following shall be considered:

J 0 The vulnerability of the victim. Evidence of vulnerability may include, but is not limited to, incapacity, illX n9$, diúEmÏjury, age, education, impaired cognitive function, emotional distress, isolation, or dependeff
ffiwhether

,,/
/\

the influencer knew or should have known of the alleged victim's vulnerability.

(2) The influencer's apparent authority. Evidence of apparent authority may include, but is not limited to, status
as a fiduciary, family member, care provider, health care professional, legal professional, spiritual adviser, expert, or other qualification
(3) The actions or tactics used by the influencer. Evidence of actions or tactics used may include, but is not limited to, all of the following:

(A) Controllins 'lecessaries of life, medication, the victim's interactions with others,

access

to information, or

sleep'

(B) Use of affection, intimidation, or coercion
(C) Initiation of changes in personal or property rights, use of haste or secrecy in effecting those changes, effecting changes at inappropriate times and places, and claims of expertise in effecting changes.
(4) The equity of the result. Evidence of the equity of the result may include, but is not limited to, the economic
consequences to the victim, any divergence from the victim's prior intent or course of conduct or dealing, the relationship of the value conveyed to the value of any services or consideration received, or the appropriateness of
the change in light of the length and nature of the relationship.
(b) Evidence of an inequitable result, without more, is not sufficient to prove undue influence.
CREDTT(S)
(Added by srats.2013, c. 668 (A.8.140), $ 3,)
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Death by request in Switzerland: Posttraumatic stress disorder and
complicated grief after witnessing assisted suicide
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ABSTRACT
the subject, assisted suicide is
Background: Despite continuing political, legal and moral debate on
that
permitted in only a few countries worldwide. However, few studies have examined the impact
friends.
witnessing assisted suicide has on the mental health of family members or close

were present at an assisted
Methods: A cross-sectional survey of 85 family members or close friends who
(PTSD; ImPact
suicide was conducted in December 2007. Full or partial Post-Traumatic Distress Disorder
and comPlicated
of Event Scale-Revised), depression and anxiery symptoms (Brief Symptom Inventory)
grief (lnventory of Complicated Grief) were assessed at 14 to 24 months post-loss.
(
> 35),6.5% met the criteria for
Resulfs.' Of the 85 participants, 13% met the criteria for full PTSD cut-off
grief. The prevalence of
subthreshold PTSD (cut-off> 25)' and 4.9% met the criteria for complicated
was
6%.
prevalence
of
anxiety
the
16%;
was
depression
present sample than hâs been
Conclusion: A higher prevalence of PTSD and depression was found in the
grief in the samPle
reported for the Swiss PoPulation in general. However, the prevalence of complicated
there seemed to
although
Therefore,
population.
general
Swiss
the
for
rePorted
to
that
was comparable
be no complications in the griefprocess,

related to the loss of

a
@

diieases

ill patients are
punishable by law almost everywhere except Switzerland' the
Assisted suicide and euthanasia for terminally

Ñetherlands, Êelgium and the U.S- states of Oregon and Washington. Assisted suicide is generally defined as the prescribing or
supplying of drugs with the explicit intention of enabling the
paìient tõ enO his or her own life. In euthanasia, in contrast, it is the
the Netherlands and
þhysician who administers the lethal drug' In

is legally permitted,
drugs to end
administer
to
allowed
meãning thai physicians are
a patient's life at his or her request. In Switzerland, in contrast'
euìhanasia is punishable by imprisonment (Article 114 of the
Swiss penal code). It is only in the absence of self-serving motives
that assisting another person's suicide is permissible' Physicians in
Switzerlandãre thereiore allowed to prescribe or supply a lethal
dose of barbiturates with the explicit intention of enabling a
patient they have examined to end his or her own life' However'
most assisied suicides in Switzerland are conducted with the
assistance of non-profit organisations [23]' These right-to-die

b.tgiurn, physician-assisted euthanasia

corresponding author. Tel': +49 347 977aa61.
E-maîl address: birgit.wagner@medizin'uni-leipzig.de

SAS.

All rights reserved.

to members suffering
experiencing "unbearable

organisations offer personal guidance

1. lntroduction

*

2010 Elsevier Masson

(B' Wagner)'

with "poor

outcome"

or

suffering" who wish to die.
The two largest right-to-die organisations in Switzerland are
Exit Deutsche Schweiz and Dignitas. Membership of Exit Deutsche
Schweiz is available only for people living in Switzerland, whereas
Dignitas is also open to people from abroad' Exit Deutsche
Schweiz has about 50000 members, and between 100 and 150
people die each year with the organisation's assistance' In
comparison, Dignitas has about 6000 members, most of whom
live ãbroad. A member who decides to die must first undergo a
medical examination. The physician then prescribes a lethal dose
of barbiturates, and the drugs are stored at the Exit headquarters
until the day ofuse. Usually, the suicide takes place at the patient's
home. On the day the member decides to die, an Exit volunteer
collects the medication and takes ¡t to the patient's home' There'
patient is
he or she hands the patient the fluid to swallow' If the
self-adminisbe
can
it
barbiturate,
the
incapable of swallowing

tereà by gastrostomy or intravenously [a]' After the patient has
died, thã Èxit volunteer notifies the police. All assisted suicides are
reported to the authorities. Deaths through assisted suicide are
recorded as unnatural deaths and investigated by the Institute of
Legal Medicine.

0924-9338/$-seefrontmatter@20l0ElsevierMassonsAs.Allrightsreserved.
doi: 1 0.101 6/j.eurpsy.201 0.12'003
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NEWS RELEASE
o 201 0

Date:

Gontach

Christine Stone, Oregon Public Health lnformation Otficer; 971-673-1282, desk;
e.
503-602-8027, cell;

Rising suicide rate in Oregon reaches higher than national
average:
World Suicide Prevention Da ts

tember

l0

The rate ls 15.2 suicides per 100,000

o
0

11.3 per 100,000

to

( ç." Z'o?)

since

After
Ie

regon: Trends and Rlsk
prevent the number of suicides in Oregon.

re

Pu

lng to a new
report also detalls

,suicide ls one of the most persistent yet preventable public health problems. lt is the leading c?qse of death
from tnjurles - more than eüen from cár ciashes. Each yqq¡.550 pg.qnle ìn oregon die from sulcide and 1,800
principalinvestigator, and manager of
ñ;pË';äñorfitufi."O for non-fatalatternpts," sald Lisà Millet, MPH,
Health.
ine injury Prevöntion and Epidemlology Sectlon, Oregon Public
There are likely many reasons for the state's rising suicide rate, according to Millet. The slngle most
identifiable risti tactoi associated wlth sulclcls is clepresslon. Many people oan manage thelr depresslon;
nowevrr, stress and crisis can overwhelrn their ablllty to cope succossfully.
Stresses such as from job loss, loss of home, loss of famlly and frlends, llfe transitions and also the stress
those
veterans oan experionóo returning home from deployment - all increase the llkelihood of suicido among
who are alreadY at risk.
,'Many peoplo ofton keop thelr depression a secre!for fear.of discrimination, Unfortunately, famllies,
commjnitiås, buslnesses, schooli and othsr institútions often discriminato against people with depression or
other mental illnoss. These poople wlll continue to dle needlessly unless they have support and effectlve
community-based mental health care," sald Millet.

The report also included the following flndings:

o

There was a marked increase in suicides among middle-aged women. The number of women betweon
from 8.2 per
45 and 64 yoars of age who dled from suicide rose 55 percent between 2000 and 2006
100,000 to 12.8 per 100,000 respectlvely,

-

a

Oregon Health AuthoritY

)l'oHs

\ Oregon Department

ofl

^-7

2

SuÍcides in Oregon
Trends and RÍsk F'actors
gyatem
Orggon Vlolent Deqth Reportlng
lnJury and Vþlonoe Prevontlan Program
Offlcs of Dleeaso Preventlon and Epldemlology
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Public Health Dlvislon

Suicides in Oregon:
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Executlve Summary
Suicíde is one of Oregon's most percistent yet largoly provontable public heatth problems.
Suioide is tho second loading oouse of death among Oregonians ages I 5-34, and lho 8'r¡
leading oause of deatlr among all Oregonians in 2010. The financi¿l and omotional
impacte of suiside on family msmbers and the broader community are devæt¿ting and
long lastlng, This roport providcs the most ou$ent suioide statlstics in Oregon tl¡at can
inform prevention programs, polioy, and planníng, Wo analyzed mortality dat¿ from 1981
to 2010 and 2003 üo 2010 data of tho Orogon Violent Death Reporting Systom
(ORVDRS). This raport presonts findings of suicidc trends and risk factors in Orogon.
Key Flndlngs
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In 2010, the age-adjusted suioide rats among Oregonians of 17.1 per 100,000 was
poroont

ihe
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rato of suicids among oregonians has been inoreasing sinoe 2000,

Suicide rates among adults ages 45-64 rose approxímately 50 percent ùom l8.l per
100,000 in 2000 to 27,1per 100,000 ín 2010. Tho rate incrcased more among I'vomen
ages 45-64 than among men of tl¡e same age during ttre past l0 years.
Suicíds rates among men ages 65 and older decroasod approximatety l5 peroent from
nearly 50 per 100,000 in 2000 to 43 per 100,000 in 2010,

Msn wsre 3.7 times rnore likely to die by suicido than women. The highost suicide rato
occured among mcn Bges 85 and over (76.1 por 100,000), Non-Hispanic white males had
the highest euicide rate among nll raoes / ethnioity Q7,l pw 100,000). Firoarms were tbo
dominant moohanism

of

mon

-.-<

Approximately 26 percent of suicides oocuned among veterans. Mala veterans had a
higher suiaide rate than non-vetoran moles (44.6 vu. 31.5 per 100,000). Significantly
higher suioide rates were identlfred among male veterans ages l8-24 t 35'44 and 45-54
when oompared to non-vôterân males. Vetcran suioide victims wete reported to have
more physioal health problems than non-veteran mâlos,
Psychological, bchaviorcl, and health problems co-occur and are known to inorease
suicide risk Approximately 70 percent of suioide victíms had a diagnosed mental
disorder, alcohol and /or substance use problems, or depressed mood at time of death,
Despito the bigh prevalenoe of mental health probleme, less tùan ono third of mals
victirns and about 60 peroent of fsmale viotims wore receiving troafrnont for montal
health probloms at the time of death,

Eviotion/loss of homo was a factor assooiated with 75 deatbs by suioide in 2009-2010,

I
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Introductlon
Suioide is an important Pub lio health problem in Orogon. Healtl¡ suryeys conduoted in
2008 and 2009 sho\l, that approximately I 5 percont of teons aud four percent ofadults
year; and about five
ages t8 and older had serious thoughts of suicide during tho past
yearl'2. In
in the
at!ønpt
suloide
a
perccnt of teens aud 0,4 percent of edults mada
201r0"
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of death
rages in

fin8ag

of total lifetime cost
to familles and

ohargos

of suicide in Oregon w6s ovsr
communities broadons thc imPact ofoach death.

,,Suicide is a multidimensional, multi-determined, and multi-faotorial bohavior. The risk
foJor" urro.iated with suioidai behaviors inolude biologioal, psycho-logioal, and social
providos . .
ñi;;;';e,his report provídes thc most cunpnt suicide statistics ïn Oregon, oxamínes
risk
of
suicide,
description
detailed
planners
a
prevention ptograms and
provention
and
information
public
health
generates
åssooiated with-suioide and
2010 data f¡om thc
rùoægiur. We analyzed mortality dãta ftom 1981 to 2010 and 2003 to
ôregin Viofent Deäth Reporting System (ORVDRS). This report presents findings of
suicido trends and risk factore ín Orcgon'
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