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Welfare

It is enacted by the General Assembly as follows:
SECTION 1. Tirle 23 of the General Laws entitled "HEALTH AND SAFETY" is hereby

I
1

amended by adding thereto the following chapter:

J

CHAPTER4.I3

4

LILA MANFIELD SAPINSLEY COMPASSIONATE CARE ACT
23-4.13-1. Short title.

5

6

-

This chapter shall be known and may be cited as the "Lila

Manfield Saninslev Comoassionate Care Act".

7

23-4.13-2. DefÌnitions. -- As used in this chapter:

8

(lì

9
10
11

"Bona fide ph.'¡sician-patient relationshio" means a treatine or consulting relationshiD

in the course of which a ph]¡sician has completed a full assessment of the oatient's medical histor.v
and current medical condition. includins a personal physical examination.

Y

(2) "Capable" means that a oatient has the abiliW to make and communicate health care

l2
13

manner of communicating if those oersons are available.

14

(3) "Health care facility" shall have the same meanine as in 823-17-2.

15

(4) "Health care provider. means a

person. partnership. corporâtion. facilih/. or

t6

institution, licensed or certified or authorized by law to administer health care or dispense

l7

medication in the ordinary course ofbusiness or practice ofa profession.

l8

(5) "Impaired judgment" means that a person does not sufficiently

understand or

A-1

I

aÐpreciate the relevant fact$ necessarv,to make an info{qed decisiofì.

2

(6) "lnterested person" means:

J

(i) The oatient's ohysician:

4

(ii) A

oerson who knows that the)¡ 4re a rçlative

5

ciyil union. or adoption:

6

(iii) A

of the oatient by bloqd. civi.l maniage.

person who_knows that they would be enJitled. uBon thg patienf's death. to any

7

oortion of the estate or assets of the patient under afry Will or trust. by opefatign of law. or by

8

contract: or

(iv) An

9

l0

owner. operator"

or

employee

of a

health cæe facilitv. nursing home. or

residential care facilit]¡ where the patient.is receivins mqdical treatment or is

a resident.

l1

(7) "Palliative care" shall have the same definition

t2

(8) "Patient" means a person who is eighteqn (18) years of age or older. a resident of

13

l6
t7

in $23-89-3.

Rhode Island. and under the care ofa physician.

(9) "Physician" means an individual licensed to engaee in the oractice of medicine

14

l5

as

as

defìned in g5-37-1.

X

(10) "Terminal condition" means an incurable and irreversible disease which would.

within reasonable medical iudgment. result in death within six (6) months or less.
(a) A

18
19

20

(l)

23

The patient made an oral request to the oh!¡sician in the ph]¡sician's ohvsical oresence

24
25

death.

26

(2) No fewer than fifteen (15) days after the first oral reouest. the patient made a second

27

oral request to the physician in the physician's physical oresence to be orescribed medication to

28

be self-administered for the purpose ofhastening the patient's death.

29
30

3l

(3) At the time ofthe second oral request. the physician offered the patient an oooortunitv
to rescind the request.

(4) The oatient made a written request to be prescribed medication to be

self-

32

administered for the purpose ofhastening the patient's death that was signed by the oatient in the

33

oresence

34

oerson as defined in $23-4.13-2" who were at least eighteen (18) ],ears ofage. and who subscribed

of two (2) or more subscribing witnesses at least one of whom is not an interested
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pf the doc\¡mçnt pn4 to þe

I

and attested that the þatient appeared tg u4de{stand, the natu{q

2

from.dqress gr undue inflqence.pt the time the r,eouest was-signe4.

J

(5) The physician determined.thqt tbe patient:

4

x

5

the patient and the ph]¡sician's review ofthp patient's relevant medical recordsl

6

(

(i)

W.as sufferirìe 4

terminal cpndition. basg! on the phvsicipr,r's phv.sical elami4ation of

(ii") Was capablç:

1

(iii)

8

(iv) Had made

9

(v) Was.a Rhode Island resident.

10

t1

frep

Was making an informed dqcision:
a voluntary request

for medication to hasten their death: and

(ó) The physician informed the patient in person. both verballv and in writing. ofall the
followine:

l2

(i) The patient's.rnedical dipenosis:

13

(ii) The patient's proenosis. includine an acknowledeement that the ohysician's prediction

t4

of the oatient's life expectancy was an estimate based on the physician's best medical judsnent

15

and was not a euarantee

L6

could live loneer than the time predicted:

of the actual time remaining in the patient's life. and that the oatient

t7

(iii)

l8

(iv) Ifthe patient was not enrolled or participatins in hospice care. all feasible end-ofJife

The range oftreatment options appropriate for the oatient and the oatient's diagnosis:

t9

services. includinq palliative care. comfort care. hospice care. and pain control:

20

(v) The range of oossible results. includine ootential risks

2l

associated

with takine the

medication to be prescribed: and

22

(vi) The probable result oftaking the medication to be prescribed,

23

(7) The phvsician referred the patient to a second phvsician for medical confirmation of

24

the diaenosis. prognosis. and a detennination that the patient was capable. was actinq voluntarily.

25

and had made an informed decision.

26

(8) The ohvsician either verified that the oatient did not have implrired .iudement or

27

referred the patient for an evaluation by a ps)¡chiatrist. psycholoeist. or clinical social worker'

28

licensed in Rhode Island. for confirmation that the patient was capable and did not have impaired

29

iudement.

30
JT

(9) If applicable. the þhysician consulted with the patient's þrimary care physician with
the oatient's consent.

32

(10) The ohvsician informed the patient that the patient mav rescind the request at any

JJ

time and in anv manner and offered the patient an ooportuniW to rescind after the patient's second

34

oral request.
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(11)

I

Ihe

ph,vqiçian qnst{qd ttr4.allrequired steqs wgr.e canipd out in acçordance witþ this

2

seçtion and confirmed. imme4iately orior to writi.ng the oresc{iption fot medication. that ttre

3

patient..wæ maki4g afi infp{med deciçipn.

(12) The physician wrote the þrescription no fewer than forty-eight (48) hours after the

4
5

læt to occur of the following events:

6

li) The patient's written

7

(ii) The oatient's second oral request: or

8

(iii) The ph]¡sician's offerine the patient

9

ll3)

reouest for medication to hastqn their death:

4n opoortunity to rescind the request.

The ohvsician either:

(i) Dispensed the medication directlv. provided that at the time the ohysician

l0

dispensed

lt

the medication. thev were licensed to disoense medication in Rhode Island. had a current DruB

t2

Enforcement Administration certificate. and comolied with a¡ry applicable administrative rules: or

l3

(ii) With the patient's written consent:

l4

(AlContacted a pharmacist and informed the pharmacist of the prescription: and

l5

(B) Delivered the written prescription personally or by mail or electronicall), to

the

16

plrarmacist. who dispensed the medication to the patient. the Bhysician. or an expressll¡ identified

l7

aeent

ofthe oatient.

l8

(14) The ohysician recorded and fìled the following in the patient's medical record:

t9

(il

20

The date. time and detailed descriotion of all oral reouests of the patient for

medication to hasten their death:

21

(ii) All written requests by the patient for medication to hasten their death:

22

liiil

23

24
25

The phvsician's diagnosis. orognosis. and basis for the determination that the oatient

was capable. was acting voluntarily. and had made an informed decision:

liv) The

second ohvsician's diagnosis. prognosis. and verification that the Datient

w¿ts

capable" was acting voluntarilv. and had made an informed decision:

26

(v) The phvsician's attestation that the patient was enrolled in hospice care at the time of

27

the oatient's oral and written requests for medication to hasten their death or that the physician

28

informed the oatient of all feasible end'of-life services:

29

(vi) The phvsician's verification that the patient either did not have impaired judgnent or

30

that the physician referred the patient for an evaluation and the person conducting the evaluation

3l

has determined that the patient did not have impaired iudgment:

32
33

34

(vii) A report of the outcome and determinations made during any evaluation which the
natient mav have received:

(viiil The date. time.

and detailed descriotion

of the ohysician's offer to the patient to
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I

rescind the reouest for medication at the time ofthe oatient's.second.oral request: and

2

(ix) A note by thg oh!¡sician indicatins that all reouirements under this section were

J

satisfied and describing all of the steps taken to carry otlt the reouest, includine a notation of the

4

medication orescribed.

(15) After writing the prescription, the ohysician promotlv filed a.reoort with the

5

6

department of health documenting compl.etion of all

this section.

(b) This section shall not be construed to limit civil or criminal liabilitv for

7
8

o-f the reouirements under

gross

negligence. recklessness. or intentional misconduct.
23-4,13-4. No dutv to aid.

9

-

A patient with

a terminal condition who self-administers a

l0

lethal dose of medication shall not be considered to be a person exposed to grave ohvsical harm

1l

under $ll-56-1. and no oerson shall be subject to civil or criminal liability solely for being

t2

oresent when

l3

pursuant to this chapter. or for not acting to prevent the patient from self-administering a lethal

t4

dose

15

administered medication oursuant to this chaoter.

l6

a.

patient with a terminal condition self-administers a lethal dose of medication

of medication pursuant tq this chapter. or for not renderine aid to a oatient who has self-

23-4.13-5. Limitations on actions. -- (a) A physician. nurse. pharmacist. or other person

t7

shall not be under any duty. by law or contract. to oarticioate in the orovision of a lethal dose

18

medication to

of

a patient.

t9

(b) A health care facility or health care provider shall not subject a ohysician. nurse.

20

oharmacist. or other oerson to discioline. susoension. loss oflicense" loss oforivileges" or other

21

penalty for actions taken in good faith reliance on the provisions ofthis chaoter or refusals to act

22

under this chapter.

23

(c) Except as otherwise provided in this chapter herein. nothing in this chaoter shall be

to limit liability for civil

24

construed

25

misconduct by anv person.

26

damages resulting

23-4.13-6, Health care facilifv exceotion.

from negligent conduct or intentional

- A health care facilit)'

ma]¡ orohibit

a

27

physician f¡om writing a prescription for a dose of medication intended to be lethal for a oatient

28

who is a resident in its faqility and intends to use the medication on.the facilitv's oremises.

29

provided the facility has notified the physician in writing of its oolicv with regard to the said

30

prescriptions. Notwithstanding the provisions

3l

oolic), established by a health care facilit)' under this section ma)' be subject to sanctions

32

otherwise allowable under law or contract.

of

923-4.13-5(b). any physician who violates a

33

23-4,13-7, Insurance oolicies: nrohibitions. -- (a) A oerson and their beneficiaries shall

34

not be denied benefits under any life insurance oolicy. as dehned in $27-4-0.1. for actions taken
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I

in accordance with this çhaoter.

2

(b) The sale. procurement. or issue of an], medical malpractice insurance polic]¡ or the

3

rate chargqd for fhe polic.y shall not be conditioned upon or affected by whether the oh]¡sician is

4

willing or unwilling to oarticipate in the orovisions of this chapter.

5

23-4.13-8. No elfect on oalliative sedation. -- This chaoter shall not limit or otherwise

6

affect the orovision. administration. or receiot of oalliative sedation consistent with acceoted

1

medical standards.
23-4.13-9. Protection of oatient choice at end-ofJife.

8

9

t0

have engaeed in unorofessional conduct under 95-37-5.1

(l)

if

The physician determines that the oatient is capable and does not have imnaired

iudement: and

(2) The physician informs the oatient of all feasible end-oÊlife services. includine

l3
t4

A physician with a bona fide

physician-patient relationship with a patient with a terminal condition shall not be considered to

ll
l2

-

palliative care. comfort care. hospice ca¡e. and oain control: and

15

(3) The physician orescribes a dose ofmedication that may be lethal to the oatient: and

t6

(4) The physician advises the patient of all foreseeable risks related to the prescriotion:

t7

and

(5) The patient makes an indeoendent decision to self-administer a lethal dose of the

l8
19

medication.
23-4.13-10. Immunitv

20

for nhvsicians.

-

A physician shall be immune from anv civil or

21

criminal liabilitv or professional disciolinary action for actions performed

22

compliance with the provisions of this chaoter.

good faith

23-4.13-11. Safe disnosal of unused medications. -- The department of health shall

23
24

in

adopt rules providing for the safe disoosal ofunused medications prescribed under this chapter.

25

23-4.13-12. Statutorv construction. -- Nothing in this chapter shall be construed to

26

authorize a physician or anv other oerson to end a patient's life by lethal injection. merc], killing.

27

or active euthanasia. Action taken in accordance with this chapter shall not be construed for any

28

purpose

29

section shall not be construed to conflict with section 1553 of the Patient Protection and

30

Affordable Care Act. Pub.L. No. ll1-148" æ amended b]¡ the Health Care and Education

3l

Reconciliation Act of 2010. Pub.L. No. I I l-152.

32

to constitute suicide.

assisted suicide. mercy

killing. or homicide under the law. This

SECTION 2. This act shall take effect upon passage.

LC004741
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EXPLANATION
BY THE LEGISLATTVE COI]NCIL
OF

AN ACT
RELATING TQ HEALTH AND SAFETY- LILA MANFIELD SAPINSLEY
COMPASSIONATE CARE ACT

I

This act would create the Lila Manfield Sapinsley Compassionate Care Act, to provide a

2

legal mechanism whereby a terminally

3

prescribed by

4

a

ill

patient may choose to end their life using drugs

physician.

This act would take effect upon passage.

LC004741
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Opinion 2.21'l - Physician-Assisted Suicide
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Opinion 2.211 - Physician-Assisted Suicide

X

a

perform the tife-ending act (qg, the
suicide),

tes a

's death

the necessary means and/or information

and

a\¡r'are

It is understandabte, though tragic, that some patients in extreme duress--such as those suffering from a terminat, painfut, debilitating ittness- may come t
decÍde that death is preferabte to [ife. However, attowing physicians to participate in assisted suicide woutd cause more harm than good,
-e!¡p¡ciamsirte¿
cricide iç funda mênfâllV
Dâti bte with the nhvçi.iãn' s rote as healer, woutd be difficult or imnocçihle to aôntrôl and woutd
serìous sôciêtâl riçks.
lnstead of participating in assisted suicide, physicians must aggressivety respond to the needs of patients at the end of tife. Patients shoutd not be abandone
it is determined that cure is impossible. Muttidisciplinary interventions shoutd be sought inctuding speciatty consultation, hospice care, pastoral support
family counseling, and other modalities. Patients near the end of life must continue to receive emotional support, comfort care, adequate pain control,
respect for patient autonomy, and good communication. (1, lV)
once

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

It is understandabte., though tragic, that some patients in extreme duress--such as those suffering from a terminal, painful, debititating itlness--may come t
decide that death is preferabte to life. However, permitting physicians to engage in euthanasia woutd uttimatety cause more harm than good. Euthanasia is
-lu¡da¡nenlaltv lncompatlþle \rylth the Þhvsician'
The involvement of physicians in euthanasia heightens the significance of its ethical prohibition. The physician who performs euthanasia assumes unique
responsibitity for the act of ending the patient's [ife. Euthanasia coutd also readity be extended to incompetent patients and other vulnerable poputations.
lnstead of engaging in euthanasia, physicians must aggressivety respond to the needs of patients at the end of [ife. Patients should not be abandoned once il
is determined that cure is impossible. Patients near the end of life must continue to receive emotional support, comfort câre, adequate pain control, respe(
for patient autonomy, and good communication. (1, lV)
lssued June

1

994 based on the report "Decisions Near the End of Lìfe."

¿

adopted June 1 991 (JAÀ,IA. 1992;267 2229-22331i Updated Júne 1 99ó
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Terminal Llncertarnty
.With

Dignity" law allows doctors
Washington's new "DeatJr
to help people cornmit 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 r4, zoog

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 IVlung cancer, the most
form
there is. Her tumor had metastasized up her
ad
The doctor gave Clayton two to four months to live.
was almost four years ago.

Maryanoe Cl¡yton with her son, E¡ic, in the Fred
wailing ¡oom: 'Ijust lepl goint.'

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

-

Dilem¡¡ras by.ca¡çetakffs

and other

Oregon studies

who have used
Oregon's Death with Dignity law.

-

Sbtsonpeople

-

Harvard grofessor Niçbolas Chr¡stakis

-

JAMAstudy

looking at the accuracy of
prognosis.
examining the

accurâcy ofprognosis.

LJPDATE: "tt Fëlr Like rhe 3iB one"

Her response was remarkable, The tumors shrunþ and
although they eventually grew back, they shrunk again when
she enrolled in a second clinical trial. (Pemetrexate-has since
been approved by the FDAfor initial treatment in lung câncer
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 wtong."
"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
raspyvoice, 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
month, in a Fred
short tresses as she sits, one day
Hutchinson waiting room.
on
with her
four months to
a

n, a

trip
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Hawaii, and a tour of the Southwest that culminated in a visit to the Grand Canyon. There she rode a
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 cancerr" Martins chuckles-

Her experience underscores the difficulty doctors have in forecasting how long patients have to live-a
difñcuþthat 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 terminaþ 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.
some loath to help patientt elq their lives and others asserting
it's the most huñráne thing to do. But there's one thing many on both sjdes can agree on.-Dr. Stuart
iurb.r, head of palliative ãare at the University of Washington Medical Center, puts it this way: "Our

lfre law has deeply divided doctors, with

abilityio predict what will happen to you in the next six months sucks."

In one sense, six months is an arbitrary figure. "Why not four months? Why not eight r-nonths?"
AtthilC"ptan, director of the Center foigiolthics at the University of_Pennsylvania, adding that

asks

medical lit^erature does not define the term "terminally ill." The federal Medicare program, however, has
determined that it *itt puy for hospice care for patienis with a pr-ognosis of six months or less. "That's
whywe chose six monúsj'explains George lighmey, executive director of Compassig"-& Chaices of
ôtËgotr, the group that led thé advocacy fór thã nation's first physician-assisted suicide law. He points
out ihat doctors are already used to making that determination.
To do so, doctors fill out a detailed checHist derived from Medicare guidelines that are intended to
ensure that patients truly are at death's door, and that the federal gover_nment won't be shelling,out for
ftorpi""*tr irrd.fittit"ly. rtr" checklist covers a patient's abilityto speak, walk, and smile, in addition to
technical criteria specific to a person's medical condition, such as distant metastases in the case of
cancer or a "CD4 count" of less than z5 cells in the case of AIDS.
No such detailed checklist is likely to be required for patients looking to end their lives in Washington,
however. The state Department of Health, õurrently drafting regulations to comply with the.new law,
has released a prelimiia"ylr"rsion of the form that will go tõ doãtors. Virtuaþ identical to the one used
i" Or"so", it simpþ asks áo"tors to check a box indicating they have determined that "the patient has
six months or less to live" without any additional questioñs about how that determination was madeEven when applying the rigid criteria for hospice eligibility, doctors often get it wrong, according to
Ñi"hol"r ctr¡sìãt<isla profässor of medicine ãnd sociology at Harvard University and a.pioneer in
research on this .ofiãót. As a child, his mother was diagñôsed with Hodgkin's-{isease. "\,Vhen I was six,
she was given a ro pärcent chance ãttirrittg beyond t!ryp ryç.kt,u he writes in his 2ooo book, Deoth
Foretolã prophecy and, prognosrs in Medical Care. "She lived for nineteen remarkable years-..T spent
my boyhoo¿ átways fearing t"hat her lifelo_n_g chemotherapy would stop working, constantþ_wondering
wÉethär my mothär would-live or die, and both craving and detesting prognostic precision."

published a
Sadly, Christakis' research has shown that his mother was an exception. In zooo, Christakis
to
hospigeprograms.in
pat-ients
admitted
rtuó'in the BrítÍsh Medical Journalthat followed 5oo
.
ôtri*ågo. He found that only zo percent of the patienls died approximateþwhen their doctors had
p."áiãt"a. unfortunately, råost åi.d roonrr. "B-y and large, thã physicians were overþ optimistic," says
Christakis.
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In the world of hospice care, this finding is disturbing because it indicates that many patients-arent
being referred earli enough to take fullãdvantage ofiervices that_might ease-tleir final months. "That's
whaihas frustrateá hospiões for decades," says Wayne McCormick, medical director of Providence
HoÀpice of Seattle, explåining that hospice stäfffre(uently don't get enough time with patients to do
their best work.
Death With Dignity advocates, however, point to this finding to allay conc€r-ns that people might be
ki[ing themsel"ves ioo .ootr based on anelrroneous six-month_prognosis. "Of course, there is-the
occasional person who outlives his or her prognosis," says Robb Miller, executive director of
compassioir 6¿ Choi""s of Washington. Acìuaily, 1Z percent of patient._¿ia-:g in the Christakis study.

Thisioughly coincides with data cãilected by the National Hospice-and PalliativeCare Organization,
which in"zooZshowed that 13 percent of hoépice 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 u t.*tboät and find a life exipectancy assõciated with most medical conditions: Studies have
îollowãdpopulationsof people wittithese conditions. It's a statistical average. To b9-P_re-cise, it's a
Martins. "ihat means 5o percent will do worse and 5o percent will do better."
median,

"*pt"inr

Doctors also shade their prognoses according to their own biases and desires. Christakis' study found
ttrut ttt" longer a doctor tä"ñ a patient, the more likely their pro-gnosis was_inaccurate, suggesting that
doctors who"get attached to theiì 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 {icks'
an orthõpedic Jurgeon 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 instead of
more comfortable,less stressed."

better. Curtis doesn't know exactly why,
better than being on it. He was
was pro
says the man lived for at least a year afterwards.

to

the man

Curtis also once kept a patient on life support against his betterjudgment-because her famiþinsisted. "I
thougtrt she wouldiive äays to weeks," hãsays õtthe woman, wÌ_r9 was suffering from septic shock and
and come back for
-ottipl. organ failure. Instead she improved enough to eventually leave the hospital
a visit some six or eight months later.

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

ff.y -"rning when Heidi Mayer wakes up, at b a.m. as is her habit, she says "Howdy'' to her
husbãnd Bud-vãryloudly. "If he says'Howdy'back, I know he's OK," she explains.
â-L2
http://www.seattleweekly.com/content/printVersion/5
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Taking Charge: Putting a stop to
elder abuse is everybody's
business
Last week's Taking Charge mail contained two questions
about elder abuse, which is an underreported issue that
happens in every city and town.
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Last week's Taking Charge mail contained two questions about elder abuse, which

is an underreported issue that happens in every city ancl town. The National
Center on Elder Abuse estimates that as many as 10 percent of seniors are

Bus

subjected to elder abuse each year, yet only one in 14 cases is actually reported.

Victims can be wealthy or poor, well-educated or have limited education, healthy
or sick, men or women, and of any race, ethnic background or religious beliefs.
Many times, the abuser is a family member, yet the elder is afraid to report
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becauseheorshedependsontheperpetratorforhelpwithdailytasks.
Q: I know that physical abuse of an elder is covered under the law; what about
verbal abuse, such as intimidation or harassment? My cousin lives with my
grandmother and I have heard him berate her and scream at her.
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Q: My nephew has a history of legal problems and has been incarcerated twice.
The last time he was released, my mother-in-law agreed to let him live in her
house until he found a place to stay and got

a

job. Since he moved in, she is having

itifiìeulty buying her food and medications and paying her bills. I suspect that he
has been bulþing her into giving him money. How do we address this situation?

A: Rhode Island GeneralLaw 4z-66-8 requires any person who
cause to believe that a senior has been abused

has reasonable

by a caregiver to file a report with

the I{hode Island Division of Elderly Affairs protective services unit'

Abuse and self-neglect repofts can be fi1ed z4 hours

a day, seven days a week (even

holidays), by calling (+ot) +62-o555. Reports can be filed anonymously. Failure to

report abuse of a person 6o or older can result in a fine of up to $r,ooo. tJnder
Rhode Island law, records pertaining to a person who is reported to be abused,
neglected, exploited or abandoned are confidential.
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After the investigation is completed, the Division of Elderly Affairs works with
case-management agencies to develop and monitor a care plan. The goal is to help

both the elder and the family. If there is

a

possibility that a crime has been

committed, the agency will contact the state attorney general's elder abuse unit
and local law enforcement.

In many cases, the care plan eases the stress that is brought on by caregiving
duties. Services can include attending an adult day health center, home care,

Startgour

fourneg
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lladaulntr
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respite care, and/or referral for legal services. Guardianship proceedings could
also be deemed to be in the best interest of the elder.

The law defines physical abuse of an elder as the willful infliction of pain or injury
http://www.providencejournal.comlarticlel20l4l006/Lifestyle/310069891
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' Breaking.the.Silenoe'on' Elder"Abuse"

"'

From Washington Lawyer, February 2015
By Kathryn Alfisi
The issue of elder abuse made front-page news in 2009 when famed philanthropist Brooke
Astor's son, Anthony Marshall, was convicted on 14 of 16 counts for financially exploiting his
mother, stealing millions of dollars from her.
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 housekeeper who, along with her husband, had
scrimped and saved, bought a house (in which she took great pride), and wanted to be
independent in her elder years. 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 her to 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 horrible story. This widow by herself with nobody looking after her, and then he convinces her that her
family is trying to take advantage of her," Robinson says.
Cases suifr al Goode's and Aõtor's are all too common, say experts, yet the issue of elder abuse often goes unnoticed.

Vulnerable and Exploited

While statistics are hard to come by, a recent report by the U.S. Department of Justice and U.S. Department of Health and
Human Services states that elder ábuse-which includes physical, sexual, and psychological abuse, as well as neglect,
abandonment, and financial exploitation-affects about five million Americans each year. According to the report, just one
in 24 cases of elder abuse is reported to authorities.l1I(1bar-resoureeslpuþIicatlo¡slwaslungla,nlawyer/articles/february-201 5-elder-ab u se.cf mlÍft n ref l-l
While elder abuse may not be garnering a lot of public attention, there appears to be growing sensitivity-to the issue
among lawyers, says Óavid Engtish, a professor at the University of Missouri School of Law and chair of the American Bar
Association's (ABAj Commissiõn 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.
Lawyers are likely seeing an increasing number of elder abuse cases for several reasons: There are now more individuals
who are consideied elderly; people arè 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 relationsirip to the elder or (b) failure by a caregiver to satisfy the-elder's
basiõ needs or to Irotect the elder from harm."[2] {/bar-resources/publications/washington-lawyer/articles/february'
20 I 5-e I d e r-ab u se.cf mffft n ref2)

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 ol'der are expected to account for 20 percent of the country's total population by 2050. Currently, seniors 85 years
old and up compriie 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, sñowed 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-repor[áC at a rate of 41 per 1,000 older residents surveyed, higher than other forms of abuse.l3l-.llþAL

resourcesipublications/washington-lawyer/articleslfebruarv-2015-elder-abuse.cfm#ftnref3)
Misplaced Trust

Trað¡ Tait often deals with elder abuse cases at her job as assistant Bar counsel with the D.C. Office of

t

handled the Goode case, which in many ways was not that different from the many cases concerning the
taken by Bar Counsel. However, the U.S. Attorney's Office also became involved with the Goode case, an.
https:i/www.dcbar.org/bar-resources/publications/washingrton-lawyer/articles/february-201!elder-abuse'cfin
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working collaboratively with the FBl.
The investigation into Goode's attorney started as a cold call by Robinson, Goode's niece, to the Office of Bar Counsel.
Not wanting to jump to conclusions, Tait first suggested that Robinson take certain steps, such as taping a conversation
with Rogerð (with his 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 California 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
nothing to fr¡Oe. But when Robinson and her aunt went to the bank, they discovered that Rogers had withdrawn all the
remaining 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.
With 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 $260,000 in savings and was able to only recover $75,000, the most money allowed from the D.C.
Bar's Clients' Security Fund.
Despite the successful outcome of the case, the whole situation was very upsetting to Robinson.

"lt was just horrible 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 never
reported orìnvestigated because there's no family member or loved one involved. And the elderly often make unreliable
wiinesses due to dementia, making it difficult to bring a case without a third-party witness. But this is why the elderly make
such easy targets.
"The elderly are an at-risk group for a lot of reasons, including, but not limited to, diminished capacity, isolation from family
or other caiegivers, lack of sophistication when it comes to purchasing property, financing, or using computers," says Amy
Mix of the AARP Legal Counsel for the Elderly (LCE).
Mix heads up the Consumer Fraud and Financial Abuse Unit at LCE, which works closely with the D.C. Department of
Human Services'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-often a target of predatory lenders or con artists-or strip their bank accounts of all their
money.

Which is what happened to an 86-year-old client of Mix whose case she had been litigating for four years. A family friend
of the client had convinced her that she was in financial distress and had her sign some paperwork that ended up being a
deed transferring the title to her home. The "friend" then took a mortgage out on the property and walked away with
,000 in cash

"A lot of defendants are family members, lots are friends, often people who befriend a senior through church or some
other community group. We had a senior victim who had given her life savings away to some scammer who told her she'd
won the lottery and would have to pay the taxes ahead of time," says Mix. The scammer found the victim using
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 attorney for the Office of the D.C. Long Term-Care Ombudsman Program,
which monitors individuals in long-term care facilities in the District, including nursing homes, group homes, and assisted
living facilities, as well as people who are getting a high level of service at home through the Medicaid waiver.
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.
"When you talk about a vulnerable population that might have cognitive impairment, it's very difficult to fin
abuse. When you look at [elderly persons] with a big bruise on their cheek you might think that someon
could be because their medication makes them bruise easily. They may be'able tõtelt you or they may
https://www.dcbar.org/bar-resources/publications/washington-lawyer/articles/february-2015-elder-abuse.cfrn
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Note: The division headings, subdivision headings and leadlines for 127.800
(1994) and
127 .BgO, 127 .BgS and i2f .897 were enacted as part of Ballot Measure 16
were not provided by Legislative Counsel.

"

dwda.info(ôstare.or.us

or El downlgad the statute for printing - (or read the statute at
httos://www.oregonlegislature'gov)
Please browse this page

127.800 s.1.01. Definitions.

The following words and phrases, whenever used in ORS 127 .BO0 lo 127 .897 , have the following meanings:
(1

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

(2) "Attending physician" means the physician who has primary responsibility for the care of the patient and treatment of
the pat¡ent's terminal disease.
(3) ',Capable. meâns that in the opinion of a court or in the opinion of the patient's attending physician or consulting
and communicate health care decisions to health
inysiciån, psychiatrist or psychoËgist, a patient has the ability to make
bai" prouid"rs, including ðommuniäation ihrough persons familiar with the patient's manner of communicating if those
persons are available.
(4) "Consulting physician" means a physician who is qualified by specialty or experience to make a professional
diagnos¡s and prognosis regarding the patient's disease.
(s) 'counseling,' means one or more consultations as necessary between a state licensed psychiatrist or psychologist

psychiatric or
ànU a patient fãr the purpose of determining that the patient is capable and not suffering from a
psychological disorder or depression causing impaired judgment.

(6) ',Health care provider" means a person licensed, certified or otherw¡se authorized or permitted by the law of this
profession,
òtát" to administer health care or diipense medication in the ordinary course of business or practice of a
and includes a health care facility.
(7) "lnformed decision" means a decislon by a qualified patient, to request and obtain a prescription to end his or her life
after being fully informed
in ã ¡¡uran" and dignified runn"r, that is bãseå on an appreciation of the relevant facts and
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'

(g) "Medically confirmed" means the medical opinion of the attending physician has been confirmed by a consulting
records.
iliysician whb has examined the patient and the patient's relevant medical
(9) "Patient" means a person who is under the care of a physician'
(10) ',physician" means a doctor of medicine or osteopathy licensed to practice medicine by the Board of Medical
Examiners for the State of Oregon.
(11) ,'eualified patient" means a capable adult who is a resident of Oregon and has satisfied the requirements of ORS
ìZi .AOO 12i.gg7 in order to obtáin a prescription for medication to end his or her life in a humane and dignif¡ed
manner.

6

(12) "Terminal disease" means an incurable and irreversible disease that has been medically confìrmed and will, within
ieaionable medical judgment, produce death within six inonths. [1 995 c.3 s.l .01 ; 1999 c.423 s.1)
n Request for Medication to End one's Life in a Humane and Dignified Manner)
(Section 2)
127.805 s.2.01. Who may initiate a

written request for medication'

(1) An adult who is capable, is a resident of Oregon, and has been determined by the attending physician and
http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/DeathwithDignityAcUPages/ors'aspx
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For more information:
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lntroduction

Oregon's Death with Dignity Act (DWDA), enacted in late 1997, allows terminally-ill adult Oregonians to
obtain and use prescript¡ons from their physicians for self-administered, lethal doses of medications.
The Oregon public Health Division is required by the DWDA to collect compliance information and to
issue an annual report. Data presented in this summary, including the number of people for whom
DWDA prescriptions were written (DWDA prescription recipients) and the resulting deaths from the
ingestion of the medications (DWDA deaths), are based on required reporting forms and death
certificates received by the Oregon Public Health Division as of January 27,2O16. More information on

the reporting process, required forms, and annual reports is available at:
http ://www.healthoregon.orsldwd.

Figure 1: DWDA presøipt¡on rec¡p¡ents and deaths*,
by year, Oregon, 1998-2015
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Participation Summary and Trends
During ZOIS,2Lg people received prescriptions for lethal medications under the provisions of the
Oregon DWDA, compared to 155 during 2014 (Figure 1, above). As of January 27 ,2Ot6, the Oregon
public Health Division had received reports of t32 people who had died during 2015 from ingesting the
medications prescribed under DWDA.

total of 1,545 people have had prescriptions written under the
from
ingestíng the medications. From 1998 through 2013, the
DWDA, and 991 patients have died
number of prescriptions written annually increased at an average ol L2.Lo/oi however, during 2014 and

Since the law was passed

in L997,

a

http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/
DeathwithDignityAct/Docu ments/yea r18. pdf
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2015, the number of prescriptions written increased by an average of 24.4%. During 20L5, the rate of
DWDA deaths was 38.6 per 10,000 total deaths.l
A summary of DWDA prescriptions written and medications ingested are shown in Figure 2. Of the 218
patients for whom prescriptions were written during 2015,125 (57 .3%l ingested the medication; all L25
patients died from ingesting the medication without regaining consciousness. Fifty of the 2L8 patients
who received DWDA prescriptions during 2OL5 did not take the medications and subsequently died of

other causes.
lngestion status is unknown for43 patients prescribed DWDA medications in 20L5. Five of these
patients died, but they were lost to follow-up or the follow-up questionnaires have not yet been
received. Forthe remaining 38 patients, both death and ingestion status are pending (Figure 2).

Figure 2: Summary of DWDA prescriptions wr¡tten and medications ingested in 2015,
as ofJanuarY 27,20t6
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Rate per 10,000 deaths calculated using the total number of Oregon resident deaths in 2OI4 (34,160), the most
recent year for which final death data are available.
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Patient Characteristics
Of the 132 DWDA deaths during 2015, most patients (78.O%) were aged 65 years or older. The median
age at death was 73 years. As in previous years, decedents were commonly white (93.L%l and welleducated (43.L% had a least a baccalaureate degree).

While most patients had cancer, the percent of patients with cancer in 2015 was slightly lower than in
previous years (72.0% and 77.9To, respectively). The percent of patients with amyotrophic lateral
sclerosis (ALS)was also lower (6.I%in 20L5, compared to 8.3%in previous years). Heart disease
increased from2.O% in prior years to 6.8%in2OL5.
Most (90.1%) patients died at home, and most (92.2%l were enrolled in hospice care. Excluding
unknown cases, most(g9.2%) had some form of health care insurance, although the percent of patients
who had private insurance (36.7%l was lower in 2015 than in previous years (60.2%). The number of
patients who had only Medicare or Medicaid insurance was higher than in previous years (62.5%
compared to 38.3%).
Similar to previous years, the three most frequently mentioned end-of-life concerns were: decreasing
ability to participate in activities that made life enjoyable (96.2%),loss of autonomy (92.4%1, and loss of

dignity (7s.4%1.
DWDA Process
A total of L06 physicians wrote 218 prescriptions during 2015

ll-27 prescriptions per physician). During
2015, no referrals were made to the Oregon Medical Board for failure to comply with DWDA
requirements, During 20L5, five patients were referred for psychological/ psychiatric evaluation.

A procedure revision was made in 2010 to standardize reporting on the follow-up questionnaire. The
new procedure accepts information about the time of death and circumstances surrounding death only
when the physician or another health care provider was present at the time of death. For 27 patients,
either the prescribing physician or another healthcare provider was present at the time of death.
prescribing physicians were present at time of death f or L4 patients (10.8%l during 2015 compared to
IS;% in previous years; 13 additional cases had other health care providers present (e'g. hospice
nurse). Data on time from ingestion to death is available for only 25 DWDA deaths during 20L5' Among

those 25 pat¡ents, time from ingestion until death ranged from five minutes to 34 hours. For the
remaining two patients, the length of time between ingestion and death was unknown.

http://pu blic. hea lth.oregon.gov/ProviderPa rtnerResou rces/Eval uation
DeathwithDignityAct/Documents/year18.pdf
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from ingesting DWDA
Table 1. characteristics and end-of-life care of 991 DWDA patients who have died
medications, by year, Oregon, 1998-2015
2015

Characteristics
56 42.4\
76 7.6)

Male
Female

35-44

5

4s-54 (%)

2

1s.9)

47 31

.1)

7)

30 22

85+

32 24.21
73 (30-

rs

122

White
African American (%)
American lndian (%)
Asian (%
Pacific lslander (%)

other (%)
Two or more races (%)
Unknown
,Mar¡tal status
Married (including Regist ered Domestic Partner) (%)
Widowed (%)
Never married (%)
Divorced (%)
Unknown

509

406

482

7.3)

6)

8 (0.8)
23 2.3

1

78412r.4)
247 (28.8)
22s (26.7)

63 (6.4)
20s (20.7\
288 (2e.1)

zss 126.r)

113 13.21
73. (2s

L45

831

953

7

6)

71. (2s-

o (o.o)
0 (0.0)

1 (0.1)

1 (0.1)

2lo.2l

2

4 (3.1)
0 (0.0)

9 (1.1)
1 (0.1)

o( 0.0)

3(0 .4)
3(0 .41

1 (0.1)
3 (0.3)
4 (0.4)

6 0.7)

l-0 1.0)

1

4

ntc

H

453 52.71

6t (7.t\

7s-84l%)
Median

N=991)

18

1.s)

2t

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

Total

N=859)

7 (0.8)

1 (0.8)

18-34

L998-20L4

r.)

4

3

1

(3s.71

3ss (46.1)

34 (26.0)

198 (23.1)

s2

e( 6.e)

36( 27.s)

6s

(8 r.)

794 (22 7)

(4s.31

447
232
78
230

(23.s\
(7.9\
(23.3)

4

3

1

(0.21

13 1.3)

58

e)

31

8)

187

e)

2r8

22.2)

Some coll

36

7)

224

2l

Baccalaureate or higher (%l

s6 (43.1)

260 26.41
448 (4s.s)

Less

than

h school

school

uate {%)

Unknown
iResidence

Metro counties (Clackama s, Multnomah, Washineton)(%)
Coastal counties (%)

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

Enrolled (%)

Not enrolled (%)
Unknown
I

51 6.0)

7

392 (4s.s)

7

5

2

64(49.2)
7 ls.4\
48 (36.e)
t 1 (8.s)

42s I 43.21

361

63

70 (7.r1

17.41

36s (42.7)
6s (7.6)

7

5

2

r.18 (92. 2)
10 (7 8)

747 ( e0.2)
81 ( s.8)

nsurance
Private alone or in combination

44

Medicare, Medicaid or other governmental (%

7s (62.s)

6.71

None (%)

1 (0.8)

Unknown

12

s6s (s0.s)
s1 (e.s)
35

31

4

413{(42.0\
76 (7.7\

2)

s33

311 (38.3)

386

489
1"2

(1.s)

47

7,2)
(41".4)

r.3 (r..4)

59

A-22
http://public.hea lth.oregon.gov/ProviderPartnerResou rces/EvaluationResearch/
DeathwithDignityAct/Docu ments/yea r18. pdf
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Cha racte rístics

Ilu"8-o.r\

l"l( (55
^

2015

"

sms (%)
Lung and bronchus (%)
Breast (%)

667

762

1s4 (18.0)
64 (7.s|

t77

6r

(3.8)

s4 (6.3)
s6 (6.s)
3s (4.1)

3 (2.3)

33 (3.s)

(r7.4\

Pancreas (%)

(s.3)

Prostate (%)

s

Ovarv (%)

other

(%)

Total
(N=991)

23
e
7
7

Colon (%)

L998-20t4

(6.8)
(s.3)

(3L.1)

4r.

271131..7)

(17.91

73 (7.41
(6.21

63 (6.4)

40 (4.0)
36 (3.6)
312 (31.6)

lateral sclerosis (%)
Chronic lower res
ry disease (%)
(%)
Heart disease

I

7L

79

6

38

44

e (6.8)

L7 l2.Ol

26 {2.61

HIV AIDS

0
(*

Other illnesses
Unknown

54

s

Patient informed family of decision (%)3
Patient died at
Home (patient, family or friend) (%)

term care, assisted living or foster care facility

L4

9

68

3

Referred for psychiatric evaluation l%l

Long

9 1

(3.8)

126 (ss.s)

(e0.1)

1"r"8
(%)

Hospital(%)
Other (%)
Unknown
al medication
Secoba rbital
Pentoba rbital
Phenobarbital/chloral hvdrate/morphine sulfate mix (%)
Other
ination of above
m
tne %)
,End

e (6.s)

o (o.o)
4

(3.1")

1e3.2)

810 (94.6)
37 (4.31
1 (0.1)

8 (0.e)
3

s2 (s.3)
8ss (s3.s)
s28 (e4.0)
46 (4.7)
1 (0.1)
12 (r.21
4

1,1,4

466

580 5

1

385

386 39
16 (1.6)

76 (r2.7)

1 (0.8)

0 (0.0)
8

9

(N=1321

127 ls6.2l

Losing autonomv l%)

r27192.4)

Loss

s8 (7s.4)

Burden on family, friends/caregivers (%)

46 (3s.7)
63 (48.1)
37

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

47 (s.s)
72e

1

of llfe €oncerns4
Less able to engage in activities maki ng life enjoyable (%)

of dienity (%)s
Losing control of bodily functions (%)

3

(28.71

3 2.3

(88.7)

7s8
782 (91's)
s7e (7s.3)
428 (s0,1)
342 (40.0)

2t7

(24.71

27

{N=991}
88s (89,7)
s03 (91.6)

677 (78.7)
474148.2)

40s (41.1)
248 (25.21
30 (3.1)

When medication was ingested6
Prescribing phvsician

15

133

148

Other provider, prescri bing physician not present
No provider

13

243

2s6

6

81

87

Unknown

98

332

430

At time of death
Prescribing phvsician (%)

Other provider, prescribing phvsician not present l%l
No provider (%)
Unknown

http://pu blic.health. oregon.gov/ProviderPa rtnerResou rces/Eval uationResearch/
Deathwith D¡gn¡tyAct/Docu ments/yea r18. pdf

r.4 (10.8)

727l.15.7\

13s (1s.0)

13 (10.0)

268 (34.7\
383

486 (s3.s)

to3
2

(7e.21

(4s.6)

17

28t

(31.2\

19

A-23
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2015

Total

1998-2014
(N

Characteristics

24

Regurgitated

2

22

Other

2

I

3

None

23

506

529

1,05

330

435

0

6

6

Unknown
Regained consciousness after

,Timine.of DWDA.event
Duration (weeks) of patient-

DWDA medicationsT

cian relationship

Median
Ra

Number of pqtients with informotion available
Number of pqtients with i nformatio n u n know n
Duration ( davs) between 1st request and death
Median
Ra

Number of potÌents with information available
Number of potients with information unknown
Minutes between ingestio n and unconsciousness6
Median
Range

Number oÍ patients with information avøiloble
Number of patîents with information unknown
Minutes between ingestion and death6
Median
(minutes - hours)
Ra
Number of patients with information o vailable
with information unknown
Number of

9

13

12

1-1004

0-1905

0-1905

132

857

989

0

2

2

45

47

46

t5-577

15-1009

15-1009

131

859

990

1

0

1

5

5

5

2-75

1-38

1-38

25

506

531

107

353

460

25

5mins-34hrs
25
L07

25

25

lmin-104hrs

lmin-104hrs

511

348

536
455

Unknowns are excluded when calculating percentages.
nervous system (including multiple
lncludes deaths due to benign and uncertain neoplasms, other respiratory diseases, diseases of the
cerebrovascular disease, other
sclerosis, parkinson,s disease and Huntington's disease), musculoskeletal and connective tissue diseases,
vascular diseases, diabetes mellitus, gastrointestinal diseases, and liver disease.
3

4

7

Firstrecordedbeginningin200l,sincethen,40patients (4.4%\havechosennottoinformtheirfamilies,andlgpatients(2.r%)
in 2013.
no family to inform, There was one unknown case in 2002, two in 2005, one in 2009, and 3

havehad

Data unavailable for four
Affirmative answers only ("Don't know" included in negative answers). categories are not mutually exclusive.
patients in 2001.
patients for all years.
First asked in 2003. Data available for 130 patients in 2015,730 patients between 1998-2014, and 860

questionnaire. The new procedure accepts
A procedure revision was made mid-year in 2010 to standardize reporting on the follow-up
physician
or another health care provider is
when
the
information about time of death and circumstances surrounding death only
2010.
in
beginning
of
unknowns
present at the tlme of death. This resulted in a larger number
not included in the total number of DWDA
Six patients have regained consciousness after ingesting prescribed medications, and are
(L death). Please refer to the appropriate
(2
2012
and
(2
deaths)
2o3"t
(1
deaths),
2o1o
death),
in
2005
occurred
deaths. These deaths
years, annual reports on our website (http://www.healthoregon.org/dwd) for more detail on these deaths'

http://public.hea lth.oregon.gov/ProviderPa rtnerResou rces/Eval uation
Deathwith DignityAct/Documents/year18. pdf
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Law Offices of Margaret K. Dore, P.S. Mail - Letter to editor, Ne\¡/ Haven Register

3t2U2016

1'I:rr'.r¡:rrct K,

l}*rtr

M

argaret

Do re < m arg aretdore@m arg aretdore. com >

Letter to editor, New Haven Register
1 message

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

Wi

II

Sun, Feb 23, 2014 at 7:23 PM

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

Our law applies to "terminal" patients who are predicted to have less than six months to live. ln practice, this
idea of terminal has recently become stretched to include people with chronic conditions such as "chronic lower
respiratory disease" and "diabetes". Persons with these conditions are considered terminal if they are
dependent on their medications, such as insulin, to live. They are unlikely die in less than six months unless
they don't receive their medications. Such persons, with treatment, could otherwise have years or even decades

to live.
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 med ical treatment to allow them to continue to live healthy and productive lives.
These factors are something for your legislators to consider. Do you want this to happen to you or your family?
Furthermore, in my practice I have had many patients ask about assisted-suicide. ln each case, I have offered
care and treatment but declined to provide assisted suicide. ln one case, the man's response was "Thank you."
To read a commentary on the most recent Oregon government assisted-suicide report, which lists chronic

conditions as the "underlying illness" justifying assisted suicide, please go here: http://www.
noassistedsuicideconnecticut.org/2014102loregons-new-assisted-suicide-report.html
To read about some of my cases in Oregon, please go here: http://www.choiceillusion.org/p/what-people-

mean 25.html
I hope that Connecticut does not repeat Oregon's mistake

William L. Toffler MD
Professor of Family Medicine
3181 SW Sam Jackson Park Road
Portland, OR 97239
503494-5322
503494-8573 (patient care)
5034944496 (fax)
toffler@ohsu.edu
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AFFIDAVIT OF JOHN NORTON IN OPPOSITION
ASSISTED SUICIDE AIi¡D EUTHA}IASTA
THE UNDERSIGNED,

being first

duly

s\^/orn on

TO

oath,

STATES:

I live in Florence Massachusetts USA. Vühen I was eighteen
years old and in my first year of college, I was diagnosed with
Amyotrophic Lateral Sclerosis (ALS) by the University of Iowa
1.

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

disease. I

\^ras

told that I would get progressively \^/orse (be

paralyzed) and die in three to five years.

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 bícycles. I also performed heavy labor including
2.

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

strength, especiallY in
3.

mY hands.

The ALS díagnosis \^/as conf irmed by

the

Mayo

clínic in

Rochester Minnesota. I was eighteen or nineteen years old at the
A¡'EIDAVIT OF JOHN NORTON- Page
E:

1

\AsE Fites\Leblanc\.tohn Norton Af fidavit.wpd

P-^-26

time

By then, I had twitching in both hands, which v/ere also

getting weaker.
hands.

I

became

At

some

point, I lost the ability to grip in

my

depressed and was treated for my depression. If

instead, I had been tol-d that my depression was rational- and that

I should take an easy way out with a doctor's prescription
support, I woul-d have taken that opportunity.

and

Six years after my initial diagnosis, the dj-sease
progression stopped. Today, ilY condition is about the same. I
still can't grip with my hands. Sometimes I need special help.
4.

I am married to Susan. We have
But, I have a wonderful life.
three children and one grandchild. I have a degree in Psychology
and one year of graduate school-. I am a retired bus driver (no
gripping required) . Prior to driving bus, I worked as a parolê
When f was much younger, I drove a school
and probation officer.
bus. vüe have wonderful- friends. I enjoy singing tenor in
amateur choruses. I help other people by working aS a volunteer

driver.
I will- be 15 years old this coming September. If assisted
suicide or euthanasia had been available to me in the 1950's, I
would have missed the bulk of my life and my l-ife yet to come. I
5.

hope that Canada does not legalize these practj-ces.

AI'EIDAVIT OF ,IOHN NORTON- Page

2

EI\AsE Files\Leblanc\,lohn Norton Affidavit.wpd
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COUR

CA}IADA

SUPÉNTEURE

PROVTNCE DE QI'EBEC

GINETTE T,EBLAIi¡C,
demanderesse

DISTRICT DE TROIS_RIV]ÈRES
No. : 400-17-002642-11,0

PROCT'REI'R CÉNÉNN¡ DU CåI{ADA,

défendeur

et

PROCURELR eÉXÉn¡r. DU 9UÉBEC,

mis-en-cause

AI.FTDAVTT OF KENNETH

THE UNDERSIGNED,

1.

I

am al-so

SEE\IENS,

.rR.,

MD

being duly sworn under oath, states:

I am a doctor in Oregon

is legal.

R.

USA where

physician-assisted suicide

a Professor Emeritus and a former Chair of

the Department of Radiation Oncology, Oregon Heal-th & Science
Universlty, Portland, Oregon. I have treated thousands of
patients with cancer.
2.

In Oregon, our assisted suicide law applies to patients

predicted to have less than six months to live.

I write to

cJ-arify for the court that this does not necessarily mean that
atients are dying
3.

In 2000, I had a cancer patient named Jeanette Hall.

Another doctor had given her a terminal diagnosis of six months

to a year to live, which was based on her not being treated for
cancer. I understand t.hat he had referred her to

Affidavit

of Kenneth Stevens, Jt., MD - page

me.

1"

F:\AsE Files\ieblanc\Kenneth stevens MD Affidavit.wpd
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At our first

4.

meeting' Jeanette tol-d me plaj-nJ-y that she did

not want to be treated

and

that was going to "do" our law, i
It was very

kill

hersel-f with a lethal- dose of barbiturates.

much

a settl-ed deci-sion.

5.

It personally, dj-d not and do not bel-ieve in assisted
I also believed that her cancer l^ras treatable and that

suicide.

her prospects hrere good. She was not, however, interested in
treatment.

She had made up her mind, but she continued to see

me.

6.

On

the third or fourth visit'

I asked her about her familY

and learned t.hat she had a son. I asked her how he would feel if
she went through with her Plan

Shortly after that,

to be treated and she is stil1 al-ive today.
thrilled
1.

to be alive.

Indeed,

she agreed
she

is

It's been twelve years.

For Jeanette, the mere presence of l-egal assisted suicide

had steered her to suicide.

Today, for patients under the Oregon Health Plan (Medicaid) '
there is also a financial incentive to commit suicide: The Pl-an

B.

covers the cost.
1

201,2

Prioritized

The Plan's "statements of Tntent for the April

List of Health Servicês," states

It is the intent of the [Oregon Health
Servicesl Commission that services under ORS
L27 .BO0-1,27 .891 (Oregon Death with Dignity
Act) be covered for those that wish to availthemsel-ves to those services.
Attached hereto at Page SI-1-.
Àffidavit

of Kenneth Stevens, ilr.,

MD

paqe

2
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g. under the oregon Health Plan, there is also a financial
incentive tohrards suicide because the Pl-an will not necessarily
pay for a patient's

treatment.

For example, patients with cancer

are deníed treatment if they have a "1ess than 24 months median
This is the
survival with treatment" and fit other criteria.
P1an,s "Guideline Note !2."

(Attached hereto at page GN-4).

10. The term, ..less than 24 months median survival with
hal-f the patients receiving
treatment, " means that statistically
treatment will- live l-ess than 24 months (two years) and the other
half wilÌ live longer than two years.
of the patients living longer than two years willlikely live far longer than two years, as much as five, ten or
twenty years depending on the type of cancer. This is because
11.

Some

there are always some people who beat the odds.
1,2. AÌ1 such persons who f it within "Guidel-ine Note 12" will
nonethel-ess be denied treatment. Their suicides under Oregon's
assisted suicide act wilI be covered.
13. I afso wrj-te to clarify

a difference between physician-

assisted suicide and end-of-life

palliative

care in which dying

patients receive medj-cation for the intended purpose of relieving
pain, which may incident.ally hasten death. This is the princlple
of double effect.

This is not physiclan-assisted suicide in

which death is intended for patients who may or may not be dying
anytime soon.
Affidavit

of Kenneth Stevens, JÊ-,

MD
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L4. The Oregon Health Plan is a government health plan
adminístered by the State of Oregon. If assisted suicide is

legalized in Canada, your government health plan could follow
similar pattern,

a

If so, the plan will pay for a patient to die,

but not to live

SVüORN BEFORE
Oregon, USA

on,gqrlevnlær

ME

)

at Sh",^r"rÀ

\t',

)
)

2a3"2

)
)
)

NAME:

Ae*elcu- ßorc.59

)

Ken Stevens,

)

A notary in and for the

State of

MD

)

)

Oregon

)
)

ADDRES s : lro

lo0 9r¡.tu¡\oCl,

",

-Ðhon.¡aod $ç¡

,þ,

EXPTRY OF COMMISSTON

gCI

ßl
)
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Jãt¡tcl R BOR30
I{OHRY PUEIIC . OREGOT{
coüMlsstot{ ilo. 461{3t
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åffÍdavit
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of, Kenneth 9tevens, 'Jr., MD - page
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STATEMENTS OF INTENT FOR THE APRIL 1, 2012 PRIORITIZED LIST OF HEALTH SERY/CES

STATEMENT OF INTENT 1: PALLIATIVE CARE
It is the intent of the Commission that palliative care services be covered for patients w¡th a life-threatening illness or severe
advanced illness expected to progress toward dying, regardless of the goals for medical treatment and with services available
according to the patient's expected length of life (see examples below).

palliative care is comprehensive, specialized care ideally provided by an interdisciplinary team (which may include but is not limited
to physicians, nurses, social workers, etc.) where care ¡s particularly focused on allev¡at¡ng suffer¡ng and promot¡ng quality of life.
Such-interdisciplinary care should include assessment, care planning, and care coordination, emotional and psychosocial
counseling for þatients and families, ass¡stance accessing services from other needed community resources, and should reflect the
pat¡ent and family's values and goals.
Some examples of palliative care serv¡ces that should be available to patients with a life-threatening/limiting illness,
without regard to a patient's expected length of life:
lnpatient palliative care consultation; and,
Outpatient palliat¡ve care consultation, offìce visits'
with an expecled median survival of less than one year, as supported by the best available published evidence:
Home-based palliative care services (to be defined by DMAP), with the expectation that the patient will move to home

A)
.
.
B)
.

hospice care.

C) with an expected median surv¡val of six months or less, as supported by peer-reviewed literature:
. Home hosp¡ce care, where the primary goal of care is quality of life (hospice services to be def¡ned

by DMAP).

It is the intent of the Commission that certa¡n palliative care treatments be covered when these treatments carry the primary goal to
alleviate symptoms and improve quality of life, without intending to alter the trajectory of the underlying disease.

Some examples of covered palliative care treatments include:
Radiation therapy for painful bone metastases with the intent to relieve pain and improve quality of l¡fe.
Surgical decompression for malignant bowel obstruction.
Med-ication theräpy such as chemotherapy with low toxicity/low side effect agents with the goa.l to decrease pain from
bulky disease or oiher identified complications. Cost of chemotherapy and alternative medication(s) should also be
considered.
Medical equipment and supplies (such as non-motorized wheelchairs, walkers, bandages, and catheters) determined to
be medicaily appropriate for completion of basic activities of daily living, for management of symptomatic complicat¡ons or
as required for symptom control.
Acupuncture with intent to relieve nausea.

A)
B)
Ci

D)
'
E)

Cancer treatment with intent to palliate is not a covered service when the same palliation can be ach¡eved w¡th pain med¡cat¡ons or
other non-chemotherapy agents.
It is NOT the intent of the Commission that coverage for palliative care encompasses those treatments that seek to prolong life
despite substantial burdens of treatment and limited chance of benefit. See Guideline Note 12: TREATMENT OF CANCER WITH
LITTLE OR NO BENEFIT PROVIDED NEAR THE END OF LIFE.

STATEMENT OF INTENT 2: DEATH WITH DIGNITY ACT
It ¡s the intent of the Commission that services under ORS 127.800-127.897 (Oregon Death with Dignity Act) be covered for those
that wish to avail themselves to those services. Such services include but are not l¡mited to attending physician visits, consulting
physician confirmation, mental health evaluation and counseling, and prescr¡ption medications.

STATEMENT OF INTENT 3: INTEGRATED CARE
Recogniz¡ng that many individuals w¡th mental health disorders receive care predominantly from mental health. care providers, and
recog-nizing-that integrating mental and physical health services for such individuals promotes patient-centered care, the Health
Evidence ñeview Commiss¡on endorses lhe incorporation of chronic disease health management support within mental health
service systems. Although such supports are not part of the mental health benefit package, mental health organizations (MHOS)lhat
elect to piovide these sãrvices may report them using psychiatric rehab¡litatlon codes which pair with mental health diagnoses. lf
MHOs choose to provide tobacco ðessation supports, they should report these services using 99407 for individual counseling and
S9453 for classes.

4-1 6-201
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GIJIDELINE NOTES FOR THE APRIL 1, 2012 PRIORITIZED LIST OF HEALTH SERY/CES

GUIDELINE NOTE 9, WRELESS CAPSULE ENDOSCOPY (CONTD)

2)
3)
4)
5i

b)

Suspected Crohn's disease: upper and lower endoscopy, small bowel follow through
Radiological evidence of lack of stricture
Only covered once during any episode of illness
FDA approved devices must be used
Patency capsule should not be used prior to procedure

GUIDELINE NOTE IO, CENTRAL SEROUS RETINOPATHY AND PARS PLANITIS
L¡ne 413

has been present for 3 months or
Central serous retinopathy (362.41) is included on this line only for treatment when the condition
vision.'
worse
pat¡ents
or
with
20140
in
be
treated
only
longer, Pars planitis ('30e.2ì) should
GUTDEL¡NE NOTE 11,

coLoNY STIMULATING FACTOR (CSF) GUIDELINES

Lines 79,102,103,105,123-125,131 ,144,159,165,166,168,170,181 ,197,198,206-208,218,220,221,228,229,231

'243'249'252'27*

27 8,280,287,292,31 o-3 1 2, 3 1 4, 320,339-34 1' 356'459'622

A)
B)
C)
ói

E)
F)
G)
Hi
l)

regimen is known to
CSF are not ind¡cated for primary prophylaxis of febrile neutropenia unless the pfimary chemotherapeutic
regimen
produce teurile neuiropãniâ àt l"äöt zlo% ot tne ilme. CSF should be considered when the primary chemotherapeutic
regimen, other
is known to proOr.ã fébrile neutrope nia 10-20o/o of the time; however, ¡f the risk is due to the chemotherapy
in this situation.
alternatives such as the use of les's myelosuppressive chemotherapy or dose reduction should be explored
an episode of severe or
For secondary propnyiã*is , Oôse redutt¡on s'h'ould be considered thé primary therapeutic o-ption after
survival benefits have
febrile neutropeniíeicêpi in tne setting of curable tumors (e.g., germ cell), ás no disease free or overall
been documented using dose maintenance and CSF.
CSF are not indicated iñ patients who are acutely neutropenic but afebrile.
or
csF are not indicàted in ihe treatment of febrile ñeutropenia except ¡n patients who received prophylactic f¡lgrastim
pat¡ents include those age >65 years or
sargramostim or ¡ñ ñ¡gh risk patients who did not receive prophylacli9 CpF High risk
more than 10 days in
with sepsis, severe neutropenia with absolute neutrophil òount 2tOO/mcl, neutrópenia expected to be
at time of fever, or prior
duration, pn"rroni., ¡nvai¡ve fungal infection, other clinically documented ¡nfections, hospitalizat¡on
episode of febrile neutroPenia.
improved outcome from
ðbÈ ár" not incl¡cated to increase chemotherapy dose-intensity or schedule, except ¡n cases where
such increased intensity has been documented in a clinical trial'
peripheral
csF (other tnan pãgfilg'rastrim) are indicated in the setting of autologous progenitor cell transplantation, to mobilize
infusion.
after
their
progenitor
and
cells,
blood
CSf ri" ÑOt ¡nd¡cated in patients receiving concomitant chemotherapy and radiation therapy.
CSF may be
There is no evidence of clinical benef¡t in thé routine, continuous use of CSF in myelodysplastic syndromes.
if significant response is
indicated tor sore pãtìenti with severe neutropenia and recurrent infections, but should be used only
documented.
csF is indicated for treatment of cyclic, congenital and idiopathic neutropenia.

THE END OF LIFE
GUIDELINE NOTE 12, TREATMENT OF CANCERWITH LITTLE OR NO BENEFIT PROVIDED NEAR
L¡nes 102,103,129-125,144,159,165,166,170,181 ,197,198,207,208,218,220,221,228,229,231 ,243,249,252,27ç278'280'287'292'
1 o-31 2, 320,339-341, 356,459, 586, 622

3

months median survival with treatment'
This guideline only appl¡es to patients with advanced cancer who have less lhan 24
palliate symptoms, should have/be
All patients receiving end of life care, either with the ¡ntent to prolong survival or with the intent to
¡n a palliative care program)'
or
be
enrolled
pälliativé
consult
care
a
(for
have
example,
pa¡iaiive
."r"
eñdjgeO with
ö.u¡Oãir
following
Treatment with intent to prolong survival is not a covered service for patients with any of the
published evidence
Median survival of less thãn 6 months with or without treatment, as supported by the best available
by less than 500/0, as
survival
median
improve
to
is
expected
the
treatment
when
months
of
6-12
r Median survival w¡th treatment
supported by the best available published evidence
median survival by less than
Median survival with treatment of more than 12 months when the treatment is expected to improve
published
evidence
available
best
by
the
30%, as supported
poor prognosis with ireatment, due to l¡mited physical reserve or the ab¡lity to withstand treatment regimen, as indicated by low
performance status.

.

.

.

universally fatal w¡thin six months w¡thout
Unpublished evidence may be taken into consideration in the case of rare cancers which are
treatment.
or $/LYS (life-year saved)
The Health Evidence Review Commiss¡on is reluctant to place a strict $/QALY (quality adjusted life-year)
into account all of the merits of
take
cannot
and
only
approx¡mãt¡oris
are
measurements
as
such
treatments,
reqrirãmÀnt on end-of-life
options near the end of life. For
an individual case. However, cost must be taken into consideration when considering treatment
individual's expected survival by three
example, in no instance ."n'iioãlrrt¡i"ãìo ip"no $1 00,000 in public resources.to iñcrease an
months when hundreds of thousands of Oregonians are without any form of health insurance.
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GUIDEUNE NOIES FOR THE APRIL 1, 2012 PRIORITIZED t/ST OF HEALTH SERY/CES

(CONTD)
GUIOELINE NOTE 12, TREATMENT OF CANCER WITH LITTLE OR NO BENEFIT PROVIDED NEAR THE END OF LIFE
Treatment w¡th the goal to palliate ¡s addressed in Statement of lntent 1, Palliative Care.
GUIDELINE NOTE I3, MINIMALLY INVASIVE CORONARY ARTERY BYPASS SURGERY
Lines 76,195

Minimally invasive coronary artery bypass surgery ¡ndicated only for single vessel d¡sease.
GUTDELINE NOTE 14, SECOND BONE MARROW TRANSPLANTS
L¡nes 79,1 03,

1

05,1 25, 1 31, 1 66,

1

70,

1

98'206'231'280'31 4

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

I5, HETEROTOPIC BONE FORMATION

L¡nes 89,384

prior heterotopic bone
Radiat¡on treatment is ¡ndicated only in those at high risk of heterotop¡c bone formation: those with a history of
format¡on, ankylosing spondylit¡s or hypertrophic osteoarthritis.
GUIDELINE NOTE 16, CYSTIC FIBROSIS CARRIER SCREENING
Lines 1,3,4

pregnant women
Cystic fibrosis carr¡er testing is covered for 1) non-pregnant adults if indicated in the genetic testing algorithm or 2)
GUIDELINE NOTE 17, PREVENTIVE DENTAL CARE
L¡ne 58

to age 19
Dental cleaning and fluoride treatments are lim¡ted to once per 1 2 months for adults and tw¡ce per 12 months for. children up
(D1110, D112õ, D1203, Dlzo4, D1206). More frequent dental cleanings and/or fluoride treatments may be required for certain higher
r¡sk populations.

GUIDEL¡NE NOTE 18, VENTRICULAR ASSIST DEVICES
L¡nes 108,279

Ventricular assist devices are covered only in the following circumstances:
as a brldge to cardiac transplant;
and
as treatmlnt for pulmonary hypertension when pulmonary hypertension is the only contraindicat¡on to cardiac transplant
the anticipated outcome is cardiac transplant; or,
as a bridge to recovery.

A)
Bi
C)

Ventricular assist devices are not covered for destination therapy.
Venhicular assist devices are covered for cardiomyopathy only when the intention is bridge to cardiac transplant.
GUIDEL¡NE NOTE I9, PET SCAN GU]DELINES
L¡nes 125,144,165,166,170,182,207,208,220,221,243,276'278'292'312'339

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

.
.

optimal anatom¡c
For diagnosis, pET is covered only when it will avoid an invasive diagnostic procedure, or will assist in determining the
locat¡on to perform an invasive diagnostic procedure.
PET scans are covered for the initial staging of the following cancers:
Cervical cancer only when ¡nitial MRI or CT is negat¡ve for extra-pelvic metastasis
r Head and neck cancer when initial MRI or CT is equivocal

.
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COUR

CA}IADA

SUPÉNTEURE

PROVINCE DE QUEBEC
DTSTR]CT DE TROIS-RIVIÈRES

No. :

400-l-7 -O02642-lL0

GINETTE IJEBI¡AITC,
demanderesse

c.

PROCURET'R EÉUÉNru

et
PROCLRELR

DU

CA}TADA,

défendeur
eÉNÉRñ DU OUÉBEC,
mis-en-cause

AE.FIDAVTT OE. i'EA¡IETTE IIAÍ,L
OPPOSING ASSISTED SUICIDE

fHE UNDERSfGNED, being first

L.

duly shrorn under oaÈh, states:

I live ín Oregon where physiclan-assisted suicide is legal.

Our l-aw was enacted in L991 via a ballot initiative

that T voted

for.
2.

In 2000, I was diagnosed with cancer and tol-d that I had 6

months to a year to live.

I knew that our Iaw had passed, but I

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

T tried to ask my

doctor, Ken Stevens MD, but he didn't really anshrer me. In
hindsight, he was stalling
3.

me.

I did not want to suffer.

I wanted to do our 1aw and

T

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

give up and ultimately

I decided to fight the cancer. I had both

chemotherapy and radiation.

Affidavit

of Jeanette HaIl

f am so happy to be alive!

Page

1
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6

This ,JuIy, it was L2 years sínce my dj-agnosis. If Dr
Stevens had believed in assisted suicide, I would be dead.

4.

Assisted suicide should not be 1egal.
Dated thís l'îú auv of

nett,e

SVüORN BEFORE

ME

ofl

r

Êuô\Ët \-J ¡

I

2012

a

)

at

oREGON, USA

Augus

)

2ot2

)
)
)
)

NAME'

2}¡grtlÇ'Ub\'{A notary in and for the
State of Oregon

)

JE.AIi¡ETÍE ITATL

)

)
)

)
)

ADDRESS

: tçhtòs

\\u\nþN¿

S\N
<il\hvd. q!-.q7a*r{

)

)

EXPIRY OÈ COM¿TSSTON:
$q{\¿,e\"Ðe¡/ }g,2r.t3r
PLACE SEAL HERE:

)
)
)
)

OFFIOIAL

@

My

NOTARY PUBTIC. OREOON

00t Ml88l0t{ N0.

ooMiltÉüoil lxfl

Affidavit

gEAt

SHEEIIA TARIE TESLIE
16¿203

nnilfflilsEB

28, 2015

of Jeanette Hall - Page 2
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PROBATE AI'ID TRUST LAlr¡y
CHAPTER 11.i2. WILLS

TITLE

+

(l)

11.

11.12.160. Interested wiûress*Effect on

Au interested witness to

a

will

will is one who would receive a gift under the will.
signedby an interested wiûress. Unless there are at
interested wiuresses, the factthatthe
that the witness

will

a

01

applies and the interested wiüress fails to
(3) If the presumption established under subsection (2) of lhis section
the share of the estate tbat would
noiexceed
does
gift
as
t" ,o mucl-of'úe
rebut it, the interested
¡lJitttiUut"¿ to the witness if the will were not est¿blished'

*it";;ú]t

has no effect other than that stated in sub(4) The presumption established under subsection (2) of this section
section (3) ofthis section.
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33G1. Gifts to attesting witnesses - Westlaw

WËSTLAW

NOTES OF DECISTONS (3)
ln general

r:i

West's General laws of Rhode Island Annotated
Title 33. Probate Practice and Procedure

!i¡
S

Chapter 6. Proof and Consûuction of Wilìs

33.6-1. Giffs to attesting witnesses

Wêst's Gôneral Laws of Rhodo lshnd Annotated

--¿--

ïrtle 33. Probate Practice and Procsdute (Approx.2 pages)

sæ_6-1jÞ to attesting witnesses

If

any person shall attest the execution of any will or codicil to whom any beneñcial devise, legacy, estâte,
interest, gift, or appointment, or affecting any real or personal estate, other than and except charges and
direction for the payment of any debt or debts, shall be thereby given or made, the devise, legacy, estate,
interest, gift or appointment shall, so far only as concerns that person attestíng the execution ofthe will, or

codicil, or any person claiming under that person, be utterly null and void; but the person

so attesting shall

be admitted as a witness to prove the execution ofthe will, or codicil, or to prove the validity or invalidity

thereof, notwithstanding the devise, legacy, estate, interest, gift, or appointment, mentioned in the will, or

codicil.

Credits
Codiñcatior¡s:

G.L. 1896, ch. 2o3, $ 3z; G.L. r9o9, ch.2S4,g g2t G.L. 1923, ch. 298, ç 32; c.L. 1998, ch. b66,

s 31.

t

i Notes of Decisions
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statutes and Constitution are current through chapter 4 ofthe January eor6 session,
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RCW 70.245.01 0: Definitions.

311912016

RCW 70.245.010

Definitions.
the context clearly requires
The definitions in this section apply throughout this chapter unless
othenryise.
older'
(1) "Adult" means an individualwho is eighteen years of age or
primary
responsibility for the care of the
(2) ',Attending physician" means the phyiician who has
patient and treatment of the patient's terminal disease.
of the patient's attending
(3) ,,Competent', means that, in the opinion of a court or in the opinion
patient has the ability to make and
physician or consulting physician, psychiatrist, or psychologist, a
providers, including communication through
communicate an informed decision to health care
persons are available'
persons familiar with the patient's manner of communicating if those
specialty or experience to
(4) "Consulting physician" means a physician who is qualified by
patient's disease'
make a professional diagnosis and prognosis regarding the
between a state licensed
(5) ,,bounseling,,means one or more consultations as necessary
that the patient is
psychiatrist or psyórrobgist and a patient for the purpose of determining
psychological disorder or depression causing
competent and not suffering from a psychiatric or
impaired judgment.
otherwise authorized or
(6) "Health care provider" means a person licensed, certified, or
in the ordinary course of
permitted by law to administer health care or dispense medication
care facility'
bus¡ness or practice of a profession, and includes a health
,'lnformed decision" means a decision by a qualified patient, to request and obtain a
(7)
to end his or her life in a
prescription for medication that the qualified patient may self-administer
of the relevant facts and after being
humane and dignified manner, that is based on an appreciation
fully informed by the attending physician of:
(a) His or her medical diagnosis;

(b) His or her Prognosis;
to be prescribed;
(c) The potential risks associated with taking the medication
the medication to be prescribed; and
iOi 1," probable result of taking
care, hospice care, and pain
(e) The feasible alternatives including, but not limited to, comfort
control.
attending physician has been
(8) "Medically confirmed" means the medical opinion of the
the patient and the patient's relevant
confirmed by a consulting physician who has examined
medical records.

(9).,Patient''meansapersonwhoisunderthecareofaphysician.

,'physician,,means a doctor of medicine or osteopathy licensed to practice medicine in the
(10)
state of Washington.
who is a resident of Washington state and has
(11 ) "Qualified patient" means a competent adult
prescription for medication that the
the requirements of this chapter in order to obtain a
and dignified manner
patient may self-administer to end his or her life in a humane
medication to end his or her
act of i
(12) "Self-administer" means a qualified
rna h-uma n e a nd d g n if eï'lñ a n ner.
edically
(13) "Terminal disease" means anincurableandirreversiblediseasethathasbeenm
produce death within six months
confirmed and will, within reasonab le medicaljudgment,
i

[2009 c

i

I $ 1 (lnitiative Measure No. 1000, approved November

4, 2008)']
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definition
ln.geot

(ln

'''

J

verb
dru
etc.
to take
Orlgln: <Llngestus, pp, of lngerere, to carry,

ln all

lnto < ¡¡*, lntÖ

ora

rb

* gefere, to carry

Related Forms¡

. þggj$lg¡¡ ln.ges'.tlon

noun

o lnoestive ln.gest.tivø adtactlve
webst€r¡gltôw worl.d.colleüê DldlQnâry Çopyrlght O 2010 by Wlley Publlshlng, Inc., Cleveland' Ohlo.
Used by o¡rangement wlth John Wlley & Sons, Inc,

ln.ge$t (fn-Jëst')
transltìve verÞ ln' gest.€d r I n.gest. I n g, I n. gegls
l. To take lnto the body by the mouth for dlgestlon or absorptlon, See Synonyms at ÊA!,
2. To take ln and absorb as food z "Marlne cltlatas ,,, can be observed ,,, ingestlng other slngle'celled
c¡eailtres and hàrvestlng thelr chloroplasts" (Carcl Kaesuk Yoon),
z
Orlgln: Latln lngerere, tnEest- t In', lrt¡ see ln: + gerere, to carry,
Related Forms¡
. ln.gost'i.ble adtectlve
r ülgggÍlg¡ in'ges'tlon noun
. !09ç91¡gg ln.ges'tive adlectlva
Thê,Arîsdc-n Hqf[Ëge(À ÞíôHôüËüv,of qho Ençllçll krnouãoe,4bh edllrlon,Copyrlght @ ?ol9 UV Houghton Mlfflln Harcourt
pu6imtng Complñi. þu6ltsñt¿ by Houghton Mlfflln Hsrcourc Publlshlng Company' All rlghts resewed.

ßriteitlrlgr'tV.GIsl e

I gBüü

ç i¡û&Hill;

; f,Ël'lß/cJþe
'þ'nnckmnrlB
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Mercy killing - definition of mercy killing by The Free Dictionary

3t20t2016

Mercy k¡ll¡ng - definition of mercy k¡lling by The Free Dictionary
htt p : //www. t hef reed i ct i onary. com/ m ercy + k i | | i n g

mercy killing
Also found in: Thesaurus, Medical, Legal, Acronyms, Encyclopedia, Wikipedia.

mercy killing
n

Euthanasia
American Heritage@ Dictionary of the Ênglish Language, Fifth Edition. Copyright @ 2011 by Houghton Mifflin Harcourt Publishing Company
Publishing Company. All rights reserved.

Published by Houghton

mercy killing
(Medicine) another term for euthanasia
Collins English Dictionary

- Complete and Unabridged, 12th Edition

2014i9- HarperCollins Publishers 1991, 1994, 1998, 2000, 2003,

2006,2007,2009

eU.tha.na.S¡

(,yu 0e'ner So, -Ji e, -zi e)

n.

putting to death painlessly or allowing to die, as by withholding medical
Also called mercy killing
or animal suffering from an incurable, esp. a painful, disease or condition.

[1640-50; < New Latin < Greek euthanasía easy death]
Random House Kernerman Webster's College Dictionary, O 2010 K Dictionaries Ltd. Copyright 2005, 1997, 1991 by Random House, lnc. All
rights reserved.

Legend:

Thesaurus

L{

Synonyms

e

Related Words # Antonyms

Switch to new thesaurus
Noun

l.

mercy killing - the act of killing someone painlessly (especially someone suffering
from an incurable illness)

ä euthanasia
+*) k¡ll, putting to death, killing - the act of terminating a life
Based on WordNet 3.0, Farlex clipart collection. @ 2003-2012 Princeton University, Farlex lnc.
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Instructions for Medical Examiners, Coroners, and Prosecuting Attorneys:
Compliance with the Death with Dignity Act
Washington's Death with Dignity Act (RCW 70.245) states that "...the patient's death
certificate...shall list the underlying terminal disease as the cause of death." The act
rpose,
r do not, for a
ons taken in accordance with this
also states that,
constitute su
aa

lf you know the decedent used the Death with Dignity Act, you must comply with the
strict requirements of the law when completing the death record:
1.

The underlvin q terminal disease must be listed as the cause of death

2. Tho

n ne r

of death must be marked as "Natural."

not contain
death section
as
with Dio nity Act was used, s

3

a
b

la

that indicates that the

. Suicide
Assisted suicide
ician-assisted

c

su

icide

d

e -t-1000
f. Mercy killing
g Euthanasia
h
i.

.

Secobarbital or Seconal
Pentobarbita I or Nembutal

death certificate that does not properly
The Washington State Registrar will reject any-Dignity
Act.l lf a death certificate contains
adhere to thõ requirementé of the Deaih with
any reference to actions that might indicate use of the act, the Local Registrar and
Funeral Director will be instructed, under RCW 70.58.030, to obtain a correction from
the medical certifier before a permit to proceed with disposition will be issued.
Call the Department of Health's Center for Health Statistics (360-236-4307) for
guidance on how to proceed if you have any questions regarding compliance with cause
of death reporting under the Death with Dignity Act.

t

Und"r" state law, the State Registrar of Vital Statistics "shall prepare and issue such detailed instruction

as may be required to secure the uniform observance of its provisions and the maintenance of a perfect
system of registration. ... The State Registrar 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 AprilB, 2009
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Derek Humphry to be Keynote Speaker at 201'l Annual Meeting
This year our keynote speaker will
be Derek Humphry, the author of
Final Exit and the founder of the

Hemlock Society USA in 1980.
Derek is generallv considered.
to be the father of th

movement for choice at the end of
life in America.

Save the Date!
Sat., October 22,2011,1-3 p.m
University U nitarian Chu rch
ó55ó 35th Ave NE
Seattle, WA 981 15-7393

Derek is a British j ournalist and author who has lived in the United States
since 1978, the same year he published the book Jean's Way describing
his first wife's final years of suffering from cancer and his part in helping
er to die peaceful y. The public response to the book caused him to start
e Hemlock Society USA in 1980 from his I arage in Santa'M onica. Years
uld become E nd of Life Choices and then
merqe wl th Comoassion ln Dvinq to become Comp assion & Choices.
ln 1991 he publishe

d FinalExit. Much to

his surprise, it became the national

#1 bestseiler within six months. Since then it has been translated into 12
languages and is now in its fourth edition.

Although not affiliated with - and sometimes even at odds with - Compassion & Choices, Derek is still actively
involved in the movement. Always interesting and sometimes controversial, Derek will provide our supporters
Agø[q.
and their guests with his p"rrp".úue about the evolution of the movement for choice at the end of life in
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12 million Americans misdiagnosed each year

- CBS News
Log
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Each year in the U.S., approximateþ rz million adults who

seek outpatient

medical care are misdiagnosed, according to a new study published in the journal
BMJ Quality & Safety. This figure amounts to t out of eo adult patients, and
researchers say in half of those cases, the misdiagnosis has the potential to result

in

severe harm.

Previous studies examining the rates of medical misdiagnosis have focused

primarily on patients in hospital settings. But this paper suggests a vast number of
patients are being misdiagnosed in outpatient clinics and doctors' offices.
"It's very serious," says CBS News chief medical correspondent Dr. Jon LaPook.
"When you have numbers like rz million Americans, it sounds like a lot -- and it is
a lot. It represents about 5 percent ofthe outpatient encounters."
Getting 95 percent right be good on a school history test, he notes, "but it's not
good enough for medicine, especially when lives are at stake."

*

More from Morning Rounds with Dr. LaPook

For the paper, the researchers analyzed data from three prior studies related to
diagnosis and follow-up visits. One of the studies examined the rates of
misdiagnosis in primary care settings, while two of the studies looked at the rates
ofcolorectal and lung cancer screenings and subsequent diagnoses.
To estimate the annual frequency of misdiagnosis, the authors used a
mathematical formula and applied the proportion of diagnostic errors detected in
the data to the number of all outpatients in the U.S. adult population. They
calculated the overall annual rate of misdiagnoses to be 5.o8 percent.
httpr/lwww.cbsnews.com/news/12-million-americans-m

isdiagnosedeach-year-study-says/
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Love them or dread them,
you've probably met them
all: the seven best and worst
meeting personalities.
Which one are you?
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RE NEVI YORK BILLS

DECI,ARATION OF KENNETH
STEVENS, MD

It Kenneth stevens, declare the following under penalty of
perj ury.

a doctor in Oregon where physician-assisted suicide is
lega1. 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 published articles in
medical journals and written chapters for books on medical
This has been for both a national and internatíonal
audience. I work in both hospital and cl'inical settings. I

topics.

have

treated thousands of patients with cancer.
2, In Oregon, our assisted suicide law applies to patients
predicted to have less than six months to live. I write to
clarify that this does not necessarily mean that patients are
dying.

In 2000, I had a cancer patient named Jeanette Hal-I.
Another doctor had given her a terminal diagnosis of six months
3.

to a year to l1ve, which was based on her not being treated for
Àffidavit
\\SERVER\dar\ÀSE

of Kenneth Stevens , Jt. , MD - paqe

1

2016 +\Ne* Yôr¡:\K€nneth SLêr€nc ltr' Þêc1å!ã¿tôn'4d
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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 law, i.e.,
It h/as very

kill

herself with a lethal dose of barbiturates.

much

a settfed declsion.

5.

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

I also bel-ieved that her cancer uras treatabl-e and that
her prospects hlere good. She was not, however, interested in
treatment. She had made up her mind, but she continued to see
suicide.

me,

6.

On

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 wlth her plan.

to be treated and she is stitl
thril-Ied to be alive.
7.

It's

Shortly after that, she agreed
alíve today. Indeed, she is

been fifteen

years.

For Jeanette, the mere presence of legal assisted suicide

had steered her to sui-cide.

B. I also write to cl-arify a difference between physicianassisted suicide and end-of-life patliative care ín which dying
patients receive medication for the intended purpose of rel-ieving
pain, which may incj-dentatly hasten death. This is the principle
of doubl-e effect.

This is not physician-assisted suicide in

which death is intended for patients who may or may not be dying
anytime soon.
Àffidavit
\\sERvEf\d.x\ÀsE

of Kenneth Stevens , ilt. , MD - page

2
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9. Finally, I have been asked to comment on generally accept'ed
rnedical practice regarding the administration of prescription
drugs to a Patient.

10. Generally accepted medical practice allohls a doctor, or a
pel:son actS.ng under the dírection of a doctor, to administer
prescription drugs to a patient. common examples of persons
acting under the direction of a doctor, include: nurses and other
healthcare professionals who act under the direction of a doctor
to administer drugs to a patient in a hospital settingt parents
who act under the direction of a doctor to admj"nister drugs to
their children 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 perjury, this J:

rf

day of January'

20L6.

ffir-,E
Kenneth Stevens'

Jx.,

ù40
MD

Sherwood' Oregon

Àffidavít of, Keaneth Stevens, ilr',
\\lh?¡ln4

¡\Àrô ¿4¡6 +lrbY ti,!t\(cnndth

5t.EF

MD

- page 3

13 eè{¡¡!åt!Ùi.{ta

A-48

'1
l

TRY NEVt'

VTTA?ú/,NTS

CENTRUM
VITAMINTS

¡

rc

AND SAVE'4

SAVE $4
!

{

IEGAL DISCLAIMER

1

I

.l

Death Drugs Cause UProar in Oregon
BySUSAN DONALÞSON JAMËS

1K
SHARËS

o
0
e

" Åug'6,2008

re with Facebook

ì

wlth fwitter

The news from Barbara Wagner's doctor was bad, but the rejection
letter from her insurance company was crushing'
The 64-year-old oregon woman, whose lung cancer had been in
remission, learned the disease had returned and would likely kill her'
prescr¡bed
Her last hope was a $4,000-a-month drug that her doctor
for her, but the insurance company refused to pay'

what the oregon Health Plan did agree to cover, however, were
drugs for a physician-assisted death. Those drugs would cost about
$so.
the mail
"lt Was horrible," Wagner told ABCNeWs'com. "l got a letter in
you get
that basically said if you want to take the pills, we will help
that from the doctor and we will stand there and watch you die. But
we won't give you the medication to live'"
critics of oregon's decade-old Death with Dignity Law - the only one
of its kind in the nation - have been up in arms over the indignity of
her unsigned rejection letter. Even those who support oregon's
liberal law were uPset.
where
The incident has spilled over the stôte border into Washington,
advocacy groups are pushing for enactment of lnitiative 1000 in
November, legalizing a similar assisted-death law'

opponents say the law presents all involved with an "unacceptable
as a
conflict" and the impression that insurance companies see dying
cost-saving measure. They say it steers those with limited finances
toward assisted death'
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"News of payment denial is tough enough for a terminally ill person to
bear," said Steve Hopcraft, a spokesman for Compassion and
Choices, a group that supports coverage of physician-assisted death.

Letter's lmpact'Devastating'
"lmagine if the recipient had pinned his hope for survival on an
unproven treatment, or if this were the first time he understood the
disease had entered the terminal phase. The impact of such a letter
would be devastating," he told ABCNews.com.
Wagner, who had worked as a home health care worker, a waitress
and a school bus driver, is divorced and lives in a low-income
apartment. She said she could not afford to pay for the medication
herself.

"l'm not too good today," said Wagner, a Springfield greatgrandmother. "But I'm opposed to the [assisted suicide] law
considered it, even at my lowest point."

I

haven't

A lifelong smoker, she was diagnosed with lung cancer in 2005 and
quit. The state-run Oregon Health Plan generously paid for thousands
of dollars worth of chemotherapy, radiation, a special bed and a
wheelchair, according to Wagner.
The cancer went into remission, but in May, Wagner found it had
returned. Her oncologist prescribed the drug Tarceva to slow its
growth, giving her another four to six months to live.
But under the ínsurance plan, she can the only receive "palliative" or
comfort care, because the drug does not meet the "fìve-year, 5
percent rule" -- that is, a 5 percent survival rate after five years.

A 2005 New England Journal of Medicine study found the drug
erlotinib, marketed as Tarceva, does marginally improve survival for
patients with advanced non-small cell lung cancer who had
completed standard chemotherapy.
The median survival among patients who took erlotinib was 6.7
months compared to 4.7 months for those on placebo. At one year, 31
percent of the patients taking erlotinib were still alive compared Io 22
percent of those taking the placebo.
"lt's been tough," saíd her daughter, Susie May, who burst into tears
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while talking to ABCNews.com.
"l was the fìrst person my mom called when she got the letter," said
May,42. "While I was telling her, 'Mom, it will be ok,' I was crying, but
trying to stay brave for her."
"l've talked to so many people who have gone through the same
problems with the Oregon Health Plan," she said.

lndeed, Randy Stroup, a 53-year-old Dexter resident with terminal
prostate cancer, learned recently that his doctor's request for the drug
mitoxantrone had been rejected. The treatment, while not a cure,
could ease Stroup's pain and extend his life by six months.

Playing W¡th'My Life'
"What is six months of life worth?" he asked in a report in the Eugene
Register-Guard. "To me it's worth a lot. This is my life they're playing
with."

@runws
Entertainment
Health
Tech
Health
Tech
Lifestyle
Money
lnvestigative
Sports
Good News
Topics
Job Search
Weather
Photos
More

ABCNews

The Oregon Health Plan was established in 1994 and the physicianntly hailed
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The health plan, for those whose incomes fall under the poverty level,
prioritizes coverage - from prevention fìrst, to chronic disease
management, treatment of mental health, heart and cancer treatment.
"tt's challenging because health care is very expensive, but that's not
the real essence of our priority list," said Dr. Jeanene Smith,
administrator for the Office of for Oregon's Health Policy and
Research staff.
"We need evidence to say it is a good use of taxpayer's dollars," she
said. "lt may be expensive, but if it does wonders, we cover it."
The state also regularly evaluates and updates approvals for cancer
treatments. "We look as exhaustively as we can with good peer
review evidence," she said.

Cities Cities
The health plan takes "no position" on the physician-assisted suicide
New York City Neu4{çrK&&YO¡ng to spokesman Jim Se¡ers.
Los Angeles Los Angeles

A- 63

.com

noting assisted suicide raises questions
and
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SPRINGFIELD, Ore. - Barbara Wagner has one wish
time,

not ready, I'm not readyto die," the Springfietd
woman said. "I've got things I'd still like to do."
Her doctor offered hope in the new chemotherapy
drug Tarceva, but the Oregon Health plan sent her a
approved.
Wagner

care, including "physician aid in

"I told

em,

Instead, the letter said, the plan would payfor
dþg," better knovrn as assisted suicide.

I said, 'who do you guys think you are?' you know, to say that you'll pay for my

you won't pay to help me possibly live longer?' " wagner said.
te

interpretation?

Saha, chairman of the commission that sets policy for the Oregon Health plan,
said
is making an "unfortunate interpretation" of the letter and that no
one is telling her the
will only pay for her to die.

But

critic of assisted suicide calls the message disturbing nonetheless.
deserve relief of their suffering, not giving them an overdose," said Dr. William
Toffler.

the state has a financial incentive to offer death instead of life: Chemotherapy drugs such
cost $4,ooo a month while drugs for assisted suicide cost less than
$roo.
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Death by request in Switzerland: Posttraumatic stress disorder and
complicated grief after witnessing assisted suicide
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ABSTRACT
is
continuing political, legal and moral debate on the subject, assisted suicide
that
impact
the
examined
have
studies
few
However,
worldwide.
few
countries
permitted in only a
witnessing assisted suicide has on the mental health of family members or close friends.
were present at an assisted
Metltods: A cross-sectional survey of 85 family members or close friends who
Background: Despite

(PTSD; Impact
suicide was conducted in December 2007. Full or partial Post-Traumatic Distress Disorder
lnventory) and complicated
of Event Scale-Revised), depression and anxiety symptoms (Brief Symptom
grief (lnventory of ComPlicated Grief) were assessed at 14 to 24 months post-loss.
(cut-off > 35),6.5% met the criteria for
Resulfs: Ofthe 85 participants, l 3% met the criteria for full PTSD
complicated grief. The prevalence of
for
criteria
the
met
(cut-off > 25 ), and 4.9%

Conclusíon: A

reported

1, Introduction
Assisted suicide and euthanasia for terminally

ill patients

are

punishable by law almost everywhere except Switzerland, the

Ñetherlands, Belgium 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
paiient to end his or her own life' In euthanasia, in contrast, it is the
physician who administers the lethal drug. In the Netherlands and
b.igiu-, physician-assisted euthanasia is legally permitted,
meãning tÀat physicians are allowed to administer drugs to end
a patient's life at his or her request. ln Switzerland, in contrast,
euthanasia is punishable by imprisonment (Article 114 of the
Swiss penal code). It is only in the absence of self-serving motives
that aJsisting another person's suicide is permissible. Physicians in
Switzerlandãre therefore 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 assisted suicides in Switzerland are conducted with the
assistance of non-profit organisations [23]. These right-to-die
* Corresponding author. Tel.: +49 341 9718861.
E-møiI address: birgit,wagner@medizin.uni-leipzig.de

(8. Wagner).

organisations offer personal guidance to members suffering
diseases with "poor outcome" or experiencing "unbearable
suffering" who wish to die.
The iwo 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
Scñweiz has about 50000 members, and between 100 and 150
people die each year with the organisation's assistance' In
comp.rison, Dignitas has about 6000 members, most of whom
live abroad. A member who decides to die must first undergo a
medical examination. The physician then prescribes a lethal dose
ofbarbiturates, and the drugs are stored at the Exit headquarters
until the day ofuse. Usually, the suicide takes place at the patient's
home. On the day the member decides to die, an Exit volunteer
collects the medication and takes it to the patient's home' There'
he or she hands the patient the

fluid to swallow. If the patient is

it can be self-administereã by gastrostomy or intravenously [4]. 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
incapable of swallowing the barbiturate,

Legal Medicine.

- see front matter o 20'lo Elsevier Masson SAS' All rights reserved'
doi: I 0.1 01 6/j.eurpsy.2O1 0.1 2.003
0924-9338/$
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Rising suicide rate in oregon reaches higher than national
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"Sulcidos ln Oregon: Trends and Rlsk
recommendations to prevent the number of sulcldes in Oregon.

l0

The rate ls 15.2 suicides per 100,000

zo"7)

since

ccorcllng to a new
re port also detalls

"Suicide ls one of the most persìstent yet preventable public health problems. lt is the leading cause of death
from lnJurles - more than even from car crashes. Each year 550 people in Oregon die from sulc¡de and 1,800
people are_hospitalized for non-fatal attompts," sald Lisa Millet, MPH, principal investigator, and manager of
the lnjury Prevention and Epidemlology Sectlon, Oregon Public Health.
There are likely many reasons for the state's rlsing suicide rate, accordlng to Millet. The slngle most
identifiable risk factor associated with sulclde is depresslon, Many people can manage their depression;
howevor, stress and crisis can ovorwhelm their ablllty to cope successfully.
Stresses such as from job loss, loss of home, loss of famlly and frlends, llfe transitions and also the stress
veterans oan e.xperience returning home from deployment - all increase the likelihood of suicide among those
who are already at risk,
"Many people often keep thelr depression a secrot for fear of discrimination. Unfortunately, famllies,
communities, buslnesses, schools and othor institutions often discriminats against peoplé with depression or
other mental illness, These people wlll continue to dlo needlessly unless they have support and effecflve
community-based mental health care," sald Millet.
The report also included the following findingsl

.

There was a marked increase in suícides among middle-aged women, The number of women betweon
of age who dled from suicide rose 55 percent botween 2000 and 2006
from 8,2 per
J! a1! 0+ Y!-arg per
100,000 to 12.8
100,000 respectlvely,
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impacts of suíside on family member¡ and the broader community are devastalingand
long lastlng' Thls report provides the most our¡ent suicide statlstics in Oregon
intrm_prevention programs, policy, and planníng. We analyzed mortality?utu no* ige
to 2010 and 2003 to 2010 data of thc oregon violent Death Reportíng system
(ORVDRS). This report prescnts findings of suiclde trends and risk fãctórs in Oregon.
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Key Flndlngs

In 2010,

P

!h9

ag9-adjgsted suiaidc

raùo

among oregonians of 1?.1 per 100,000 was

Tho rato of suioide among oregoniens has been ínoreasing eince 2000,

4l

=

suicide rates among adults ages 45-64 rose approxímatoly 50 petcent ftom l g,l per
100,000 in 2000 to 27.1pcr 100,000 in 2010, The rate inc¡casèd mors among ïvo¡asn
ages 45-64 than among men of the same age during the past l0 yeors,
Suisíde rates among men eges 65 and older decreasod approximately l5 peroent from
uearly 50 per 100,000 ín 2000 to 43 por 100,000 in 2010,
Men were 3.7 times rnore likely to die by suioide than women, The highost suicide rate
occu¡red among men eges 85 and over (76, I per 100,000). Non-Hispanic white males had
the highest suícide rato among all raoes I ethnioity (27,1pæ 100,000) . Flroarms were ths
dominant mechanism of u
men who died

Approximately 26 poroent of suicides occuned among vetersns, Male voterans had a
higher suioide rato than ng{¡-vsigran males (44.6 vs, 3l,5 per 100,000), Significantiy
higher suicide rates were identtfied among male veterans iges l8-24
,.35-44 and 4SIj4
whou oompared to non-veteran males, Vetcran suicide victims were ieported to have
more physioal health problems than non-vete¡¡n males,
Psychologicsl, bchaviorul, and health problems so-occur a¡d are known to increase
s_uicide risk ApproxÍmatoly 70 peroent of suioide victíms had a diagnosed mental
disorder, alcohol and /or substance use problems, or depressed moo-d at time of denth,
Despito the high prevalence of mental health problems, less than one third of male
yiclms and about 60 percont of female viotims were receíving troahnent for mental
health probloms at ths time of death,
Eviotion4oss of horno was a faotor assooiatod with ?5 deatbs by suicide in 2009-2010,
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Introductlon
Suicide is an Ímportant publio hoalth problem in Orogon. Health suw€ys oonducted in
2008 and 2009 show that approximately I 5 percont ofteons aud four peroent of adults
agos 18 and oldcrbad serlous thoughts of suicide dudng thc past year; and about five
perccntofteens and 0,4 peroont ofcdults made a suioide
in the past yearl ,2. In
20,1:0, l liþ rrii'úeiioi 68$ OTeEþ
;

of death
tn
oharges
4
of suioide in Oregon was over 680 mlllion dollars
communities broadon¡ the impact of each death,

and the estimats of total lifetime oost
, The loss to familles and

(Lr
eê 5r
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"Suicide is a multiditnensionat, rnulti-determined, and multi-factorial behavior, The risk
factors associated with suiçidal behavíors inolude biologioal, psyohological, and oooial
faqt91s"6, Thls report provides the most ounont suicideitatiétìci in Oregon, provides
suioide provention programs and planners a detailed description of suicide, oxamines risk
faotors assoolated with suioíde and generates public health information and prcvention
strategies. We analyzed mortality data from 1981 to 2010 and 2003 to 2010 dsts f¡om tha
oregon Violeut Death Reporting Systøn (oRVDRs), This report presenrs findings of
suicide trends and risk factors ín Orcgon,
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Oregon Hcollhy Tcens 2009 -l lrl'Gr¡dc Results,
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