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The facts contained herein are true and correct and within my personal knowledge

unless othenivise stated.

QUALIFICATIONS AND EXPERIENCE

1 I am an attorney licensed to practice law in Washington State' USA since

1986, with my office situated at 1001 4th Avenue, Suite 4400, Seattle,

Washington State, USA.

2. I am a member of the washington state Bar Association.

3. I am also a member of the American Bar Association and the King County

Bar Association

4. I am a former Chair of the Elder Law Committee of the American Bar

Association FamilY Law Section.

S. I am president of Choice is an lllusion, a non-profit corporation opposed to

assisted suicide and euthanasia

6 I have worked in opposition to assisted suicide and/or euthanasia in the

United States and Canada, and with regard to Australia and other

jurisdictions. My work has included. providing legal and policy analyses to

legislators and courts; drafting and editing legislation; testifying before

legislative committees; appearing in court; participating in formal debates;

and writing scholar,ly articles. I have performed such work in the following
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US states: Alaska, California, Connecticut, Colorado, Delaware, ldaho,

Maryland, Massachusetts, Montana, New Hampshire, New Jersey, New

York, oregon, Rhode lsland and washington state. I also provided a

legal/policy analysis to a legislative committee in the District of Columbia

(Washington D.C.).

ln 2010, I wrote a legal/policy analysis in opposition to Canada's Bill C-384,

which had sought to legalize assisted suicide and euthanasia throughout that

country. The billwas defeated by the Canadian Parliament' ln addition, I

testified before a legislative committee in Quebec. I also participated at the

trial level in Leblanc v. Canada, a Quebec case, which had sought to legalize

assisted suicide and euthanasia throughout Canada' Pursuant to a trial

court order, I wrote and submitted affidavits to the Attorney General of

Canada, three of which were filed with the court by that office on behalf of

the Canadian government. The case was dismissed after the plaintiff, Ms'

Leblanc, died.

More recently, I presented to a five member legislative delegation from the

State of Victoria, Australia, in Portland, Oregon USA on April 7, 2016. My

topic was elder abuse, assisted suicide and euthanasia in Oregon and

Washington State. I also addressed a draft euthanasia bill pending in the

State of South Australia.

L
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ATTAGHMENTS

9. I attach true and correct copies of the following documents:

9.1 my curriculum vitae hereto marked aS "MD1", which includes a list

of my professional publications in opposition to assisted suicide and

euthanasia.

9.2 a memorandum that I submitted to the Australian delegation, which

attaches the Oregon and Washington "Death with Dignity Acts" and

provides a detailed legal/policy analysis of these Acts. A true and

correct conformed copy of the memo, together with its annexures, iS

hereto marked as "MD2".

the declaration of William Toffler, MD, which I provided to the

Australian delegation and which explains why young adults with

insulin dependent diabetes, who are likely to have decades to live,

are "terminal" for the purpose of assisted suicide eligibility in Oregon

The declaration is hereto marked "MD3"'

9.3

an art¡cle written by me and published by the King County Bar

Association, titled "'Death with Dignity'. What Do We Advise Our

Clients?" The article is hereto marked "MD4'.

9.4
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9.5

9.6

9.7

9.8

9.9

a declaration of testimony by oregon attorney lsaac Jackson,

dated september 18,2012, describing the lack of transparency

under oregon's assisted suicide act. The declaration is hereto

marked "MDS'.

an e-mail from Alicia Parkman, Oregon Mortality Research

Analyst, to me, dated January 4,2012, confirming that law

enforcement cannot get access to identifying information under

Oregon's act. ("MD6")

an e-mail from Alicia Parkman, to me, dated January 4,2012,

confirming that "the identity of individual patients is not recorded in

any manner . . . all source documentation is destroyed'" ("MD7")

the ,'confidentiality of Death certificates" policy issued by the

Oregon Department of Human Resources Health Division,

December 12,1997 (clarifying that failure to comply can result in

immediate termination), as published in the /ssues in Law &

Medicine, Volume 14, Number3, 1998. ("MD8")

washington state (Release of lnformation Regarding the Death

with Dignity Act), revised April 9, 2009. ("MDg")
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1j. lf so desired, I am happy to provide the Court with additional materials at

another time

The Oregon and Washington Acts

The Oregon and Washington "Death with Dignity Acts" legalize physician-

EXPERT GOMMENT

I have been asked to provide expert comment on

9.10 the law and practice of physician assisted suicide in Oregon and

Washington State; and

9.11 the affidavits of Ann Jackson and Peter Reagan filed by the Centre

for Applied Legal studies in this appeal, which have been provided

to me and I have read.

A TIME CONSTRAINT

I have pressing time commitments, including pending legislation, which is

coming on for hearing next Monday in Ottawa, Ontario, Canada. For this

reason, I am relying on my already prepared Australian memo and the other

documents described above to provide my expert comment herein.

assisted suicide and euthanasia as those terms are traditionally defined

See memo, pp. 2-3 (regarding definitions) at "MD2".

12
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13.

14

15.

16

Oregon's act went into effect in 1997. Washington's act, which is modelled

on Oregon's act, went into effect in 2009. Both acts were passed by ballot

measures in which Voters Were promised that "only" the patient would be

allowed to administer the lethal dose. There is, however, no such language

in either act. See memo, pp. 10- 12 at "MD2u, and article at "MD4."

lndeed, both acts allow someone else to administer the lethal dose to the

patient, which is euthanasia. ld.

Under the Oregon and Washington acts, "eligible" patients can have years,

even decades, to live. See: memo, pp. 5-7 and Dr. Toffler's declaration.

("MD2" and "MD3").

The Oregon and Washington acts are stacked against the patient. Reasons

for this include the following: (a) a patient's heir, who will financially benefit

from the patient's death, is allowed to actively participate in signing the

patient up for the lethal dose; and (b) once the lethal dose is in the house,

there is a complete lack of oversight over administration ("even if the patient

struggled, who would know?") See memo, MDz at pages 7 lo 14.

Another example is the requirement that the death certificate report a

natural death caused by a terminal disease. See memo, pp.15 -16. (MD2)

"The significance is a legal inability to prosecute criminal behaviour, for

example, in the case of an outright murder for the money. The cause of

death, as a matter of law, is a terminal disease." ld.
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18.

19

The falsification of the death certificate to reflect a terminal disease also

contributes to a lack transparency, as do other Oregon and Washington

practices. See MD2 through MDg.

The Jackson/Reagan Affidavits are Materially Misleading

With my time constraints, I provide just two examples:

Oregon's Act does not require "self-administration." Ms. Jackson's

affidavit, p.8, paragraph 22 says that the patient "must be able to self-

administer . . . the life-ending medication." Dr. Reagan's affidavit, p. 5,

paragraph 14, makes this same claim. There is no such requirement in

Oregon's act, which does not even use the term, "self-administer." See my

memo, "MD2", at pp. 11-12.

Patients are not required to be "dying." Ms. Jackson's affidavit, p. 8,

paragraph 23, says that the "option" (meaning assisted suicide) is "only

available to dying patients." Consider also, Dr. Reagan's affidavit, p. 3,

which refers to assisted suicide/euthanasia as "aid in dying," "medical aid in

dying" and "physician assisted dying." (Emphasis added). As noted supra,

there no requirement that patients be "dying." "Eligible" patients may have

years, even decades, to live. See my memo, "MD2', at pp. 5-7 and Dr.

Toffler's declaration, MD3".
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lf I have not dealt with any particular allegation in the Jackson/Reagan

affidavits, such allegation is denied to the extent that it is inconsistent with

what is contained in this atfidavit and the annexures thereto".

CONCLUSION

It is my hope that the material that I have provided will be of assistance to

the Supreme Court of Appeal in South Africa in its determination of the

appeal. Please let me know if you would like me to provide additional

information at another time

DORE, ESQ., MBA

I hereby certify that the deponent has acknowledged that she

20

21

(a)

(b)

(c)

knows and understands the contents of this affidavit;

has no objection to taking the oath;

considers the oath to be binding on her conscience.

THUS signed

Apr-\ 2ã
and sworn to before me, at

....... 2016,

X"lil*,|t:hlryfuu
¿,t s li ""t"" """ "\r"' on

I kE,
OF
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CURRICULUM VITAE

MARGARET K. DORE, ESQ., M.B.A.
Law Offïces of Margaret K. Dore, P.S.

Choice is an lllusion, a Nonprofit Corporation
1001 Fourth Avenue, Suite 4400
Seattle, Washington USA 98154
(206) 389-1754 main reception

(206) 389-1562 direct line
(206) 389-1530 (fax)
(206) 697-1217 (cell)

www.margaretdore.com
www. choiceillusion. org

mar garetdo r e @mar garetdore. co m

ATTORNEY EXPERIENCE:

Law Offices of Margaret K. Dore, P.S., Seattle, V/ashington USA.

AttorneyÆresident. Work has included litigation, civil appeals, probate,

guardianship and bankruptcy. Also participate in legislation and/or court cases

regarding assisted suicide and euthanasia. This work has occurred in the U.S.,

Canada, Australia and other jurisdictions. (October 1994 to present).

Lnnz & Danielson, Seattle, Washington USA.
Attorney: Private practice emphasizing real estate litigation, bankruptcy,

guardianship and appeals. (December 1990 to October 1994).

Self-Employed Attorney, Seattle, V/ashington USA'
Worked for other attorneys and private clients. V/ork emphasized appeals and

litigation generally. (September 1989 to December 1990)'

The United States Department of Justice, Office of the United States Trustee,

Seattle, Washington USA.
Attorney: Government practice, emphasizing bankruptcy. (September 1988 to

August 1989)

JUDICIAL CLERKSHIPS:

The \ilashington State Supreme Court, Olympia, Washington USA.

Law Clerk to Chief Justice Vernon R. Pearson. (August 1987 to August 1988)

The \ilashington State Court of Appeals, Tacoma, Washington USA.

Law Clerk to Judge John A. Petrich. (August 1986 to August 1987)'
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ADMITTED TO PRACTICE:

Supreme Court of the United States,2000-present.
United States Court of Appeals for the Ninth Circuit, 1988-present.
United States District Court, Western District of V/ashington 1988-present.
V/ashington State Bar Association, I 986-present.

PROFESSIONAL MEMBERSHIPS

American Bar Association, 2001 to present.

American Bar Association, Elder Law Committee of the Family
Law Section, Chair 2001.

Choice is an lllusion, President,2010 to present.

Fellows of the American Bar Foundation, Life Fellow,2007 to present.

King County Bar Association, 1989 to present.

King County Bar Elder Law Section, Chair,1995-96.
National Association of Elder Law Attorneys,1996,200l, present.

Vision Awareness of Washington, President, 1993-2001.
V/ashington State Trial Lawyers Association, 1996, other years.

PUBLICATIONS:

a

a

a

a

o

o

a

a

o

o

o

o

Assisted Suicide and Euthanasia

Margaret Dore, "California's New Assisted Suicide Law: Whose Choice Will it
Be?," JURIST - Professional Commentary, October 24,2015;

Margaret Dore, "Preventing Abuse and Exploitation: A Personal Shift in Focus"
(An article about elder abuse, guardianship abuse and assisted suicide), The Voice

of Experience, ABA Senior Lawyers Division Newsletter, Vy'inter 2014;

Margaret K. Dore, "Physician-Assisted Suicide: A Recipe for Elder Abuse and the

Illusion of Personal Choice," The Vermont Bar Journal, Winter 20ll;"

State Senator Jim Shockley & Margaret Dore, "No, Physician-Assisted Suicide is
not Legal in Montana: It's a recipe for elder abuse and more." The Montana
Lawyer,November 20ll;

Margaret K. Dore, "Aid in Dying: Not Legal in ldaho; Not About Choice," The

Advocate, official publication of the Idaho State Bar, Yol.52,No. 9, pages 18-20,

September 2010;

Margaret Dore, "'Death with Dignity': A Recipe for Elder Abuse and Homicide
(Albeit not by Name)," Marquette Elder's Advisor, Vol. 11, No. 2, Spring 2010;
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Margaret K. Dore, "Death with Dignity: V/hat Do We Tell Our Clients?,"
Washington State Bar Association, Bar News, July 2009; and

Margaret K. Dore, "'Death with Dignity': What Do V/e Advise Our Clients?,"
King County Bar Association, Bar Bulletin,May 2009.

Guardianship, Elder Abuse and Family Law

Margaret K. Dore, Ten Reasons People Get Railroaded into Guardianship,2l
American Journal of Family Law 148, Winter 2008;

Margaret K. Dore, The Time is Now: Guardians Should be Licensed and

Regulated Under the Executive Branch, Not the Courts, Washington State Bar
Association, Bar News, March 2007;

Margaret K. Dore, A Call for Executive Oversight of Guardians, King County Bar
Association, Bør Bulletin, March 2007;

Margaret K. Dore, The Case Against Court Certification of Guardians: The Case

for Licensing and Regulation, National Academy of Elder Law Attorneys, NAELA
News, Vol. 18, No. 1, February/March2006;

Margaret K. Dore, The Stamm Case and Guardians ad Litem, King County Bar
Association, Bar Bulletin, June 2005, Washington State Bar Association, Elder
Law Section Newsletter, Vy'inter 2004-2005, p. 3;

Margaret K. Dore, The "Friendly Parent" Concept: A Flawed Factor for Child
Custody, 6 Loyola Journal of Public Interest Law 4l (200$;

Margaret K. Dore and J. Mark Weiss, "Vy'ashington Rejects 'Friendly Parent'

Presumption in Child Custody Cases," Washington State Bar Association, Bar
News, August 2001;

Margaret K. Dore and J. Mark Vy'eiss, "Lawrence and Nunn Reject the 'Friendly
Parent'Concept", Domestic Violence Report, Vol. 6, No. 6, August/September
200r;

Margaret K. Dore, "The Friendly Parent Concept (Access to Justice denied),"
V/ashington State Trial Lawyers Association, Trial News, Volume 36, No. 9, May
2001;

Margaret K. Dore, "Parenting Evaluators and GALs: Practical Realities," King
County Bar Association, Bar Bulletin, December 1999; and
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Margaret K. Dore, "The Friendly Parent Concept--A Construct Fundamentally at
Odds With The Parenting Act, RCV/ 26.09," Washington State Bar Association,
Family Law Section Newsletter, Spring 1999.

A\ilARDS/RECOGNITIONS :

Butch Blum Award of Excellence in the Legal Arena, for 2005, in association
with Law & Politics Magazine (One of nine nominees, only solo practitioner).

V/endy N. Davis, "Family Values in Flux: Some Lawyers are growing hostile to
the 'friendly parent' idea in custody fights," ABA Journal,Yol. 87 , p.26, October
2001 (featuring Margaret Dore after victory in Washington State).

PUBLISHED DECISIONS:

In re Guardianship of Stamm, 121 Wn. App. 830, 9I P .3d 126
(2004) (3-0 opinion limiting the admissibility of guardian ad litem
testimony);

Lawrence v. Lawrence,I05 Wn. App.683,20P.3d972 (2001) (3-0
opinion re: the "friendly parent" concept, that its use in a child
custody determination would be an abuse of discretion);

a

o

Kelly-Hansen v. Kelly-Hansen, 87'Wn. App. 320, 941 P.2d 1 108 (1997) (3-0
opinion re: post-dissolution dispute);

Jainv. State Farm, 130 Wn.2d 688, 926P.2d923 (1996), (7-2 opinion re:
insurance coverage and retroactive application of decisional law); and

In Re Alpine Group, Inc.,151 B.R. 931 (9th Cir. BAP 1993) (3-0 opinion re:
attorney fees in bankruptcy).

EDUCATION:

University of Washington School of Law, Seattle, Washington USA.
Juris Doctorate, 1986.

University of Washington Foster School of Business, Seattle, V/ashington USA.
Masters of Business Administration, 1983; Concentration: Finance.

University of \ilashington Foster School of Business, Seattle, Washington USA.
Bachelor of Arts, Business Administration, T9T9; Concentration: Accounting.
Honors: Graduated Cum Laude; Phi Beta Kappa.

Passed the C.P.A. examination in 1982.
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a

o
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ITT. THE OREGON AND VüASHINGTON ACTS 5

A

F

Patients
to Live

Someone El-se is
the Lethal Dose

May Have Years, Even Decades,

Allowed to Administer
to the Patient

5

1 In Oregon "terminal disease" is
interpreted to include chronic
conditions such as insulin
dependent diabet.es

2. Doctor predictions of life
expectancy can be wrong

3. Treatment can lead to recovery

How the Oregon and Vüashington Acts Work

A Comparison to Probate Law

Someone Else is Allowed to SPeak
for the Patient

5

B

D

^

1

1

B

9

E

1 Generall-y accepted medical practice
al-l-ows someone efse to administer
the lethat dose to the patient

10

10

11

I2

12

13

13

2 The term "seff administer" allows
someone else to administer the
tethat dose to the patient

Allowing Someone EIse to Admínister the
Lethal Dose to the Patient is Euthanasia

G. The Acts Do Not Prohibit Euthanasia

H

I

Non-Voluntary Euthanasia
to be Permissible

Appears

There is no Oversight
Administration of the

Over
Lethal Dose

J. Individual "Opt Outs" are Not Allowed

Er\AsË 2016 +\Australia\Meno Index.wpd
E:\ÆE 2016 +\Australia\Memo lndex.ryd
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I. INTRODUCÍION

I am a lawyer

and euthanasia are

Our Act is modeled

in Washington State

Iegal pursuant to a

on a similar Act in

USA where assisted suicide

"Death with Dignity" Act.1

oregon.2 Both Acts are

example, the draft

Key proposal).3

understanding of elder

short answer is that the

simil-ar to proposals in Australia,

euthanasia bill in South Australia

f was asked to provide you

Iaw in the context of Oregon's

for

( the

with an

Act. The

Act trumps elder

ûrlashington's Act

assuring patient

abuse protections. This is afso true of

and the Key proposal-: These l-aws are sol-d as

choice and control, but they are instead stacked

a recipe for elder abuse.against the patient and

The inquiry uses the term, "physician assisted dying."

There is, however, oo requirement in the Oregon and Vüashington

Acts, or the Key proposal, that patients be dying. "Eligible"

people may have yearsf even decades, to l-ive. I urge you to

oppose legalization. Don't be fooled.

1 I am an elder law attorney licensed to practice law in Vùashington State
since 1986. f am also a former Law Cl-erk to the Washington State Supreme
Court and a former Chair of the El-der Law Committee of the American Bar
Association Family Law Section. I am president of Choice is an lllusion, a
nonprofit corporation opposed to assisted suicide and euthanasia. See
www. margaretdore . com and www. choiceil-lusion. orq .

2 The Washington and Oregon Acts are attached hereto at A-l- and A-14,
respectively.

The Key proposal is attached hereto, aL A-2'7 Lo A-42.

1
E: \AsE 2016 +\Australia\Meno.wpd



II. FACTUAI, AÀID LEGAT BACKGROI'ND

A Definitions : Physician-Assisted Suicide;
Assisted Suicide; and Euthanasia

The American Medical Association

assisted suicide

patient's death

as occurring when "a

(AMA) defines physician-

physician facilitates a

necessary means and/or

to perform the life-ending

by providing the

information to enable the patient

acL."4 The AMA gj-ves this example:

tAl physicj-an provides sleeping pills and
information about the fethal dose, while
a\^/are that the patient may commit suicide.5

"Assisted suicide" is a general term in which the

person r-s

contrast,

intent to

B.

not necessarily a physician. "Euthanasia,"

is the direct administration of a

person's death.6

assisting

by

lethal agent with the

does not necessarily

Vrlashington state

cause another

ÎÍithhoJ.ding or üÍithdrawing Treatment is Not
Assisted Suicide or Euthanasia

Vrlithholding or withdrawing treatment ("pulling the plug") is

withholdnot assisted suicide or euthanasia if the purpose is to

or remove burdensome treatment as opposed to an intent to kill

the patient.

die. Consider

More importantly, the patient

this quote from an articl-e in

regarding a man removed from a ventilator:

The AMA Code of Medical- Ethics, Opinion 2.2II, attached at A-43.

rd.

Opinion 2.21,, Euthanasj-a. (Attached hereto at A-44) .

)
E: \ÃsE 2016 +\.Australìa\Memo.wpd



lIl nstead of
began to get

dying as expect.ed, Ihe] s1owly
better. i

The AMA Rejects Assisted Suicide and
Euthanasia

The AMA rejects assisted suicide and euthanasia, stating

they are:

lFl undamental-ly incompatíble with the
physician's role as healer, would be
difficul-t or impossible to control-, and would
pose serious societal risks. s

D Elder Abuse is a Pervasive Problem in the
United States and Australia; it Includes the
Neglect, Financial- ExpJ.oitation and Murder of
OLder AduLts

Elder abuse

and Australia. e

is a pervasive problem in both the United States

Elder abuse perpetrators are often family

members who start out with smal-l- crimes, such as stealing jewelry

and bl-ank checks, bef ore moving on to J-arger items or to coercing

victims to sign over deeds to their homes, to change their will-s

7 Nina Shapiro, "Terminaf Uncertainty - Washington's new 'Death with
Dignity' law al-l-ows doctors to help people commit suicide - once they've
determined that the patient has only six months to l-ive. But what if theytre
wrong?," The Seattfe l,treek7y, January 14, 2009. (Articfe attached at A-45,'
quote attached at A-47).

B AMA Code of Medica] Ethics, Opns 2.2II and 2.2I, supra at A-43 and A-44.

e See Met Life Mature Market InsLitute, Broken Trust: Elders, Family and
Fj-nances, " March 2009 ,
https : ,//www.metfife. com/assets/caolmmi/publications,/studies/mmi-study-broken-t
rust-elders-family-finances.pdf and Facts on Elder Abuse-Austrafia, availabl-e
dL

http: //www.ohchr.orglDocuments/Issues/OlderPersons/Submissions/BfderAbusePreve
ntionAssociation.pdf, attached at A-48 to A-49.
Er \AsE 2016 +\Ãustralia\Meno.wpd
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or to liquidate their assets.10 Victims may even be murdered.ll

Amy Mixr âû elder law attorney in the United States, explains why

ol-der people are especially vulnerable:

The elderly are at an at-risk group for a lot
of reasons, including, but not limited to
diminished capacity, isolation from family
and other caregivers, lack of sophistication
when it comes to purchasing property,
financing, or using computers

ID] efendants are family members, lots are
friends, often people who befriend a senior
through church Vüe had a senior
victim who had given her l-ife savings away to
some scammer who tol-d her that she'd won the
Iottery and would have to pay the taxes ahead
of time. The scanìmer found the victim
using information in her husband's
obituary. 12

E. Victirns Do Not Report

In both the Austral-ia and the United States, victims do not

it is projected thatreport abuse.

there are more

rn Vlctoria,

unreported cases of abuse, neglect and

exploitation each year and approximately 100r000 nationwide.13

Meanwhile, in the United States, it's estimated that only l- in L4

For example,

than 20,000

10 Metlife Institute¡ supra at at p. L4

11 ïd., p. 24. See also PeopJe v. Stuart, 67 Cal-.Rptr.3d I29, 143 (2007) ,
where an adul-t chil-d kif f ed her parent under circumstances that "dovetai.l- [ed] "
with the chil-d's financj-af interests. The Court observed: "IF]inanciaf
considerations Iare] an all too common motivation for kiJ-ling someone."

12 Kathryn Alfisi, "Breaking the Sifence on El-der Abuse, " Washington
Lawyer, February 20L5.
httpsz//www.dcbar.org/bar-resources/publications,/washington-lawyer/articfes/fe
bruary-2 0 1 5-ef der-abuse . cfm

13 Facts on El-der Abuse-Australia, supra at note 9

Er\AsE 2016 +\Australia\Meno.wpd
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cases ever comes to the attention of the authoriti-es. "14 In

another study, it \^/as 1 out of 25 cases.15 Reasons for the lack

of reporting include:

Many who suffer
to report their

from abuse
o\^rn child as an

don't want
abuser. 16

III. THE OREGON A}TD VTASHINGTON ACTS

A Patients
Live

l{ay Have Years, Even Decades, to

The Oregon and Vüashington Acts apply to persons diagnosed

with a "terminal disease. " Such persons

This is true for three

such as "chronic

may have years, even

reasons:decades, to live.

fol-l-ows:

In Oregon,

conditions

In Oregon, \\terminal disease" is
interpreted to incLude chronic
conditions such as insu]-in
dependent d,iabetes

The Oregon and lrùashington Acts define "terminal disease," as

1

"Termi-nal- disease" means an incurable and
irreversible disease that has been medically
confirmed and will-, within reasonable medical-
judgment, produce death within si-x months.17

this definition is interpreted to include chronic

fower respiratory disease" and

I4

15

Nat' I Center on El-der Abuse, htt'p: //www.ncea.aoa.gov,/Librarv/Data/

rd.

16 "Adul-t Abuser" Dj-strict of Col-umbia,
April 5, 2016. (Attached hereto at A-50.)
http: //dhs . dc. qovlservice/adult-abuse

Department of Human Services, as of
See also

t7 Or. Rev. Stat. 121.800 s.1.01(12), attached hereto at A-15; Rev. Code
Wash. S 70.245.010 (13) , attached aL A-2.
E: \ASE 2016 +\Auslralia\Meno.wpd
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"diabetes meflitus" (diabetes).i8 Oregon doctor Wifliam Toffler

explains

Persons with these conditions are considered
terminal if they are dependent on their
medications, such as insulin, to l-ive.1e

In Oregon, persons with chronic conditions such as insufin

dependent diabetes are "eligible" for assisted suicide and

euthanasia. Dr. Toffler states:

Such persons/
have years or

treatment,
decades to

could otherwise
r r--^ 20
-L-LVE.

with
even

Doctor predictions of Life
expectancy can be wrong

Patients may also have years to l-ive because doctor

2

predictions of Iife expectancy can be \^/rong.

misdiagnosís and the fact that predicting life

an exact science.2l Consider John Norton, who

18 .22 He was

This is due to

expectancy is not

was diagnosed with

tol-d that he

paralyzed) and die in three to
ALS (Lou Gehrig's dj-sease) at

would get progressivelY worse

age

(be

18 See Oregon government report attached hereto at A-56 and A-57 (listing
..chronic lower respiratory disease" and "diabetes meflitus" as t'underlying
ifl-ness les] " for tÀe purpose of assisted suiclde) . The entire report is
attached hereto at A-51 to A-57. In Vrlashlngton, "chronic l-ower respiratory
disease)" is afso l-isted as a terminal- disease. See Vlashington report' p.5 at
http: //www.doh.wa.govlportafs/1/Documents/Pubs/422-1,09-DeathWithDignityAct20l4
.pdf (regarding COPD) .

1e XuUflsired Letter to the Editor, Will-iam Toffler MD, New Haven Register,
February 24, 201,4, \2. (My private copy is attached hereto at A-58 T

/þ
ver

20

2I

ified the accuracy of the content with Dr. Toffle,r) .

rd. *z?r'ToÌÊ[c"! ,&g?ç:h'-'
Ueew\tt"t á lf 'lhÞ9't

See Jessica Firger, "12 mill-ion Americans misdiagno

S\aS¡¿r ' rk-J

sed each year, " CBS

NEv{S, 4/I'l /I4 (attached at A-59); and Nina Shapiro, supra at footnote 7

22 Affidavit of John Norton, tt 1 (Attached hereto at A-60)

6
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five years.23

o\dn. 24 rn a

lead to recovery.

\^ras diagnosed with

use Oregont s law.26

resident, Jeanette Hall, who

and made a settled decision to

Instead, the disease progression stopped on its

2012 affj-davit, at age J4, he states:

If assisted suicide or euthanasia had been
availabl-e to me in the 1950's, I would have
missed the bulk of my l-ife and my life yet to
come.25

3 Treatment can lead to recoverY

Patients may also have to live because treatment can

Consider

cancer 1n

years

Oregon

2000

Her doctor convinced her to be treated

instead.2T In a 2012 affidavit' she states:

This last July, it was 12 years since my
diagnosis. If fmy doctor] had believed in
assisted suicide, I would be dead.28

B. How the Oregon and ÞIashington Acts ÎIork

Both Acts have an application process to obtain the lethal-

dose, which includes a written request form with two required

witnesses.2e One of the witnesses is allowed to be the patient's

23 fd., gt 1.

24 ïd., s 4.

25 rd., tI 5.

26 Affidavit of Kenneth Stevens, MD, attached at A-63 to A-69; Jeanette
HaIf discussed at A-70 to A-71.

2'7 rd.

2a Affidavit of Jeanette Hatl, attached at A-70, quote at A-71. Jeanette
is stifl al-ive today, 15 years l-ater.

2e See Vlashington's l-ethal- dose request form, allowing one of two required
with witnesses to the patient's heir. (Attached hereto at A-72) '

1
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heir, who wil-l- benefit financiatly from the patient's death.30

Once the lethal dose is issued by the pharmacy, there is no

supervision over adminj-stration.31 The death is reported on the

death certificate as a natural- death.32

C. A Comparison to Probate Law

When signing a will, having an heir act as a witness can

support a finding of improper conduct. Vùashington's probate

code, for example, states that when one of two witnesses is a

taker under the will-, there is a rebuttal presumption that the

taker,/witness:

menace, fraud,duress,procured
or undue

the qift by
influence.33

Australia has similar l-aw. Consider, for example, the Victoria

Law Reform Commission's description of "suspicious

circumstancesr" which can l-ead to invalidation of a will:

A beneficiary is involved in the will-making
process, for example, bY witnessing the will'
writing or preparing the will or taking the
will-maker to a solicitor.3a

The Oregon and Washington Acts, which allow the patient's

30 rd.

See the Vüashington and Oregon Acts, in their entirety, at A-1 through A-

32 see e.
hereto at A-

Vfashington State's death certificate instruction attached

33 Wash. Rev. Code S 11.12.1-60(2), attached hereto at A-73

34 Victoria Law Reform Commission, "Knowledge and approval of suspicious
circumstancesf " 9.2.58, attached hereto at A-74.
E:\ÀsE 2016 +\Àustralia\Meno.wpd 
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heir to actively participate in obtaining the patient's death, do

They invite coercion and worse.not promote patient choice

D. Someone EIse is
Patient,

Allowed to Speak for the

In Vüashington, patients signing the lethal- dose request form

are required to be "competent. "35 In Oregon, patients are

required to be "capable."36 Regardless of the term used, this is

a rel-axed standard in which someone else is allowed to speak for

the patient. For exampJ-e, Vüashington's Act states:

"Competent" means a patient has the
ability to make and communicate an informed
decísion ., includinocommunication
hr h

manner of communicatino (Emphasis
added. ) 

3?

Vüith someone else allowed to speak for the patient, the

patient's choice and control is not guaranteed.

35 Wash. Rev. Code S 10.245.010(3)' attached hereto aL A-2.

36 Or. Rev. Stat. 1,21.800 S.1.01(3), attached hereto at A-14

3't Wash. Rev. Code S 10.245.010 (3) , at A-2. Oregon's Act has nearly
identical language. See ORS 127.800 S 1.01(3), at A-14, which states:

"Capable" means a patient has the abifity to
make and communicate an informed decision
incl-udinq corununication through persons famil-iar with
the patj-ent's manner of communicating (Emphasis
added) .

9
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E Someone EIse is ALlowed to Administer
t,he Letha]. Dose to the Patient

1 GeneralJ.y accepted medical practice
a].]-ows someone else to administer
the J.etha1 dose to the patient

Generally accepted medical practice allows a doctor, or a

person acting under the direction of a doctor, to administer

prescription drugs to a patient.3s Common examples include

parents who administer drugs to their children and adult children

who administer drugs to their parents.3e

The Vüashington and Oregon Acts imply that only the patient

is al-lowed to administer the lethal- dose to himsel-f or herself.

Vüashington's Act says that a patient may "self-administer" the

Iethal- dose.a0 Both Acts have language describing the patient as

taking the l-ethaf dose himself or hersel-f .41

There is, howeverr flo language stating that administratíon

"must" be by self-administration, or that "only" the patient is

all-owed to take the lethal dose himself or herseLf .42 Vüith self-

administration and sel-f-taking not mandatory, generally accepted

someone el-se to administer themedical practice prevails to al-l-ow

Decl-aration of Dr. Kenneth Stevens, MD, 0I/06/16, at A-77, tltl 9-10.

rd.

See e.çr., Wash. Rev. Code S 10.245.010(7), attached hereto at A-2.

41 The lethal dose request form for both Acts states: "I expect to dj-e when
I take the medication to be prescribed." See V{ashington's Act, attached
hereto at A-11, and Oregon's Act, attached hereto at A-24.

42 See the Oregon and ûùashington Acts in their entirety, at A-l- to A-25

3B

39

40
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lethal dose

neces sarily

2

to the patient.

in control of his

Once again, the patient is not

or her fate.

The term,'\se1f-administer" allows
someone else to administer the letha1
dose to the patient,

Oregon's Act

Washíngton state'

allow someone else

does not use the term, "self-administer."a3 In

"se1f-administer" is paradoxically defined to

to administer the lethal dose to the patient.

Washington's Act states:

"Self-admin i sLer" means a oualifi natient's
act of ingesting medication to end his or her
life (Emphasis added) . aa

The Act does not define "ingest. " Dictionary definitrons

include:

[T] o take (food, drugs, etc. ) into the body'
as by swallowing, inhaling, or absorbing."
(Emphasis added) .45

With this definition, someone else putting the lethal dose in the

patient's mouth qualifies as proper administration because the

pat.ient will be "swallowinq" the lethat dose, i.e., "ingesting"

it. Someone else placing a medication patch on the patient's arm

wil-I qualify because the patient wil-1 be "absorbing" the l-ethal

dose , i.e., ..ingesting" it. Gas administration, similarly, wil-I

qualify because the patient wilt be "inhaling" the lethal dose,

43 See Oregon Act in its entirety, at A-14 to A-25

Vlash. Rev. Code S 70.245.010(12), at A-2-

YourDictionary.com' attached hereto at A-78.

44

45
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i.e. , "ingesting"

ingestJ-ng, someone

to the patient.

F. Allowing
Letha1 Do

it. With self-administer defined as mere

else is allowed to administer the fethal dose

Someone EIse to Administer the
se to the Patient is Euthanasia

to administer the lethal- dose to aAllowing someone else

patient is euthanasia under

terminol-ogy. The AMA Code

Euthanasia is the

G

The Oregon and

also known as "mercy

states:

general-Iy accepted medical

of Ethics, Opinion 2.2L, states:

administration of a l-ethal
agent by another person to a patient
(Bmphasis added.) .nu

The Acts Do Not Prohibit Euthanasia

Washington Acts seem to prohibit euthanasia,

kj-l1ing . "47 For example, Oregon' s Act

Nothing in Ithis Act] shall be construed to
authorize a physician or any other person to
end a patients's life by l-ethal- injection,
mercy killingt or active euthanasia.as

This prohibition is, however, defined away in the next

sentence. Oregon' s Act al-so states :

Act i ons ta ken i n âcco ânaê \nli I llh'i s Ar:tlh
shall not, for anv Ðurpose, const t-rrt e
mercv kill-inq lanother for word for

46 Attached at A-44.

A'1 5ss http: //medical--dictionary. thefreedictionarv. com/mercv+killing
(defining "mercy killing" as euthanasia).

48 I21.BB2 S 3.15, attached hereto at A-20.
E: \ÄSE 2016 +\Australia\Meno.wpd
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euthanasial (EmPhasis added) . ae

H Non-vo1unùary Euthanasia Appears to be
Permissib]'e

The Acts do not requíre patient "consent" lo administration

of the tethal dose.50 There is also no requirement that the

patient be competent, capable t or even aware when the lethal dose

is administered.sl There is no requirement that administration

be volunlary.52 Without these requirements, non-voluntary

euthanasia appears to be permissible.

There ís No Oversight Over Administration of
the Lethal Dose

If for the purpose of argument, the Oregon and Washington

Acts do not al-Iow euthanasÍa, voluntary or otherwise, patients

are stil-l- at risk to the actions of other people. This is due to

the compJ-ete lack of supervisj-on at the death: Not even a

I

49 rd.

so The Acts onty require "consent" in connection with obtaining the lethal-
dose from the pharmacy, nowhere el-se. see or. Rev. stat. 1,27.8L5
s3.ol-(1) (1) (B) at A-17, and Wash. Rev. Code s 10.245.040(1)(r) (ii) at A-4.
See both Acts in their entirety at A-1 through A-25.

5r. The Acts only address whether the patient is "competent" or "capable"
in conjunction with the tethaf dose request, not fater at the time of
adminiãtration. See lrlash. Rev. Code SS 70.245.010 (3) (5) (11) , 70.245.020 (1") ,
70.245.030(1), 10.245.040(1) (a) (d) , '10.245.050, f0.245'L20 (3) (4)
(regarding "sound mind"),' Or. Rev. Stat. SS 127'800 S l-.01(3) (5)
S 2.Ol-(1), 121 .810 S 2.02(I), I21 .81-5 S 3.01(1)(a) (d) , I2'7.820 S

S 3.09(3), 1-27.855 S 3.09(3), L21 .897 S 6.01 (regarding "sound m

, 70.245.220
( 11 ) , 1,21 .805
3 .02 , 1,27 .855

ind. ")

52 The Acts contain provisions requiring that a determination be made as to
of whether a patient is acting "vo.l-untarily" in conjunction with the fethaf
dose request, not l-ater. See V{ash. Rev. Code SS 10.245.020(1), 10.245.030(1),
'70.245.040(1) (a) (d) , 10.245.050, 10.245.120 (3) (4), '70.245.220; Or. Rev. Stat.
ss 127.80s s 2.01,(I), 1"27.810 S 2 .02(I) , 1.27.815 S 3.01(1) (a) (d) , I21.820 S

3.02, 1"21 .855 S 3.09(3), I27.855 S 3.09(4), 1'21 .897 S 6.01.
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\^/itness is required. s3

Vüithout supervision, the opportunj-ty

else to admini-ster the tethat dose to the

her consent; the drugs used are water and

that they can be injected into a sleeping

Even if the patient struggled, who would

is created for someone

patient without his or

al-cohol soluble, such

or restrained person.5a

know? Al-ex Schadenberg,

International,chair for the Euthanasia Prevention Coalition,

efaborates:

Vüith assisted suicide laws
Oregon, perpetrators can
route, by getting an elder

in Washington and
take a "J-egal"

to sign a lethal
dose request.
fj-lled, there is no supervision over
¡rlminiqlr¡1-inn lTlf r nalian]-

(Emphasis
added. ) 

55

if. Individual- \lOpt Outs" Are Not Allowed.

The Vúashington and Oregon Acts do not allow an individual

to opt out of their provisions. Consider, for exampler âD ol-der

woman with a house and a bank account, concerned that her

unemployed son wil-l push her to assisted-suicide or euthanasia.

A possible deterrent is a wil-1 provision stating that he will- be

53 See both Acts in their entirety, at A-1 through A-25

s4 The drugs used for assisted suicide in Oregon and Vlashington include
Secobarbital- and Pentobarbitaf (Nembutal). See "Secobarbital- Sodium Capsules,
Drugs. Com, at and
http://www.druqs.com/pro/nembutal.htmf See al-so Oregon's government report,
page 5, attached at A-56 (listing these drugs).

ss Af ex Schadenberg, Letter to the Editor, 'tEl-der abruse a growing prob1em, "
The Advocate, Official- PubLication of the ]daho State Bar, October 20L0, page
14, available at http: //www.marqaretdore. com/info/October:Letters.pdf .
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disinherited if she dies under the Acts. Any such provisj-on,

however, is not valid. Washington's Act states:

Any provision in a contract, wiJ-l or other
agreement, whether written or oral, to the
extent the provision woul-d affect whether a
person may make or rescind a request for
medication to end his or her life in a humane
and dignified manner, is not val-id.
(Emphasis added) .56

So much for personal choice and control-.

The Death Certificate Is Required to Report a
Natural. Death Caused by a Termínal. Disease

Both Acts are interpreted to require the death certificate

to report a natural death caused by a terminal disease.

Consider, for example,

instruction:

this Washington State death certificate

K

n-i ^-ì +., 7\¡l- \7^11 mrr cl ^^*^'1 .' '.'.i+h +l-ra o1_ri¡i-

requirements of the iActl when completing the
death record:

1. The underl-ving terminal disease
must be listed as the cause of
death.

2. The manner of death must be marked

The significance is a legal inability to prosecute criminal

behavior, for example, in the case of an outright murder for the

s6 Wash. Rev. Code SS 70.245.160(1), at A-8. Oregon's Act has a similar
provision at Or. Rev. Stat. SS 127.870 S 3.1'2(I), at A-20.

5? Washington State Department of Health "Death Certificate Instructions
for Medical Examiners, Coroners and Prosecuting Attorneys," attached hereto at
A-80.
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money. The cause of deathr âs a matter of law, is a terminal-

disease.

I The Felony for Undue InfJ-uence is Illusory
and Unenforceabl-e.

The Oregon and Washington Acts create a Cl-ass A felony for

undue"undue influence."58 Neither Act, however, defines

inf luence or provides el-ements of proof .5e

Both Acts also allow conduct that would normally prove undue

influence (a1J-owing an heir to act as a witness on the lethal-

dose request form) .60 How do you prove that undue inffuence

occurred when the Act prohibiting undue infl-uence al-lows conduct

used to prove undue influence? It's hard to say. The purported

felony is, regardless, illusory and unenforceabl-e.

IV. OTHER CONSIDERATIONS

A Compassion & Choices' Mission is to Promote
Suicide, Assisted Suicide and Euthanasia

Passage of the Oregon

the suicide advocacy group,

and Washington Acts was spearheaded by

Compassion & Choices.

Compassion & Choices \^Ias formed in 2004 as the result of a

sB See VrIash. Rev. Code SS 70 .245.200 (2) at A-10, and Or. Rev. Stat ' I27 .890
S 4.02(2), at A-20.

59 For example, Washington's Act states:

A person who coerces or exerts undue infl-uence on a
patient to request medication to end the patient's
I-!Le., or to destroy a rescission of a request, ;þ
quil-tv of a class A felonv. (Emphasis added) .

Vüash. Rev.

60 see

Code SS 1O.245.20O (2) , at A-l-0

"A Comparison to Probate Lavt," supra at pages 8-9
Et \AsE 2016 +\Australia\Memo.wpd
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merger/takeover of two other organizations.6l One of these

organizations \^¡as the former Hemlock Society, originally formed

by Derek Humphry.62

In 201,1", Humphry was the keynote speaker at Compassion &

Choices' annual- meeting here in Washington State.63 He was also

in the ne\^/s as a promoter of mail-order suicide kits.6a This h/as

after a depressed 29 year ol-d man used one of the kits to kill

himself.65 Compassion & Choices' newsletter, promoting Humphry's

presentati-on, references him as "the father of the modern

movement for choice."66 Compassion & Choices' mission is to

promote suicide, âssisted suicide and euthanasia.

B Any Study Claiming that Oregon's Law is Safe,
is InvaLid

In 20Lt, the lack of supervision over administration of the

l-ethal dose in Oregon prompted Montana State Senator Jeff Essmann

67 fan Dowbiggin, A Conclse History of Euthanasia 146 (2007) ("Tn 2003'
tthel Hemfock Isociety] changed its name to End*of-Life Choices, which merged
with Compassion in Dying in 2004, to form Compassion & Choices."). Accord.
Compassion & Choices Newsletter attached at A-82 ("Years later, the Hemfock
Society woul-d become End of Life Choices and then merge wj-th Compassion in
Dying to become Compassion & Choices").

Id

63 Compassion & Choices Newsl-etter, regarding Humphry's October 22, 201"1-

speaking date. (Attached hereto at A-82.)

64 See Jack Moran, "Po.Iice kick in door in confusion over suicide kitr "
The Register-Guard, September 2L, 2011- (""4 spotlight was cast on the
mail--order suicide kit business after a 29-year-old Eugene man committed
suicide in December using a helium hood kit. The Register-Guard traced the $60
kit to [the company, which] has no website and does no advertising; cl-ients
find lthel address throuqh the writinqs of Humphrv.") (Emphasis added)

62

65 Id

66 Compassion & Choices Newsletter,
Eì \ÀsE 2016 +\Australia\Meno.wpd
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to observe that any studies claiming that Oregon's law is safe

are inval-id. He stated

[A]Il the protections end after the
prescription is written. IThe proponents]
admitted that the provisions in the Oregon
law would permit one person to be alone in
that room with the patient. And in that
situation, there is no guarantee that that
medication is ltaken on a voluntary basis].

So frankly, any of the studies that come out
of the state of Oregon's experience are
ínvalid because no one who administers that
drug to that patient is going to be
turning themselves in for the commission of a

homicide.6T

C. Legal Physician-Assisted Suicide Can Be
Traumatic for FamiJ-Y Members

In 20L2, a research study was rel-eased addressing trauma

suffered by persons who had witnessed a Iega1 assisted suicide in

Switzerland.6s The study found that one out of five famiJ-y

members or friends present at an assisted suicide I^ias

traumatized. These peoPle,

experienced fult or sub-threshold PTSD (Post
Traumatic Stress Disorder) related to the
l-oss of a cl-ose person through assisted
suicide. 6e

6'7 Hearing Transcript for the Montana Senate Judiciary Committee on SB 167'
February 10, 207I,at
http : / /www . marqaret ciore . com /pdf / s enat or-e s smann-sb-1 6 7-0 0 1 . pdf .

6B ,'Death by request in Switzerl-and: Posttraumatic stress disorder and
complicated grief after witnessing assisted suicide," B. V{agner, J. Mu}ler' A
Maercker; European Psychiatry 21 (2012) 542-546, availabl-e at
http : / / choiceisaniflusion. files . wordpres s . com/ 2012 / 1"0 / family-members-
traumatized-eur-psychl-20:_2.pdf (Cover page attached at A-87).

69 Td.
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D. My Client,s in Washington and Oregion.

In Vüashington State and Oregon, I have had two cases where

my clients suffered trauma due to assisted suicide. In the first

case, one side of the family wanted my client's father to take

the lethal dose, while the other side did not. The father spent

the last months of his life caught in the middle and torn over

whether or not he should kill himsel-f - My client, his adult

father did not take thedaughter, \^/as severely traumatized. The

lethal dose and died a natural death.

In the other case, it is not clear that administration of

the lethal dose was voluntary. A man who was

clíent that my cl-ient's father had refused to

dose when it was deJ-ivered,

going to bed, " but then he

when he was intoxicated on

stating, "YouI re

(the father) took

alcohol. My client,

\^/as traumatized over

present told my

take the lethal

not killing me. I'm

it the next night

although he was

the incident, andnot present

also by the

at the death,

sudden loss of his father.

E The Oregon Hea1th PIan Steers Patients t'o Suicide

Oregon's Health Plan (Medicaid) steers patients to suicide

incentives. T0 Being steered to suicide is notvia coverage

t'choice. "

70 See Susan Donafdson James, "Death Drugs Cause Uproar in Oregon, " ABC

News, August 6, 2008 (attached at A-83); KATU TV lrleb Staff, "Letter noting
assisted suicide raises questions," July 30, 2008 (attached at A-84); and
Affidavit of Kenneth Stevens, MD (attached at A-64, $8 through A-69).
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F In Oregon, Other Suicides Have Increased with
Legal-ization of Physician-Assisted Suicide;
the Financial- Cost Is \Enomol¡s"

Government reports from Oregon show a positive statistical-

correlation between the l-egalization of physician-assisted

suicide and an increase in other (conventional-) suicides. This

statistical correlation is consistent with a suicide contagion in

which legalizLng physician-assisted suicide encouraged other

suicides. Please consider the following:

Oregon's assisted suicide act went into
effect "in late !991."1r

By 2000, Oregon's conventional suicide rate
was "increasing significantly. "T2

By 2001 , Oregon's conventional- suicide rate
\^¡as 35å above the nati-onal average.T3

By 2010, Oregon's
was 412 above the

There is a significant

other suicides. One reason

conventional suicide rate
national average. ta

financial cost associated with these

is that people

becomeor

who attempt suicíde

disabled by the(and fail) can j-njure themselves

attempt, to thereby require cure' rehabilítation and other

'17 Oregon's assisted suicide report for 2014, first line, at
http: / /public. heal-th. oregon. gov/ProviderPartnerResources,/EvaluatlonResearch/De
athwithDignityAct/Documents / year1-T .pdf
'72 See Oregon Heafth Authority News Release, 09/09/I0. ("After decreasing
in the 1990s, suicide rates have been increasing significantly since 2000").
(Attached at A-88)

73 Id

't4 Oregon Health Authority Report, Suicides in Oregon, Trends and Rlsk
Factors (2012 Report), at A-90.
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support. A government report from Oregon states:

[T] he estimate of
suicide in Oregon
doll-ars.75

total lifetime cost of
\^/as over 680 million

If Australia, with its larger population, legalizes assisted

suicide and has the same experience as Oregon, the financial cost

could be larger.76

v. A CoMPARTSON TO SOUTH AUSTRjATTA (KEY PROPOSAT,)

The Key proposal-, like the Oregon and Washington Acts, is

not limited to people at the end of i-ife. Indeed, there is not

even a requirement of "terminality." (S 4, at A-28).

The proposal also allows other people to speak for the

patient. The death certificate is required to list a medical

condition as the cause of death, hence preventing any recourse

for criminal conduct such as murder. (S 23, at A-39)

I had hoped to provide you with a detailed analysis of the

proposal, to provide you with more meaningful information to take

home, but I ran out of time. I woul-d be happy to finish

analyzing the proposal r or to analyze another bill at your

request.

vr. coNcLusroN

The Oregon and Washington Acts, and the Key proposal I are

deceptively written legislation, which is stacked against the

'75 See report at A-91

'76 Oregon's esti-mated population for 2015 is 4,O28,9'7'1 . United States
Census Bureau at http : //www. census . govlquickfacts/table,/PSTO4 5215l00 .
E:\ASE 2016 +\Australia\Memo.wpd 
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patient. These

the rich and the

laws are a recipe for abuse of

those i-n between.

the young and old,

They all-ow steerage

families are

poor, and

to suicide and euthanasia. Patients and their

traumatized. I urge you to say "No" to assisted suicide and

euthanasia.

Re ct lIy Submitted,

Mar ret Dore, Esq., MBA
Law Offices of Margaret K. Dore, P.S.
Choice is an IIlusion, a nonprofit corporation
www. margaretdore . com
www. choiceillusion . org
1001 4th Avenue, Suite 4400
SeattIe,. IlúA USA 98154
206 389 L754 main reception
206 389 t562 direct line
206 691 72L7 cell

Er \ASE 2016 +\Australla\Meno.wpd
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Chapter 70.245 RCW

THE WASHINGTON DEATH WITH DIGNITY ACT

thagrten å-isting

Chapter 70.245 RCW: THEWASHINGTON DEATH WITH DIGNITYAQT

Sections

70,245.010
70.245.020
70.245.030
70.24s.040
70.245.050
70.245.060
70.24s.070
70.245.080
70.245.090
70.245.100
70.245.110
70,245.120
7A.245.134
70.245.140
70.245.150

Definitions.
Written request for medication.

Form of the written request.

Attending physician responsibilities.

Consulting physician confirmation.

Counseling referral.
lnformed decision.
Notification of next of kin.

Written and oral requests.

Right to rescind request.

Waiting periods.

Medical record documentation requirements'

Residency requirement.
Disposal of unused medications.

Reporting of information to the department of health-Adoption of rules

-lnformation 
collected not a public record-Annual statistical report.

Effect on construction of wills, contracts, and statutes.

lnsurance or annuity policies.

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

standard of care.

lmmunities-Basis for prohibiting health care provider from participation

-N otification-Permissible sanctions.

Willful alteration/forgery-Coercion or undue influence-Penalties--Civildamages

-Other 
penalties not Precluded.

Claims by governmental entity for costs incurred'

Form of the request.

Short title-2009 c 1 (lnitiative Measure No. 1000)'

Severability-2009 c 1 (lnitiative Measure No. 1000)'

Effective dates-2009 c 1 (lnitiative Measure No. 1000)'

Captions, part headings, and subpart headings not law-2009 c 1 (lnitiative

Measure No. 1000).

70.245.164
70,245.170
70.245.180

70.245.190

70.245.204

70.245.210
70.245.220
7A.245.901
70.245.902
70.245.903
70.245.904

70.245,010
Definitions.

The definitions in this section apply throughout this chapter unless the context clearly requires

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

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

patient and treatment of the patient's terminal disease'

http://app.leg.wa.gov/rcw/default.aspx?ci te= 70.245&fu I I =true
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Chapter 70.245 RCW: THEWASHINGTON DEATH WITH DIGNITYACT

l3) "Comoetent"\r.æ means that, in the opinion of a court or in the opinion of the patient's attending

or consulting phYsicia n, psychiatrist, or psychologist, a patient has the ability to make and

mmunicate an informed decision to health care providers, including communic

ersons familiar with the nt's manner of communicati if those persons are available.

ified by specialty or experience to(4) "Consultin g physician" means a physician who is qual

make a professiona I diagnosis and prognosis regarding the patient's disease

"COUnSeling" means One or more cOnsultatiOns aS necessary between a state licensed(5)
psychiatrist or psychologist and a patient for the purpose of determining that the patient is

competent and not suffering from a psychiatric or psychological disorder or depression causing

impaired judgment.
(6) "Health care Provider" means a person licensed, certified, or otherwise authorized or

permitted by law to administer health care or dispense m n rdinary course of

business or practice of a profession, and includes a h care facility.

(7) "lnformed decision" means a decision by a q ified patient, to req and obtain a

prescription for medication that the ualified self-administer end his or her life in a

mane and dignified manner, that is based on an a facts and after being

fully informed by the attending physician of:

(a) His or her medical diagnosis;

(b) His or her Prognosis;
(c) The potential risks associated with taking the medication to be prescribed;

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

(e) The feasible alternatives including, but not limited to, comfort care, hospice care, and pain

control.
(g) "Medically confirmed" means the medical opinion of the attending physician has been

confirmed by a consulting physician who has examined the patient and the patient's relevant

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

(10) "physician" means a doctor of medicine or osteopathy licensed to practice medicine in the

state of Washington.
(11) ,,eual¡ied patient" means a competent adult who is a resident of Washington state and has

satisfied the requirements of this chapter in order to obtain a prescription for medication that the

a manner
end his or her

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

-

and will, within reasonable medicaljudgment, produce death within six months'

12009 c 1 $ 1 (lnitiative Measure No. 1000, approved November 4, 2008).1

n of the

70.245.020
Written request for medicat¡on

(1) An adult who is comPetent, is a

the attending physician and consulting
resident of Washington state, and has been determined by

physician to be suffering from a terminaldisease, and who

has voluntarily expressed his or her wish to die, may make a written request for medication that

patient may self-administer to end his or

http://app.leg.wa.gov/rcw/default.aspx?ci te= 70.245&ful I =true

her life in a humane and dignified manner in accordance A-2
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gt2gt2116 Chapter 70.245 RCW: THE WASHINGTON DEATH WITH DIGNITY ACT

with this chapter.
(2) A person does not qualify under this chapter solely because of age or disability'

[2009 c 1 S 2 (lnitiative Measure No. 1000, approved November 4,2008)']

70.245.030
Form of the written request.

(1) A valid request for medication under this chapter shall be in substantially the form described

in RCW 70.245.22[ signed and dated by the patient and ydtnessed bv at lea who,

in the presence of the patient, attest that to the best of their knowledge and belief the patient is

competent, acting voluntarily, and is not being coerced to sign the request'

(2) One of the wit :

(a) A relative of the patient by blood, marriage, or adopt¡on;

(þ) A person who at the time the request is signed would be entitled to any portion of the estate

of the qualified patient upon death under any will or by operation of law; or

(c) An owner, operator, or employee of a health care facility where the qualified patient is

receiving medicaltreatment or is a resident.

(3) The patient's attending physician at the time the request is signed shall not be a witness.

(4) lf the patient is a patient in a long-term care facility at the time the written request is made,

one of the witnesses shall be an individual designated by the facility and having the qualifications

specified by the department of health by rule.

t2009 c 1 $ 3 (lnitiative Measure No. 1000, approved November 4, 2008)'l

h{ V \^,/\ t oY c,S

70.245.040 r^rì [ ( iø

L4 7 wT^', ,<-! -'î l-u-ra14 ,-" fL.< | e

(J
fr--"-A /o:'-e-

AQ\ h¿ .v^ L+,tl,"o

^li'p^k 
j t!< ^-14,. T.Q-

Attending physician resPons w, f-w+>! cah J-€--
"-æ

â

(1) The attending physician shall:

(a) Make the initial determination of whether a patient has a terminal disease, is competent, and

has made the request voluntarilY;
(b) Request that the patient demonstrate Washington state residency under RCW 70-245.134;

(c) To ensure that the patient is making an informed decision, inform the patient of:

(i) His or her medical diagnosis;

(ii) His or her prognosis;

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

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

(v) The feasible alternatives including, but not limited to, comfort care, hospice care, and pain

control;
(d) Refer the patient to a consulting physician for medical confirmation of the diagnosis, and for

a determination that the patient is competent and acting voluntarily;

(e) Refer the patient for counseling if appropriate under RCW 70.245.060;

(f) Recommend that the patient notify next of kin;

t+ -( çt".-'' ø..e ç
ibilities. 0W-

http://app. leg.wa. gov/rcw/default.aspx?cite= 70.245&ful I = true
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gt2gt2¡16 Chapter 70.245 RCW:THEWASHINGTON DEATH WITH DIGNITYACT

(g) Counsel the patient about the importance of having another person present when the

patient takes the medication prescribed under this chapter and of not taking the medication in a

public place;
(h) lnform the patient that he or she has an opportunity to rescind the request at any time and in

any manner, and offer the patient an opportunity to rescind at the end of the fifteen-day waiting

period under RCW 70.245.090;
(i) Verify, immediately before writing the prescription for medication under this chapter, that the

patient is making an informed decision;

(j) Fulfillthe medical record documentation requirements of RCW 70"245.120;

(k) Ensure that all appropriate steps are carried out in accordance with this chapter before

writing a prescription for medication to enable a qualified patient to end his or her life in a humane

and dignified manner; and
(lXi) Dispense medications directly, including ancillary medications intended to facilitate the

desired effect to minimize the patient's discomfort, if the attending physician is authorized under

and rule to dispense and has a current drug enforcement admin certificate; or ftistration
U v{,1(ii) With the patient's written consent:

(A) Contact a pharmacist and inform the ph
owlr\-
armablst

vh
bt t'e prescription; and

c2 +r,- r" c ^se^+) ,!.t1
*5.e

(B) Deliver the written prescription personally, by mail or facsimile to the pharmacist, who will (t^t fr
se the medications directly to either the patient, the attending physician, or an expressly

identified agent of the patient. Medications dispensed pursuant to this subsection shall not be

dispensed by mail or other form of courier.

(2) The attending physician may sign the patient's death certificate which shall list the underlying

terminal disease as the cause of death.

t2009 c 1 $ 4 (lnitiative Measure No. 1000, approved November 4, 2008).1

70.245.050
Gonsulting physician confirmation.

Before a patient is qualified under this chapter, a consulting physician shall examine the patient

and his or her relevant medical records and confirm, in writing, the attending physician's diagnosis

that the patient is suffering from a terminal disease, and verify that the patient is competent, is

acting voluntarily, and has made an informed decision.

[2009 c 1 $ 5 (lnitiative Measure No. 1000, approved November 4, 2008)']

70.245.060
Counseling referral.

lf, in the opinion of the attending physician or the consulting physician, a patient may be

suffering from a psychiatric or psychological disorder or depression causing impaired judgment,

either physician shall refer the patient for counseling. Medication to end a patient's life in a h

and dignified ma nner shall not be prescribed until the person performing the counseling determi

t-r)

http://app.leg.wa.gov/rcw/default.aspx?ci te= 70.2215&ful I =true
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3t2gt2116 Chapter 70.245 RCW: THEWASHINGTON DEATH WITH DIGNITYACT

that the patient is not suffering from a psychiatric or psycholog¡cal disorder or depression causing

impaired judgment.

[2009 c 1 $ 6 (lnitiative Measure No. 1000, approved November 4,2008).]

70.245.070
lnformed decision.

A person shall not receive a prescription for medication to end his or her life in a humane and

dignified manner unless he or she has made an informed decision. lmmediately before writing a

prescription for medication under this chapter, the attending physician shall verify that the qualified

patient is making an informed decision.

[2009 c 1 $ 7 (lnitiative Measure No. 1000, approved November 4,2008)']

70.245.080
Notification of next of kin.

The attending physician shall recommend that the patient notify the next of kin of his or her

request for medication under this chapter. A patient who declines or is unable to notify next of kin

shall not have his or her request denied for that reason.

[2009 c 1 $ 8 (lnitiative Measure No. 1000, approved November 4, 2008).]

70.245.090
Written and oral requests,

Tõ receive a prescription for medication that the qualified patient may self-administer to end his

or her l6e in a humane and dignified manner, a qualified patient shall have made an oral request

and a written request, and reiterate the oral request to his or her attending physician at least fifteen

days after making the initial oral request. At the time the qualified patient makes his or her second

oral request, the attending physician shall offer the qualified patient an opportunity to rescind the

request.

t2009 c 1 $ 9 (lnitiative Measure No. 1000, approved November 4,2008).1

70,245.100
Right to rescind request.

http://app.leg.wa.gov/rcw/default.aspx?ci te=70.2215&fu I I =true
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g2gt2116 Chapter 70.245 RCW: THEWASHINGTON DEATH WITH DIGNITYACT

A patient may rescind his or her request at any time and in any manner without regard to his or

her mental state. No prescription for medication under this chapter may be written without the

attending physician offering the qualified patient an opportunity to rescind the request'

[2009 c 1 $ 10 (lnitiative Measure No. 1000, approved November 4, 2008).]

70.245.110
Waiting per¡ods.

(1) At least fifteen days shall elapse between the patient's initial oral request and the writing of a

prescription under this chaPter.

(2)At least forty-eight hours shall elapse between the date the patient signs the written request

and the writing of a prescription under this chapter.

[2009 c 1 $ 11 (lnitiative Measure No. 1000, approved November 4, 2008).]

70.245.120
Medical record documentation requirements.

The following shall be documented or filed in the patient's medical record:

(1) All oral requests by a patient for medication to end his or her life in a humane and dignified

manner;
(2) Allwritten requests by a patient for medication to end his or her life in a humane and

dignified manner;
(3) The attending physician's diagnosis and prognosis, and determination that the patient is

competent, is acting voluntarily, and has made an informed decision;

(4) The consulting physician's diagnosis and prognosis, and verification that the patient is

competent, is acting voluntarily, and has made an informed decision;

(5) A report of the outcome and determinations made during counseling, if performed;

(6) The attending physician's offer to the patient to rescind his or her request at the time of the

patient's second oral request under RCW 7A.245;090; and

(7) A note by the attending physician indicating that all requirements under this chapter have

been met and indicating the steps taken to carry out the request, including a notation of the

medication prescribed.

[2009 c 1 $ 12 (lnitiative Measure No. 1000, approved November 4,2008).]

70,245.130
Residency requirement.

Only requests made by Washington state residents under this chapter may be granted. F

http://app. leg.wa.gov/rcw/default.aspx?ci te=70.2215&fu | I =true
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3t2912016 Chapter 70.245 RCW: THE WASHINGTON DEATH WITH DIGNITY ACT

demonstrating washington state residency include but are not limited to:

(1) Possession of a Washington state driver's license;

(2) Registration to vote in Washington state; or

(3) Evidence that the person owns or leases property in washington state'

[2009 c 1 $ 13 (lnitiative Measure No. 1000, approved November 4,2008)']

70.245.140
Disposal of unused medications.

Any medication dispensed under this chapter that was not self-administered shall be disposed

of by lawful means.

[2009 c 1 $ 14 (lnitiative Measure No. 1000, approved November 4, 2008)']

70.245.150
Reporting of information to the department of health-Adoption of rules-
lnformation collected not a public record-Annual statistical report'

(1Xa) The department of health shall annually review all records maintained under this chapter.

(b) The department of health shall require any health care provider upon writing a prescription

or dispensing medication under this chapter to file a copy of the dispensing record and such other

administratively required documentation with the department. All administratively required

documentation shall be mailed or otherwise transmitted as allowed by department of health rule to

the department no later than thirty calendar days after the writing of a prescription and dispensing

of medication under this chapter, except that all documents required to be filed with the department

by the prescribing physician after the death of the patient shall be mailed no later than thirty

calendar days after the date of death of the patient. ln the event that anyone required under this

chapter to report information to the department of health provides an inadequate or incomplete

report, the department shall contact the person to request a complete report'

(2) The department of health shall adopt rules to facilitate the collection of information regarding

compliance with this chapter. Except as otherwise required by law, the information collected is not a

public record and may not be made available for inspection by the public'

(3) The department of health shall generate and make available to the public an annual

statistical report of information collected under subsection (2) of this section.

[2009 c 1 $ 15 (lnitiative Measure No. 1000, approved November 4,2008)']

70.245.160
Effect on construction of wills, contracts' and statutes'

http://app.leg.wa.gov/rcw/default.aspx?cite= 70.245&fu I I =true
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3t2gt2l16 Chapter 70'245 RCW:THEWASHINGTON DEATH WITH DIGNITYACT

\/ (1) Anv provision in a contract, will, or other agreement, whether written or oral, to the extent

Ä^" ;áu|'d would affect whether a person may make or rescind a request for medication to end

/ Èir or her life in a humane and dignified manner, js not valid.

(2) Any obligation owing under any currenflyãxisting contract shall not be conditioned or

affected by the making or rescinding of a request, by a person, for medication to end his or her life

in a humane and dignified manner

[2009 c 1 $ 16 (lnitiative Measure No. 1000, approved November 4,2008)']

70.245,170
lnsurance or annuitY Policies.

The sale, procurement, or issuance of any life, health, or accident insurance or annuity policy or

the rate charged for any policy shall not be conditioned upon or affected by the making or

rescinding of a request, by a person, for medication that the patient may self-administer to end his

or her ¡ife in a humane and dignified manner. A qualified patient's act of ingesting medication to end

his or her life in a humane and dignified manner shall not have an effect upon a life, health, or

accident insurance or annuity policy'

[2009 c 1 $ 17 (lnitiative Measure No. 1000, approved November 4, 2008)']

79.245.180
Authority of chapter-References to practices under this chapter-
Applicable standard of care.

(1) Nothing in this chapter authorizes a physician or any other person to end a patient's life by

lethal injection, mercy killing, or active euthanasia. Actions taken in accordance with this chapter do

not, for any purpose, constitute suicide, assisted suicide, mercy killing, or homicide, under the law'

State reports shall not refer to practice under this chapter as "suicide" or "assisted suicide'"

consistent with RCW 70.24s.010 (7), (11), and (12),70.245.020(1),70.245.040(1Xk)' 70'245'060'

70.245.A70,70.245.090,70.245.129 (1) and (2),79.245.160 (1) and (2),7A.245'170'

70.245.190(1) (a) and (d), and70.245.20g(2), state reports shall refer to practice under this chapter

as obtaining and self-administering life-ending medication.

(2) Nothing contained in this chapter shall be interpreted to lower the applicable standard of

care for the attending physician, consulting physician, psychiatrist or psychologist, or other health

care provider participating under this chapter.

[2009 c 1 $ 18 (lnitiative Measure No. 1000, approved November 4,2008)']

70.245.190

http://app.leg.wa.gov/rcw/default.aspx?cite= 70.245&fu I I =true
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gt2gt2¡16 Chapter 70.245 RCW:THEWASHINGTON DEATH WITH DIGNITYACT

lmmunities-Basis for prohib¡ting health care prov¡der from participation-
Notification-Perm issible sanctions.

(1) Except as provided in RCW 70.245.2A0 and subsection (2) of this section:

(a) A person shall not be subject to civil or criminal liability or professional disciplinary action for

participating in good faith compliance with this chapter. This includes being present when a qualified

patient takes the prescribed medication to end his or her life in a humane and dignified manner;

(b)A professional organization or association, or health care provider, may not subject a person

to censure, discipline, suspension, loss of license, loss of privileges, loss of membership, or other

penalty for participating or refusing to participate in good faith compliance with this chapter;

(c) A patient's request for or provision by an attending physician of medication in good faith

compliance with this chapter does not constitute neglect for any purpose of law or provide the sole

basis for the appointment of a guardian or conservator; and

(d) Only willing health care providers shall participate in the provision to a qualified patient of

medication to end his or her life in a humane and dignified manner. lf a health care provider is

unable or unwilling to carry out a patient's request under this chapter, and the patient transfers his

or her care to a new health care provider, the prior health care provider shall transfer, upon request,

a copy of the patient's relevant medical records to the new health care provider.

(2Xa) A health care provider may prohibit another health care provider from participating under

chapter 1, Laws of 200g on the premises of the prohibiting provider if the prohibiting provider has

given notice to all health care providers with privileges to practice on the premises and to the

general public of the prohibiting provider's policy regarding participating under chapter 1, Laws of

2009. This subsection does not prevent a health care provider from providing health care services

to a patient that do not constitute participation under chapter 1, Laws of 2009.

(b) A health care provider may subject another health care provider to the sanctions stated in

this subsection if the sanctioning health care provider has notified the sanctioned provider before

participation in chapter 1, Laws of 2009 that it prohibits participation in chapter 1, Laws of 2009:

(i) Loss of privileges, loss of membership, or other sanctions provided under the medical staff

bylaws, policies, and procedures of the sanctioning health care provider if the sanctioned provider is

a member of the sanctioning provider's medical staff and participates in chapter 1, Laws of 2009

while on the health care facility premises of the sanctioning health care provider, but not including

the private medical office of a physician or other provider;

(ii) Termination of a lease or other property contract or other nonmonetary remedies provided

by a lease contract, not including loss or restriction of medical staff privileges or exclusion from a

provider panel, if the sanctioned provider participates in chapter 1, Laws of 2009 while on the

premises of the sanctioning health care provider or on property that is owned by or under the direct

control of the sanctioning health care provider; or

(iii) Termination of a contract or other nonmonetary remedies provided by contract if the

sanctioned provider participates in chapter '1, Laws of 2009 while acting in the course and scope of

the sanctioned provider's capacity as an employee or independent contractor of the sanctioning

health care provider. Nothing in this subsection (2xbxiii) prevents

(A) A health care provider from participating in chapter 1, Laws of 2009 while acting outside the

course and scope of the provider's capacity as an employee or independent contractor; or

(B) A patient from contracting with his or her attending physician and consulting PhYsician to act

outside the course and scope of the provider's capacity as an employee or independent contractor

of the sanctioning health care provider.

(c) A health care provider that imposes sanctions under (b) of this subsection shall follow all

process and other procedures the sanctioning health care provider may have that are related to th%-g

http://app.leg.wa.gov/rcw/default.aspx?cite=70.245&ful I = true 9/13
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imposition of sanctions on another health care provider.

(d) For the purposes of this subsection:

(i),,Notify', means a separate statement in writing to the health care provider specifically

informing the health care provider before the provider's participation in chapter 1, Laws of 2009 of

the sanctioning health care provider's policy about participation in activities covered by this chapter'

(ii) "participate in chapter 1, Laws of 2009" means to perform the duties of an attending

physician under Rcw 70.24s.040, the consulting physician function under Rcw 70.245.050, or the

counseling function under RCW 7a.245.060. "Participate in chapter 1, Laws of 2009" does not

include:
(A) Making an initial determination that a patient has a terminal disease and informing the

patient of the medical Prognosis;
(B) providing information about the Washington death with dignity act to a patient upon the

request of the Patient;
(C) providing a patient, upon the request of the patient, with a referral to another physician; or

(D) A patieni contracting with his or her attending physician and consulting physician to act

outside of the course and scope of the provider's capacity as an employee or independent

contractor of the sanctioning health care provider'

(3) suspension or termination of staff membership or privileges under subsection (2) of this

section is not reportable under RCW 18.130.070. Action taken under RCW 70'245'030'

70.245.040,70.245.A50, or 70.245.060 may not be the sole basis for a report of unprofessional

conduct under RCW 18.f 30.180.

(4) References to "good faith" in subsection (1Xa), (b), and (c) of this section do not allow a

lower standard of care for health care providers in the state of Washington'

[2009 c 1 $ 19 (lnitiative Measure No. 1000, approved November 4,2008)']

70.245.200
Wi I lfu I alteration/forgery-Goercion or u ndue i nfl ue nce-Penalties-Givi I

damages-Other penalties not precluded'

(1) A person who without authorization of the patient willfully alters or forges a request for

medication or conceals or destroys a rescission of that request with the intent or effect of causing

death is guilty of a class A felonY'

(2) A person who coerces or exerts lfdue influencP on a patient to request medication to end

patient's life, or to destroy a rescission of a request, is guilty of a class A felonY

(3) This chapter does not limit further liability for civil damages resulting from other negligent

conduct or intentional misconduct by any person'

(4) The penalties in this chapter do not preclude criminal penalties applicable under other law

for conduct that is inconsistent with this chapter

[2009 c 1 $ 20 (lnitiative Measure No. 1000, approved November 4, 2008)']

70.245,210

http://app.leg.wa.gov/rcw/default.aspx?cite=70.245&ful l=true
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Claims by governmental entity for costs incurred'

Any governmental entity that incurs costs resulting from a person terminating his or her life

under this chapter in a public place has a claim against the estate of the person to recover such

costs and reasonable attorneys'fees related to enforcing the claim.

[2009 c I $ 21 (lnitiative Measure No. 1000, approved November 4' 2008)']

70.245,220
Form of the request.

A request for a medication as authorized by this chapter shall be in substantially the following

form:

REQUEST FOR MEDICATION TO END MY LIFE IN A HUMAN IHUMANE]AND DIGNIFIED

MANNER

l, . . . . ., am an adult of sound mind'

I am suffering from which my attending physician has determined is a

terminal disease and which has been medically confirmed by a consulting physician'

I have been fully informed of my diagnosis, prognosis, the nature of medication to be prescribed

and potential associated risks, the expected result, and the feasible alternatives, including comfort

care, hospice care, and pain control'
I request that my attending physician prescribe medication that I may self-administer to end my

life in a humane and dignified manner and to contact any pharmacist to fillthe prescription.

INITIAL ONE:
I have informed my family of my decision and taken their opinions into consideration

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

I have no family to inform of my decision'

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

I understand the full import of this request and I expect to die when I take the medication to be

I further understand that although most deaths occur within three hours, my death may

take nger and my physician has counseled me about this possibility'

I make this request voluntarily and without reservation, and I accept

my actions.

Signed:

Dated:

full moral responsibilitY for

DECLARATION OF WITNESSES

By initialing and signing below on or after the date the person named above signs, we declare

that the person making and signing the above request:

Witness 1

lnitials
Witness 2
lnitials

1. ls personally known to us or has provided proof of i

A-11
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person's signature;

3. Appears to be of sound mind and not under duress, fraud,

or undue influence;

4'lsnotapatientforwhomeitherofusistheattending
physician,

Printed Name of Witness 1:' . ' '

Signature of Witness 1/Date:. . ' '

Printed Name of Witness 2:' . ' .

Signature of Witness 2lDate:. ' . '

NOTE: One witness shall not be a relative by blood, marriage, or adoption of the person signing

this request, shall not be entifled to any portion of the person's estate upon death, and shall not

own, operate, or be employed at a rreánn care facility where the person is a patient or resident' lf

the patient is an inpatient at a health care facility, one of the witnesses shall be an individual

designated bY the facilitY.

[2009 c 1 $22(lnitiative Measure No. '1000, approved November 4,2008)']

70.245,901
short tiile-2009 c 1 (lnitiative Measure No. r000).

This act may be known and cited as the Washington death with dignity act.

t2009 c I $ 26 (lnitiative Measure No. 1000, approved November 4,2008).I

70.245.902
severability-2oo9 c 1 (lnitiative Measure No. 1000).

lf any provision of this act or its application to any person or circumstance is held invalid, the

remainder of the act or the application of the provision to other persons or circumstances is not

affected.

[2009 c 1 $ 27 (lnitiative Measure No. 1000, approved November 4, 2008)']

70.245.903
Effective dates-2009 c I (lnitiative Measure No. r000).

This act takes effect one hundred twenty days after the election at which it is approved

5, 20091, except for section 24 of this act which takes effect July 1, 2009'

http://app.leg.wa.gov/rcw/default'aspx?cite=70'245&fu I I = true
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[2009 c 1 S 28 (lnitiative Measure No. 1000, approved November 4, 2008)']

70.245,904
Captions, patr headings, and subpart headings not law-2009 c I (lnitiative

Measure No. 1000).

Captions, part headings, and subpart headings used in this act are not any part of the law

[2OOg c 1 $ 30 (lnitiative Measure No. 1000, approved November 4,2008).]

http://app.leg.wa.gov/rcw/default.aspx?cite 70.245&fu I I = true
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THE OREGON DEATH WITH DIGNITY ACT

OREGON REVISED STATUTES

(General Provisions)

(Section 1)

Note: The division headings, subdivísion headings and leadlines for 127.800 to
LZ7.BgO, L27.BgS and L27.897 were enacted as paft of Ballot Measure 16 (1994) and

were not provided by Legislative Counsel.

122.800 51.01. Definitions. The following words and phrases, whenever used in

ORS 127.800 to t27.897, have the following meanings:

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

(2) "Attending physician" means the physician who has primary respons¡bility for the

care of the patient and treatment of the patient's terminal disease.

(3)'lcapgÞLe" means that in the opinion of a couft or in the opinion of the patient's

attending physicia n or consulting physician, psychiatrist or psychologist, a patient has

the ability to make and communicate health care decisions to health care providers,

includino communi n throuqh oersons familiar with the patient's manner of
commu nicatino if those persons are available.

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

to make a professional diagnosis and prognosis regarding the patient's disease.

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

lìcensed psychiatrist or psychologist and a patient for the purpose of determining that
the patient is capable and not suffering from a psychiatric or psychological disorder or

depression causing impaired judgment.

(6) "Health care provider" means a person licensed, certified or otherwise authorized or
permitted by the law of this state to administer health care or dispense medícation in

the ordinary course of business or practíce of a profession, and includes a health care

facility.

(7) "Informed decision" means a decision by a qualified patient, to request and obtain a
prescription to end his or her life in a humane and dignified manner, that is based on an

appreciation of the relevant facts and after being fully informed by the attending
physician of:

(a) His or her medical diagnosis;
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(b) H¡s 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.

(B) "Medically confirmed" means the medical opinion of the attending physician has

Èeen confirmed by a consulting physician who has examined the patient and the

patient's relevant medical records.

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

(10) "Physician" means a doctor of medicine or osteopathy licensed to practice

medicine by the Board of Medical Examiners for the State of Oregon.

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

iatis¡ed the requirements of ORS L27.800 to L27.897 in order to obtain a prescription

for medication to end his or her life in a humane and dignified manner.

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

meáically confirmed and will, within reasonable medicaljudgment, produce death within

six months. [1995 c.3 51.01; 1999 c.423 51]

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

(Section 2)

127.805 g2.01, Who may initiate a written request for medication. (1) An adult

who is capãble, is a resident of Oregon, and has been determined by the attending

physician and consulting physician to be suffering from a terminal disease, and who has

voiuntarily expressed his or her wish to die, may make a written request for medication

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

accordance with ORS 127.800 to t27.897.

(2) No person shall qualiff under the provisions of ORS 127.800 to t27.Bg7 solely

because of age or disability. [1995 c.3 52.01; t999 c.423 52]

LZT.g1;O 52.02. Form of the written request. (1) A valid request for medication

under ORS 127.800 to t27.897 shall be in substantially the form described in ORS

L27 .897 , signed and dated bY the patient and witnessed by at least two individuals

who, in the presence of the Patient, attest that to the best of their knowledge and belief

the patient is capable, acting volunta rily, and is not being coerced to sign the req
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(2) One of the witnesses shall be a person who is not:

(a) A relative of the patient by blood, marriage or adoption;

(b) A person who at the time the request is signed would be entitled to any portion of
the estate of the qualified patient upon death under any will or by operation of law; or

(c) An owner, operator or employee of a health care facility where the qualified patient

is receiving medical treatment or is a resident.

(3) The patient's attending physician at the time the request is signed shall not be a

witness.

(4) If the patient is a patient in a long term care facility at the time the written request

is made, one of the witnesses shall be an individual designated by the facility and

having the qualifications specified by the Depaftment of Human Services by rule, [1995
c.3 52.021

(Safeguards)

(Section 3)

L27.g,Ls 53,01, Attending physician responsibilities, (1) The attending physician

shall:

(a) Make the initial determination of whether a patient has a terminal disease, is

capable, and has made the request voluntarily;

(b) Request that the patient demonstrate Oregon residency pursuant to ORS I27.860;

(c) To ensure that the patient is making an informed decision, inform the patient 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, comfoft care, hospice care

and pain control;

(d) Refer the patient to a consulting physician for medical confirmation of the diagnosis,

and for a determination that the patient is capable and acting voluntarily;
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(e) Refer the patient for counseling if appropriate pursuant to ORS 127.825;

(f) Recommend that the patient notify next of kin;

(g) Counsel the patient about the importance of having another person present when

iñê pat¡ent takes the medication prescribed pursuant to ORS t27.800 to 127.897 and of

not taking the medication in a public place;

(h) Inform the patient that he or she has an opportunity to rescind the request at any

iime and in any manner, and offer the patient an opportunity to rescind at the end of

the 15 day waiting period pursuant to ORS t27.840;

(i) Verify, immediately prior to writing the prescription for medication under ORS

127.800 to 127.897, that the patíent is making an informed decision;

fi) Fulfill the medical record documentation requirements of ORS 127.855;

(k) Ensure that all appropriate steps are carried out in accordance with ORS 127.800 to

L27.Bg7 prior to writing a prescription for medication to enable a qualified patient to

end his or her life in a humane and dignified manner; and

(LXA) Dispense medications directly, including ancillary medications intended to

iaê¡l¡tãte the desired effect to minimize the patient's discomfort, provided the attending

physician is registered as a dispensing physician with the Board of Medical Examiners,

has a current Drug Enforcement Administration ceftificate and complies with any

applicable administrative rule; or

(B) w*h the patienrs wrtren g ( on\? {:ffi,-ü;",*-f 
\

(i) Contact a pharmacist and inform the pharmacist of the prescription; and av - Uf l
(0n

(ii) Deliver the written prescription personally or by mail to the pharmacist, who will

àiipense the medications to either the patient, the attending physician or an expressly

identified agent of the Patient.

(2) Notwithstanding any other provision of law, the attending physician may sign the
patient's death ceftificate. [1995 c.3 53.01; t999 c.423 53]

LZT,BZO 53.02, Consulting physician confirmation, Before a patient is qualified

under ORS 127.800 to I27.897, a consulting physician shall examine the patient and his

or her relevant medical records and confirm, in writing, the attending physician's

diagnosis that the patient is suffering from a terminal disease, and verify that the
patient is capable, is acting voluntarily and has made an informed decision' [1995 c'3

$3.021
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L27.B2S 53.03. Counseling referral, If in the opinion of the attending physician or

the consulting physician a patient may be suffering from a psychiatric or psychological

disorder or depression causing impaired judgment, either physician shall refer the
patient for counseling. No medication to end a patient's life in a humane and dignified

manner shall be prescribed until the person performing the counseling determines that
the patient is not suffering from a psychiatric or psychological disorder or depression

causing impaired judgment. [1995 c.3 53.03; t999 c.423 54]

L27.83O S3.04. Informed decision. No person shall receive a prescription for
medication to end his or her life in a humane and dignified manner unless he or she has

made an informed decision as defined in ORS 127.800 (7). Immediately prior to writing

a prescription for medication under ORS 127.800 to I27.897, the attending physician

slrall verify that the patient is making an informed decision. [1995 c.3 $3.04]

LZT.gg1 S3.05. Family notification, The attending physician shall recommend that
the patient notify the next of kin of his or her request for medication pursuant to ORS

127.800 to I27.897. A patient who declines or is unable to notifli next of kin shall not

have his or her request deníed for that reason. [1995 c.3 53'05; L999 c'423 56]

L27.g.4O 53,06. Written and oral requests. In order to receive a prescription for
medication to end his or her life in a humane and dignified manner, a qualified patient

shall have made an oral request and a written request, and reiterate the oral request to

his or her attending physician no less than fifteen (15) days after making the initial oral

request. At the time the qualified patient makes his or her second oral request, the

attending physician shall offer the patient an oppoftunity to rescind the request. [1995
c.3 53.061

t¿l.845 53.07. Right to rescind request. A patient may rescind his or her request

at any time and in any manner without regard to his or her mental state. No

prescription for medication under ORS 127.800 to I27.897 may be written without the

attending physician offering the qualified patient an oppoftunity to rescind the request.

llees c.3 53.07]

127.850 53.08, Waiting periods. No less than fifteen (15) days shall elapse

between the patient's initial oral request and the writing of a prescription under ORS

LZT.BOO to I27.897. No less than 48 hours shall elapse between the patient's written

request and the writing of a prescription under ORS 127.800 to L27 '897 ' [1995 c.3

53.081

1-27,855 53,09. Medical record documentation requirements. The following

shall be documented or filed in the patient's medical record:

(1) All oral requests by a patient for medication to end his or her life in a humane and

dignified manner;
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(2) All wr¡tten requests by a patient for medication to end his or her life in a humane

and dignified manner;

(3) The attending physician's diagnosis and prognosis, determination that the patient is

capable, acting voluntarily and has made an informed decision;

(4) The consulting physician's diagnosis and prognosis, and verification that the patient

is capable, acting voluntarily and has made an informed decision;

(5) A report of the outcome and determinations made during counseling, if performed;

(6) The attending physician's offer to the patient to rescind his or her request at the

time of the patient's second oral request pursuant to ORS L27.840; and

(7) A note by the attending physician indicating that all requirements under ORS

127.800 to t27.897 have been met and indicating the steps taken to carry out the

request, including a notation of the medication prescribed. [1995 c.3 53'09]

t27,g60 53,10. Residency requirement, Only requests made by Oregon residents

under ORS 127.800 to I27.897 shall be granted. Factors demonstrating Oregon

residency include but are not limited to:

(1) Possession of an Oregon driver license;

(2) Registration to vote in Oregon;

(3) Evidence that the person owns or leases propefty in Oregon; or

(4) F¡l¡ng of an Oregon tax return for the most recent tax year. [1995 c.3 53.10; 1999

c.a23 5Bl

L27,865 53.11, Repofting requirements. (tXa) The Depaftment of Human

Services shall annually review a sample of records maintained pursuant to ORS L27.800

to L27.897.

(b) The depaftment shall require any health care provider upon dispensing medication

pursuant to ORS L27.BOO to t27.897 to file a copy of the dispensing record with the

depaftment.

(2) The department shall make rules to facilitate the collection of information regarding

èompliance with ORS 127.800 to I27.897. Except as otherwise required by law, the

information collected shall not be a public record and may not be made available for

inspection by the public.
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(3) The department shall generate and make available to the public an annual statistical

iebort of information collected under subsection (2) of this section. [1995 c.3 $3.11;
t999 c.423 59; 2001 c.10a 5a0l

t27.87O 53,12. Effect on construction of wills, contracts and statutes. (1).No
extentin a contract, will or other agreement, whether written or oral, to the

the provision would affect whether a person may make or rescind a request for

medication to end his or her life in a humane and dignified manner, shall be valid

(Z) No obligation owing under any currently existing contract shall be conditioned

àffected Oy tfre making or rescinding of a request, by a person, for medication to

his or her life in a humane and dignified manner. [1995 c.3 53.12]

or
end

LZ7,g7S 53.13. Insurance or annuity policies. The sale, procurement, or issuance

of any life, health, or accident insurance or annuity policy or the rate charged for any

policy shail not be conditioned upon or affected by the making or rescinding of a

request, by a person, for medication to end his or her life in a humane and dignified

runn.r. Neither shail a qualified patient's act of ingesting medication to end his or her

life in a humane and dignified manner have an effect upon a life, health, or accident

insurance or annuity policy. [1995 c.3 53.13]

127.880 53 ,14. Construction of Act. Nothing in ORS t27.800 to L27.897 shall be

construed to authorize a PhYsici an or any other person to end a patient's life by lethal

injection, mercy killing or active euthanasia'
127.800 to 127.897 shall not, for any pu

mercy ng or tc un er c.

(Immunities and Liabilities)

(Section 4)

127.gg5 S4.01. Immunities; basis for prohibiting health care provider from
participa[ion; notification; permissible sanctions. Except as provided in ORS

t27.890:

(1) No person shall be subject to civil or criminal liability or professional disciplinary

à.tion for participating in good faith compliance with ORS I27.800 to t27.897. This

includes being present whèn a qualified patient takes the prescribed medication to end

his or her life in a humane and dignified manner.

(2) No professional organization or association, or health care provider, may subject a

person to censure, disãipline, suspension, loss of license, loss of privileges, loss of

membership or other penalty for participating or refusing to participate in good faith

compliance with ORS 127.800 to 127.897.

A-2 0



(3) No request by a patient for or provision by an attending physician of medication in

good faith compliance with the provisions of ORS 127.800 to I27.897 shall constitute

ñeglect for any purpose of law or provide the sole basis for the appointment of a
guardian or conseruator.

(4) No health care provider shall be under any duty, whether by contract, by statute or

Èy any other legal requirement to participate in the provision to a qualified patient of

medication to end his or her life in a humane and dignified manner. If a health care

provider is unable or unwilling to carry out a patient's request under ORS 127.800 to
'LZ7.Bg7, 

and the patienttransfers his or her care to a new health care provider, the

prior health care provider shall transfer, upon request, a copy of the patient's relevant

medical records to the new health care provider'

(5Xa) Notwithstanding any other provision of law, a health care provider may prohibit

another health care provider from participating in ORS 127.800 to t27.897 on the

premises of the prohibiting provider if the prohibiting provider has notified the health

care provider of the prohibiting provider's policy regarding participating in ORS 127'800

to L27.897. Nothing in this paragraph prevents a health care provider from providing

health care seruices to a patient that do not constitute participation in ORS 127.800 to

t27.897.

(b) Notwithstanding the provisions of subsections (1) to (a) of this section, a health

èare provider may subject another health care provider to the sanctions stated in this
paragraph if the sanctioning health care provider has notified the sanctioned provider

prioito participation in ORS 127.800 to t27.897 that it prohibits participation in ORS

127.800 to L27.897:

(A) Loss of privileges, loss of membership or other sanction provided pursuant to the

méd¡cal staff bylaws, policies and procedures of the sanctioning health care provider Íf

the sanctioned provider is a member of the sanctioning provider's medical staff and

participates in ORS I27.800 to t27.897 while on the health care facility premises, as

defined in ORS 442.0t5, of the sanctioning health care provider, but not including the
private medical office of a physician or other provider;

(B) Termination of lease or other property contract or other nonmonetary remedies

provided by lease contract, not including loss or restriction of medical staff privileges or

exclusion from a provider panel, if the sanctioned provider participates in ORS 127.800

to t27.897 while on the premises of the sanctioning health care provider or on propefi
that is owned by or under the direct control of the sanctioning health care provider; or

(C) Termination of contract or other nonmonetary remedies provided by contract if the

sanctioned provider participates in ORS 127.800 to 127.897 while acting in the course

and scope of the sanctioned provider's capacity as an employee or independent
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contractor of the sanctioning health care provider. Nothing in this subparagraph shall be

construed to prevent:

(i) A health care provider from participating in ORS t27.800 to 127.897 while acting

outside the course and scope of the provider's capacity as an employee or independent

contractor; or

(ii) A patient from contracting with his or her attending physician and consulting

òhysician to act outside the course and scope of the provider's capacity as an employee

or independent contractor of the sanctioning health care provider.

(c) A health care provider that imposes sanctions pursuant to paragraph (b) of th¡s

Àúbsection must follow all due process and other procedures the sanctioning health care

provider may have that are related to the imposition of sanctions on another health

care provider.

(d) For purposes of this subsection:

(A) "Notify" means a separate statement in writing to the health care provider

èpecifically informing the health care provider prior to the provider's pafticipation in

ORS 127.800 to L27.897 of the sanctioning health care provider's policy about
participation in activities covered by oRS I27.800 to L27.897.

(B) "participate in ORS I27.BOO to 127.897" means to perform the duties of an

àttending physician pursuant to ORS L27.8I5, the consulting physician function
pursuani to ORS t27.B2O or the counseling function pursuant to ORS L27.825.

"Participate in ORS L27.800 to L27.897" does not include:

(i) Making an initial determination that a patient has a terminal disease and informing

the patient of the medical prognosis;

(ii) providing information about the Oregon Death with Dignity Act to a patient upon the

request of the patient;

(iii) providing a patient, upon the request of the patient, with a referral to another

physician; or

(iv) A patient contracting with his or her attending physician and consulting physician to

àci outside of the course and scope of the provider's capacity as an employee or

independent contractor of the sanctioning health care provider.

(6) Suspension or termination of staff membership or privileges under subsection

this sect¡on is not reportable under ORS 441.820. Action taken pursuant to ORS

L27.BtO, L27 .9L5, L27 .B2O or L27 .825 shall not be the sole basis for a report of

unprofessional or dishonorable conduct under ORS 677.415 (2) or (3).

(5) of
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(7) No provision of ORS I27.800 to 127.897 shall be construed to allow a lower

standard of care for patients in the community where the patient is treated or a similar

community. [1995 c.3 $4.01; L999 c.423 510]

Note: As originally enacted by the people, the leadline to section 4.01 read

"Immunities." The remainder of the leadline was added by editorial action.

L27.8gO 54.02. Liabilities. (1) A person who without authorization of the patient

willfully alters or forges a request for medication or conceals or destroys a rescission of
that request with the intent or effect of causing the patient's death shall be guilty of a
Class A felony.

(2) A person who coerces or exerts u¡dqe-j¡flgg¡ge on a patient to request medication

for the purpose of ending the patient's life, or to destroy a rescission of such a request,

shall be guilty of a Class A felonY.

(3) Nothing in ORS L27.BOO to I27.897 limits fufther liability for civil damages resulting

from other negligent conduct or intentional misconduct by any person.

(4) The penalties in ORS L27.800 to t27.897 do not preclude criminal penalties

ápplicable under other law for conduct which is inconsistent with the provisions of ORS

127.800 to L27.897. [1995 c.3 5a.02]

L27.892 Claims by governmental entity for costs incurred. Any governmental

entity that incurs costs resulting from a person terminating his or her life pursuant to

the provisions of ORS 127.800 to L27.897 in a public place shall have a claim against

the estate of the person to recover such costs and reasonable attorney fees related to

enforcing the claim. [1999 c.423 55a]

(Severability)

(Section 5)

tzt.gg1 55.01. Severability, Any section of ORS L27.800 to L27.897 being held

invalid as to any person or circumstance shall not affect the application of any other

section of ORS 127.800 to L27.897 which can be given full effect without the invalid

section or application. [1995 c.3 55.01]

(Form of the Request)

(Section 6)

127.897 56.01. Form of the request, A request for a medication as authorized by

ORS 127.800 to I27.897 shall be in substantially the following form:
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I am suffering from
terminal disease and which has

REQUEST FOR MEDICATION

TO END MY LIFE IN A HUMANE

AND DIGNIFTED MANNER

am an adult of sound mind.

which my attending physician has determined is a

been medically confirmed by a consulting physician.

L

I have been fully informed of my diagnosis, prognosis, the nature of medication to be

prescribed and potential associated risks, the expected result, and the feasible

alternatives, including comfort care, hospice care and pain control.

I request that my attending physician prescribe medication that will end my life in a

humane and dignified manner.

INITIAL ONE:

I have informed my family of my decision and taken their opinions into

consideration.

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

I have no family to inform of my decision'

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

understand the full impoft of this req uest and I expect to die when I take the

cation to be prescribed, I further understan occur

my may take longer and my physician has counseled metn

about this possibiliÇ.

I make this request voluntarily and without reseruation, and I accept full moral

responsibility for mY actions.

Signed:

Dated

DECLARATION OF WTTNESSES
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We declare that the person signing this request:

(a) Is personally known to us or has provided proof of identity;

(b) S¡gned this request in our presence;

(c) Appears to be of sound mind and not under duress, fraud or undue influence;

(d) Is not a patient for whom either of us is attending physician.

Witness UDate

Witness 2lDate

NOTE: One witness shall not be a relative (by blood, marriage or adoption) of the

person signing this request, shall not be entitled to any portion of the person's estate

upon deatfr añO shall not own, operate or be employed at a health care facility where

the person is a patient or resident. If the patient is an inpatient at a health care facility,

one of the witnesses shall be an individual designated by the facility.

[1995 c.3 56.01; 1999 c.423 S11]

PENALTIES

127.99Ot [Formerly part of 97 .990; repealed by 1993 c.767 929]

LZT,gg1 penalties. (1) It shall be a Class A felony for a person without authorízation

of the principal to willfully alter, forge, conceal or destroy an instrument, the

reinstatement or revocation of an instrument or any other evidence or document

reflecting the principal's desires and interests, with the intent and effect of causing a

withholdJng oi withdrawal of life-sustaining procedures or of artificially administered

nutrition and hydration which hastens the death of the principal.

(2) Except as provided in subsection (1) of this section, it shall be a Class A

m'lsdemeanor for a person without authorization of the principal to willfully alter, forge,

conceal or destroy an instrument, the reinstatement or revocation of an instrument, or

any other evidence or document reflecting the principal's desires and interests with the

intent or effect of affecting a health care decision. [Formerly 127.585]
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South Australia

Voluntary Euthanasia Bitl 2015

ABn-I-Fon

An Act to provide for choices at the end of life.
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Part 4-Offences etc

25 Undue influence etc

26 False or misleading statements

27 Certain persons to forfeit interest in estate

Part 5-Miscellaneous
28 Insurance
29 Victimisation
30 Confidentiality
3l Annual report on operation of Act
32 Regulations

Schedule l-Voluntary Euthanasia Request Form

schedule 2-Related amendments and transitional provisions

Part l-Preliminary
I Amendment provisions

Part2-Amendment of Advance Care Directives Act 20I3

2 Amendment of section l2-Provisions that cannot be included in advance care directives

Part 3-Amendment of Consent to Medical Treatment and Palliative Care

Act 1995

3 Insertion ofsection 5

5 Application ofAct in respect ofvoluntary euthanasia

The Parliament of South Australia enacts as follows:

Part l-Preliminary
l-Short title

This Act may be cited as the Voluntary Euthanasia Act 2015 '

2-Commencement

This Act will come into oPeration-

(a) on a day to be fixed by proclamation; or

(b) 6 months after the day on which it is assented to by the Governor,

whichever is the sooner.

3-Interpretation
(l) In this Act-

eligible person-see section l0;

10
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Preliminary-Part I

medical practitioner means a person registered under the Health Practitioner

Regulation National Law inthe medical profession (other than as a student);

psychiatrist means a person registered under the Health Practitioner Regulation

National Lqw as a specialist in psychiatry;

requestfor voluntary euthønasiø means a request for voluntary euthanasia to be

administered made in accordance with this Act;

unbearuble and hopeless suffering-see section 4;

voluntary euthanøsia means the administration of drugs, in accordance with this Act,

to bring âbout the death of a person who has made a request for voluntary euthanasia;

voluntary euthanasia requesl form means the voluntary euthanasia request form set

out in Schedule 1.

(Z) For the purposes of this Act, a reference to a consultation, examination or assessment

of a perion by a medical practitioner or psychiatrist will be taken to include a

reference to a consultation, examination or assessment undertaken remotely by means

of a system or scheme of a kind specified by the regulations'

4-Unbearable and hopeless suffering

(l) For the purposes of this Act, a person will be taken to be subject to unbearable ønd

hopeless suffering if-
(a) the person is suffering from a medical condition (whether terminal or not);

and

(b) the person is subject to mental or physical suffering or both attributable

wholly or in part to the medical condition; and

(c) the suffering is unbearable to the person, determined in accordance with
subsection (2); and

(d) the suffering is hopeless, determined in accordance with subsection (4).

(Z) In determining whether a person's suffering is unbeørøble, the degree to which a

person's suffe-ring is bearable or unbearable is to be determined subjectively, and need

not meet an objective standard.

(3) The question ofwhether a person's suffering is bearable or unbearable cannot be

challônged or questioned in any proceedings seeking to prevent or delay the

administration of voluntary euthanasia to an eligible person'

(4) A person's suffering will be taken to be hopeless if there is no reasonably available

médical treatment that would reduce or relieve the suffering to a level bearable to the

person (and the nature, availability and potential effectiveness ofsuch medical

treatment is to be determined objectively).

S-Impaired decision making capacity

(l) For the purposes of this AcI, aperson will be taken to have an ímpaired decßion

making capøcity in respect of á decision to make a request for voluntary euthanasia if
the person is not caPable of--

to the decision (including
the decision); or
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(a) understanding any information that may be relevant

information relating to the consequences of making
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Part l-Preliminary

(b) retaining such information; or

(c) using such information in the course of making the decision; or

(d) communicating his or her decision in any manner.

(2) For the purposes of this Act-
(a) a person will not be taken to be incapable of understanding information

merely because the person is not able to understand matters of a technical or
trivial nature; and

(b) a person will not be taken to be incapable of retaining information merely
because the person can only retain the information for a limited time; and

(c) a person may fluctuate between having impaired decision making capacity

and full decision making capacity.

6-Relationship to other Acts

(l) Unless the contrary intention expressly appears, this Act applies despite the provision

of any other Act or law.

(2) Nothing inthe Criminal Law Consolidation Act l935,Ihe Consent to Medical
Treatment and Palliative Care Act 1995 or hhe Controlled Substances Act 1984 or any

other Act or law prevents-

(a) a medical practitioner from prescribing or supplying, or a pharmacist or other

person from selling, dispensing or supplying, a prescription drug or drug of
dependence for a purpose relating to the administration of voluntary
euthanasia in accordance with this Act; or

(b) a person from assisting (however described) in the administration of
voluntary euthanasia in accordance with this Act.

(3) Nothing in this Act prevents a person from giving an advance care directive under the

Advance Care Directives Act 2013 fhat makes provision for the future administration
ofvoluntary euthanasia to the person (however, ifa person who has given such an

advance care directive also makes a request for voluntary euthanasia under this Act,
then the request for voluntary euthanasia made under this Act will be taken to prevail).

(4) For the purposes of the Coroners Act 2003, the death of a person brought about by the

administration of voluntary euthanasia is a reportable death (within the meaning of
that Act).

(5) For the purposes of the Health Practitioner Regulation National Law (South

Australia) Act 2010 and the Health Practitioner Regulation National Law, afailure by

a medical practitioner to comply with this Act will be taken to constitute proper cause

for disciplinary action against the medical practitioner.

(6) Nothing in this Act renders lawful voluntary euthanasia administered other than in
accordance with this Act.
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Objects and principles 
-Part 

2

5

Part 2-Objects and PrinciPles

7-Object
The object of this Act is to reform the law-

(a) to allow adult persons of sound mind to formally request that their suffering

be ended at the time of their choosing by the administration of voluntary

euthanasia in accordance with this Act;

(b) to ensure that participation in the making of a request for voluntary

euthanasia (inðluding by gathering information), and the administration of
voluntary euthanasia, in accordance with this Act does not amount to a

criminal offence or cause a person to suffer any other discrimination or

liability;

(c) to ensure that participation in the administration of voluntary euthanasia in

accordance with this Act does not amount to a criminal offence or cause a

person to suffer any other discrimination or liability;

(d) to ensure that the arrangements that a person may make under this Act to

bring his or her suffering to an end are, and should be implemented as, a

medical issue;

(e) to protect those persons who decline to be involved in the making of requests

foi or the administration of, voluntary euthanasia by ensuring that those

persons do not suffer any discrimination or liability'

8-Principles
The following principles must be taken into account in relation to the operation of this

Act:

(a)

(b)

(c)

(d)

the Hon Stephanie Key MP MH/NA 10.11.2015 l2:00 PM
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subject to the laws ofthe State, every person has the right to choose how he

or she should live his or her life;

an adult person of sound mind is entitled-

(Ð to make lawful arrangements in respect of the end of his or her life
should his or her suffering become unbearable and hopeless; and

(ii) to bring about the end of his or her life should their suffering become

unbearable and hoPeless;

medical practitioners and other persons should be able to provide assistance

to persons wanting to make and implement lawful affangements in respect of

the end of their suifering without exposing themselves to civil or criminal

liability or other detriment;

the arrangements that a person may make under this Act to bring his or her

sufferinglo an end are, and should be implemented as, a medical issue.
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Part 3-Voluntary euthanasia

Division l-No offence to prov ide medical information about voluntary euthanasia

Part 3-Voluntary euthanasia

Division l-No offence to provide medical information about voluntary
euthanasia

9-No offence to provide medical information about voluntary euthanasia

Despite section l3A of the Criminal Law Consolidation Act 1935, or any other Act or

law, a person incurs no criminal or civil liability by-
(a) providing medical information in relation to voluntary euthanasia; or

(b) selling or supplying medical equipment (not being a drug used in the

administration of voluntary euthanasia) to be used for a purpose relating to

the administration of voluntary euthanasia.

Note-
Section l3A of the Criminal Lcrw Corxolidation Act 1935 makes it an offence to aid, abet

or counsel the suicide or attempted suicide of another.

Division 2-Making a request for voluntary euthanasia

lO-rilho may make â request for voluntary euthanasia?

A person (an etigible person) may make a request for voluntary euthanasia if he or

is a competent adult; and

is subject to unbearable and hopeless suffering; and

does not, at the time of the request, have an impaired decision making

capacity in respect ofa decision to make a request for voluntary euthanasia;

and

Note-
See section 5 for the meaning of having an impaired decision making capacity.

(d) has lived in the State for a period of not less than 6 months immediately

preceding the making of the request.

ll-How to make a request for voluntary euthanasia

(l) An eligible person may make a request for voluntary euthanasia in accordance with

this section.

(2) Before making a request for voluntary euthanasia, an eligible person-

(a) must be examined and assessed by a medical practitioner in accordance with

section 12;and

(b) must be independently examined and assessed by a second medical

practitioner in accordance with section l3; and

(c) must, if either medical practitioner so requires, be examined and assessed by

a psychiatrist in accordance with section 14'
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Voluntary euthanasia-Part 3

Making a request for voluntary euthanasia-Division 2

(3) Subject to this section, the following requirements must be satisfied in respect of a
request for voluntary euthanasia:

(a) the request must be made by the eligible person completing, as far as is

appropriate, a voluntary euthanasia request form and presenting the form to
the medical practitioner referred to in section 12;

(b) the request cannot be made until any report required under section 13 or 14

has been received by the medical practitioner referred to in section 12;

(c) in the case ofa request referred to in subsection (4), the voluntary euthanasia
request form must be accompanied by a certified copy of the audio-visual
record and a copy ofany certificate required under that subsection;

(d) the request must be witnessed in accordance with section 15;

(e) the request must comply with any other requirements set out in the
regulations.

(4) Despite subsection (3Xa), a request for voluntary euthanasia may, in the case of an

eligible person who is unable to read or write or both, or who is not reasonably fluent
in English, be made in accordance with the following provisions:

(a) the request must be made by the eligible person making an oral request to the
medical practitioner refemed in section 12 (whether with the assistance of a
interpreter or other person or otherwise);

(b) an audio-visual record of the making of the request for voluntary euthanasia
must be made;

(c) in the case of an eligible person who is not reasonably fluent in English-any
information required to be given to, or by, the eligible person under this Act
must be given with the assistance of an interpreter in relation to a language in
which the person is fluent;

(d) in the case of an eligible person whose ability to read or write or otherwise
communicate is limited by an illness or disability-any information required
to be given to, or by, the eligible person under this Act must be given with the
assistance of a person (the person øssisting) who is able to effectively
communicate with the eligible person;

Note-
A person suffering from aphasia, for example, might be such a person.

(e) the interpreter, person assisting or the medical practitioner must-

(i) complete a voluntary euthanasia request form on behalf of the
eligible person (and in such a case the form will be taken to be the
eligible person's request for voluntary euthanasia); and

(iÐ certify that the voluntary euthanasia request form accurately
reproduces in English the information supplied by the eligible person

in the course of making the request;

(Ð the interpreter or person assisting must certiff that the information required to
be given to the person under this Act was given to, and appeared to be

understood by, the eligible person;
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Division 2-Making a request for voluntary euthanasia

G) the making of the request for voluntary euthanasia must otherwise comply

with the requirements set out in subsection (3).

(5) On a request for voluntary euthanasia being made, the medical practitioner must, on

the appropriate part of the voluntary euthanasia request form, certi$r that he or she is

of the opinion that-
(a) any requirements under this Division have been satisfied in respect of the

request for voluntary euthanasia; and

(b) the request for voluntary euthanasia appears to genuinely reflect the wishes of
the eligible person; and

(c) the eligible person appeared to understand the nature and implications of the

request for voluntary euthanasia; and

(d) the eligible person is the subject ofunbearable and hopeless suffering; and

Note-
Section 4 sets out how this is to be determined.

(e) the eligible person was not acting under any form of duress, inducement or

undue influence (including that due solely to a perception or mistake on the

part ofthe person) in relation to his or her request for voluntary euthanasia.

l2-Preliminary examination ând assessment by medical practitioner

(1) For the purposes of section ll(2)(a), an examination and assessment of a person by a

medical practitioner must comply with the following provisions:

(a) the examination and assessment must occur at a consultation initiated by or

on behalfofthe person;

(b) the medical practitioner must satis$ himself or herself that the person is the

subject ofunbearable and hopeless suffering;

(c) the medical practitioner must give to the person the following information in

writing:

(Ð a diagnosis and prognosis of his or her illness, injury or condition;

(ii) information explaining the forms of treatment that are reasonably

available to treat his or her illness, injury or condition (ifany) and

the risks associated with such treatment;

(iiÐ information setting out the medical procedures that may be used to

administer voluntary euthanasia and the risks associated with the

procedures;

(iv) any other information required by the regulations for the purposes of
this subsection.

(2) If the medical practitioner reasonably suspects that-
(a) the person is not of sound mind; or

(b) the decision making ability of the person is adversely affected by his or her

state of mind; or
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VoluntarY euthanasia-Part 3

Making a request for voluntary euthanasia-Division 2

(c) the person is acting under any form ofduress, inducement or undue influence
(including that due solely to a perception or mistake on the part of the person)

in relation to his or her wish to request voluntary euthanasia,

the medical practitioner must refer the person to a psychiatrist for examination and

assessment in accordance with section 14.

(3) A person may be assisted in the course of an examination or assessment under this
section by an interpreter or other person.

l3-Examination and assessment by second medical practitioner

(1) For the purposes of section I l(2Xb), an examination and assessment of a person by a

second medical practitioner must comply with the following provisions:

(a) the medical practitioner must be independent of both the medical practitioner

referred to in section 12 and the person;

(b) the medical practitioner must examine the person;

(c) the medical practitioner must satisff himself or herself that-
(Ð the person is the subject ofunbearable and hopeless suffering; and

(ii) the medical practitioner referred to in section 12has complied with
he provisions ofsection l2(1Xc);

(d) the medical practitioner must give to the person the following information in

writing:

(Ð his or her diagnosis and prognosis ofthe person's illness, injury or
condition;

(iÐ information explaining the forms of treatment that are reasonably

available to treatthe person's illness, injury or condition (ifany) and

the risks associated with such treatment.

(2) As soon as is reasonably practicable after an examination and assessment, the second

medical practitioner must provide to the medical practitioner referred to in section 12

a written report setting out whether or not, in his or her opinion-

(a) the person is of sound mind; or

(b) the decision making ability of the person is adversely affected by his or her

state of mind; or

(c) the person is acting under any form ofduress, inducement or undue influence
(including that due solely to a perception or mistake on the part of the person)

in relation to his or her wish to request voluntary euthanasia.

(3) If the report provided by the second medical practitioner sets out that he or she is of
the opinion-

(a) the person is not, or may not be, of sound mind; or

(b) the decision making ability of the person is, or may be, adversely affected by

his or her state of mind; or

(c) the person is, or may be, acting under any form of duress, inducement or
undue influence,
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Division 2-Making a request for voluntary euthanasia

the medical practitioner refered to in section 12 must refer the person to a psychiatrist

for examination and assessment in accordance with section 14.

(4) A person may be assisted in the course of an examination or assessment under this

section by an interpreter or other person.

l4-Examination and assessment by psychiatrist

(l) For the purposes of this Part, an examination and assessment of a person by a

psychiatrist must comply with the following provisions:

(a) the psychiatrist must examine the person;

(b) the psychiatrist must assess whether or not-
(Ð the person is of sound mind; and

(ii) the decision making ability of the person is adversely affected by his

or her state of mind; and

(iii) the person is acting under any form of duress, inducement or undue

influence (including that due solely to a perception or mistake on the

part of the person) in relation to his or her wish to request voluntary

euthanasia; and

(iv) whether the person genuinely appears to understand the nature and

implications of a request for voluntary euthanasia; and

(v) whether or not the person genuinely wishes voluntary euthanasia to

be administered to him or her.

(2) As soon as is reasonably practicable after an examination and assessment, the

psychiatrist must provide to the medical practitioner referred to in section 12 a written

report in respect ofthe matters referred to in subsection (1).

(3) The validity and legality ofa certification ofa psychiatrist under this section cannot be

challenged or questioned in any proceedings seeking to prevent or delay the

administration of voluntary euthanasia to an eligible person.

(4) A person may be assisted in the course of an examination or assessment under this

section by an interpreter or other person.

ls-Requirements for witnessing request for voluntary euthanasia

(1) Subject to this section, a request for voluntary euthanasia may be witnessed by any

competent adult person (whether or not the witness is related to, or known by, the

eligible person to whom the request relates).

(2) The following persons cannot witness a particular eligible person's request for

voluntary euthanasia:

(a) a medical practitioner or psychiatrist who examines or assesses the eligible
person under this Division;

(b) a person who is a direct beneficiary of or who otherwise has a direct interest

in, the estate of the eligible person;

(c) a person who is the owner or operator (however described) of a hospital,

hóspice, nursing home or other institution for the care of the sick or infirm in
which the eligible person resides, or an employee or agent of such a facility;
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Voluntary euthanasia-Part 3

Making a request for voluntary euthanasia-Division 2

(d) any other person declared by the regulations to be included in the ambit of
this subsection.

(3) A request for voluntary euthanasia must be witnessed in accordance with the

following provisions:

(a) the request for voluntary euthanasia must be made in the presence of the

witness;

(b) the witness must, on the appropri ate part of the voluntary euthanasia request

form and in the presence ofthe medical practitioner referred to in section 12,

certi$ that-
(Ð he or she witnessed the making of the request for voluntary

euthanasia; and

(iÐ that he or she is not a person who cannot witness the eligible person's

request for voluntary euthanasia; and

(iiÐ the request for voluntary euthanasia appears to genuinely reflect the

wishes of the eligible person; and

(iv) the eligible person appeared to understand the nature and

implications of the request for voluntary euthanasia; and

that the witness is of the opinion that the eligible person was not

acting under any form of duress, inducement or undue influence
(including that due solely to a perception or mistake on the part of
the eligible person) in relation to his or her request for voluntary

euthanasia;

(c) the witnessing of the request must comply with any other provisions set out in

the regulations.

(4) A person witnessing a request for voluntary euthanasia may be assisted by an

interpreter or other Person.

16-Revocation of request for voluntary euthanasia

(l) A person who has made a request for voluntary euthanasia may revoke the request at

any time.

(Z) A written, oral or any other indication of the revocation of, or of a person's wish to

revoke, a request for voluntary euthanasia is sufficient to revoke the request (whether

or not the person is mentally competent when the indication is given).

L7-Duration of request for voluntary euthanasia

A request for voluntary euthanasia-

(a) has effect from the time the request practitioner completes the certification
required under section 1 1(5); and

(b) remains in force until it is revoked in accordance with this Act'
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Division 3-Administration of voluntary euthanasia

l8-Authorised methods of administering voluntary euthanasia

(l) This Act authorises the administration of voluntary euthanasia to a person by the

following means:

(a) by a medical practitioner administering drugs in concentrations likely to end

the eligible person's life;

(b) by the person self-administering drugs in concentrations likely to end his or
her life.

(2) For the purposes of this or any other Act or law, a person's request for voluntary
euthanasia will, in the absence of evidence to the contrary, be taken to constitute any

consent necessary for the administration of voluntary euthanasia to the person.

l9-Administration of voluntary euthanasia by medical practitioner

(1) A medical practitioner (whether or not he or she is the medical practitioner referred to

in section 12 in respect ofa particular request for voluntary euthanasia) may

administer voluntary euthanasia to a person if-
(a) the person-

(i) is competent; and

(iD has lived in the State for a period of not less than 6 months

immediately preceding the administration of voluntary euthanasia;

and

(iii) is capable of communicating his or her decisions; and

(b) the person has made a request for voluntary euthanasia that is in force; and

(c) the person confirms that he or she wishes voluntary euthanasia to be

administered; and

(d) more than 48 hours have passed since the person made the request for
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Voluntary euthanasia-Part 3

Administration of voluntary euthanasia-Division 3

2l-person etc may decline to administer or assist in administration of

voluntary euthanasia

(1) A medical practitioner may decline to administer voluntary euthanasia on any grounds

without prejudice to the mldical practitioner's employment or any other form of

discrimination.

(2) A person may decline to assist in the administration of voluntary euthanasia on any

gråunds without prejudice to the person's employment or any other form of
discrimination'

(3) The administering authority of a hospital, hospice, nursing home or other institution

for the care of the-sick or infirm may refuse to permit the administration of voluntary

euthanasia within the institution but, if it does so-
(a) must take steps to ensure that the refusal is brought to the attention ofany

person prior fo being admitted to, or entering, the institution; and

(b) if a person has been admitted to, or entered, the institution without having

been made aware of the refusal-must, if the person so requests, arrange for

the transfer of the person to an institution that permits the administration of
voluntarY euthanasia.

22-P r otection from liabilitY

(1) If a medical practitioner or other person-

(a) takes part in, or is otherwise involved in relation to, the making of a request

or purported request for voluntary euthanasia in accordance with this Act; or

(b) takes part in, or is otherwise involved in relation to, the administration of
voluntary euthanasia in accordance with this Act,

the medical practitioner or person-

(c) incurs no criminal liability (other than in proceedings for an offence against

this Act) for an act or omission in so doing; and

(d) incurs no civil liability for an act or omission in so doing, provided that the

act or omission was done or made in good faith and without negligence.

(2) A medical practitioner or other person who (whether voluntarily or pursuant to a

requirement under this Act) advìses another person of a reasonable suspicion that a

p.iton has revoked a request for voluntary euthanasia-

(a) cannot, by virtue ofdoing so, be held to have breached any code of
profes;io;d etiquette or ethics, or to have departed from any accepted form

of Professional conduct; and

(b) insofar as he or she has acted in good faith, incurs no civil or criminal liability

in resPect ofthe advice'

(3) For the purposes of this section, a reference to the civil liability of a person includes a

reference to liability arising under disciplinary proceedings or similar proceedings.

(4) For the purposes of this section, a reference to the administration of voluntary

euthanaiia includes a reference to the attempted administration of voluntary

euthanasia.

the Hon Stephanie Key MP MH/¡IA l0'l1.2015 l2:00 PM
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23-Cause of dea

Draft
Voluntary Euthanasia Bill 2015
Part 3-Voluntary euthanasia

Division 3-Administration of voluntary euthanasia

or purposes from

the administration of voluntary euthanasia-

(a) will be taken to have been caused by the medical condition primarily

responsible for the person's unbearable and hopeless suffering; and

(b) will be taken not to be suicide or homicide.

To avoid doubt, this section applies in relation to a finding under section 29 of the

Coroners Act 2003.

24-Report to State Coroner

(l) A medical practitioner who administers voluntary euthanasia to a person must make a

report to the State coroner within 48 hours after the person's death.

Maximum penalty: 55 000.

(2) A medical practitioner to whom a request for voluntary euthanasia is made must, as

soon as is reasonably practicable after becoming aware that the person who made the

request has self-administered voluntary euthanasia pursuant to the request, make a

report to the State Coroner'

Maximum penalty: $5 000.

(3) A report under this section must be in the prescribed form and must be accompanied

by-
(a) a copy of the voluntary euthanasia request form; and

(b) a copy of any report or other document required to accompany the voluntary

euthanasia request form under this Act; and

(c) any other information required by the regulations.

Part 4-Offences etc
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23
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flÉ e-e'1;"""4ndue influence etc

person dishonesty or undue influence, induces another to make a request

for voluntary euthanasia is guilty ofan offence.

Maximum penalty: Imprisonment for 10 years'

26-False or misleading statements

(l) A person who makes a false or misleading statement in, or in relation to, a request for

voluntary euthanasia is guilty of an offence.

Maximum penalty: Imprisonment for l0 years.

(2) For the purposes of this section, a reference to a request for voluntary euthanasia

includes a reference to a request that has been revoked'

t4 the Hon Stephanie Key MP MH/lllA l0.l1.2015 l2:00 PM
PrePared bY Parliamentary Counsel A-39
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Offences etc-Part 4

27-Certain persons to forfeit interest in estate

If a court finds a person guilty of an offence against section 25 or 26, the court may,
on the application ofthe prosecution, order that the person forfeits any interest that the
person might otherwise have had in the estate of the person who made the relevant
request for voluntary euthanasia.

Part S-Miscellaneous

28-Insurance
(1) An insurer is not entitled to refuse to make a payment that is payable under a life

insurance policy on the death ofthe insured on the ground that the death resulted from
the administration of voluntary euthanasia.

(2) A person is not obliged to disclose a request for voluntary euthanasia to an insurer.

(3) An insurer must not ask a person to disclose whether the person has made a request
for voluntary euthanasia.

Maximum penalty: $10 000.

(4) This section applies despite an agreement between a person and an insurer to the
contrary.

29-Victimisation
(l) A person commits an act of victimisation against another person (the victím) if he or

she causes detriment to the victim on the ground, or substantially on the ground, that
the victim-

(a) takes part in, or is otherwise involved in relation to, the making of a request,

or purported request, for voluntary euthanasia in accordance with this Act; or

(b) takes part in, or is otherwise involved in relation to, the administration of
voluntary euthanasia in accordance with this Act; or

(c) refuses to take part in the making of a request for, or administration of,
voluntary euthanasia in accordance with this Act.

(2) An act of victimisation under this Act may be dealt with-
(a) as a tort; or

(b) as if it were an act of victimisation under the Equal Opportunity Act 1984,

but, if the victim commences proceedings in a court seeking a remedy in tort, he or
she cannot subsequently lodge a complaint under the Equal Opportunity Act 1984 and,
conversely, if the victim lodges a complaint under that Act, he or she cannot
subsequently commence proceedings in a court seeking a remedy in tort.

(3) If a complaint alleging an act of victimisation under this Act has been lodged with the
Commissioner for Equal Opportunity and the Commissioner is of the opinion that the
subject matter of the complaint has already been adequately dealt with by a competent
authority, the Commissioner may decline to act on the complaint or to proceed further
with action on the complaint.

the Hon Stephanie Key MP MHÂ{A 10.11.2015 12:00 PM
Prepared by Parliamentary Counsel
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Part S-Miscellaneous

(4) In this section-

detriment includes-

(a) injury, damage or loss; or

(b) intimidation or harassment; or

(c) discrimination, disadvantage or adverse treatment in relation to the victim's

employment or business; or

(d) threatsofreprisal.

30-Confidentiality
(1) A person engaged or formerly engaged in the administration of this Act must not

divulge or communicate personal information obtained (whether by that person or

otherwise) in the course of official duties except-

(a) as required or authorised by or under this Act or any other Act or law; or

(b) with the consent of the person to whom the information relates; or

(c) in connection with the administration of this Act; or

(d) to an authorify responsible under the law of a place outside this State, where

the information is required for the proper administration of that law; or

(3)

(e) to an agency or instrumentality of this State, the Commonwealth or another

State or a Territory of the commonwealth for the purposes of the proper

performance of its functions.

Maximum penalty: $10 000.

Subsection (l) does not prevent disclosure of statistical or other daØfhat could not

reasonably be expected to lead to the identification ofany person to whom it relates.

Information that has been disclosed under subsection (1) for a particular purpose must

not be used for any other purpose by-
(a) the person to whom the information was disclosed; or

(b) any other person who gains access to the information (whether properly or

improperly and whether directly or indirectly) as a result of that disclosure.

Maximum penalty: 510 000.

3l-Annual report on operation of Act

(1) The Minister must, on or before 30 September in each year, cause a report to be

prepared on the operation of this Act during the previous financial year.

(2) The Minister must cause a copy of the report prepared under subsection (1) to be laid

before both Houses of Parliament within l2 sitting days after receiving the report.

32-Regulations

The Governor may make such regulations as are contemplated by, or necessary or

expedient for the purposes of, this Act.

Schedule L-Voluntary Euthanasia Request Form
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Related amendments and transitional provisions-Schedule 2

Schedule 2-Related amendments and transitional provisions

Part l-Preliminary
l-Amendment provisions

In this Act, a provision under a heading referring to the amendment of a specified Act
amends the Act so specified.

Part 2-Amendment of Advance Care Directives Act 2013

2-Amendment of section l2-Provisions that cannot be included in advance

care directives

(l) Section 12(lXaXi) and (ii)--delete subparagraphs (i) and (ii) and substitute:

(i) that is unlawful, or that would require an unlawful act to be

performed; or

(2) Section l2-after subsection (l) insert:

(1 a) An advance care directive cannot constitute a request for the

administration of voluntary euthanasia to a person (however nothing
in this subsection prevents a person from expressing his or her
preferences or wishes in relation to voluntary euthanasia in an

advance care directive).

Part 3-Amendment of Consent to Medical Treatment ønd
Palliative Care Act 1995

3-Insertion of section 5

After section 4B insert:

S-Application of Act in respect of voluntary euthanasia

This Act does not apply in relation to medical treatment consisting
o{ or given in the course of, the administration of voluntary
euthanasia to a person in accordance with the Voluntary Euthanasia

Act 2015.
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41512016 Opinion 2.211 - Physician-Assisted Suicide

AMAË
ÂMÊn{eÂN Me DtCÂL (]lä
ÂÊsûe taTrôr.r \

R{:so!¡rces " Medical Êrhiqr. AMÂ Code ofÀiedicât fthics . epirrion ?.?11

Opinion 2.211 - Physician-Assisted Suicide
Phvçirien-a ssisted suícide orcr rrç a ohvsician faci a Datient's deãthX perform the life-ending act (eg, the physician provides sleeping pitts and information about the lethat dose, white aware that the patient may commit

bv providins the means and/or information to enable the patient t(

suicide)

It ís understandab[e,

decide that death is
though tragic, that some patients in extreme duress--such as those suffering from a terminat, painful, debi litating iltness--may come t

preferable to [ife. However, a[lowins ans to DarticiDãte in suicide would cause more harm than sood
cide is societaI risks.

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
once it is determined that cure is impossibte. Multidisciplinary interventions shoutd be sought including speciatty consuttation, hospice care, pastorat supporl
famity counseling, and other modalities. Patients near the end of tife must continue to receive emotional support, comfort care, adequate pain controt,
respect for patient autonomy, and good communication, (1, lv)

Updated June 1996.

http:llrvww.ama-assn.org/ama/pub/physician-resources/medical-ethics/cod+medical-ethics/opinion2211.page
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4t5t2016 Opinion 2.21 - Euthanasia

AMAË
ÀÊ{ÊrìrcÂN MçÐrcÁ.L (lê
Aåß{!C IÀ?'ÞN \

R¡::qu¡ct-'s " ¡lediçêLEúlç$ . AMA Code o{ Medlqâl Ethics " ot:inion 2.21

Opinion 2.21 - Euthanasia
Euthanasia is the administration of a lethal another toa for the purpose of relieving the patient's intoterable and incurabte

, lt is understandabte, though tragic, that some patients in extreme duress--such as those suffering from a terminal, painful, debil.itating itlness--may come t
\ / decide that death is preferable to life. However, permitting physicians to engage in euthanasig would ultimatety cause more harm than good. Euthanasia il

Nu!¿amenurty 
inco;patibte with the p a-;;À;ùeL;n¡;;i;lai¡i; seri¡¡asoiietat risrc..

/ ¡ne involvement of physicians in euthanasia heightens the significance of its ethicat prohibition. The physicían who performs euthanasia assumes unique

responsibility for the act of ending the patient's life, Euthanasia coutd also readily 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 shoutd not be abandoned once il
is determined that cure is impossible. Patients near the end of life must continue to receive emotional support, comfort care, adequate pain controt, respe<

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

lssued June 1 994 based on the report "Decisions Near the End of Life." tl] adopted June 1 99 1 (JA ,tA. '1992t 267; 2729-22331; Updated June 1 996

http://www.ama-assn.org/ama/puUphysician-resources/medical-ethics/cod+medical-ethics/opinion221.page'?#
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Facts on Elder Abuse - Australia

lncidents of Abuse

ln comparing population numbers from around the world, it is projected that there are over
20,000 unreported cases of abuse, neglect, and exploitation in Victoria per year and
approximately 100,000 throughout Australia per year. Other estimates include 20,000 for
NSW and 25,000 for Queensland.
Almost four times as many new incidents of abuse, neglect, and exploitation are not reported
as those that were reported to and substantiated by adult protective services agencies and/or
ombudsman entities. These predictions are also accurate for Australia. Thus 20,000
become 80,000. 100,000 become 400,000.

Lack of Reporting Mechanisms

. There are no mandatory reporting requirements in any State or Territory throughout Australia
for elder abuse that is occurring in the community setting.

r Effective 1 July 2007, there will be mandatory reporting for all residential care facility staff for
only incidents of serious physical assault and criminal sexual assault.

r There is no central database in any State or Territory recording incidents of abuse, neglect,
and/or exploitation of vulnerable adults from the community sector.

. There is a state of continuous confusion throughout Australia about where to go for
assistance. Currently there are no adequate response systems for those who need to report.

Goncerns for the Federal Government

. By 2025it is estimated that elder abuse will be costing the health system over $350 million
dollars per year.

. There were 3947 cases probed nationally by aged-care watchdog the Office of Aged Care
Quality and Compliance from July to December 31 in 2007- an increase from the 2005-06
financial year, when there were 1260 complaints under the former model. 1447 o'f them were
in Victoria.

. Victoria is also responsible for more than half of all elderly care inquiries, aged-care standards
and external agencies referred to police and the coroner. The report shows seven Victorian
cases were referred to the coroner in the last six months of last year, six to police and 324 to
the Aged Care Standards and Accreditation Agency.

¡ Cases investigated include allegations of serious physical assault, medical mismanagement
and failed personal care.

. The Office of Aged Care Quality and Compliance says in NSW there were 929 breaches in

aged care homes.
. There were 418 sexual and physical assaults on elderly people - 138 occurring in NSW

nursing homes.
. There were 332 reports of medication management issues where elderly residents were

administered an overdose, not given enough pain relief or given incorrect medication.
. Police investigated 23 incidents in aged care homes last year, with seven cases referred to

the coroner, two to the Nurses Board and'101 to the Aged Care Standards and Accreditation
Agency (ACSAA).

. Minister for Ageing Justine Elliot said the Government would introduce increased police

checks on all staff employed at nursing homes and aged care facilities. As well, government
inspections would increase by a third to 7000 a year.

. More than 1400 assault allegations were made by nursing-home residents in the past financial
year 2008-2009. This is a record and a 52 per cent rise on the previous year's figures.

. Only 13 people have been convicted of nursing-home violence since compulsory reporting
began in 2007.

. The Report on the Operation of the Aged Care Act reveals 1121 aged care facilities reported
"alleged unreasonable use of force" on residents in 2008-09.

r Another 272 incidents involved residents who had been sexually assaulted; 18 incidents out of
this total reported the residents were the victims of violence and sexual assault.

. Complaints against nursing homes jumped to more than 12,500.

. 367 police reports were made over missing residents.

. ln 2009-20'10, there were 1488 assaults on residents with 80% being physical assaults and/or
unreasonable use of force, 19% being sexual assaults, and 1% being both.

. 745 residents went missing during this same period but there is no overall recording of what
happened in these circumstances.

http: //www.ohchr.org,/Documents/Issues/Ol-derPersons,/Submissions/ElderAbusePrevention
Association. pdf
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Gausative Factors within Residential Gare Facilities

Since 1997, there have been no minimum staffing requirements with the Aged Care Act
which merely states that a nursing home maintain an "adequate number of
appropriately skilled" staff.
There have been changes to state and federal laws that mean facilities no longer have to
employ a minimum number of qualified nurses.
May 2005 Report from Aged Care Association Australia represented only 93 responses or 3%
of the 2,963 facilities at the time. The facilities comfortable with their competence in
complaints handling were the majority of those completing the survey - resulting in 97% of the
facilities not feeling competent about their complaints handling.
Failure to provide a level of staffing is often a causative factor for residents to be at a critical
risk of such serious problems as infections, bedsores, weight loss, functional decline and
avoidable hospitalizations - placing the residents in serious jeopardy.
Some facilities owned and operated by For Profit Corporations care more about the bottom
line than overall quality of resident care and treatment. They do not provide the salaries and
incentives that would attract enough qualified doctors, nurses, and aides to properly care for
residents.
75o/o of the residents in residential care facilities do not receive regular visits by
relatives, are visited infrequently or not at all - thus these residents are not well
represented in complaints.
ln the Aged Care Association Australia 2005 study, respondants stated that focussed training
on complaints handling and its processes is minimal or absent in about a third of all facilities.
As to accountability, staff are not always clear about procedures and what to do when they
encounter a complaint. The response "fall through the cracks" represented 20% of lhe
answers given by the facilities questioned.
One third of the facilities stated they handled complaints "informally".
"We lose good staff because we do not prepare and support them properly to handle
complaints" featured in 12o/o of the answers by respondents for their facility.

Legal lssues

. There are no special statutes to cover neglect, mistreatment, or psychological abuse in any
State or Territory.

. Elder abuse is not taught in the law school curriculum.

. Elder abuse is not a specialty area of law with most elder lawyers dealing with wills and estate
matters.

¡ Elder Abuse cases are extremely difficult to prosecute in court due to lack of specific elder
abuse laws as well as due to unduly influenced and/or incapacitated victims.

Victimisation Facts

. Persons, aged 80 years and older, suffer abuse and neglect two to three times their proportion
of the older population.

. Among known perpetrators of abuse and neglect, the perpetrator is a family member in 90
percent of the cases.

. Two-thirds of the perpetrators are adult children or spouses.

. The offender is most commonly a close relative, especially a grown child, spouse, or sibling.
¡ Less often, the abuser is a son-, or daughter-in-law, grandchild, niece, nephew, or friend and

neighbour.
. The typical target is a frail, ailing woman more than 70 years old.
. ln most cases, the victim and the abuser live in the same household in social isolation from

friends, neighbours, and kin who might othenrise informally deter the wrongdoing.
. When homebound parents are physically beaten or financially exploited, sons are the most

likely culprits.
. When daughters and daughters-inlaw are abusive, their maltreatment usually takes the form

of emotional and physical neglect.
r Mistreatment by home health aides and nursing home staff members is also suspected to be

commonplace (Pagelow, 1989).
. Older persons who are mistreated can suffer from severe emotional distress, especially

depression, and are likely to die more quickly.

@Lillian Jeter Workshops February 201 I

http: //www.ohchr.org,/Documents/Issues/OfderPersons/Submissions/ElderAbusePrevention
Association. pdf
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Adult Abuse I dhs http : //dhs. dc. gov/service/adult-abuse

Reporting Abuse

and suffer from low self esteem' Some don't

ly fears more abuse if they report it. Others are

too feeble to think clearly, or they may not realize that help is available.

You Can Help

It's up to you to break the silence. certain people are required by law to report abusers. They are conservators and

guardians, court-appointed mental retardation advocates, police officers, licensed health professionals, health care

administrators and social workers. Others such as neighbors, church members, relatives, and friends may report

voluntarily. Persons reporting voluntarily need not identify themselves.

Who to Call

Call the hotline at (zO2) s4t -3gs0. More victims are helped by callers outside the family than in it. When you call

the hotl¡ne, a social worker will assist you. The social worker will take information about your concerns and will

conduct an investigation to determine if abuse, neglect, or exploitation is occurring. Sometimes medical or

psychiatric care helps resolve the problem. ln other cases, services can be provided to victims in their homes or

they can be removed from danger.

lf the investigation indicates that a person is in need of protection, a variety of services may be made available to

them. Social workers may arrange for counseling, legal services, emergency placement, and/or medical services'

Remembe[ the person you are worried about can refuse intervention. The merely eccentric will be left in peace. And

your identity will be protected, because reports are confidential.

Contact TTY 71 1

2 of4
http : / / dns. dc. govlservice/adult-abuse A-50
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OREGON DEATH WITH DIGNITY ACT:

2015 DATA SUMMARY

For more information:
http : //www.healthore gon.org/dwd
Contact DWDA.info @state.or.us

h
lxrrity'

http://pu blic.health.oregon.gov/ProviderPa rtnerResources/Eva I uation Resea rch/

DeathwithDignityAct/Documents/yea r18.pdf

Oregon Public Health Division
FebruarV 4,2Ot6
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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 prescriptions from their physicians for self-administered, lethal doses of medications'

The Oregon Publii 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 wr¡tten (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 ,2016' More information on

the reporting process, required forms, and annual reports is available at:

http ://www.healthoreeon. orsldwd.

Participation Summary and Trends
During 20t5,2L8 people received prescriptions for lethal medications under the provisions of the

Oregon DWDA, compared to 155 during 2014 (Figure 1, above). As of January 27,20t6,the Oregon

public Health Division had received reports of 132 people who had died during 2015 from ingesting the

medications prescribed under DWDA'

Since the law was passed in 1997, a total of L,545 people have had prescriptions written underthe

DWDA, and 991 patients have died from ingesting the medications. From 1998 through 2013, the

number of prescriptions written annually increased at an average o1t2.Lo/o; however, during 2014

http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/

DeathwithDignityAct/Docu ments/yea r18.pdf

o¡
E
5z

Figure 1: DWDA prescr¡pt¡on rec¡p¡ents and deaths*,
by year, Oregon, 1998-2015
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2015, the number of prescriptions written increased by an avera ge of 24.4%. During 2015, 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 20t5,I25 (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 2015 d¡d not take the medications and subsequently died of

other causes.

lngestion status is unknown for 43 patients prescribed DWDA medications in 201-5. Five of these

patients died, but they were lost to follow-up or the follow-up questionnaires have not yet been

received. For the remaining 38 patients, both death and ingestion status are pending (Figure 2).

1 Rate per 10,000 deaths calculated using the total number of Oregon resident deaths in2OL4 (34,160), the

recent year for which final death data are available.

http://pu blic.hea lth.oregon.gov/Provide rPa rtnerResou rces/Eva I uation Resea rch/

Deathwith Di gnityAct/Docu me nts/yea r18. pdf
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Figure 2: Summary of DWDA prescriptions written and medicat¡ons ingested in 2015,

as of January 27,2OL6
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Patient Characteristics
Of the 132 DWDA deaths during 2015, most patients (78.O%l were aged 65 years or older' The median

age at death was 73 years. As in previous years, decedents were commonly white (93.1%l and well-

educated (43.L% had a least a baccalaureate degree).

While most patients had cancer, the percent of patients with cancer in 201.5 was slightly lower than in

previous years (72.O% and77.9%, respectively). The percent of patients with amyotrophic lateral

sclerosis (ALS)was also lower (6.7%in 2015, compared to 83%in previous years). Heart disease

increased from2.O% in prior years to 6,8%in2Ot5.

Most (90.1%) patients died at home, and most (92.2%l were enrolled in hospice care. Excluding

unknown cases, most (99.2%) had some form of health care insurance, although the percent of patients

who had private insurance (36.7%) 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 werel decreasing

ability to participate in activities that made life enjoyable (96.2%),loss of autonomy (92'4%1, and loss of

dienity (7s.4%).

DWDA ProcesS

A total of 106 physicians wrote 218 prescriptions during 20t5 (L-27 prescriptions per physician). During

2015, no referrals were made to the Oregon Medical Board for failure to comply with DWDA

requirements. During 2015, 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 for L4 patients (I0.8%') during 2015 compared to

LS;% 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 2015. Among

those 25 patients, 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. health.oregon.gov/Provide rPa rtnerResou rces/Eva I uation Research/

Deathwith DignityAct/Docu me nts/yea r18' pdf Page 4 of 7
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Oregon Public Health Division

Table 1. Characteristics and end-of-life care of 991 DWDA patients who have died from ingesting DWDA

medications, by year, Oregon, 1998-2015
1998-2014

(N=859)

Total

Characteristics

.Sex

2015
(N=132) =991)

sos (s1.4)
N

s6 (42.4\ 4s3 (s2.7)
Male (%)

Female 76 (s7.61 406 482

.Ase at

American lndian (%) o (o.o) 2 t0.21 2 (0.2)

4 (3.1) s (1.1) 13( 1".3)
Asian (%)

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

0 (0.0) 3 (0.4) 3 (0.3)
Other (%)

Two or more races (%) L (0.8) 3 (0.4) 4 (0.41

4 (3.1) 6 (0.7) 10 (1,0)
Hispanic (%)

Unknown 1 3 4

r¡tal status
Married (including Registe red Domestic Partner) (%) s2 (3s.7) 39s (46.1) 447 (4s.31

Widowed 34( 1s8 (23.1) 232 s)

Never married (%) s (6.e) 6e (8.1) 78 (7.e|

Divorced (%) 36 127.s) 1s4122.7) 230 (23.3)

1- 3 4Unknown

'Education
h school (%) 7 (s.4\ s1 (6.0) s8 (s.9)

Less than hig

uate (%) 3r- (23.8) 1"87 (2r.9) 2r8122.2\High school grad

(%) 36 (27.71 224 (26.21 260 Q6.4)Some college

Baccalaureate or hieher (%) s6 (43.1) 392 (4s,9) 448 (4s.s)

Unknown 2 5 7

Metro counties (Clackamas, Multnomah, Washinston) {%) 6414s.2) 36r" (42,3) 42s 143.2\

Coastal counties (%) 7 (s.4) 63 (7.4) 70 17.tl

Other western counties (%) 48 (36.e) 36s 142.7\ 4r3 (42.01

East of the Cascades (%) 11 (8.s) 6s (7.6) 76 17.71

2 5 7Unknown

of life care

Hospice

Enrolled (%) rtg192.2) 747 (90.2\ 86s (e0.s)

Not enrolled (%) 10 (7.8) 81 (e.8) s1 (e.s)

4 31 35
Unknown

I nsu rance

Private (alone or in combi nation) (%) 44136.71 489 (60 2) s33 (s7.2)

Medicare, Medicaid or other nmental (%

None

Unknown

http://publ ic.health.oregon.gov/ProviderPa rtnerResou rces/Eval uation Resea rch/

DeathwithDignityAct/Docu ments/year18.pdf

75 311 (38.3 386 (

1 12lr.s
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Oregon Public Health Division

I Characteristics

uw&e¿ I tt
2015

(N=132)
1998-2014 Total

Lung and bronchus (%)

9s (72.0) 667 77 762
23 {.17.41 1s4 (18.0) 777 (17.91

Breast (%) s (6.8) 64 (7.s) 73 (7.41

Colon (%) 7 (s.3) s4 (6.3) 6t (6.21

Pancreas (%) 7 (s.3) s6 (6.s) 63 (6.4)

Prostate (%) s (3.8) 3s 14.1) 40(4.0)

Ovary (%) 3 (2.3) 33 (3.s) 36 (3.6)

Other (%) 4L (31.1) 271. (31.71 312 (31.6)

ic lateral sclerosis

lower res disease

8 (6.1)

6 (4.s)
71 (8.3)

38 (4.4)

L7 (2.O1

79

44 5

2612.61Heart disease (%) e (6.8)

HIV

Unknown
t, L4

0 (o.o) I t
54

3

47 (s.s)

9

68

3

s2 (s.3)

L

a

Referred for psychiatric evaluation (%) s (3.8)

Other illnesses

Patient informed family of decision (%)3 1"26 (9s.s) 72e (93.21 8ss (93.s)

Patient died at

Home (patient, family or friend) (%) 118 (s0.1) 810 (s4.6) 928 (94.0)

Long term care, assisted livins or foster care facilitv (%) e (6.e) 37 (4.3) 46(4.71

Hospital(%) o (o.o) 1 (0.1) 1 (0.r")

Other

Unknown
Lethal medication u

Secobarbital

Pentobarbital

4 (3.1)

174 86,4

3

466

385 44.8

0 (0.0)

12 7.2

4

580

8

1

5

1 386

16 (1.6)Phenobarbital/chloral hydrate/morphine sulfate mix (%) 1.6 ,12.11

Other bination of above and/or morphine) (%) 7 8 9 9

lN=9911fN=1321:End,of life
Less able to engage in activities making life enjoyable (%) r27 (96.2) 7s8 (88,7) 88s (89.7)

Losing autonomv (%l r2r 192.41 782 f9r-.5) so3 (9r".6)

Loss of dignity (%)s s8 (7s,4) s79 (7s.31 677 (78 .71

Losing control of bodily functions (%) 46 (3s.7) 428 (so.r.) 474 i48.21

Burden on family, friends/ca resivers {%) 63 (48.r.) 342 (40.0) 4Os 14 1. t_)

Inadequate pain control or concern about it (%) 37 (28.7) 21.1(24.71 248 (2s.2)

Financial im ons of treatment

When medication was ingested6

3 (2.3) 27 (3.2)

Prescribing phvsician 15 133 148

Other provider, presc ribing physician not present 13 243 256

No provider 6 81 87

Unknown 98 332 430

At time of death

Prescribins physician (%) 14 (10.8) r21.lt5.7l 13s (1s.0)

Other provider, prescribing physician not present (%) 13 (10.0) 268 (34.71 28r (37.21

No provider (%) 103 (79.2) 383 (49.6) 486 (s3.9)

Unknown 2 17 1"9

Page 6 of 7
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Oregon Public Health Division

2015 L998-20L4 Total
Characteristics

Regurgitated 2 2422
Other 2 37

None 23 506 529
Unknown 105 330 435

consciousness after DWDA medicationsT

Duration (weeks) of patient-phvsician relationship
Median 9 13 72

Range 1-1004 0-190s 0-1905
Number of potients with informotion ovoiloble 732 857 989
Number oÍ potients with informqtion unknown 0 2 2

Duration (days) between 1st request and death
Median 45 47 46
Ranse 75-517 15-1009 15-1009
Number of patients with information ovailable 737 8s9 990
Number of patients with informqtion unknown 1 10

Minutes between ingestion and unconsciousnesst
Median 5 5 5

Range 2-t5 1-38 1-38

Number of potients with informotion avoiloble 25 506 537

Number of patients with informotion unknown 107 353 460

Minutes between ingestion and death6

Median 25 25 25

Range (minutes - hours) 5mins-34hrs lmin-104hrs lmin-1O4hrs
Number of patients with informotion ovailable 25 577 536
Number of patients with informqtion unknown 107 348 455

1 Unknowns are excluded when calculating percentages.

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

3 First recorded Ueeñ;fitgTÏõõil3ìñce then, 40 patients (4.4%l have chosen not to inform their families, and 19 patients (2.1%) have had

no family to inform. There was one unknown case in 2002, two in 2005, one in 2009, and 3 in 2013.
4 Affirmative answers only ("Don't know" included in negative answers). Categor¡es are not mutually exclusive, Data unavailable for four

patients in 2001.
s First asked in 2003. Data available for 130 patients in 2015,730 patients between 7998-2Ot4, and 860 pat¡ents for all years.

6 A procedure revision was made mid-year in 2010 to standardize reporting on the follow-up questionnaire. The new procedure accepts
information about time of death and circumstances surrounding death only when the physician or another health care provider is
present at the time of death, Th¡s resulted in a larger number of unknowns beginning in 2010.

7 Six patients have regained consciousness after ingesting prescribed medications, and are not included in the total number of DWDA

deaths. These deaths occurred in 2005 (1 death), zOtO 12 deaths), }OIL (2 deaths) and 2O72 (1 death). Please refer to the appropriate
years'annual reports on our website (http://www.healthoregon.org/dwd) for more detail on these deaths.

http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/

DeathwithDignityAct/Documents/year18. pdf
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4ßn016 l¡w Ofüces of Margaret K. Dore, P.S. Mail - Letter to editor, New Haven Register

M argaret Dore < m argaretd ore@m argaretdore. com >tlit l'.t¡ilret li. Iù rrrr

Letter to editor, New Haven Register
1 message

Wi I I iam Toffler <toff ler@ohsu. edu>
To: "letters@nhregister.com" <letters@nhregister.com>

Dear Editor,

Sun, Feb 23, 2014 at 7:23 PM

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

Our law applies to "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 othenruise have years or even decades
to live.

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

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

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

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

To read a commentary on the most recent Oregon 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://wwwchoiceillusion.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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415f2O16 12 million Ænericans miscliagrne ed each year - CBS Na¡rs
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JESSICAFIRGEn. CESNEWS ApriltT, zot4, 5:ooAM

OCBSN watch Now >

Loo ln Ssarch

CBS Nêws. Alvoys On,

You Can Do Montana on a Dime

Exploring a new eity is fun,
but it can be expensive.

Make Best Western your
home away from home and

scratch finding an affordable hotel off
the list,
Sponsorôd by B6st Wostôm

Most Populat

Theso are the highest and
lowest raled U.S, airlines
132393 uieurs

Missing mom found dead in car
with kids, unharmed
110191 uietus

Pa. family's two dogs go
missing separately, found dead
togelher
103472 úiews

7 most and l€ast expensive
stadiums to watch a MLB
game
94758 uie¡us

NYPD commish has
words over
90959 ui¿t s

lâmillion Americans
mlsdiagnmd eachyoar
rTOomments I f r.zKshares I I Tweet ¡ ôSlumble,' & Email

Each year in the U.S., approximately rz million adults who seek outpatient
medicaì care are misdiagnosed, according to a new study pubìished in the journal
BMJ Quality & Safety. This figure amounts to r out of zo 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

primariþ on patients in hospital settings, But this paper suggests a vast number of
patients are being misdiagnosed in outpatient clinics and doctors'ofüces.

"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 S 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,"

.r 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 estimale 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.

01

02

03

04

05
9

Vidco US World Pol¡tiós Enlortallìrìenl tleallh Mor¡eywalch Sc¡Tech Cflnìe Sporls Pholos Moreôú ,!ì¡;r;!.,\\'s,
Trending Videos

:5¡,
'r(

, :d:

h
,.":î

i.t ., þ';r-, å, Iar
,"i-, ¡ ltrl{i.t

iÍJ I

!E

15
:T]

l!

L,-r
ìËl 'i '-.

t

lrl ,,r rriit) I ('t.Ì¡i rl¡rs llornnut

¡,1i5 /ir¡r tl It)r¡¡ttt!!

'f rurìt¡r r,trttl Crr.¡z tt¡

trst¡lt râce as
Wisconsrn hea<Js 1o.".

( j/i.$ lIrs Ãlrturítu¡

Sanclers potsed for
Wisconsrn win over
CInlonî'i.Ê. ,. 1gutr: , i

(-'li,S'l?ls ll;l¡¡¡rrilrt

Wisconsin's rmpaol on
the presidential race

¡ añ--
t dirln

-.j

'r". l ih,'r('
I;'t .rr,,ii,,;t-

I laat{1

,!rt, ,'rj:1" i i.l :.,1i.

'g) o ã¡.-", ,.r. .'-
¡¿¡.:aió;"SJ--i, ., ..

Tr'*1:i--*¡"ì--' *:-

htþ:/Àrvww.cbsnars.cøn/ner¡vs/12-rnilliotramericars-mlsdiagnosed-eãclÞyeâr-stucly-says/ 'll4



CA}¡ADÀ

PROVTNCE DE QUEBEC
DISTRICT DE TROIS-RIVIÈRES
No. : 400-17-002642-It0

strength, especially in mY hands.

3. The ALS diagnosis was confirmed by

Rochester Minnesota. I was eighteen or

AI'FIDAVIT OF \TOHN NORTON- Page 1

E:\AsE Files\teblanc\John Norton Affidavit.wpd

COUR SUPÉNTEURE

GINETTE LEBLANC,
demanderesse

PROCUREI'R EÉUÉNET, DU CA}IADA,
défendeur

a1-

PROCURELR eÉUÉner" DU QIrliBEC,
mis-en-cause

the Mayo Clinic in

nineteen years ol-d at the

AFFIDAVIT OF .'OHN NORTON IN OPPOSITION fO
ASSISTED SUICIDE A}TD EUTHA}IASIA

THE UNDERSIGNED, being first duly sh/orn on oath, STATES:

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

years old and in my first year of college, I was diagnosed with

Amyotrophic Lateral- Sclerosis (ALS) by the University of lowa

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

disease. I was totd that I would get progressivel-y worse (be

paralyzed) and die ín three to five years.

2. I was a very physical person. The diagnosis \^/as devastating

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

active riding bicycles. T also performed heavy labor including

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

-60



time. By then, I had twitching in both hands, which hlere also

getting weaker. At some poi-nt, I lost the ability to grip in my

hands. I became depressed and was treated for my depression. If

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

I should take an easy way out with a doctor's prescription and

support, I would have taken that opportunity.

4. Six years after my initial diagnosis, the disease

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

still- can't grip with my hands. Sometimes I need special he1p.

But, I have a wonderful- tife. I am married to Susan. Vrle have

three children and one grandchild. f have a degree in PsychoJ-ogy

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

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

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

bus. V[e have wonderful friends. I enjoy singing tenor in

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

driver.

5. I will be 15 years old this coming

suicide or euthanasia had been availabl-e

September. If assisted

to me in the 1-950's, I

would have missed the bulk of my life and my life yet to come. I

hope that Canada does not legalize these practÍces.

AFFIDAVIT OF .IOHN NORTON- Page 2

Er\AsE Fi1ês\Leblanc\John Norton Affidavit'wpd
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CAIIADA

PROVTNCE DE QLEBEC
D]STRICT DE TROIS-RTVIÈRES
No. : 400-11-O02642-IL0

COUR SUPÉNTEURE

GINETTE LEBI,AIiTC,
demanderesse

PROCI'REI'R EÉUÉNAT, DU CAI'IADA,
défendeur

et
PROCTTREI'R eÉ¡rÉner, DU QuÉBEC,

mis-en-cause

AFE.TDAVTT OF KENNETH R. STE\IENS, irR., MD

THE UNDERSIGNED, being duly s\^¡orn under oath, states:

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

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

the Department of Radiat.ion Oncology, Oregon Heal-th & Science

uníversity, Portland, oregon. I have treated thousands of

patients with cancer.

2. In Oregon, our assisted suicide 1aw applies to patients

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

clarify for the court that this does not necessarily mean that

patients are dyj-ng.

3. In 2OOO, I had a cancer patient named Jeanette HaIl.

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 that he had referred her to me.

Àffidavit of Kenneth Stevens, Jr., MD

F;\ASE Files\Lêblanc\Kenneth stevens MD Affidavít'wpd
page 1

A- 63



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.,

kitl- herself with a lethal dose of barbiturates. It I^ias very

much a settled decision.

5. I, personalJ-y, did not and do not believe in assisted

suicide. I af so believed that her cancer \^Ias treatable and that

her prospects ,¡¡ere 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

and learned that she

she went through with

to be treated and she

had a son. I asked her how he would

family

feel if

her plan. Shortly after that'

is still alive today. Indeed'

she agreed

she is

thrilled t.o be alive. It's been twel-ve years.

7. For Jeanette, the mere presence of legat assisted suicide

had steered her to suicide.

B. Today, for patients under the Oregon Heafth Pl-an (Medicaid) 
'

there is also a financial- incentive to commit suicide: The Plan

covers the cost. The Plan's "statements of Intent for the April

1-, 20L2 Prioritized List of Health Service-S," states:

It is the intent of the fOregon Health
Servicesl Commission that services under ORS

I27.BOO-I21.891 (Oregon Death with Dignity
Act) be covered for those that wish to avail-
themsefves to those services.

Attached hereto at Page SI-1.

Affidavit of Kenneth Stewens , Jt. , MD - page 2

F:\ASE Files\Leblanc\Kenneth stevens MD Affidavit.wpd
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9. Under the Oregon Heal-th Plan,

incentive towards suicide because

there is also a financi-al-

the Plan will not. necessarily

example, patients with cancer

"less than 24 months median

pay for a patient's

are denied treatment

treatment. For

if a

survival- with treatment"

they have

and fit other criteria. This is the

Pl-an's "Guideline Note 12." (Attached hereto at page GN-4).

l-0. The term, "less than 24 months median survival- with

treatmentr " means that statistically half the patients receiving

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

hal-f wiII live Ìonger than two years.

11. Some of the patients living longer than two

AS

years will

five, ten orlikely live far longer than two years, as much

twenty years dependì-ng on the type of cancer.

there are always some peopJ-e who beat the odds.

12. AIl such persons who fit within "Guideline

This is because

Note l-2" will

nonetheless be denied treatment. Their suicides under Oregon's

assisted suicide act will be covered.

13. I also write to cJ-arify a difference between physician-

assisted suicide and end-of-Iife palliative care in which dying

patients receive medication for the intended purpose of relieving

pain, which may j-ncidentaJ-1y hasten death. This is the principle

of double effect. This is not physi-cian-assisted suicide in

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

anytime soon.

Affidawit of Kenneth Stevens , ,Jt. , MD - page 3
F:\ASE Files\Leblanc\Kenneth Stevens MD Affidavit.wpd
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L4. The Oregon Health Plan is a government heal-th plan

admj-nistered by the State of Oregon. If assisted suicide is

tegalized in Canada, your government health plan could follow a

similar pattern. If so, the plan will pay for a patient to die'

but not to live.

SV{ORN BEFORE ME at SIg",^r""À
Oregon, USA
on'gqx\evnbr \t-, 2072

/.' L't**
l*"" átÃ- F'tD

NAME: ãe*e,fco. ßonq59

A notary in and for the
State of Oregon

)

ADDRES S : lfç tOO 9¡,sTrra\o* t n -âhprwoæt Sd

Ar'g,Hl, fut\l

Ken Stevens, MD

EXPTRY OF COMMISSTON:

PLACE SEAL HERE:

åf,f,idavit of Kenneth Sltevens t ;ft. , MD - page 4

F:\AsE I'iles\Leblanc\KênnêLh ste"enå MÞ Affidâvll.wpd
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STATEMENTS OF INTENT FOR THE APRIL 1, 2012 PRIORITIZED LIST OF HEALTH SERY/CES

STATEMËNT OF INTENT 1: PALLIATIVE CARE

It is the intent of the Comm¡ssion that palliative care services be covered for
advanced illness expected to progress toward dying, regardless ofthe goals
according to the patient's expected length of l¡fe (see examples below).

patients with a life-threaten¡ng ¡llness or severe
for medical treatment and with services ava¡lable

Palliative care is comprehensive, specialized care ideally provided by an interdisc¡pl¡nary team (which may include but ¡s not limited

to physicians, nurses, social workers, etc.) where care is particularly focused on alleviating suffering and promoting quality of life.

Such interdisciplinary care should ¡nclude assessment, care planning, and care coordination, emotional and psychosoc¡al

counseling for patients and families, assistance accessing services from other needed community resources, and should reflect the
patient and family's values and goals.

Some examples of palliative care services that should be available to patients with a life{hreatening/limiting illness,
A) w¡thout regard to a patient's expected length of life:

. lnpatient palliat¡ve care consultation; and,

. Outpatient palliative care consultat¡on, office visits.
B) w¡th an expected 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 pat¡ent will move to home

hospice care.
C) with an expected median surv¡val of six months or less, as supported by peer-reviewed literature:

. Home hospice care, where the primary goal of care is qual¡ty of life (hospice services to be defined by DMAP).

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

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

B) Surgical decompression for malignant bowel obstruction.
C) Medication therapy such as chemotherapy with low toxicity/low side effect agents w¡th the goal to decrease pain from

bulky disease or other identif¡ed complications. Cost of chemotherapy and alternative medication(s) should also be

considered.
D) Medical equipment and supplies (such as non-motor¡zed wheelchairs, walkers, bandages, and catheters) determined to

be medically appropr¡ate for completion of bas¡c act¡vities of daily living, for management of symptomat¡c complications or
as required for symptom control.

E) Acupuncture with intent to relieve nausea.

Cancer treatment with intent to palliate is not a covered service when the same palliation can be achieved w¡th pain medications or
other non-chemotherapy agents.

It is NOT the ¡ntent 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 wlTH DIGNITY ACT

It is the intent of the Commiss¡on 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 limited to attend¡ng physician visits, consulting
physician confirmation, mental health evaluat¡on and counsel¡ng, and prescription medications.

STATEMENT OF INTENT 3: INTEGRATED CARE

Recognizing that many individuals with mental health disorders receive care predominantly from mental health care providers, and

recognizing that integrating mental and physical health services for such individuals promotes patient-centered care, the Health

Ev¡dence Review Commission endorses the ¡ncorporation of chronic disease health management support with¡n mental health

service systems. Although such supports are not part of the mental health benefit package, mental health organizations (MHOS) that
elect to piovide these services may report them using psychiatric rehabilitation codes which pair with mental health diagnoses. lf
MHOs choose to provide tobacco cessation supports, they should report these services using 99407 for individual counseling and

59453 for classes.

4-1 6-201 2
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GIJIDELINE NOIES FOR THE APRIL 1, 2012 PRIORITIZED LIST OF HEALTH SERY/CES

GUIDELINE NOTE 9, WRELESS CAPSULE ENDOSCOPY (CONT'D)

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

GUIDELINE NOTE 10, CENTRAL SEROUS RETINOPATHY AND PARS PLANITIS

Line 413

Central serous retinopathy (362.41) is included on th¡s l¡ne only for treatment when the condition has been present for 3 months or

longer. Pars planitis (363.21) should only be treated in patients with 20140 or worse vision..

GUIDELINE 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, 3 1 0-3 1 2, 3 1 4, 320, 339-34 1, 3 56, 4 59, 622

A) CSF are not indicated for primary prophylaxis of febr¡le neutropenia unless the primary chemotherapeutic reg¡men is known to

produce febrile neutropenia at least 20olo of the time. CSF should be considered when the primary chemotherapeutic regimen

is known to produce febrile neutropenia 10-20o/o of the time; however, if the risk is due to the chemotherapy reg¡men, other
alternatives such as the use of less myelosuppressive chemotherapy or dose reduction should be explored in th¡s situation.

B) For secondary prophylaxis, dose reduction should be considered the primary therapeutic option after an eplsode of severe or
febrile neutropenia except in the setting of curable tumors (e.9., germ cell), as no disease free or overall survival benefits have

been documented using dose maintenance and CSF.
C) CSF are not indicated ¡n patients who are acutely neutropenic but afebrile.
D) CSF are not ¡ndicated in the treatment of febrile neutropenia except in patients who received prophylactic f¡lgrastim or

sargramostim or in high risk pat¡ents who did not rece¡ve prophylactic CSF. High risk patients include those age >65 years or
witñsepsis, severe neutropenia with absolute neutrophil count <100/mcl, neutropenia expected to be more than 10 days in

duration, pneumon¡a, invasive fungal infection, other clinically documented infections, hospitalization at time of fever, or pr¡or

episode of febrile neutropen¡a.
E) iSF are not indicated to increase chemotherapy dose-intensity or schedule, except in cases where improved outcome from

such increased intensity has been documented in a clinical trial.
F) CSF (other than pegfllgiastrim) are indicated in the setting of autologous progenitor cell transplantat¡on, to mobil¡ze peripheral

blood progenitor cells, and after their infusion.
G) CSF are NOT indicated in patients receiving concom¡tant chemotherapy and radiation therapy.
H) There is no evidence of clinical benefìt in the routine, continuous use of CSF in myelodysplastic syndromes. CSF may be

¡ndicated for some patients with severe neutropenia and recurrent infections, but should be used only if significant response is

documented.
l) CSF is indicated for treatment of cycl¡c, congenital and idiopathic neutropenia.

GUIDELINE NOTE 12, TREATMENT OF CANCER WITH LITTLE OR NO BENEFIT PROVIDED NEAR THE END OF LIFE

Lines 102,103,123-125,144,159,165,166,170,181 ,197,198,207,208,218,220,221,228,229,231 ,243,249,252,275-278,280'287'292'
3 1 0-3 1 2, 320, 339-34 1, 356, 4 59, 586,622

This guideline only applies to patients with advanced cancer who have less than 24 months median survival with treatment.

All patients receiving end of life care, e¡ther with the ¡ntent to prolong survival or with the intent to palliate symptoms, should have/be

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

Treatment w¡th intent to prolong survival ¡s not a covered service for patients with any of the following:
. Median survival of less than 6 months with or without treatment, as supported by the best available published evidence
o Median survival w¡th treatment of 6-12 months when the treatment is expected to improve median survival by less than 50%, as

supported by the best available published evidence
. Median survival with treatment of more than '12 months when the treatment ¡s expected to improve median survival by less than

30%, as supported by the best available published evidence
¡ Poor prognosis with treatment, due to limited physical reserve or the ability to withstand treatment regimen, as ¡ndicated by low

performance status.

Unpublished evidence may be taken into consideration ¡n the case of rare cancers wh¡ch are universally fatal within six months without

treatment.

The Health Ev¡dence Review Commiss¡on is reluctant to place a strict $/QALY (quality adjusted life-year) or $/LYS (life-year saved)

requirement on end-oflife treatments, as such measurements are only approximations and cannot take into account all of the mer¡ts of
an individual case. However, cost must be taken into cons¡deration when considering treatment opt¡ons near the end of life. For

example, in no instance
months when hundreds

4-16-2012

can it be justified to spend $1OO,OO0 in public resources to increase an ¡nd¡vidual's expected surv¡val by

2)
3)
4)
5)

of thousands of Oregonians are without any form of health insurance.
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GUIDELINE NOTES FOR THE APRIL 1 , 2012 PRIORITIZED LIST OF HEALTH SERY/CES

GUIDELINE NOTE I2, TREATMENT OF CANCER WITH LITTLE OR NO BENEFIT PROVIDED NEAR THE END OF LIFE (CONT'D)

Treatment with the goal to palliate is addressed in Statement of lntent 1, Palliative Care.

GUIDELINE NOTE 13, MINIMALLY INVASIVE CORONARY ARTERY BYPASS SURGERY

Lines 76,195

Minimally invasive coronary artery bypass surgery indicated only for single vessel disease.

GUIDELINE NOTE I4, 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

Lines 89,384

Radiation treatment is indicated only in those at high risk of heterotopic bone formation: those with a history of pr¡or heterotop¡c bone
formation, ankylos¡ng spondylitis or hypertrophic osteoarthritis.

GUIDELINE NOTE 16, CYSTIC FIBROSIS CARRIER SCREENING

Lines 1,3,4

Cystic fibrosis carrier tesling is covered for 1) non-pregnant adults if indicated in the genetic testing algorithm or 2) pregnant women

GUIDELINE NOTE I7, PREVENTIVE DENTAL CARE

Line 58

Dental cleaning and fluoride treatments are limited to once per 12 months for adults and twice per 12 months for children up to
(D1 110, D1120, D1203, D1204, D1206). More frequent dental clean¡ngs and/or fluoride treatments may be required for certain
risk populations.

age 19
h¡gher

GUIDELINE NOTE I8, VENTRICULAR ASSIST DEVICES

Lines 108,279

Ventricular assist devices are covered only in the following circumstances:
A) as a br¡dge to card¡ac transplant;
B) as treatment for pulmonary hypertension when pulmonary hypertension is the only contra¡nd¡cation to cardiac transplant and

the antic¡pated outcome is cardlac lransplant; or,
C) as a br¡dge to recovery.

Ventr¡cular assist devices are not covered for destination therapy.

Ventricular assist devices are covered for cardiomyopathy only when the intent¡on is bridge to cardiac transplant.

GUIDELINE NOTE I9, PET SCAN GUIDELINES

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

PET Scans are covered for diagnos¡s 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

For diagnosis, PET is covered only when it will avoid an ¡nvas¡ve d¡agnostic procedure, or will assist in determining the optimal analomic
locat¡on to perform an invasive diagnostic procedure.

PET scans are covered for the in¡tial staging of the following cancers:
. Cervical cancer only when in¡t¡al MRI or CT is negative for extra-pelvic metastasis
. Head and neck cancer when initial MRI or CT is equivocal

4-16-2012
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CAIiTADA

PROVTNCE DE QITEBEC
DISTRICT DE TROIS-RIVIÈRES
No. : 400-17-002642-LI0

COUR SUPÉNTEURE

GINETTE LEBI.A}IC,
demanderesse

c.
PROCI'REI'R EÉUÉNAT, DU CAIi¡ADA,

défendeur
et
PROCURETTR eÉlrÉner, Du QuÉBEC,

mis-en-cause

AFFIDAVIT OF iIEAÀTETTE HATL
OPPOSING ASSISTED SUICIDE

1

THE UNDERSIGNBD, being

I live in Oregon where

law was enacted in 1991

first duly sworn under oath, states:

physician-assisted suicide is legal.

via a ball-ot initiative that I voted

and told that I had 6

Our

for.

2. In 2000 , I b/as

months to a year to

didn't know exactly

diagnosed with cancer

Ii-ve. I knew that our had passed, but I

I tried to ask my

Iaw

how to go about doing it.

MD, but he didn't really ansv/er me. Indoctor, Ken

hindsight,

Stevens

he was stalling me

3. I did not want to suf f er. I wanted to do our l-aw and I

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

give up and ul-timately I decided to fight the cancer. I had both

chemotherapy and radiatj-on. I am so happy to be alive!

Affidavit of Jeanette Hall

E: \ASE Files\l,eblanc\Jeanette Hall Affidavit.wpd

Page 1
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4. This ,July, it was L2 years slnce my dlagnosis. If Dr-

Stevens had bel-ieved ín assisted suicide, I would be dead.

Assisted suicide should not be legal '

Dated this /7ú ¿uu of Augus t 2oL2

SWORN BEFORE ME At
oREGON, USA
oft r VlvU\Êfr \-l ¿ 2or2

NAME:

A notary ín and for the
State of Oregon

ät'¡tr¡b,tgt'q- ,lEiA¡\fEfTE IIALI¡

)

)

)
)

)
,)

)

)

}

)

)

)

)

)

)

ADDRE SS : tqü\t)5 Ë\¡¡ \\\rrs¡ñx¿
<tlt0ùrô. s{''q?ûbr't

EXPIRY OÈ COMMTSSION:

PLACE SEAL HERE:
$gaþY\"ìæ¡/ lr':rtg ¡

)

)

ffi *=.RTfi'ftilT".,.
NØ tiffi[!i&'i;:t#i'
My o$r$Éiloil llFlnil !¡tflirDrn 2s, 20tõ

Affidavit of Jeanette HaIl - Paqe 2

\\$¿rve¡\dox\ASÊ Fllee\Leblanc\Jeðnèt,te H¿Ì1 Af f.tdavlt,wpd
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REQUEST FOR MEDICATION
TO END MY LIFE IN A HUMANE AND DIGNIFIED MANNER

am an adult of sound mind.

Flrst le

Iam suffering from
incurable'¡,,"ve,"ibl"ffiùltinceatnwithinsixmonthsandwhichhasbeenmedically
confirmed by a consulting physician'

I have been fully informed of my diagnosis, prognosis, the nature of medication to be prescribed and potential

associated risks, the expected iesull and feas¡óle alternatives, including comfort care, hospice care, and pain control'

I request that rny attending physician prescribe medication that I may self-administer to end my life in a humane and

Oigñ¡iieO mannei and dispänsé or to iontact a pharmacist to dispense the prescription.

lnitlal One

I I I have informed my family of my decision and taken their opinions into consideration.

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

I I I have no family to inform of my decision.

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

I understand the full import of this request and I expect to.die when I take the medication to be.prescribed- I further

understand that aftnoúðñ riróri.oãatni occüi ùiin-¡niñree hours, my death may take longer and my physician has

counseled me about this possibility.

I make this request voluntarily and without reservation; and I agcept fu_ll moral.re-sponsibility for my actions' I further

il;Ë*lhãi iåm ói sound mínd and not actíng under duress, fraud, or undue influence'

Signature: County of Residence Date

DECLARATION OF WITNESSES
By initialing and signing below in the presence of the person named above signs, we declare that the person making

and signing the above request:

Last

Witness 1 Witness 2

llll
l¡ll
tlll
llll

1. ts personally known to us or has provided proof of identity;

2. Signed this request in our presence on the date following the person's signature;

3. Appears to be of sound mind and not under duress, fraud, or undue influence;

4. ls not a patient for whom either of us is the attending physician.

Date:Signature:Printed Name:

Witness 1

DateSignature:Printed Name:

Witness 2

NOTE: Only
or to

operate, or be employed at
physioian at the time of the
health ca re facility, one of

hea

DOH 422-063/CHS 601 {REV
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\¡l¡esfs RCWA I 1.12. t60

c
ïI'ESTS REVISED CODE OF }I'ASHINGTON AI'¡NOTATED
TITLE I l. PROEATts AND TRUST LArt¡f
CHÀPTER 11.12. WTLLS

* 11.12.160. Interosted wiûress--Effect ou will

(t) An intereeted witness to a will i¡ one who would receíve a giff uuder the will.

(2) A will or any of its provisions is not
least two othsr subscribing wiu¡€$sÊs to

invalid bocauso it is sigaed bY an interestod witness. U¡lsss ttore aro at

the will who arc not intorostod witnosses, the fact that tho willr¡akes
toa cr€atÊs a üratthe Ítßtr-

(3) If the presuurptÍon osþbllshod r¡nder subsootior (2) of,lhir ggction lppt¡es sld tho interest0d witncss fails'lo

ì-ú"i U ú" iot*rå*tr¿ *itoæs shnll talce so much of tlie gi& na does uof sxcusd the shars of thc ostnto that n'ould

bê ili$;¡but6d tü tho $.itne!! if the will werc not e$ablished.

(4) The presumption establisherl under subsection (2) of this seotion has no åffoct othe¡ than that stated in sub'

section (3) ofthis seotion.

Çunont with 2008 LegÍslation offeotivs through Septernber 30, 2008

O 2008 Thomson Reuters/lvest.
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O 2003 Thomson RcutersAilesL No Claim to Orig' US Gov' Works'
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Knowledge and approval and suspicious
cir"cumstances
Home guc*c$gsioÂ Laws: OonFultation Faoer - Wills (hJ"nl) Witnessins wills and unduo infl".Vence

g.qtermlnlng whçther a will reffel:ts ths yvill-mqker's true intentiorlç Knowledge and approval and suspicious circumstiances

2.56 lnorderforawilltobevalid,itisnecessaryforthepersonseekingagrantofprobatetoestablishthatlhewill'makerhad
knowledge ol and approved, its contents. Complying with the formal requirements of validi$ (for example, lhe witnessing

requirements)and having proof of testamentary capacity is usually enough to establish knowledge and approval.@

2.52 However, where a suspicious circumstance exists, the person seeking to uphold the will muslProve thatlhere was

knowledge ano approvar.qr'À" onus of proof is on rhat person, not the person challenging the will.@ Lack of knowledge and

approval is raised more frequently in Australian probate matters than undue influence because it avoids diffcult problems of

cg

.58 What may constitute a suspicious circumstance has not been limited by the courts or legislation

been held to be suspicious and require further investigation include the following:
,ZQ c¡rcumst¡ances that

.A benefici is involved in the will-makin for example by wilnessing the will,Awriting or preparing the will or

the will-maker to a sol

. The will-maker is'blind, illiterate, or mentally or physically enfeebled'.23

. The will has not been read to the will-maker or by the will-maker prior to execution.Z4

. The will changes a pattern of previous wills by cutting out'natural' beneficiaries and replacing them with recent

acquaintances.Lã

2.59 The degree of suspicion wfll depend on the facts of the case. lf on is not removed not be ranted

p reviq-r¡s_ vglid wi!-rney-þe*Up¡9l! d uted rules as if no

willhad made.

Question

wg Are any changes to the law relating to knowtedge and approval and suspicious circumstances neceasaty to improve

protection for older and vulnerable wilþmakers?

FOOTNOTES

66 l',ock v Austln (1918) 25 CLR 519, 528.

67 lb¡d; camey v Haillzo11lSASC 207 (30 Novembâr 2011) t13l; Abta Austratìa sarv¡c€s v Yammas t20101 vsc 237 (3 June 2010) m; Mcholson v Knaggs [2009]

vsc 64 (27 February 2009) t1521; Erowt v Wade 2alT WASC 367 (9 Decomber 2010) [321]'

6g Matthew Tyson, ,An Analysis of the Dlfferences Bstweon th€ Doctrine of undue lnfluence with Resp€ct to Testamsnlary and lntor Vivos Dlspositions' (1997) 5

Australian Prcpeny Law Joumdl 1, 12.

69 Burns, above n 17, 157, 163.

70 Tyrcll v Pa¡nton [fS94l P 151, 157; Bool v Bool (1941) St. R. Qd. 2õ' 39'

!! ronklssvGrahamlze}2)Nswscs91 (4october20o2ll1o4l;ReEmanuell1981l vR113: lvfrltervMillerl2}ooJNswsc767(2August2000)[33].

72 Nock v Austin (1918) 25 cLR s19; Re Emanuet [19S1] vR 113; Abte Austra/ra se¡vices v YaÍilnas f201ol vsc 237 (3 June 2010) f97¡; Roebuck v srnole [2000]

wAsc 312 (20 December 2000) t94l; Bdtry v Bul.l¡n (183S) ll Moore 480, 481; 12 ER ß89: Tyrett v Patnton 116941P 151 (rvtrere lhe beneficlary's son u'fote ând

oxecut€d the will).

Zg Roebuckvsmol.e[2000lWASC3.t2(20oecember2000)[94]; AbleAustratiaservices vYammas[2010]VSC237(3June2010)[97]; Shoûetv ¡lodgos(1988)14

,l/6/2016 ìftotledge and apprwal and sUspiciars clrcumstances | \fctorian Law Reform Çonmission

NSVI'LR 698, 705.

T4 Ablø Austratiasdrvices v yanntas t2o10l vsc 237 (3 June 2010) [97]; Roos v Kapemkow(Unreported, Supremo Court of south Austtaliã, Þoyle cJ' 2l July

1 998) 15.

75 petrovski v Nasev [201.f t NSWSC 1275 (17 November 2011) t25S]; Anthony Smith, 'suspicious Circumstancos and Wlls' (1994) 24

Journal 347, 352.

http://www.lawreform.vic,gov.adcontenvknorrvledgean&approval-anSsuspiciotts-circumstiances
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BEFORE THE LEGISLATURE OF THE

STATE OF NEVT YORK

IN RE NBVü YORK BILLS DECI,ARJATION OF KENNEEH

STEVENS, MD

I, Kenneth stevens, declare the following under penalty of

perl ury.

1. I am

Iegal. I am also a Professor Bmeritus and a former Chaír of the

Department of Radiation Oncology, Oregon Health & Science

university, Portland, oregon. I have published articles in

medical journals and written chapters for books on medical

topics. This has been for both a national- and international

audience. I work in both hospital and cl-inical settings ' I have

treated thousands of patients with cancer'

2. In Oregon, our assisted suicide J-aw applies to patients

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

clarífy that this does not necessarily mean that patients are

dying.

3. In 2OOO, 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

Affidavit of Kenneth Stevens, ,Jr., MD

a doctor in oregon where physician-assisted suicide is

E,\asE 2ol6 +\New Yôtk\Kenneth stevens HD oeclâràtion'upd

page 1
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cancer. I understand that he had referred her to me.

4. At our first meetj-ng, Jeanette told me plainly that she did

not want to be treated and that h¡as going to \\do// our law, i.e.,

kill hersel-f with a lethal dose of barbiturates. It h/as very

much a settled deci-sion.

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

suicide. I af so believed that her cancer \^/as treatable and that

her prospects \^/ere 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

and }earned that she

she went through with

to be treated and she

thrill-ed to be alive.

fourth visit, I asked her about

had a son. I asked her how he

her plan. ShortlY after that'

is stil-I alive todaY. Indeed'

her family

would feel- if

she agreed

she is

It's been fifteen years.

Iegal assisted suicide1. For Jeanette, the mere presence of

had steered her to suicide.

B. I also write to clarify a difference between physician-

assisted suicide and end-of-life palliative care in which dying

patients receive medication for the intended purpose of relieving

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

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

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

anytime soon.

Affidavit of Kennett¡ Stevens, Jr., MD
Ê:\ÀsE 2016 +\Ñew Yôrk\Kenneth Stévêns MD Dêclà¡atiô¡.wd

paqe 2
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9. t'inally, I have been asked to comment on generally accepted

medical practice regarding the administration of prescription

drugs t,o a patient.

L0. Generally accepted medicâl practice al^Iot^ts â doctor, or â

person actÍng under the direction of a doctor, to admÍnist,er

prescription drugs to a patient. Common examples of pelsons

acting under the directíon of a doctor, include: nurses and other

healthcare professionals who act under the directlon of a doctor

to administer drugs to a patient ín a hospital set,t,ing, parents

who act under the direction of a doctor to administer drugs to

their chil-dren ín a home setting; and adult, children who act

under the direction of a doctor to administer drugs to their

parents in a home setting. 
.r+

Signed under penalty of perjury, tinLs .ó? day of .fanuary,

2076.

dtr*b.*D
Stevens, Jr.,
Sherwood, Oregon

Àfftdavlt of Kenneth Stevene, Jr., MD - page 3
rlltBfr\.! ¡\¡tl ¡4tl .lll.r li,rl\frnoth ¡a.sit ,O 0.!¡..¡tl!ñ.q¡l
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4t6t2016 Mercy killing - definition of mercy killing by The Freo Ðictionary

Mercy killing - definition of mercy kill¡ng by The Free Dictionary
http://www.thefreedi ctionary. com/mercy+ ki lling

n

Euthanasia.

American Heritage@ Dictionary of the English Language, Fifth Edition. Copyright @ 2011 by Houghton Mifflfn Harcourt Publishing Company

Published by Houghton Mifflin Harcourt Publishing Company. All rights reserved.

mercy killing
Also found in:

mercy killing

mercy killing
n

(Medicine) another term for euthanasia

Co

2006, 2007, 2009, 2011, 201 4

eU'tha'na'Sia (,yu oe'ner Ja, -3i e, -zia)

, Medical, Legal, Acronyms, Encyclopedia, Wikipedia.

animal

of putting to death painlessly or allowing to die, as by withholding medical

sutfering from an incurable, esp. a painful, disease or condition.

and Unabridged,12th Edition 2014@ HarperCollins Publishers 1991, 1994,1998,2000,2003,

o called mercy ng.

[1640-50; < New Latin < Greek euthanasía easy death]

Random House Kernerman Webster's College DÍctionary, @ 2010 K Ðictionaries Ltd. Copyright 2005, 1997, 1991 by Random House, lnc. All

rights reserved.

Thesaurus Legend: 3ì Synonyms <-> Related Words ÉAntonyms

Switch to new thesaurus

Noun 1. mercy killing - the act of kilfing someone painlessly (especially someone suffering
from an incurable illness)

;i euthanasia

+-+ kill, putting to death, killing - the act of terminating a life

Based on WordNet 3.0, Farlex clipart collection. @ 2003-2012 Princeton University, Farlex lnc.

http:lllww.thefreedi ctionary.com/m ercy+ ki I l¡ rE
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lnstructions for Medical Examiners, Coroners, and Prosecuting Attorneys:

Gompliance with the Death with Dignity Act

Washington's Death with Dignity Act (RCW 70.245) states that "...the patient's death
certificate...shall list the underlying terminal disease as the cause of death." The act
also states that, "Actions taken in accordance with this chapter do not, for any purpose,

constitute suicide, assisted suicide, mercy killing, or homicide, under the law."

lf you know the decedent used the Death with Di n Act, must com with the

requ remen e en com e

1. The underlyi termina listed as the cause of death

marked as "Natura2. The manner of d

3. The cause of death section may not contain any language that indicates that the

Death with Dignity Act was used, such as:

a. Suicide
b. Assisted suicide
c. Physician-assisted suicide
d. Death with Dignity
e. l-1000
f. Mercy killing
g. Euthanasia
h. Secobarbital or Seconal
i. Pentobarbital or Nembutal

The Washington State Registrar will reject any death certificate that does not properly

adhere to thé requirementé of the Deaih with bignity Act.1 lf a death certificate contains

any reference to actions that might indicate use of the act, the Local Registrar and

Funeral Director will be instructed, under RCW 70.58.030, to obtain a correction from

the medical certifier before a permit to proceed with disposition will be issued.

Call the Department of Health's Center for Health Statistics (360-236-4307) for
guidance on how to proceed if you have any questions regarding compliance with cause

of death reporting under the Death with Dignity Act.

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

as may be req uired to secure the uniform observance of its provisions and the maintenance of a perfect

system of regi stration. ... 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 lnformation to be

necessary to make the record complete and satisfactory." RCW 43'70'160'

,,

must

must

Revised April B, 2009

furnished as may be
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Sawyer Arraigned on Stãte Fraud Charges
Judge Sets Plea Entry for Sept. 6

Nclf| tourcaa

PO8TED: ll:36 PM PDT Ssptomb€r ?, 2011
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SEND, O'r. . Formsr B€nd raal ostat€ brokôr Taml Sewyer was arraþnêd Thursdåy on Êtate ch¡rgoc
of c¡lmlnal mlstreetmonl snd ¡ggravated theft, four days tfter hor ar¡osl at Porlland lnlernatlon¡l
A¡rport.

MORE FnOÍ Kn/¿COil Sawyer was takon lnto cuEtody by Po¡t ot PortlEnd pollco

âftèr årlvlno on ä fllght b¡ck from Mexlco, whôro Bhe was
sllowod to go and ohock on rental proporty,

Hffir,N.H

. NolghborlmpsclEddehomÊbuyor
oducalton pðgråm

. E2rBendl hour¡ng crllls, Pl. 1: Whob þ
blrm!?

. ¡llË- lnboduclng
CôBsdssolh.bylRsslty,com

. Exlrüo.dlnory LMng Magazlns Nows

. gond'r boom þadí Ho.nÞ ptloe lsê
No,¡l l¡ ¡rüon

She appoared boforo Dosohutes County ClrolJll Judg6 Wollð
Ashby, who oontlnued hor bond 6t S50,000 but sot no tavol
restrlcllons, proeecutors said.

A,ehby sald Bhê cân travel outsldo of Or€gon but hae to sign

and eubmlt a walvor of oxtradltlon, should lhâl be nosdôd.

tondry, Jmurry 25,2014 | t:17 rm

Mort Populat

^rllol¡r
9lldoahowi Vldoo¡

Tsl(ðov€r Ooy 23: Gtásty c¡ncolt i4onday
cotîmunlty m3oin0

Plckup plun9ss offMt. Hood Forssl roâd lnto rlsr,
m8n m¡r6¡nC

7,1-ñegnltrdo Alãôkå quâko spörks Kânsi gar
lo¡k;4 homot ds3lIoy€d

W¡lh bod sh.ots.nd bw6lt lor topê¡,3lnm¡tor
rscapo

Sðl{omsnl r€echod ln Alborßonr, Hagosn lãwsull

7,1-rnagnlGdt lar{hquðko hlb Alsrlr¿

Aíostmsdo ln NW Band ollìco b0tglerlå¡,
vsîdellrm Gt
soænd suspod or¡e¡ted ln Crook County murder

' c¡¡o
i

i

Sawyer laces clìårgeB of l¡rsl-dogree crlminal mlElroålment

and aggravoted theft.. ôcoussd ot solllng Thomas Mlddleton'¡ home and pookotlng tho proceeda.

Thå ¡udge sôt hor noxl court âppoarånoo for sept, 6 at 8:30 a.m,, when ehe is scheduled to onlor s

pl€a,

Sawyor and hugband Kevln a¡e schoduled fo¡ ttlal ln Docember on têdo¡al ftaud and monay'

laundering chargee.

Formcr Bend rsal esleto brok€r Taml Sawye¡ was afrosled S¡Jndåy nlght at Po¡lland lntornrllonal
Ai¡port on ¡ Daschute¡ County wårrånt lssuod late laet weak after het lndlctment on felony oharges of
crlminol mlolrootmónl and aggravaled lheft.

Sawyor,48, üråB booked lnto lho Multnomah County Jall eround 9 p.m. Sunday, sboul á hall-hour afler
hsr årrsst, roportedly having luet llown baok to Oregon afler a ludgo agrood to þt her go chsck on

rontal proporly lhat shô and husband K€vln own ln Cabo San Luc¡s. Mexlco'

Ossohutog County Chcult Judgo Alt¡ Brady slgnod an ânâÊt warr.nt wlth i50,000 ball last Thureday,

two days aflor shs was lndlctod on ä flrst-dogros crlmlnal mlsl¡eelmenl chargo lhst alleges eho look

custody ol Thoma¡ Mlddlolon, ?a dependent or elderly person,? for the purposs of íÍåud.

ihe llnt degrae aggravatod lheft chargô alleges that ln Octobe. 2008, Sawyer ttole moro than

f50,000 f¡om the Thomas MHdloton Revocablo Tru¡i,

St¡to and court doouments show Middlelon, who sufferad from Lou Gahrlg?s dicease, movðd lnlo

Sawyof?s homo ln July 2008, monlh¡ allor namlng hor trusteo of hle ortate, The Bullelln reporlod

Saturday. Mlddleton deeded hls homg to lhå trus( and dkect€d hot to make lt a rental untll the resl

maùot lmprovôd.

lnsto¡d, Sawyot slgnod documonts that monlh to ll8t tho property lor salo, two days âfler M¡ddlelon

dled by phyelchn-ass¡rtod sulcld€. Tho proporty sold in October of that year for more lhan $200,000,

lhe documont¡ show, and lt waE dgposlted lnto an accounl fot one of Sgv/yer?8 businease¡, Sta¡board

and 180,000 of lhal was traneferod to two oth€r Sawyer companios, gon€sls Futu¡ec snd Taml

Sewyer PC,

;a'¡[¡;ri'; ì':1, lll,, ¡.'r"ì,.t1.¡t,''''.

":,,1."'iffil"::;i'l:

rrl ¡ i il.l¡r, r, ¡'r¡l

. ,¡lljì
t,

Sawysr and h6i husbrnd, a lormar Bsnd police captaln, faoe lrlal sohadulEd for Decsmber ln Eugene A-81
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This year our keynote speaker will
be Derek Humphry, the author of
Final Exit and the founder of the

emlock Society USA in 1980.
perek is generally considered
to be the father of thã mõðêrn
movement for choice at the end ot

Non-Profìt Organization

US Postage

PA ID
Seattle,WA

Permit #1896

Save the Date !

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

ó55ó 35th Ave NE
Seattle, WA 98115-7393

Derek Humphry to be Keynote Speaker at 2011 Annual Meeting

life in America

Derek is a British journalist and author who has lived in the United States
since 1978, the same year he published the book Jean's Way describing
his first wife's final years of suffering from cancer and his part in helping

to die peacefully. The public response to the book caused him to start
e Hemlock Society USA i

the Hemlock S

n 1980 from his garage in Santa Monica. Years.

would become End of Life Choices and then
erge with Compassion ln Dying to become Compassion & rces.

ln 1991 he published FinalExit. Much to his surprise, it became the national
#1 bestsellerwithin six months. Since then it has been translated into 12

languages and is now in its fourth edition.

Although not affiliated with * and sometimes even at odds with - Compassion & Choices, Derek till actively
involved in the movement, Always interesting and sometimes controversial, Derek will provide porters
and their guests with his perspective about the evolution of the movement for choice at the end eræ
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Death Ðrugs Cause Uproar in Oregon
BySUSAN DONALDS0N JAMES Aus, 6, 2008

1K The news from Barbara Wagner's doctor was bad, but the rejection

SHARES letter from her insurance company was crushing

o
Eg

The 64-year-old Oregon woman, whose lung cancer had been in
remission, learned the disease had returned and would likely kill her.

Her last hope was a $4,000-a-month drug that her doctor prescribed

for her, but the insurance company refused to pay.

What the Oregon Health Plan did agree to cover, however, were

drugs for a physician-assisted death. Those drugs would cost about

$so,

"lt wês horrible," Wagner told ABcNews.com. "l got a letter in the mail

that basically said if you want to take the pills, we will help you get

that from the doctor and we will stand there and watch you die. But

we won't give you the medication to live."

Critics of Oregon's decade-old Death With Dignity Law -- the only one

of its kind in the nation - have been up in arms over the indignity of
her unsigned rejection letter. Even those who support Oregon's

liberal law were upset.

The incident has spilled over the state border into Washington, where

advocacy groups are pushlng for enactment of lnitiative 10OO in

November, legalizing a similar assisted-death law.

Opponents say the law presents all involved with an "unacceptable
conflict" and the impression that insurance companies see dying as a

cost-saving measure. They say it steers those with limited finances

toward assisted death.
83-
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"News of pi.__ ,ent denial is tough enough for a t.*.inally ill person to

bear," said Steve Hopcraft, a spokesman for Compassion and

Choices, a group that suppofts coverage of physician-assisted death.

Letter's I m pact' Þevastating'

,'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 todðy," said Wagner, a Springfield great-

grandmother. "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 cðncer in 2OO5 and

quit. The state-run Oregon Health Plan generously paid for thousands

of dollars worth of chemotherapy, radlation, a special bed and a

wheelchair, according to Wagner'

The cancer went into remission, but in May, Wagner found it had

returned. Her oncologist prescribed the drug Tarceva to slow its

growth, giving her another four to six months to live.

But under the insurance plan, she can the only receive "palliative" Or

comfort care, because the drug does not meet the "five-year, 5

percent rule" -- that is, a 5 percent survival rate after five years.

A 2OO5 New England Journal of Medicine study found the drug

erlotinib, marketed as Tarceva, does marginally lmprove survivalfor

patients witlr advanced non-small cell lung cancer who had

completed standard chemotherapy.

The median survival among patients who took erlot¡nib was 6.7

months compared lo 4.7 months for those on placebo. At one year, 31

percent of the patients taking erlotinib were still alive compared to 22

percent of those taking the placebo

',lt,s been toqgh," said her daughter, Susie May, whO burst into tears
A-84



while talkin"..- , ABCNews.com.

"l WaS the flrSt pêrson my mom called when she got the letter," said

May,42. "While I was telling her, 'Mom, lt will þe ok,' lwas crylng, 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 With'MY Life'

"What is six months of life worth?" he asked in a report in the Eugene

Reg ister-Guard. "To me it's worth a lot. This is my life they're playing

with."

The Oregon Health Plan was established in 1994 and the physician-

on's

hailed

top
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The health plan, for those whose incomes fall under the poverty level,

prioritizes coverage -- from prevention first, to chronic disease

management, treatment of mental health, heart and cancer treatment.

"lt's challenging because health care is very expensive, but that's not

the real essence of our priority list," said Dr. Jeanene Smith,

administrator for the office of for oregon's Health Policy and

Research staff.

"We need evidence to say it is a good use of taxpayer's dollars," she

sôld. "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

More ABCNews review evidence," she said'

Cities Cities The health plan takes "rto position" on the physician-assisted suicide

New York City Nevr,4frBrhóð&YOing to spokesman Jim Sellers.
Los Angeles Los Angeles

p Log ln

85
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noting assisted suicide raises questions
BySudqn an<l KATII Wot¡ srr¡¿ | rublíst,ea: Jul 30, 20()8 ât (¡:30 PM PDI (zoos-o l-gtTtßo:az) | Last uprlateil: oct 30, 2013 at 7:g5 /tM pD.l,(20¡3-

SPRINGFIELD, Ore. - Barbara Wagner has one wish
time,

not ready, I'rn not ready to die," the Springfield
woman said. "I've got things I'd stilt like to do."

Her doctor off'ered hope in the new chemotherapy
drug Tarceva, but the Oregon Health plan sent her a

apploved.
Wagner

Instead, the letter said, the plan would pay for
care, including "physician aid in dying," better known as assisted suicide.

"I told I said, 'who do you guys thinl< you ar.e?'you know, to say that you'Ìi payfor my
you won't pay to help me possibly iive longer?' " wagner saicl..

interpretation?

saha, chairman of the commission that sets polþ for the oregon Health Plan, said
is making an "unfortunate interpletation" of the lefter 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 theil strffering, not giving them an overdose," sâid Dr. William Toffler.

the state has a financial incentive to of{'er death insteacl of life: Chemothera py dlugs such
cost $4,ooo a month while dr.ugs for assisted suicide cost less than groo.

A-8 6



Europe¡n Psychietry 27 {2012) 542-546

Available online at
.ZZ1'..., : . ;i

a .'-

Elsevler Masson France

EMlconsulte
www.em-consulte. comwww.scle ncsdirecl.comtjf stlvftrll

M,{sS{}N

Ll't((-,1 lr\i\
I 5l :.t I l/!l ft,

Original article

Death by request in Switzerland: Posttraumatic stress disorder and
complicated grief after witnessing assisted suicide

B. Wagner"'*, J. Müllerb, A. Maercker'
.Untversíty Ct¡nic ¡or psychotherdpy and Psychoso¡nøtrc Medíctne, Uníveßity Hospital Lelqzig, Semmelweisst'. ,0, MlA3 Leipzig, GermaÍy
b Deportment o¡ PsychtøW, llnlvers¡ty Hospltal Zutlch, Culmdnnstn 8' 809, Zvrlch' Switzerldnd
.øipønr"t o¡ eiychopothotogt arut Cllntcsl tnter|,ent¡on, Unlvers¡ty oî Zttrich, Binzmühlestr. 14/17, 8050 Zurtch, Swltzeîland

ARTICLE ¡NFO

Aralcle h¡story:

Rece¡ved 2 Augtrst Z0l0
Received in revised form 7 December 2010
Accepted 11 December 2010
Av¡ílable online l1 Februåry 201 1

Kel/yr'ords:
Assisted suiclde
Euth¿nàsi¡
compllc¡ted gr¡ef
Posttràumâtlc stress disorder
Depress¡on

1. lntroduction

Assisted suicide and euthanasia for terminally ill patients are
punishable by law almost everywhere except Switzerland, the
Netherlands, Betgium and the U.S. states of Oregon and Washing-
ton. Assist€d suicide is generally deñned as the prescribing or

supplying of drugs with the explicit intention of enabling the
patient to end his or her own life, ln euthanasia, in contrast, it is the
physician who administers the lethal drug. ln the Netherlands and

Belgium, physician-assisted euthanasia is legally permitted,

meaning that physicians are allowed to administer drugs to end

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 assisting another person's suicide is permissible. Physicians in
Switzerland are therefore allowed to prescribe or supply a lethal
dose of barbiturates w¡th the explicit intention of enabling a

påtient they have examined to end hís or her own life. However,

most assisted suicides in Switzerland are conducted with the
assistance of non-profit organisations [231. These right-to-die

t Corresponding author. Tel.: +49 341 9718861'
E-mait tddress: birgit,wagner@medizin,uni-leipzig,de {8. Wagnet).

0924-933s/$ - see front matter o 2010 Elsevier Masson sAs' All rights reserved.

doi:1 0.1 0l 6fi.eürpsy.20l 0.12.003

ABsTRACT

Bockground: Despitc continuing political, legal and moral debate on the subject, assistcd suicide is

permitted in only a few countries worldwide. However, few studies have examined the impact that

witnessing ãssisted suicide has on the mental heâlth of family members or close friends.

Methods: A cross-sectional survey of 85 family members or close friends who were present at an assisted

suicide was conducted in December 2007. Full or partial Post-Tråumatic Distress Dísorder (yfSD; ¡mpact

ofEvent Scale-Revised), depression and anxiety symptoms (Briefsymptom lnventory) and complicated

grief(lnventory ofComplicated Grief) were ¡ssessed ât 14 to 24 months post-loss.

85 participants, 13xí met the criteria for full PTSD (cut-off > 35), 6'5% met the criteria for

(cut-off> 25), and 4.9% met the criteria for complicated grief. The prevalencc of
16X; the prevalence of ânx¡ety was 6ß.

prevalence of PTSD and depression was found in the present sample than has bccn

Swiss population in general. However, the prevalence of complicated grief in the samPle

was compâråble to that reported for the general Swiss population. Therefore, although there seemed to

be no complications in the griefprocess, about 20iä of full
related to the loss of a

Elsevier Masson SAS. All rights reserved.

organisations offer personal guidance to members suffering
diseases with "poor outcome" or experiencing "unbearable
suffering" who wish to die.

The two largest right-to-die organisations in Switzerland are

Exit Deutsche Schweiz and Dignitas. Membership of Exit Deutsche

Schweiz is available only for people living in Switzerland, whereas
Dignitas is also open to people from abroad, Exit Ðeutsche

Schweiz has about 50000 members, and between 100 and 150
people die each year with the organisation's essistance. [n
comparison, 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

of barbiturates, and the drugs are stored at the Exit h€adquarters
until the day of use. Usually, the suicide takes plåce 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. lf the patient is

incapable of swallowing the barbiturate, it can be self-adminis-
tered by gastrostomy or intravenously [4]' After the patient has

died, the Exit volunteer notifies the police. All assisted suicides are

reported to the authorities, Deaths through assisted suicide are

¡ecorded as unnatural deaths and investigated by the lnstitute of
Legal Medicine.

Conclusion:
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NEV/S RELEASE
Dats; o 2010

Christine Stone, Oregon publlc Health Informat on Officer; 971-678.1282, desk;
Contact: 503-602-8027 cell n .s

Rising suicide rate in oregon reaches higher than national
avera

World S ide Preventíon is tember 10

Aftor slnce lng to a new""Sulcldes ln Oregon:Trends and Rlsk report also detalls
recommendatlons to prevent the number of sulcldes in Oregon.

"Sulclds ls one of the.most persìstent yet provontabte publlc heallh p*rbloms. li ie the loadlng causo of death
from lnJurles - more than even from car crashee. Ë19h year 550 poàple ln Oregon dle from íulclds ánO t,egO
poople are hospltallzeclfor non-fatalattornpts," sald Llsa Millet, MPH, prinoipalìnvestigator, and rnanageiof
the lnjury Prsventlon and Epidemlology Ssctlon, Oregon Public Health.

Il."tl_.P likely-rnany reasons for the st€¡to's rislng suicide rato, accorcllng to Mlllet. The slngle most
identifiable tlsk factor assoclatecJ with sulolds ls dopresslon. Many poople can manage thelicleþression;
however, stress and crisis can overwholm thelr al¡lllty to cope suecessiully.

Stresses such as from job loss, loss of homo, loss of famlly and frlends, llfe transitlons and also the stress
vstorans oan experionce returning home from deploymont - all lncreaso tho likelihood of suicide among those
who are already at risk,

"Mffny pooplo ofton keep thelr depression a socrot for lear of dlscrlrnination. Unfoftunatoly, famllles,
comrnunitlss, buslnesses, sehools and othor lnstitutlons oflen dlscrimlnato agalnst peoplo with depiesslon or
other mental illnoss' Theg-e people wlll contlnue to dle noodlesely unloss they have'support and offeo¡ve
communlty-based msntal health care," sald Mlllet.

The report also lncludod the following flndlngs:

' Thers wâs a markad increase in eulcides among middle-aged women, The number of womon betweon
45 and 64 years of age who dled from s.uíoide rose 55 perðent botween 2000 and 2006 - fiom g,2 per
100,000 to 12.8 per 100,000 respectlvoly,

9{a$g,l'-j;gtolflo,ptq. rp+\hle@ The rate ts 15.2 sutctdes per 100,000
.,pooprojoon¡parod to tho national rate of 1 1 .3 per 100,000. ( an, zr "?)

a

0regon Health Authori{ )lnH
\ orcgon
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Publlc Health [ltvlslon

Suicides in Oregon:
Trends and Risk Factors

2012 Report-

| ¿cr{ :{rÐtrj¡r,\í u;r '

Oregon Vlolent Death Reporting System

lnjury and Violencs Prevention program

Center for Prevention and Heatth promotion
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Exesutlve Summtry
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*,)
lcadlng oauso of deaü.u*gnr au oregoniansin z0lo. r[. nn*"i*r;l;.îä;i"' timpaatr of ¡uicido on family-m.muirí *¿ tt il.dó igil,ääy ,ñ'¿*natoring and r
long last'lng, Thls report provldos the most o'*u* suiclde rtoiir-rrËuîn orogon that ornlnform preventt-o¡ nioq,i*¡, porjoy, a¡a nrann{lq w;.ìöäå'oärr,yd'to ftom r98r

iääßffi i1'fiïåii,1î'iJJf"",,l,',ru;li:ll";:l*;xllí"'#i**""'
Key Flndlngs

¡
In 2010, thc raùo among Orogonians of I ?.1 por tporaent than

x The rate of suicide Êmong oregoniana has bpsn Ínoreasing eincc 2000,

00,000 was 4læ
-*;.1

suicide rates among adurrs ag^es 
{s_:ef rgge approximarory 50 perceht from rg,r por100,000 in 2000 ro 2?.1 por 100,000 ùr2010. ths,atu tnrriur[J åîiu u*oog womcnagor 45-64 thnn among men of rhs semo ngs ¿ur¡ultr,e pïJî yä;;:

suicide_rores lTglq mon ege$ 65 nnd older deoreasod npproxrmatety r 5 poroent fromnearly 50 por 100,000 in 2000 to 43 pcr 100,000 in 2Otô.'

Msn were 3.7 times rnoro likcly to die by 
_euicldc-ttran \ryornen, The highost suicide ratoocor¡rred among mon age' es ang over (76,,r por 100,000), Non-¡i¡ìp*¡c whito males hadtho bígheot eutotdo raro Bmong ¡[ raoesT u*,ntoity lii ií;; ìîòö0ü Fhoarme were tbsa" t 

io îlt.'"s qþps- p r I r'' ¡ u;L Ðt n o nn'Tg{'_Ebo íi ùi ! i,;ilì j,'{-É'a,i;), #
A¡proximatoly 26 peroent of suicides occuned ûnong v6teråns, Malo vetern,s had nhlshcr nuicids roto rhan non-votorun moteo (44.6 ur. ¡j.lù., ïób;äööj, Süld;d;higher suicids rates wsre ldsntlfiod arnong mars veterans agor l g-24, 3s-44 ¡nd 45-s4whcn oompared to non-vetcran mareg, vrior¡n suiaide victíme *.Ã'i*po*.¿ to havomore physioal he¿lth problems thsn non-vsterûn mqlçs,

Psycholugloul, bshuvlomr. und hearth probrcrnsco.occur and ars known to rncrcæesuictdo rrsk, Approximatory 70 peroeni 
"f 

ruiàr¿rìirti-åìËd;;t,;ilsed menrardiaorder, aleohol and /or rúbrtun"r u*r probi.*u, or depre ssacr nrood at timo of de¡tltD.espitc tho high prevalerroe ofmmhl hedth profleruirr" t¡rîãi, t¡¡r¿ of malevicd¡ns and nbout 60 nersent of female ulotinis were receiving treatrnont fcr msntqlhcnlth probloms at the time of doatir,

Bvlotion/loss of home was a faotor assoclated wlth 75 deatbs by suicide in 200g.2010,
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J,ra,,, Simon 1.R,, ot sl, Msdiasl Cocts and Produorlvlty Lo¡sss Duo to fnrerpcrronrlgnd Sslf-Dlrsotod Vlotouoo ln tho Unitcd Siatc¡,

Am J Prov Mad,2007¡32(6)t174482.
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IN THE STATE OF COLOTUADO

IÑ RE PROPOSED
INITIATIVE #124

DECI,ARJÈTION OF VÍILLT.ãM
rOFFLER, MD

I, WILLIAM TOFFLER, declare the following under penalty of

perj ury.

1. r am a professor of Family Medícine and a practicing

physician in Oregon for over 30 years. I write to provide some

insight on the íssue of physician-assisted suicide, which is

1ega] in Oregon, and which I understand has been proposed for

Iegalization in Colorado.

2. Oregon's law applies to "terminal" patients who are

predicted to have ]ess than six months to live. Our law defínes

terminal as follow:

"Terminal di-sease" means an incurable and
irreversible disease that has been medically
confirmed and wilt, within reasonabl-e medical
judgment, produce death within six months.

Exhibit A, attached hereto.

3. In practice, this definition is interpreted to incl-ude

people with chronic conditions such as "chronic lower respiratory

diseaSe" and "diabetes mellitUSr" better known as "diabeteS."

4. In Oregon, people with chronic conditions are "telminal, " if

DecJ.aration of WiLLiam Toffler, MD - page 1
e!\Ásc 2ol6 r\co!.(ôdo\ql¡ll¿r loffjer ilt oâclá(âtid¡'çP



without their medications, they have less than six months of

Iive. This is sígnificant when you consider that a typical

ínsul-in-dependent 20 year-old-year wiTl- J.ive Less than a month

without insuLjn. Such persons, with insulin, are 1Íkely to have

decades to live; in fact, most diabetics have a normal life span

given appropriate control of their blood sugar.

5. I am concerned that by labelling people with chroníc

conditions "terminalr " there will be an excuse to deny such

persons medical treatment so that they can continue to live

healthy and productive lives. Oregon's Medj-caid program is

already denying treatment to some patients based on a statistical
prognosi-s.

6. To read the most recent Oregon government report on our law,

listíng chronic conditions as an "underlying i11ness" to justífy

assisted-suicide, please see ExhibÍt B attached hereto.

Signed under penalty of perjury, this llth day of April 2016

lM- #
Vüi11iam L. Toffler MD

Professor of Family Medicine
3l-81 Süù Sam ,Jackson Park Road
Portland, OR 97239

Declaration of WilJ.ian Toff1er, MD - page 2
E¡\^tE 20t6 r\e¡o.ãdo\9ltl¡¡ñ Tofllr¡ N0 D.cl¡.ùttoÒ."pd
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Oregon Revised Statute

Ghapter 127

Note: The division headings, subdivision hoadings and leadlines for 127'800 to
127.890, 127.895and12i.897 wereenactedaspartof BallotMeasurel6(1994)and
were not provlded by Leglslatlve Counsel.

Please browgs thls page or E dgW¡þa¡LüCSlgtutg for printlng - (or read the statute at
h ttps :l/rrwrv.o re+onle Sl¡ lat ursroov)
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:.ü..¡l;is'¡u;ì..'.

dwda.into@state.or. us

127.800 s.|.01. Definitlons.

The following words and phrases, whenever used in ORS 127.8001o 127.897, have the following meanings:

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

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

(3) "Capable" means that ln the opinion of a court or in the opinion of the patients attending physician or consulting

Èfiysic¡ån, psychiaklst or psychologist, a patlent has the abjllty.to make and communicate hðâlth caro decisions to heâlth

tare providers, including coinmuniãation through persons famíliar with the patient's mannor of communicaling if those
persons are available.

(4) "Consulting physiclan'means a physician who is qualified by specialty or experience to make a professlonal

diagnosis and prognosis regardlng the patient's dlsease.

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

and a patient fór the purpose of determining that the patient is câpable ând not suffering from a psychiatric or
psychological disorder or depression causing impaired judgment.

(ô) "Hea¡h care provider" means a person licensed, certified or otherwise authorized or permilted. by the law_of this
ètáte to admlnistär health care or dispense medication in the ordinary course of business or practice of a profession,

and includes s hoalth care facility.

(7) .lnformod decision'means a decision by a quallfled patlent, to rêquest and obtaln a prescrlptlon lo end hls or her life
in ã humane and dignified manner, that is based on an appreciation of the relevant facts and âfier being fully informed
by the attending physician of:

(a) His or her medical diagnosis;

(b) His or her prognosis;

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

(d) The probable rasult of taking tho med¡cation to be prescribed; and

(e) Tho feasible altornatives, ¡ncluding, but not limited to, oomfort care, hospice care and pain control.

(8) "Medically confirmed" means tho m€dical opinion of the attsnding physjcian has been confirmed by a consulting
physician who has examined the patient ând the palient's relevant medical records.

(9) "Patient" m6ens a person who is under the care of a physician.

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

(11 ) 
-Qualified patienf' means a capable adult who is a resident of Oregon and has satisfied the requirements of ORS

i ZZ.6OO lo 127 .897 in order to obtain a prescription for medication to end his or her life in a humane and dignified

incurable and irreversible disease that has been medically confirmed and will, within
produce dsath w¡thin slx months. [1 995 c,3 s.1 .01 ; 1 999 c.423 s.1]

to End One's Llfe in a Humans and Dignlfied Manner)

(Sectlon 2)

127,805 s.2.01 , Who may initiate a written nquest for medication.

(1) An adult who is capable, is a resident of Orogon, and has been determined by the attonding physician and

htlpl/public.healttr.oregon.gdProviderPartnerResources/EvaluationResearclfDeaÛrwithDignityAcUPages/øs.aspx

(12)*Termlnal disease"
reasonable medical

EX¡IIBIT A

1t6
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1998"2013 Total

charðctsristlca

Durat¡on of

857

2

0-1905
t2

752

2

19

0

1st nd death
43 48

15-439 15-1009 15-1009

øvollable 859

0

5

754705

5

Number

Minutes between and u
5n

1-38

qvoiloble

Number wlth

Minutes between and deathll'

492

Unknown¡ are excluded when calculatlng percentaßes.

lncludes Oregon Reglstered Domestlc Partnershlps,

Clackamas, Multnomah, and Washlngton countles'

lncludes patients thðt were enrolled in hospice at the tlme the prescriptlon was wrltten or at tlme of death.

vascular diseases, ãnd liver dls€ase.

7 First recorded Slnce then, 37 Patienls (4.7%l have chosen not to inform their families, and 16 patlents (2'0%) have

s07

had no famlly to inform. There
¡ Other lncludes comblnatlons of

was one unknown case ln ZOO2, two ln 2005, one ln 2009, ¿nd 3 in 2013.

secobarbital, pentobarbltal, phenobalbltâ1, and/or morphlne.

e Affirmatlve answers only (,'Don,t know" lncluded in negat¡ve ðnsweri¡, Cate8orles are not mutuâlly excluslve, oata unavallable for four

patlents ln 2001.
ro First asked ln 2003. Dâta avallable for all 105 patlents in 2014. 625 pat¡ents between 1998-2013, and 730 pat¡ents for all years.

¡r Thedatashownarefor2O0t-2Ol4slncelnlormatlonaboutthepresenceofahealthcareprovlder/volunteer,lntheabsenceofthe
prescrlblnB physlclan, wes first collected ln 2001'

1z A procedure revl¡ion w¡s made mld-year in 2010 to standardlze reponing on the follow-up questlonnalre. The new procedure accepts

lnformaüon about time of death and clrcumstances surroundlng death only when the physlcian or another health care provlder is

present ãt the tlme of death, Thls resulted ln a larger number of unknowns beginning in 2010'

13 ihere have been a total of slx patlents who regalned consciousness after lngesting prescrlbed lethal medlcations. These patlents are not

fncluded ln the total number of DWDA deaths, These deaths occurred ln 2005 (1 death), 2o1o (2 deaths), 2011 (2 deaths) and 2012 (1

death). please refer to the appropriate years' annual reports on our webslte (http://www,healthoregon.o¡g/dwd) for more detall on

these deaths.r öiã"l"riiåpòftslisted20recordsmlssingthedatecarebeganwlththeattendlngphyslciân,Furtherres€¿rchw¡ththesecaseshas
reduced the number of unknowns.

of6
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My KCBA May 2009 Bar Bulletin

'Death with DignitY':

What Do We Advise Our Glients?

By Margaret Dore

A client wants to know about the new Death with Dignity Act, which legalizes

physician-assisted suicide in Washington.l Do you take.the politically correct

þaín anO agree that it's the best thing since sliced bread? Or do you do your.
job 

"" 
a lañyer and tell him that the Act has problems and that he may want to

take steps to Protect himself?

Patient "Control" is an lllusion

The new act was passed by the voters as lnitiative 1000 and has now been

codified as ChaPter 70.245 RCW.

During the election, proponents touted it as providing "choice" for end-oflife
ã""irion". A glossy brochure declared, "Only the patient - and no one else -
may administer the [lethal dose]."2 The Act, however, does not say this.-
ànywnere. The Act ålso containè coercive provisions. For example, it allows

an heir who will benefit from the patient's death to help the patient sign up for

the letheldoso.

How the Act Works

The Act requires an appiication píoces3 to obtain the lethal dcse, u,'hich

includes a written request form with two required witnesses.3 The Act allows

one of these witnesses to be the patient's heir.4 The Act also allows someone

else to talk for the patient during if'e lethal-Oose request process, for example,

the patient's heir.s This does not promote patient choice; it invites coercion-

lnterested witness

By comparison, when a will is signed, having an heir as one

cieates'a presumption of undue influence- The probate statu

when one of the two required witnesses is a taker under the

Originally published in the May 2009 issue of the King County Bar Association Bar Bulletin. Reprinted

permission of the King County Bar Association'

a
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rebuttable presumption that the taker/witness "procured the gift by duress,

menace, fraud, or undue influence."6

Once the lethal dose is issued by the pharmacy, there is no oversight. The

death is not required to be witnessed by disinterested persons' lndeed, no one

is required to bä present. The Act does not state that "only" the patient may

"¿riir¡rt"t 
the leihal dose; it provides that the patient "self-administer" the

dose.

"Self-administer"

ln an on¡yellian twist, the term "self-administer" does not mean that

administration will necessarily be by ihe patient. "Self-administer" is instead

defined as the act of ingesting. The Act states, "'Self-administer' means a

qualified patient's act oi ingesting medication to end his or her life."7

ln otherwords, someone else putting the lethaldose in the patient's mouth

qualifies as "self-administration." Someone else putting-the lethal dose in a

fäeding tube or lV nutrition bag also would qualify. "Self-administef'means
that someone else can administer the lethal dose to the patient.

No witnesses at the death

lf, for the purpose of argument, "self-administe¡'' means that only the patient

cän aOm¡å¡stär the lethãl dose himself, the patient still is vulnerable to the

actions of other people, due to the lack of required witnesses at the death'

With no witnesses present, someone else can administer the lethal dose

without the patient's consent. lndeed, Someone could use an alternate

ÀétnoO, 
"u"h "" 

suffocation. Even if the patient struggled, who would know?

The leihal dose request woutd provide an alibi.

This situation is especially significant for patients with money. A California

càse states, "Financial reasons [are] an all too common motivation for killing

someone."s Without disinterested witnesses, the patient's control over the

"time, place and manne/' of his death, is not guaranteed.

lf one of your clients is consideríng a "Death with Dignity" decision, it is
prudent to be sure that they are aware of the Act's gaps.

What to Tell Clients

l. Signing the form will lead to a loss of control

Bv sioninq the form, the client is taking an official position that if he dies

"úOããnfy,"no 
questions should be askêd. The client wlll be unprotected agäir1s1

ãtn"r. iri ine eïent he changes his mind after the lethal prescription is filled

and decides that he wants to l¡ve. This would seern especíally important for

clients with money. There is, regardless, a loss of control'

2. Reality check

The Act applies to adults determined by an "attending physícian" and a

'tonsuttinþ'physician" to have a disease expected to produce death within six

months.s áut what if the doctors are wrong? This is the point of a recent article

¡n fn" Seattle Weekly: Even patients with cancer can live years beyond

expectations'0. The article states:

Since the daY [the Patient]was g iven two to four months to live,

[she] has gone with her children on a series of
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"we almost lost her because she was having too much fun, not

from cancer," [her son chuckles].11

Conclusion

As lawyers, we often advise our clients of worst-case scenarios' This is our

oOl'gáti; rãgardless of whether it is politically correct to do so The Death with

Oigñity Act iJ not necessarily about dìgnity oichoice. [."1"9 can enable people

toir"ärrr" others to an eariy death or even cause it. The Act also may

"ntour"g" 
patients with yeais to live to give up hope. We should advise our

clients accordinglY.

Margaret Dore is a seattle attorney admitted to practice ill996 She is the

irräOiut" past chair of the Elder Law Committee of the ABA Family Law

Section. She is a former chair of what is now the King County Bar Association

é;;;ãã"*hþ and Elder Law Section. For more information, visit her website

at www. margaretdore-com-

1 The Act was passed by the voters in November as lnitiative 1000 and has

now been codified as RCW chapter 70.245'

2 l-1000 color pamphlet, "Paid for by Yesl on 1000'"

3 RCW 70.245.030 and .220 state that one of two required witnesses to the

f"inãf-Oot" request form cannot be the patient's heir or other person who will

benefit from the patient's death; the other may be'

4 id.

5 RCW 70.245.010(3) allows someone else to talk for the patient during the

l"tf,ãfOor" request'piocess; for example, there is no prohibition against this

pãr"on being tire paiient's heir or othei person who will benefit from the

pãi""f 
" 

Juãtn. Tire only requirement is that the person doing the talking be
ifamiliar with the patient's manner of communicating'"

6 RCW 11.88.160(2).

7 RCW 70.245.A10(2).

B People v. Stuart, 67 Cal. Rptr- 3rd 129,143 (2007)'

e RCW 70.245.010(11) & (13).

10 Nina shapiro, "Terminal uncertain$," washington's new "Death with

Oignity,' law ällows doctors to help people commit suicide - once they've

deiermineo that the patient has only six months to live. But what if they're

wrong? The Seattle Weekly, Ja!!qry- 14;2A09'
nttó,li***.reattleweekly.côm/2009-b I -1 ¿/news/terminal-uncertainty'

'11 id.
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DECLARATION OF TESTIMONY

I, Isaac Jackson, declare under penalty of perjury the following:

t. I am a lawyer licensed to practice law in the State of Oregon, USA. I am in private

practice with my own law firm specializing injury claims, including wrongful death cases. I

þreviously r"rvãd as a Law Clerk to Judge Charles Carlson of the Lane County Circuit Court.

I was also an associate lawyer with a firm that specializes in insurance defense and civil

litigation.

Z. I write to inform the court regarding a lack of transparency under Oregon's assisted

suicide act. Even law enforcement is denied access to information collected by the State of
gregon. Moreover, according to the curuent Oregon State website, this lack of access is

official Oregon State PolicY.

3. In 2010, I was retained by a clientwhose father had apparently died under Oregon's

law. The client wanted to know whether that was true. I therefore made inquiry on his

behalf, However and unlike other deaths I have investigated, it was difficult to get

information.

4. I wrote Dr. Hedberg, the State epidemiologist. Attached hereto as Exhibit 1 is a true

and correct copy of a letier I received back from the Office of the Attorney General of

Oregon dated Ñovember 3, 2010. The letter describes that the Oregon Health Authority is

only-allowed to release annual statistical information about assisted suicide deaths' The

letter states:
ORS [Oregon Revised Statutes] t27.865 prevents OHA [Oregon Health

Authòrity] from releasing any information to you or your client. OHA may

only make public annual statistical information'

5. I also wrote the Oregon Medical Board. Attached hereto as Exhibit Z is a true and

correct redacted copy of a letter I received bach dated November 29,20t0, which states in

part:
While sympathetic to [your client's] concerns about the circumstances of his

father's deáth, the Board is not able to provide the information requested.

The Board does not possess the requested documents nor does the Board

routinely receive these documents. Under Oregon law the Oregon

Department of Health collects these documents for their purposes. Further,

if tñe Board did have the documents as a part of an investigation, the Board

would be prevented from releasing them by ORS 676.175. See Exhibit 2.

6. I also received a copy of the decedent's death certificate, which is the official death

record in Oregon. A truõ and correc! but redacted cop¡ is attached hereto as Exhibit 3'

The "immediate cause of death" is listed as "cancer." The "manner of death" is listed as

"Natural."

///



7. Per my request a police officer was assigned to the case. Per the officer's confTdential
report he did not interview my client, but he did interview people who had witnessed the
decedent's death.

B. The officer's report describes how he determined that the death was under Oregon's
assisted suicide law act due to records other than from the State of Oregon. The officer's
report also describes that he was unable to get this information from the Oregon Health
Authorit¡ which was not willing to confirm or deny whether the deceased had used the act.

The officer closed the case.

9. Attached hereto as Exhibit 4 is a true and correct copy of the 0regon Health
Authority's data release polic¡ as of September tB,20LZ,which states in part:

The Death with Dignity Act requires that the 0regon Health Authority collect
information pertaining to compliance (ORS L27.865 (2)) and to make
available to the public an annual statistical report (ORS 127.865 (3)).

The Oregon Health Authority's role is limited to collecting information so
that we can monitor compliance and provide a report regarding the effects of
this legislation. Confidentiality is critical and the Act specifically states that
information collected is not a public record and is not available for inspection
by the public [ORS 127.865 (2)). The protection of confidentiality conferred
by the Death with Dignity Act precludes the Oregon Health Authority from
releasing information that identifies patients or participants, to the public,
media researchers, students, advocates, or other interested parties.

The Oregon Health Authority will NOT confirm on a case-by-case basis
whether an individual has used, or a provider has been involved with, Death
with Dignity. We will not release a report when the first case occurs and we
will not respond to questions regarding number of cases within a specific
time period. (Emphasis in original).

Pursuant to Oregon Rules of Civil Procedure 18, I hereby declare that the above statement
is true to the best of my knowledge and belief, and that I understand it is made for use as

evidence in court and is subject to penalty for perjury,

Dated t?-

osB 055494
Office, LLC

Post Office Box 41240
Eugene, OR 97404
541.225.5061
Jackson@irjlaw.com



JOHN R. KROGER
Attomoy Oenoral

MARYH. WILLIAMS
Dcputy Attomey Cenersl

DEPARTMENT OF JUSTICE
GENERAL ÇOUNSEL DIVISION

November 3,2010

Isaac Jackson
Jackson Law Office,LLC
P.O. Box 279
Eugene, OR 97440

Re: Death rvith Dignity Act Records Request

Dear Mr. Jackson:

Dr. Hedberg, the state epidemiologist, received your letter dated Octobet 27,2A10,
requesting certain Death with Dignity Act records that may have been filed under OAR 333-009-
0010. If records cannot be provlded, you also ask Dr, Hedberg to investigate the existence of the

doouments and report fïndings to you, or lastly, to at least verifu whether the Oregon Health
Authority (OHA) has any record of contact wÍth your client's deceased father. In sum, your
client would like any information that might shed light on his father's death,

While Dr. Hedberg understands the difficult time your client must be going through, ORS
127,865 prevents OIIA fi'om releasing any information to you 01'your client. OHA may only
make publio annual statistical information. Please be assured that if iuegulatities are found on
paperwork submitted to the OHA under OAR 333-009-0010, OIIA can and has reported

information to the Oregon Medical Board who can then investigate tho matter.

I understand that you are in the process of getting the death certificatc fior your clienfs
father rnd that may shed some light on the matter for your client, If your client believes that

some nsfadous aotions have taken place he certainly could contact law enforcement.

Please contaot me if you have additional questíons.

Sincerely,

ShannonK, O'Fallon
Senior Assistant Attorney General
Health and Human Services Section

$KO :vdotJusliceil 23457 52

cc: Katrina Hedberg, M.D, DHS

l5 l5 SV/ Fifth Ave, Sulte 410, Porrland, OR 97201

Telephone: (971)673-1850 Fax: (971) 673-18868 TTY: (503) 378-5938 rvrvrv,doj.state.or,us
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Portlarrd, OR 97201-5847
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Tlreorlorc' R, Krrlortgoski, (ìover¡ro¡'

November 29,2010

lsaac Jackson
Jackson Law Office
PO Box 279
Eugene, OR 97440

Dear Mr. Jackson:

The Oregon Medical Board has received your letter regarding and his death,
apparently under the Oregon Death with Dignity Ac.t. ln order for the Board to proceed
with a formal investigation, a medical and/or legal basis must exist to support an
allegatlon that a physician licensed by the Board may have violated Oregon law, ln our
review of the information that you presented we did not find a physician identifled nor
was there a specific allegation of misconduct on the part of a physician. As such, the
board is not able to initiate a formal investigation,

While sympathetic to concerns about the circumstances of his father's
death, the Board is not able to provide the information requested, The Board does not
possess the requested documents nor does the Board routinely receive these
documents. Under Oregon law the Oregon Department of Human Services collects
lhese documents for their purposes. Further, if the Board did have the documents as a
part of an investigation, the Board would be prevented from releasing them by ORS
676.175.

Thank you for bringing your concerns to the attention of the Oregon Medical Board. lf
you have any further questions regarding this matter, you may contact tne at 971^673-

2702.

Sincerely,

Randy H.
Complaint
I nvestigations/Cornplia Unit

:+>
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Data Release Policy I Death with Dignity Act

Google traductlon An¡cher&RêrÞËþq*rt:alresaAry rt i*1'1qËllqgglpdfl?&rywfdrrres.

Data Release Policy

Roloaso of lnformatlon Regardlng tho Doath wlth Dlgnlty Act

The Death with Dlgnlty Act requireg that the Oregon Health Authorlty collect informelion pertâinlng to compliance (ORS
127,865 (2)) and to make avallable to lhe publio an annual statlstlcal report (ORS 127.865 (3)).

The Oregon Health Authority's role is limiled to collecting lnformation so thet we can monitor complianc€ and provlde a
report r€gardlng the effecls ol this leglolatlon.

Confidential¡ty is critical and the Act speclllcally states that information collecled ls not a public record and is not available
for lnspectlon by the public (ORS I 27,865 (2)). The protectlon of confidentlallty conferred by the D€ath wlth Dlgnlty Act
pr€cludes lhg Or€gon Health Authorlty from releaslng lnformation that ldentlfies palienls or particlpants, to lhe public,
medla, rosoarchers, sludents, advocates, or other lnterested parties,

The Orogon Health Authorlty will NOT confrrm on a case-by-case basis whether an indlvidual has used, or a provider has
been involved with, Death with Dignity, We wlll not release a report when the lrst case occurs and we will not respond to
quost¡ons regarding number of cases wilhin a spociflc timo period.

Wthin the pr¡nc¡pl€s of conf¡dential¡ty, the Oregon Health Authorlty wlll publish an annual report which will include
lnformatlon on how many prescrlpt¡ons are wrlttên, and how many peoplo actually take the pr€scr¡bed medicatlon. The
specificity of any data released wlll depend upon whether we can ensure that conlidentlallly wlll not be breached,

To relterate, the Oregon Heallh Authorlly's role ln report¡ng on the Death with D¡gnity Act is s¡mllar to other public health
data we collecl, The data are population-basod and our charge is to malntaln surveillance of the overall effect of the Act.
The data are to be presented In an annual roport, but the lnlormation collected ls required lo be confidentlal. Therefore,
case-by-case lnformalion will not be provided, and specificity of data released will depend on having adequate numbers to
ensur€ that confidentiality will bo maintained.

EFrequently Asked Ouestions Related to Additional Dala Reguests

Page I of I

I opuons v I

[vÇi¡iþ

http:/þublic.health.oregon.gov/ProviderPartnerResources/EvaluationResearclì/DeathwithDignity... 9l19l20l2



rnnu4 l¡wOffices of Margaret K. Dore, P.S. Mail - RE: Deathlrith D¡gni$Act

Ll i;, r'i;i:: n{} I L¡*,i'{:,( ¡?i i:r Ì {li;¡ r{} tr;lr:}r*'{il"rta l#å rs*ln-Þb1l:rt'gurt't lt. l)rrlt:

RE: Death with Dignity Act
ä ¡nÐs:$u,::r::.j

Pa rkma n Al icia A <alicia.a.parkman@state.or.us>
To: Margaret Dore <margaretdore@margaretdore.com>

Cc : BURKOVS KAIA Tam ara V <tamara.v. burkow kaia@state. or. us >

Wed, Jan 4,2012 at 7:57 AM

Thank you foryour email regarding Oregon's Death with Dignity Act. For all of your questions, the answer

is no. Since our office is charged with maintaining absolute confidentiality, our policy is to never release

identífying information. We can neither confirm nor deny participation of any individual patient or
phys icían. We have been contacted law enforcement and I lre sentatíves in the but have

not de iden n information of a . To ensure confidentiality, our office does not maintain

rce documentation on participants.

Please let me know if you have further questions.

Thank you,

Alicia

Alicia Parkman

Mortal ity Research Analyst

Center for Health Statistics

Oregon Health Authority

Ph:97L-673-1L50

Fax:97I-673-12OL

Ma rga ret Dore fmailto : ma rga retdore @ ma rgaretdore' com] l^n'
: Monday, January 02,20L2 5:48 PM

cia.a.parkman@state.or. us
t¡¿r 1î

ù&*+
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1l2UN14 l-awofices dMargaret K. Dore, P.S. Mall - RE: Death with DignityAct

Thank you for answering my prior quest¡ons about Oregon's death with dignity act.

I haw these follow up questions:

1. Would your ofice release copies of completed reporting brms, ê.9., a doctoÉs completed "Oregon
Death with Dignity Act Attending Physician Follow-up Form," in response to a civil subpoena?

2. Would your ofice release copies of completed reporting forms in answer to a request by law
enforcement?

3. Would your offce confirm to law enforcement whether a person had in fact died under Oregon's Death
with Dignity Act?

Margaret Dore
Law Offices of Margaret K. Dore, P,S.
www.margaretdore.com
1001 4th A\ênue, 44th Floor
Seattle, WA 98154
206 389 1754

Marga ret Dore <margaretdore@margaretdore.com>
Drafl To: Parkman Alicia A <alicia.a.parkman@state.or.us>

Tue, Sep 11,2012 at 4:49 AM

lQuoted text hiddenl
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tntn14 l-awOffices of Margaret K Dore, P.S. Mail - Re: Record Retenl¡on Policy

i."ì;:ilLj'-:i'i:ì .i.l¡;;rr: r":¡tr:,'.1;1ål.:Ì-ii.,:.;.llii:ijitiiiri'i:ii:Ír:i'i tfrfr.ffÐ+ll:n'.r¡,irlt't K. I )r¡r'r'

Re: Record Retention Policy
1 rressage

DWDA I NFO <dwda. info@state.or.us>
To: M argaret Dore < m argaretdore@m arga retd ore. com >

Mon, Jun 27,zA11 at 4:18 PM

Hello Ms. Dore,

Thank you for your email regarding Oregon's Death with Dignity Act (DWDA). To answer your
quest¡on, no, we would not have that information on file. Because the DWDA forms and data are

not public records, they do not fall under the retention schedule. We (the Public Health Division)
compile the data we need for our reports and then destroy all source documentation after one year.

More information can be found in our "Frequently Asked Questions" document available on our
website (http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/
Deathwith D i g nityAct/Docu ments/fa qs. pdf ).

The FAQ does contain a question specif¡c to how data are collected, used and maintained by the
agency:

Q: Are portÍcìpoting patients reported to the State of Oregon by name?

A: The Stote does collect the names of patients ìn order to cross-check death certificotes. However,
the low guorontees the confidentiality of all participoting patients (as well as physicians) ond the
Department of Humon Services does not release this informotion to the public or media. The

identity of participating physicions ís coded, but the identitv of indìviduol potients ís not recorded in,

ony monner, Approxímotely one year from the publication of the Annual Report, ,all source

dgQgrngfig! on i s de stroye d,

Please let me know if you have further questions

Thank you,

Alicia

Alicia Parkman

Morta lity Resea rch Analyst
Center for Health Statistics
Oregon Health Authority
97t-673-tL50
a licia.a.parkma n@state.or. us

>>> "Margaret Dore" <margaretdore@margaretdore.com> 6/25/2011 11:04 AM >>>
3

https:i/nnil.google.con/nnil/u/1/?ui=2&ilea7fe5d83fle&vieì/Fpt&as_has=AliciaTo2OParhnan&as subset=all&æ_wifrin=1d&search=advûth=130d3@11a61c24 112



1n012014 La¡¡Offices d Margar€Ê K Dore, P.S. Mail - Re: Record Retentim Pollcy

Hi. I am an attorney in Washington State.

I would like to know what is Oregon's document retention pol¡cy

regard¡ng DWDA report¡ng.

For example, if there were a question about a death occurring five
years ago, would the original doctor after-death report still be on
file with your office?

Thanks,

Margaret Dore
Law Offices of Margaret K. Dore, P.S

www.margaretdore.com
1001 4th Avenue, 44th Floor
Seattle, WA 98154
206 389 L7s4
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Ileoth f,er|;í]ícnter

OREGON DEPARTMENT OF HUMAN RESOURCÊS
HEALTH DIVISION

(503) 731-44r2
FAX (503) 731-,1084

TDD-Nonvoice (503) 73f -403f

December L2,1997

FROM:

Center for Health Statistics
P.O. Box 14050
Portland, OR 97293-0050

TO: County Vital Records Registrars and Deputies
Sharon Rice, Manager, Registration Unit Center for
Health Statistics

SUBJECT: CONFIDENTIALITY-DEATH wlTH DtG N ITY

This memo is to insure your continued support of the Vital Records

strict code of confidentialiry on a]l birth and death certifìcates.
You received a memo dated November 18, 1997 from Edward

Johnson, Il, State Registrar. In this memo he discussed the necessiry of
protecting the privacy of all parties rvhen a death occurs by means of
Oregon's death with dignity law.

I have received several calls from different counties asking for more

information. After discussing these concerns with the Registrar and

physicians within the Health Division the following rules will apply to all
physician assisted deaths.

You will neither conlìrm nor deny if a death has occurred in your
county. lf rhis question is asked by employees within your own Health

Department, those calls should be referred to Edward Johnson, I[' State

Registrar (503) 73r-4109 or Katrina Hedberg, M'D' (503) 731-4024'lÍyou
are asked for information from any other sourct on this specific topic, those

callers will be referred to Katrina Hedberg, M.D., Oregon Health Division,
(503) 73f-.+024. Do not re[er callers lo me as I am not at liberty to discuss

this topic, and I would only have to refer the caller again'

333
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We will begin asking funeral directors to direct report all physicians
assisted death certificates to this ofïice thus eliminating the registration
through the county office. This will assist in maintaining the confidenriality
in your office. Only limited stâ[I in records will be aware o[ this type of
death, as these reco¡ds will not be handled through regular channels. We
will also be controlling the issuance of certified copies making sure the
family is aware of the new abbreviaæd copies and recommending they
receive this type of certified copy.

lf the funeral home chooses to forward the death record to your office,
you may forward it to this office for registration. You should not maintain a

white copy o[ the death record for six months nor should you issue certified
copies.

lf you do register the death locally then you may not mainmin a six-
month copy of the death record. Before issuing any certified copies o[ the
death record you will need to contact this office for special permission to do
so. There are three people in this office that can grant that perrnission:

Edward Johnson, ll-Sute Registrar (503) 73 r -4 I 09
. Carol Sanders, Manager, Certification Unit 731-4416

Sharon Rice, Manager, Registration Unit 731-4412
Since we do not anticipate a large number of these cases, the different

rules for the handling, these deaths should not adversely affect your work.
You may never have this type of death occur within your county.

If you haven't by now determined the seriousness of this, let me add

one additional staternent so you will know how seriously this matter is

being uken by the State Health Division. Any staff within the Center for
Health Statistics that reveals any information they are not authorized to
release, will irnmediately be terminated. Any county vital records staff,

releasing information will have their registrar-deputy registrar commissions
immediately revoked, thus eliminating you from having any contact with
vital records within your county.

Remember if you are asked if any physician assisted deaths have

occurred in your county you may neither confirm nor deny their
occurrence. This may put you in a difficult position if you are being asked

from Personnel within your own health department. Again, you will need to

explain that you have been told you are not to discuss this topic with
anyone, and refer rhe caller as mentioned earlier in this memo.

2
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Release of lnformation Regarding the Death with Dignity Act

The Death with Dignity Act requires the Washington State Department of Health to
collect information and make an annual statistical report available to the public. RCW
70.245.150.

The law also states "The department of health shall adopt rules to facilitate the
collection of information regarding compliance with this chapter. Except as otherwise
required by law, the information collected is not a public record and may not be made
avaifable for inspection by the public." RCW 70.245.150(2). Consistent with that
statutory mandate, the Department of Health will not:

Disclose information that identifies patients, physicians, witnesses, or other
participants, in activities covered by the Act; or

. Release a report when the first death occurs.

The Department of Health will publish the types and quantities of forms received under
the Death with Dignity Act on the web at www.doh.W?..gov/dwda. This information will
be updated weekly.

The Department of Health will also publish an annual report which will include at least

information on how many prescriptions are written under this Act and how many people

ingest the prescribed medication. The specificity of released data will depend on

whether there are adequate numbers in a reporting field to ensure confidentiality.

The first annual report will include data from March 5, 2009 through December 31,

2009. Statistical reports will be completed annually thereafter.

a

7

Revised April9, 2009


